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 In addition, analytic frameworks from relevant areas of expertise
(medical sociology, system innovation and systems thinking) offer
insights that can be used to shape policy recommendations.

The identification of these policy recommendations in effect results from a
‘gap analysis’ between the existing CAMHS system and a desirable future
system.

The goal is to end up with a limited set of recommendations that could be
taken forward by policy makers and stakeholders in the field.

2.2. Participatory process

2.2.1. Participation events

The stakeholder engagement is organized around

 An exploratory round of interviews (July
explore stakeholder views on the current prob
the CAMHS system and elements of a future, more effective system.
In giving access to first-hand information on current and future issues
in the CAMHS system the interviews complement the
evidence review (see section 2.3). But they also fit in
and Poulter

12
refer to as Analysis Three in a Soft Systems

process. Analysis Three focuses on understanding the disposition of
power in a situation and how that affects what is ‘culturally feasible’ in
a change process. Finally, the interviews offered an opportunity for
these key people to develop confidence in the participatory

 An initial roundtable discussion (focus group) with professionals,
experts, patient representatives and administrators, to give input to the
process of conceptual modelling (14 September and 16 September
2011 for the French and Dutch-speaking groups respectively).

 A validation workshop to discuss and improve the
definition and activity model (18 October and 20 October
Dutch and French-speaking groups respectively). The audience for the
validation workshop is also primarily geared towards expert,
professional and institutional representatives, and patien
representatives.
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In addition, analytic frameworks from relevant areas of expertise
(medical sociology, system innovation and systems thinking) offer
insights that can be used to shape policy recommendations.

tification of these policy recommendations in effect results from a
‘gap analysis’ between the existing CAMHS system and a desirable future

The goal is to end up with a limited set of recommendations that could be
nd stakeholders in the field.

The stakeholder engagement is organized around five participation events:

(July – September 2011) to
views on the current problems and bottlenecks in

system and elements of a future, more effective system.
hand information on current and future issues
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But they also fit in what Checkland

refer to as Analysis Three in a Soft Systems-driven
process. Analysis Three focuses on understanding the disposition of

w that affects what is ‘culturally feasible’ in
a change process. Finally, the interviews offered an opportunity for
these key people to develop confidence in the participatory process.

(focus group) with professionals,
erts, patient representatives and administrators, to give input to the

process of conceptual modelling (14 September and 16 September
speaking groups respectively).

to discuss and improve the emerging root
(18 October and 20 October 2011 for

speaking groups respectively). The audience for the
validation workshop is also primarily geared towards expert,

d institutional representatives, and patient

 A consultation round of interviews
January 2012) the aim of which was to
stakeholders a better opportunity to voice their opinions, to elucidate
some of the points that had come up in th
include a number of complementary perspectives, particularly from
professionals in other youth-serving

 A consolidation workshop, again for a similar audience, to
the draft policy recommendations
and Dutch-speaking groups respectively).

The process of stakeholder participation is organised for a French
speaking and a Dutch-speaking stakeholder group separately. The
motivation to split up the process in two language
practical and technical. Even with the support of translation services it is
hard to implicate different language groups at the same time in a technical,
very interactive process. Furthermore, the language differences also
signify considerable institutional and therapeutic differences in mental
health care. Integration of Dutch and French speaking groups in a shared
participatory process potentially confounds these differences.

The five engagement moments are discussed in more detail in
general comment as regards the orientation of these events is in order.
The purpose of the interviews, roundtables and workshops is to work with
the input from stakeholders. At no point during the process it is the
intention to shape or validate stakeholder perceptions by external
(scientific) evidence (obviously stakeholders were at liberty to substantiate
their views with evidence, which they often enough did). The confrontation
between stakeholder perceptions, research insights and other sour
(such as the Advice of the National council for hospital facilities) is left to
the argumentation supporting the recommendations in this report (Section
5). Whenever the participation events are discussed, the reader of this
report should be aware of the fact that the statements are stakeholder
views and not necessarily proven facts.

In addition, one member of the research team was embedded for 2, 5 days
at the Karibu unit at the CHJ Titeca hospital in Brussels. This was the first
of 5 residential forensic psychiatric pilots created by the Belgian
government in 2003 for young offenders with both psychiatric and
behavioral problems who require educational and social protectionist
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consultation round of interviews (mid-November 2011-early
the aim of which was to give certain influential

stakeholders a better opportunity to voice their opinions, to elucidate
some of the points that had come up in the validation workshop and to
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measures. The unit receives 14 adolescents between 14 and 18 years old.
The purpose of the observation was primarily to get a firsthand experience
of the complexities associated to making an innovative therapeutic

Table 1: Stakeholder engagement process

Rationale

Exploration
round
interviews

To explore stakeholder views
on the current CAMHS system;

To get a feel for the disposition
of power and what change is
‘culturally feasible’.

Roundtables To make explicit stakeholders’
perception of the existing
CAMHS system, to highlight
relevant interventions for a
future system;

To create interest and
confidence in the value of the
study

Validation
Workshop

To validate the emerging root
definition and activity model
(scenario) for CAMHS

Consultation
round
interviews

To deepen insights from the
validation workshops;

To give stakeholders who had
not been heard an opportunity
to express themselves in depth.

Consolidation
workshop

To reflect on and improve the
final draft of policy
recommendations

Organisation mental health care children and adolescents

adolescents between 14 and 18 years old.
purpose of the observation was primarily to get a firsthand experience

of the complexities associated to making an innovative therapeutic

approach work, one that is attempting to place
at the center of mandatory aid as an ethical
observation stay is in Appendix 1.

Questions Format

To explore stakeholder views

To get a feel for the disposition
of power and what change is

 What are the key problems with the
current CAMHS system? What works
well? What would you do to improve the
functioning of the system?

Face-to-face interviews

s’
perception of the existing

system, to highlight
relevant interventions for a

To create interest and
e in the value of the

 What are essential characteristics of the
existing CAMHS system?

 What is the basic purpose of a future,
improved CAMHS system?

 What interventions would help in moving
towards a more efficient and effective
mental health care system for children
and adolescents in Belgium?

Focus group
38

To validate the emerging root
definition and activity model

What are stakeholders’ opinions about the
emerging root definition and activity model?

How can they be improved?

Custom-designed ½
day workshop (Agenda:
Appendix 2)

To deepen insights from the

To give stakeholders who had
not been heard an opportunity

What would a value base underlying a
CAMHS system entail? How can a network-
based approach be put into practice? How
to improve the effectiveness of the access
gate to the CAMHS system?

Face-to-face interviews

o reflect on and improve the
policy

How can these recommendations be better
formulated? What possibilities do you see
to operationalize them? What obstacles
may exist in realizing them?

Custom-designed ½
day workshop (Agenda:
Appendix 2)
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approach work, one that is attempting to place the concept of “good-care”
at the center of mandatory aid as an ethical foundation. A report of the

Participants

face interviews 5 FR and 5 NL
stakeholders and
administrators from
CAMHS and other
child-serving sectors

Cross-section of 15-20
stakeholders targeting
per language group

designed ½
day workshop (Agenda:

Cross-section of 12-20
stakeholders per
language group

face interviews 9 FR and 9 NL
stakeholders from
CAMHS and other
child-serving sectors

designed ½
workshop (Agenda:

Cross-section of 15-20
stakeholders per
language group
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2.2.2. Identification and selection of stakeholders

In this study stakeholder engagement focuses on
and institutional stakeholders. Children and adolescen
are therefore not directly implicated in the process. The user perspective is
included in the process by way of representatives of parents and/or patient
organisations and self help groups. The absence of young people with
mental health problems themselves is a limitation of the study. The
motivation not to include them in the stakeholder group was to a significant
extent linked to the time constraints of the current study in conjunction with
the technical nature of the discussions

39
. It is possible to give you

people with mental health challenges a voice in consultative processes
but the experience of the project team was that this requires sufficient time
and empathy. In absence of these conditions consultation might even
prove to be counterproductive.

40
Another element that compounded the

time constraint is the absence in Belgium of a strong advocacy and self
help organization for specifically this target group. This woul
recruitment a much more lengthy and tortuous process, something that
could not be envisaged within the time frame available for the study.

Based on Part I of this study
9

and on the input from the interviews it was
decided to invite people from the child and adolescent mental health
services and from other youth-serving sectors
justice, youth care) as well. Professionals from the adult mental health
sector were, on the other hand, not invited to the stakeholder group
(although, in principle, they might have contributed in understanding the
difficulties of young people transitioning into the adult system). D
research and punctual information collected from key in
existing network were used to compile a long list
stakeholders. The 1st draft of the long list was screened using profile
criteria (i.e. Practitioner, NGO, admin and Geographic distribution).

 Practitioners: including private and public sector, child psychiatrists
(both biomedical and social orientation represented), child
psychologists (both neuropsychologist and psychotherapist) , juvenile
justice lawyers or judge, paediatricians and other health practitioners,
school professionals and youth justice professionals);

 NGO: patients / children, adolescents and family rights advocate;

Organisation mental health care children and adolescents

takeholders

In this study stakeholder engagement focuses on professional, expert
Children and adolescent users/patients

are therefore not directly implicated in the process. The user perspective is
included in the process by way of representatives of parents and/or patient

The absence of young people with
oblems themselves is a limitation of the study. The

motivation not to include them in the stakeholder group was to a significant
extent linked to the time constraints of the current study in conjunction with

. It is possible to give young
people with mental health challenges a voice in consultative processes

40

xperience of the project team was that this requires sufficient time
and empathy. In absence of these conditions consultation might even

Another element that compounded the
time constraint is the absence in Belgium of a strong advocacy and self -
help organization for specifically this target group. This would make
recruitment a much more lengthy and tortuous process, something that
could not be envisaged within the time frame available for the study.

input from the interviews it was
from the child and adolescent mental health

sectors (education, juvenile
Professionals from the adult mental health

n the other hand, not invited to the stakeholder group
(although, in principle, they might have contributed in understanding the
difficulties of young people transitioning into the adult system). Desk

search and punctual information collected from key informants from our
compile a long list of relevant CAMHS

stakeholders. The 1st draft of the long list was screened using profile
and Geographic distribution).

rivate and public sector, child psychiatrists
(both biomedical and social orientation represented), child
psychologists (both neuropsychologist and psychotherapist) , juvenile
justice lawyers or judge, paediatricians and other health practitioners,

professionals and youth justice professionals);

NGO: patients / children, adolescents and family rights advocate;

 Administrators: managerial functions in public/private institutions
(including government agencies, public hospitals, schools,
organisation like Zorgnet

j
etc.).

Roundtables and workshops

Out of this list, people were invited for the different stakeholder events. The
selection was based on two criteria. First, it was aimed to have 15
participants in each language group. Second, it was aimed
of profiles. An overview of participant profiles for the three interactive
participation events (roundtables and workshops) is shown in

A relatively high number of child and adolescent psychiatrists participated
in the workshops as compared to other clinicians and stakeholders.
was partly a result of the selection process, which was aimed at involving a
sufficient number of child psychiatrists in view of their expertise, authority
and the pivotal role they play in the current sy
has to be said that a high number of child psychiatrists accepted our
invitation to the various workshops, in which they played a very active role.
Thus, a certain bias towards the perspective of child psychiatrists must be
taken into account.

Some participants fit into various categories, e.g. a clinical psychologist
who is also director of an ambulatory mental health service. In these
cases, the second function is indicated between brackets.

In some categories, the participation rate was slightly lower than targeted.
This was mostly due to late cancellations or non

j
www.zorgnetvlaanderen.be
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: managerial functions in public/private institutions
(including government agencies, public hospitals, schools,

Out of this list, people were invited for the different stakeholder events. The
selection was based on two criteria. First, it was aimed to have 15-20
participants in each language group. Second, it was aimed to have a mix

. An overview of participant profiles for the three interactive
participation events (roundtables and workshops) is shown in Table 2.

relatively high number of child and adolescent psychiatrists participated
compared to other clinicians and stakeholders. This

was partly a result of the selection process, which was aimed at involving a
sufficient number of child psychiatrists in view of their expertise, authority
and the pivotal role they play in the current system. On the other hand, it
has to be said that a high number of child psychiatrists accepted our
invitation to the various workshops, in which they played a very active role.
Thus, a certain bias towards the perspective of child psychiatrists must be

Some participants fit into various categories, e.g. a clinical psychologist
who is also director of an ambulatory mental health service. In these
cases, the second function is indicated between brackets.

on rate was slightly lower than targeted.
This was mostly due to late cancellations or non-appearances.
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Table 2: Stakeholder profiles in interactive participation events

Stakeholders

16/09/2011

Child psychiatrists

Psychologists

General practitioners

Paediatrician

Ambulatory: CGG/SSM/AIGS

Juvenile Justice

Education

Youth Care

Patient/Child/Family rights

Network coordination

Prevention

Administration (federal)

Administration

(Community/regional)

Disability care

Social profit employers organisation

Scientific institutions

Total

Target

Organisation mental health care children and adolescents

Stakeholder profiles in interactive participation events

Roundtables Validation workshops

NL

16/09/2011

FR

14/09/2011

NL

18/10/2011

FR

20/10/2011

3 7 7 9

1 1 3 3

1 1 1 1

1 1

(1) (2) 3

1 1 1

1 1

1

1 1 2 1

1 + (1) (4)

(1) (3)

2 2 2 1

3 (3) 1 (2)

1 1

1

1+(3) 1 + (3) (6) 2 + (4)

13 17 20 23

12 12 20 20
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Consolidation workshops

NL

17/01/2012

FR

16/01/2012

6 5

2 3

1 + (1)

1 + (1) 2

1 + (1)

1

1

2 1

1

(2)

2

1 (3)

1

1

1 1 + (5)

17 17

20 20
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Interviews

For the exploration round interviews and consultation round
people were chosen because of their assumed influence in the stakeholder
field and/or their contributions at the validation workshop.

The exploration round focused on a small sample of 10 key stakeholders
(5 French-speaking and 5 Dutch-speaking). In addition, the written input of
one additional stakeholder, submitted as an alternative for a face
was included as well.

These stakeholders are individuals that have considerable political
influence or they are experts/professionals that are known to have a very
outspoken view on the organization of the CAMHS
have an important influence on their peers (opinion leaders). They were
selected from the long list of candidate participants (

The consultation round followed up on the validation workshops (section
2.2.1.). Altogether 18 interviews – 9 FR and 9 NL
mid-November 2011 and early January 2012. Representatives from
specialized mental health services were 7 child psychiatrists (
all affiliated to psychiatric hospitals), and a director of a child psychiatric
center in Wallonia. One person from Zorgnet Vlaanderen, an important
social profit employer’s organization, was involved.
belonged to non-specialized services (GPs, Kind & Gezin, youth care (AJ))
or adjacent sectors (AWIPH, CLB/PMS). From the 15 interviews, 6 had
been interviewed earlier on the research trajectory, and 12 people in all
had participated in either the roundtable discussions or the validation
workshops. So, only 3 interviewees had no prior exposure at all to the
process.

An overview of people involved in both interview rounds is provided in
Table 3.

Organisation mental health care children and adolescents

rviews and consultation round interviews
people were chosen because of their assumed influence in the stakeholder
field and/or their contributions at the validation workshop.

round focused on a small sample of 10 key stakeholders
speaking). In addition, the written input of

, submitted as an alternative for a face-to-face

These stakeholders are individuals that have considerable political
perts/professionals that are known to have a very

CAMHS system and are likely to
have an important influence on their peers (opinion leaders). They were

of candidate participants (see section 2.2.2).

The consultation round followed up on the validation workshops (section
NL - were done between

November 2011 and early January 2012. Representatives from
ere 7 child psychiatrists (5 FR, 3 NL,

all affiliated to psychiatric hospitals), and a director of a child psychiatric
One person from Zorgnet Vlaanderen, an important

social profit employer’s organization, was involved. The other interviewees
specialized services (GPs, Kind & Gezin, youth care (AJ))

or adjacent sectors (AWIPH, CLB/PMS). From the 15 interviews, 6 had
been interviewed earlier on the research trajectory, and 12 people in all

oundtable discussions or the validation
only 3 interviewees had no prior exposure at all to the

An overview of people involved in both interview rounds is provided in
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Table 3: Overview of people interviewed

Stakeholders

Child psychiatrists

Psychologists

General practitioners

Paediatricians

Ambulatory: CGG/SSM/AIGS

Juvenile Justice

Education

Youth Care

Patient/Child/Family rights

Network coordination

Prevention

Administration (federal)

Administration

(Community/regional)

Disability care

Social profit employers organisation

Scientific institutions

Total

Target

Organisation mental health care children and adolescents

Exploration round

NL FR

3 3

1 1

(1)

1

1

(1)

(3) (1)

5 5

5 5

KCE Reports 175

Consultation round

NL FR

4 5

1

2

1 1

1

1

(1)

1

1

(5) (3)

9 9

5 5
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2.2.3. Data analysis

The semi-structured exploration round interviews
interlocutors’ views on the current problems and bottlenecks in the
system and elements of a future, more integrated and effective sys
conversations were face-to-face, recorded and fully transcribed
120 pages of transcripts). One stakeholder contributed his input in a
written document. The interview round started in July and finished early
September 2011 (before the roundtables were held).

In order to structure the output of the exploration round interviews we rely
on a pragmatic framework called a ‘systems ladder’, proposed by
Donella Meadows as a way to think about different ‘places to intervene in a
system’.

41
The framework proposes a hierarchy of 12 so

points’, inspired by the concepts and language of the discipline of syst
dynamics. Leverage points are elements of a system that decisively
influence the way the system works. Blockages or malfunctions at the level
of certain points will impede the system’s functioning. Conversely,
interventions at leverage points will have a significant impact on the
system’s behavior. The systemic nature of the framework lies in its
proposed hierarchy of levels that have more or less structural impact on
the system. For example, changing the goal of a system will have a
profound influence on its functioning, whilst merely ‘fiddling with the
numbers’ is, from a systemic point of view, a more anecdotal intervention.
However, this does not imply that less systemic levers are not worth
bothering with. They can be instrumental in changing the sys
behavior. Furthermore, the higher one gets on the ladder the more risky
and time consuming it tends to be to introduce changes in the system. So
as a rule there is an argument to be made to think in terms of a portfolio of
“interventions” across the whole Meadows ladder.

The categories proposed by Meadows can be used also as a framework to
structure information from a diagnostic point of view, i.e. to map out what is
wrong with a system. The 12 ‘places to intervene in a system’ are usually
presented in an inversely numbered way (ordered from the less systemic
to the more systemic):

12 - Numbers: constants and parameters such as subsidies or taxes, such
as the price of petrol in the example above.

Organisation mental health care children and adolescents

structured exploration round interviews explored
interlocutors’ views on the current problems and bottlenecks in the CAMHS
system and elements of a future, more integrated and effective sys tem. All

recorded and fully transcribed (around
One stakeholder contributed his input in a

The interview round started in July and finished early
tables were held).

In order to structure the output of the exploration round interviews we rely
called a ‘systems ladder’, proposed by

Donella Meadows as a way to think about different ‘places to intervene in a
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influence the way the system works. Blockages or malfunctions at the level
of certain points will impede the system’s functioning. Conversely,

a significant impact on the
system’s behavior. The systemic nature of the framework lies in its
proposed hierarchy of levels that have more or less structural impact on

changing the goal of a system will have a
n its functioning, whilst merely ‘fiddling with the

numbers’ is, from a systemic point of view, a more anecdotal intervention.
However, this does not imply that less systemic levers are not worth
bothering with. They can be instrumental in changing the system’s
behavior. Furthermore, the higher one gets on the ladder the more risky
and time consuming it tends to be to introduce changes in the system. So
as a rule there is an argument to be made to think in terms of a portfolio of

whole Meadows ladder.

The categories proposed by Meadows can be used also as a framework to
structure information from a diagnostic point of view, i.e. to map out what is
wrong with a system. The 12 ‘places to intervene in a system’ are usually

d in an inversely numbered way (ordered from the less systemic

constants and parameters such as subsidies or taxes, such

11 - Buffers: the sizes of stabilizing stocks relat
aggregates of various types (people, finances, materials) that determine
the system’s behavior. Buffers that are small relative to their flows may
lead to system instability. Large buffers may compromise the adaptiveness
of a system.

10 - Stock-and-flow structures: physical systems and their nodes of
intersection. This concerns the capacity of infrastructural elements that
sustain a flux or flow in a system.

9 - Delays: the lengths of time relative to the rates of system chan
Delays in feedback processes can significantly determine the behavior of a
system, often leading to instability (oscillations) if they are out of sync with
the speed with which the system changes.

8 - Balancing feedback loops: the strength of dampeni
relative to the impacts they try to correct. These are dynamic forces that
keep the system near equilibrium, in much the same way as a thermostat
keeps a room’s temperature near a desired temperature;

7 - Reinforcing feedback loops: the s
These are dynamic forces that move the system away from an equilbrium
(leading typically to phenomena of exponential growth);

6 - Information flows: the structure of who does and does not have access
to information. Information flows are fairly obvious and easy to understand
(whilst not necessarily easy to remedy) determinants of a system’s
performance and behavior;

5 - Rules: incentives, punishments, constraints, typically embodied by
regulations of all sorts;

4 - Self-organization: the power to add, change or evolve system structure.
This essentially concerns system features that allow it to learn and to
adjust its structure and functioning to outside disturbances;

3 - Goals: the purpose or function of the system.
or implicit goal(s) espoused by the actors working in and governing the
system;

2 - Paradigms: the mindset out of which the system arises (its goals,
structure, rules, delays, parameters). This refers to the basic norms and
values which give meaning to the system’s goals and functioning.
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Buffers: the sizes of stabilizing stocks relative to their flows. These are
aggregates of various types (people, finances, materials) that determine
the system’s behavior. Buffers that are small relative to their flows may
lead to system instability. Large buffers may compromise the adaptiveness

flow structures: physical systems and their nodes of
intersection. This concerns the capacity of infrastructural elements that

Delays: the lengths of time relative to the rates of system changes.
Delays in feedback processes can significantly determine the behavior of a
system, often leading to instability (oscillations) if they are out of sync with
the speed with which the system changes.

Balancing feedback loops: the strength of dampening feedback loops
relative to the impacts they try to correct. These are dynamic forces that
keep the system near equilibrium, in much the same way as a thermostat
keeps a room’s temperature near a desired temperature;

Reinforcing feedback loops: the strength of reinforcing, driving loops.
These are dynamic forces that move the system away from an equilbrium
(leading typically to phenomena of exponential growth);

Information flows: the structure of who does and does not have access
nformation flows are fairly obvious and easy to understand

(whilst not necessarily easy to remedy) determinants of a system’s

Rules: incentives, punishments, constraints, typically embodied by

organization: the power to add, change or evolve system structure.
This essentially concerns system features that allow it to learn and to
adjust its structure and functioning to outside disturbances;

Goals: the purpose or function of the system. This refers to the explicit
or implicit goal(s) espoused by the actors working in and governing the

Paradigms: the mindset out of which the system arises (its goals,
structure, rules, delays, parameters). This refers to the basic norms and

ues which give meaning to the system’s goals and functioning.
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1 - Transcending paradigms, which is the ability to move flexibly between
paradigms. We have chosen not to include this level in the analysis as it
goes beyond the scope of this study.

The framework is used for diagnostic purposes. This means that all of
these levels are ways of categorizing friction points in the Belgian
system, as indicated by the stakeholders and stakeholder
The framework is used in a pragmatic way to st
output. In some cases diagnostic elements can be associated with different
levels (leverage points), depending on how they are conceptualized. There
is not one unequivocal way to conduct this analysis. Rather, the intent is to
bring some measure of order to the interview output and
perceptions as a basis for a next step in the analysis

Also the consultation round interviews were
exception which was done over telephone. A very open list of questi
was used to guide the conversations (Appendix 3). All face
conversations were recorded. Given the relatively large number of
interviewees and the short time available (6 weeks between mid
November and early-January 2012) no full transcripts wer
bulleted interview summaries. A few stakeholders who participated in the
validation workshop (2 FR and 2 NL), and 1 FR expert child psychiatrist
submitted more or less extensive written contributions.

Also the 3 workshops were tape-recorded. Th
together with field notes transcribed as bulleted interview summaries.

2.3. Evidence review
The study relies on an evidence base of topical research and relevant
practices related to the Belgian mental health care system, particularly as it
concerns children and adolescents. The compressed timeline of the project
(7 months elapsed time) made a comprehensive and in
review impracticable. Furthermore, in Part I of this study a lot of the terrain
had already been mapped out. Hence it was decided to focus on three key
sources of information: a limited list of ‘key documents’, a set of studies
and reports pointed out or handed over to us by stakeholders, and
literature from various branches of systems thinking and innovation to
support the methodology employed in this study.

Key documents included are:

Organisation mental health care children and adolescents

Transcending paradigms, which is the ability to move flexibly between
paradigms. We have chosen not to include this level in the analysis as it

amework is used for diagnostic purposes. This means that all of
these levels are ways of categorizing friction points in the Belgian CAMHS

stakeholders interviewed.
The framework is used in a pragmatic way to structure the rich interview
output. In some cases diagnostic elements can be associated with different
levels (leverage points), depending on how they are conceptualized. There
is not one unequivocal way to conduct this analysis. Rather, the intent is to

ing some measure of order to the interview output and stakeholder
perceptions as a basis for a next step in the analysis.

were face-to-face, with one
A very open list of questions

(Appendix 3). All face-to-face
conversations were recorded. Given the relatively large number of
interviewees and the short time available (6 weeks between mid-

January 2012) no full transcripts were made but
bulleted interview summaries. A few stakeholders who participated in the
validation workshop (2 FR and 2 NL), and 1 FR expert child psychiatrist
submitted more or less extensive written contributions.

recorded. These recordings were,
together with field notes transcribed as bulleted interview summaries.

The study relies on an evidence base of topical research and relevant
practices related to the Belgian mental health care system, particularly as it

The compressed timeline of the project
(7 months elapsed time) made a comprehensive and in-depth literature
review impracticable. Furthermore, in Part I of this study a lot of the terrain

ce it was decided to focus on three key
sources of information: a limited list of ‘key documents’, a set of studies
and reports pointed out or handed over to us by stakeholders, and
literature from various branches of systems thinking and innovation to

 The first part of the present KCE project
of organizational aspects of CAMHS
study on the available evidence and knowledge about reforms and
integrated care models in other countries (UK, Canada, Netherlands,
France) and a mapping of the CAMHS

 Other KCE-reports related to
projects’ in mental health care
children and adolescents.

10

 A recent report prepared by the National Council of Hospital Facilities
(Nationale Raad voor Ziekenhuisvoorzieningen, NRZV; Conseil
National des Etablissements Hospitaliers, CNEH) for the Minister of
Social Affairs and Public Health, containing an expert
of the actual problems and suggestions for future needs in the
CAMHS sector in Belgium.

13

2.4. Limitations of the methodology used
As described in section 2.1.1 and 2.1.2, the aim of the current study is to
lay down the contours of the future CAMHS system. The “system”
considered is not an organizational entity with recognized boundaries,
legal status, resources, power and so on but it is an idealized system. This
implies that, starting from the model and the recom
developed in this study, much of the organizational issues, implications in
the legal domain etc. will remain to be worked out.
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The first part of the present KCE project
9

including: a narrative review
of CAMHS; an international comparison

study on the available evidence and knowledge about reforms and
integrated care models in other countries (UK, Canada, Netherlands,

CAMHS landscape in Belgium.

reports related to CAMHS: the evaluation of ‘therapeutic
projects’ in mental health care

11
; psychiatric emergency care for

A recent report prepared by the National Council of Hospital Facilities
ad voor Ziekenhuisvoorzieningen, NRZV; Conseil

National des Etablissements Hospitaliers, CNEH) for the Minister of
Social Affairs and Public Health, containing an expert-based analysis
of the actual problems and suggestions for future needs in the

Limitations of the methodology used
As described in section 2.1.1 and 2.1.2, the aim of the current study is to

wn the contours of the future CAMHS system. The “system”
considered is not an organizational entity with recognized boundaries,
legal status, resources, power and so on but it is an idealized system. This
implies that, starting from the model and the recommendations that will be
developed in this study, much of the organizational issues, implications in
the legal domain etc. will remain to be worked out.
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3. DIAGNOSTIC OF THE BELGIAN
SYSTEM

The first step in the conceptual modeling is the development of
definition of the envisaged CAMHS system (section
definition succinctly captures the purpose (the ‘raison d’être’) of the
system. The exact content of the root definition takes its cue from insights
into the needs and concerns of children and adolescents with mental
health challenges and other stakeholders (including parents, other family
members, educators, medical professionals, other mental health
professionals, and service providers across sectors). Additionally it is
informed by an appreciation of the difficulties and dysfunctionalities in the
existing care system.

Hence, there is a need for a diagnostic effort, mapping the problems and
issues with the current system, to provide a basis for the development of
an appropriate root definition. Typically, in a Soft Systems Methodology
informed approach, this diagnostic is captured by means of a ‘rich picture’
(section 3.3), or a visual representation of the system and its bottlenecks.
In this participatory project the diagnostic is based on input from key
stakeholders via interviews (section 3.1) and roundtable discussions
(section 3.2).

To complete the picture of the existing system and its challenges, key
documents and other literature sources were reviewed (section 3.4)

Disclaimer. It needs to be emphasized that sections 3.1
on statements of stakeholders. The quotation marks, and the
synthetic headings and text fragments
perceptions, not verified facts.
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LGIAN CAMHS

The first step in the conceptual modeling is the development of a root
section 2.1.2). This root

definition succinctly captures the purpose (the ‘raison d’être’) of the
system. The exact content of the root definition takes its cue from insights

children and adolescents with mental
health challenges and other stakeholders (including parents, other family
members, educators, medical professionals, other mental health
professionals, and service providers across sectors). Additionally it is

by an appreciation of the difficulties and dysfunctionalities in the

Hence, there is a need for a diagnostic effort, mapping the problems and
issues with the current system, to provide a basis for the development of

ot definition. Typically, in a Soft Systems Methodology-
informed approach, this diagnostic is captured by means of a ‘rich picture’
(section 3.3), or a visual representation of the system and its bottlenecks.

based on input from key
stakeholders via interviews (section 3.1) and roundtable discussions

To complete the picture of the existing system and its challenges, key
documents and other literature sources were reviewed (section 3.4)

er. It needs to be emphasized that sections 3.1-3.3 are based
on statements of stakeholders. The quotation marks, and the

fragments reflect stakeholder

3.1. Diagnostic output from the roundtables
Two roundtable discussions were held
for Dutch-speaking participants (T
French-speaking round table and 13 for the Dutch
Table 2).

The roundtables were organized around three key questions, of which only
the first is diagnostically oriented:
from your point of view, the essence of the existing CAMHS system in
Belgium?” This question focused on eliciting participants’ views on the
strengths and weaknesses of the present system. An inventory of all
participants’ responses can be found in the full report in

The images evoked by the participants to the
reveal the following strengths and weaknesses of t

Strengths:

 Complexity, diversity;

 Pockets of goodwill, creativity, and efficiency.

Weaknesses:

 Lack of accountability, control, instability;

 Rivalry, lack of collegiality, coordination;

 Congestion and saturation leading to frustration, c
and loss of meaning;

 Lack of political vision, short-termism, leading to stagnation;

 Lack of transparency hence difficult to navigate for users and
professionals, no feedback;

 Lack of resources;

 Inability to adapt, dwindling degrees of

 Inability to cure, to fulfill its most basic purpose;

 Inability to resolve the tensions of

 Source of stigmatization.
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Diagnostic output from the roundtables
o roundtable discussions were held - one for French-speaking and one

Table 1). Participant totaled 17 for the
speaking round table and 13 for the Dutch-speaking session (cf.

around three key questions, of which only
“What image or metaphor captures,

from your point of view, the essence of the existing CAMHS system in
This question focused on eliciting participants’ views on the

trengths and weaknesses of the present system. An inventory of all
participants’ responses can be found in the full report in Appendix 4.

The images evoked by the participants to the Francophone roundtable
reveal the following strengths and weaknesses of the CAMHS system:

Pockets of goodwill, creativity, and efficiency.

Lack of accountability, control, instability;

Rivalry, lack of collegiality, coordination;

Congestion and saturation leading to frustration, confusion, isolation

termism, leading to stagnation;

Lack of transparency hence difficult to navigate for users and

Inability to adapt, dwindling degrees of freedom;

Inability to cure, to fulfill its most basic purpose;

tensions of a stressful, contemporary society;
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The images summoned by the participants to the
roundtable point to the following strengths and weaknesses of the
system:

Strengths:

 Diversity, goodwill, expertise;

 Potential for learning, potential for establishing new connections

 Pockets of efficiency;

 A discernible desire for reform.

Weaknesses:
 Overall ineffectiveness of the system;

 Unattractive, inhospitable and intimidating character; subject to taboos
and stigmatization;

 Difficult to access, to navigate, to get out of the system, lack of
transparency for outsiders;

 Complexity, fragmentation, chaos;

 Lack of an overall vision, of appropriate controls to steer and assess
the quality delivered by the system;

 Subject to rivalries and lack of co-operation.

It is clear that the two groups of stakeholders overlapped considerably in
their view of the mental health care system in which they are working (or
with which they are interfacing). Its most conspicuous characteristic is
fragmentation and compartmentalization. As a result young persons
with mental health conditions and their families are disoriented and
frustrated and do not receive optimal care and support. Also, as a result of
the fragmentation resources are used sub
effectiveness and efficiency of the system is compromised
fragmentation emerges from a long history of gradually increasing
complexity, exacerbated by the lack of a clear focal point of management
for the CAMHS system, lack of accountability, and competition and rivalry
between actors in the system.

The participants in the roundtables also pointed to the
accessing the system, which is considered remote and inhospitable.

Organisation mental health care children and adolescents

The images summoned by the participants to the Dutch-speaking
g strengths and weaknesses of the CAMHS

Potential for learning, potential for establishing new connections;

Unattractive, inhospitable and intimidating character; subject to taboos

Difficult to access, to navigate, to get out of the system, lack of

vision, of appropriate controls to steer and assess

s overlapped considerably in
in which they are working (or

with which they are interfacing). Its most conspicuous characteristic is
. As a result young persons

with mental health conditions and their families are disoriented and
not receive optimal care and support. Also, as a result of

resources are used sub-optimally, and the
effectiveness and efficiency of the system is compromised . The
fragmentation emerges from a long history of gradually increasing

ty, exacerbated by the lack of a clear focal point of management
system, lack of accountability, and competition and rivalry

The participants in the roundtables also pointed to the difficulty in
, which is considered remote and inhospitable.

Young persons and their families that are associated with the system are
easily stigmatized.

There are isolated pockets of good, state
efficacy in the system, but the mental heal
capitalized on these as opportunities for learning and for building on these
innovations towards widespread implementation of effective practices.

Both groups stressed the presence of commitment, goodwill, and the
potential for learning. In addition, they noted that system participants
recognize the entrenched systemic problems and are interested and
willing to consider significant reforms

3.2. Diagnostic output from the
An exploratory round of interviews
held early on in the study (July-September 2011;
intended to explore interlocutors’ views on the current
strengths of the CAMHS system and their ideas for a future, more effective
system. In addition, they focused on understanding the disposition of
power in the present system and how that affects what is ‘culturally
feasible’ in a change process towards an improved system. Finally, the
interviews offered an opportunity for these key peop
confidence in the participatory process.

To structure the rich output of the interviews, the diagnostic framework
‘Meadows Ladder’ was used.

41
Interview quotes have been translated,

shortened and are sometimes paraphrased. Each quote is labeled by a
number that refers to the full quote, in the original language, in
As indicated above, it needs to be
quotation marks and the synthetic headings and text that precede them
reflect stakeholder perceptions, not verified facts.
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Young persons and their families that are associated with the system are

isolated pockets of good, state-of-the-art practice and
in the system, but the mental health care system has not

capitalized on these as opportunities for learning and for building on these
innovations towards widespread implementation of effective practices.

presence of commitment, goodwill, and the
. In addition, they noted that system participants

recognize the entrenched systemic problems and are interested and
willing to consider significant reforms.

Diagnostic output from the exploration round interviews
with 5 FR and 5 NL stakeholders was

September 2011; table 1). They were
intended to explore interlocutors’ views on the current weaknesses and

system and their ideas for a future, more effective
. In addition, they focused on understanding the disposition of

power in the present system and how that affects what is ‘culturally
feasible’ in a change process towards an improved system. Finally, the
interviews offered an opportunity for these key people to develop

participatory process.

To structure the rich output of the interviews, the diagnostic framework of
Interview quotes have been translated,

shortened and are sometimes paraphrased. Each quote is labeled by a
number that refers to the full quote, in the original language, in Appendix 5.
As indicated above, it needs to be emphasized that all statements within
quotation marks and the synthetic headings and text that precede them
reflect stakeholder perceptions, not verified facts.
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3.2.1. Numbers

The key number that stakeholders in interviews refer to is the fraction of
the mental health care budget that is allocated to children and adolescents.
There is a significant discrepancy between the prevalence of mental health
problems in this age bracket (estimated at 20% by various
and the share of the total mental health budget it is entitled to. It was
estimated that less than 5% of the total mental health budget is allocated
to CAMHS.

Compared to the adult sector, the CAMHS
underfunded

 [1] “I once calculated that only three percent of the total federal
for mental health care was allocated to youth. While we are dealing
with 20 to 25% of the total population.”

3.2.2. Buffers

A key buffer that is mentioned is the shortage of practicing (child)
psychiatrists. The profession is deemed unattractive for fi
and because the work is hard and stressful. Many psychiatrists choose to
work in private practice, focusing on less complicated cases (‘cherry
picking’). Conversely, there is an oversupply of clinical psychologists.
However, they are not recognized as ‘health workers’ and hence not
reimbursed by social security. The supply of other
types of CAMHS providers has not been well developed.

Mental illness continues to be stigmatised in our society. This has
implications for the attractiveness of the profession to young
professionals.

 [3] “Twenty years ago, we used to have much more candidates for a
specialisation in child psychiatry. Today there are not enough
candidates to fill the training positions. I really think ther
taboo around mental illness in our society. It is not seen as a genuine

k
This figure is widely cited and is based on
Organization) estimates (WHO. Atlas: child and adolescent mental health
resources: global concerns, implications for the future. Geneva: WHO;
2005).
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in interviews refer to is the fraction of
al health care budget that is allocated to children and adolescents.

There is a significant discrepancy between the prevalence of mental health
problems in this age bracket (estimated at 20% by various stakeholders

k
)

h budget it is entitled to. It was
estimated that less than 5% of the total mental health budget is allocated

CAMHS is significantly

“I once calculated that only three percent of the total federal budget
for mental health care was allocated to youth. While we are dealing

A key buffer that is mentioned is the shortage of practicing (child)
psychiatrists. The profession is deemed unattractive for financial reasons
and because the work is hard and stressful. Many psychiatrists choose to
work in private practice, focusing on less complicated cases (‘cherry
picking’). Conversely, there is an oversupply of clinical psychologists.

cognized as ‘health workers’ and hence not
by social security. The supply of other, perhaps less traditional

providers has not been well developed.

Mental illness continues to be stigmatised in our society. This has
or the attractiveness of the profession to young

years ago, we used to have much more candidates for a
specialisation in child psychiatry. Today there are not enough
candidates to fill the training positions. I really think there is still a
taboo around mental illness in our society. It is not seen as a genuine

is based on WHO (World Health
WHO. Atlas: child and adolescent mental health

r the future. Geneva: WHO;

illness. People do not have the same respect for it as for a cardio
vascular disease.”

Child psychiatrists choose not to work
their own practice that focuses on not too difficult cases as it is
easier and more lucrative.

 [4] “Trained child psychiatrists don’t want to work in a hospital
anymore. The fees are such that it is much more attractive to have an
independent practice to work with chil
complex problems.”

The profession needs to be made more attractive by creating
opportunities for learning

 [7] “This reminds me of the issue of the continued training and support
of professionals, with an eye to preventing burn
motivation. Because professionals are often confronted with very
difficult situations that affect them at a personal level and require them
to rethink their approach. And they have to be very creative too.”

The official reimbursement of
controversial point.

 [8] “Specific for the sector is the lack of child psychiatrists and the
oversupply of clinical psychologists. The new nomenclature transfers
final responsibility and financing to child psychiatrists on
psychologists in a supporting role and being paid via the psychiatrists.
This is a very hierarchic way of working that is not in accordance with
the way it should actually work.”

There is first line expertise that is insufficiently exploited.

 [12] “I have a strong impression that there are skills and experience
that are not well taken advantage off. Educators on the streets who
work on a daily basis with the most vulnerable children have
something to say and they are only rarely listened to.”
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illness. People do not have the same respect for it as for a cardio-

Child psychiatrists choose not to work in hospitals but to establish
ice that focuses on not too difficult cases as it is

“Trained child psychiatrists don’t want to work in a hospital
anymore. The fees are such that it is much more attractive to have an
independent practice to work with children that do not have too

The profession needs to be made more attractive by creating

“This reminds me of the issue of the continued training and support
of professionals, with an eye to preventing burn-out and maintaining
motivation. Because professionals are often confronted with very
difficult situations that affect them at a personal level and require them
to rethink their approach. And they have to be very creative too.”

clinical psychologists remains a

“Specific for the sector is the lack of child psychiatrists and the
oversupply of clinical psychologists. The new nomenclature transfers
final responsibility and financing to child psychiatrists only, with
psychologists in a supporting role and being paid via the psychiatrists.
This is a very hierarchic way of working that is not in accordance with
the way it should actually work.”

There is first line expertise that is insufficiently exploited.

“I have a strong impression that there are skills and experience
that are not well taken advantage off. Educators on the streets who
work on a daily basis with the most vulnerable children have
something to say and they are only rarely listened to.”



56

3.2.3. Stock-and-flow structures

There are long waiting lists for children and adolescents, both in
outpatient (Centra voor geestelijke gezondheidszorg/ Services de santé
mentale CGG/SSM) and residential services. The saturation of the mental
health care system for children and adolescents is for many interlocutors
an obvious and major shortcoming. Stakeholders pointed it out as
factor that compromises the effectiveness of the system
contributes to its negative image. Overall, traditional outpatient
(ambulatory), inpatient, and residential services are the center of gravity of
the CAMHS system. Flexible home-based and community
health services and supports that are able to provide alternatives to
treatment in inpatient and residential settings have not been widely put in
place. Also the lack of emergency and crisis facilities is acute. These
capacity problems bounce off one another and reinforce each other (see
further: reinforcing loops), compounding the bottlenecks and aggravating
the mental health difficulties and challenges for children and families.

The mental health care system for children and adolescents is unable
to cope with demand. There are long waiting lists everywhere in the
system.

 [13] “I believe that the waiting lists have been the biggest problem
over the last few years. Certainly in the residential facilities and in
daycare centres there are few opportunities for children (slightly more
for adolescents) to be admitted in a crisis situation. So demand
increases but neither youth care nor mental health facilities have
developed an appropriate response. We are not structurally organised
for these crisis admissions. I think this has been the most striking
observation during my whole career, which goes back for almost 30
years.”

Crisis and emergency services are saturated

 [15] “This is obvious from the demand for crisis and emergency
facilities. The private practitioners feel more and more unable to cope
and so they send people onward to the emergency facilities of general
hospitals that are very quickly saturated. It’s true that here in Brussels
we do not have any facility for children and adolescents that caters for
emergency cases.”

Organisation mental health care children and adolescents
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“This is obvious from the demand for crisis and emergency
facilities. The private practitioners feel more and more unable to cope
and so they send people onward to the emergency facilities of general

itals that are very quickly saturated. It’s true that here in Brussels
we do not have any facility for children and adolescents that caters for

Ambulatory services are underpowered

 [16] What strikes me as the most acute need in the men
system for children and adolescents is the absolute shortage of
outpatient services. That’s quite obvious from the long waiting lists we
are coping with. In the French
pressing. And there the terrain is
small day care centres.”

3.2.4. Delays

The delays in the CAMHS system are a result of saturation of the care
system, with ubiquitous waiting lists as a result (see: stock
structures, balancing feedback loops, reinforc

3.2.5. Balancing feedback loops

The mental health care system is seen as
the discussion under ‘stock and flow structures’ it is clear that there are a
lot of capacity problems and bottlenecks in the system (see
reinforcing loops; information flows; power to self
to these pressures is ‘passing the buck’
pass on youngsters to other, more or less adequate, services (see:
reinforcing loops). Another reaction is to implement localized initiatives to
take pressure off of the system. Whilst these do help in meeting certain
needs and offer opportunities for service innovation,
that typically these new capacities also are quickly satur
proliferation of these isolated initiatives
executed, contributes to the fragmentation of services
financial resources. Furthermore, based on the experience of these new
services quickly reaching capacity, actors in the sector are reluctant to
undertake further initiatives. Thus, there are balancing loops operating at
two levels. At a sectoral level, these isolated initiatives reduce the pressure
on the overall system somewhat. They act as safety valves
pressure on the system in check. However, whilst this is a laudable
contribution, they represent a temporary ‘fix’ and many contribute to the
system’s inertia and resistance to reform.

Other balancing loops result from
mechanisms that command too many of already scarce resources.
Furthermore, also the absence of a strong voice of an empowered
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Ambulatory services are underpowered

What strikes me as the most acute need in the mental health care
system for children and adolescents is the absolute shortage of
outpatient services. That’s quite obvious from the long waiting lists we
are coping with. In the French-speaking part the shortage is equally
pressing. And there the terrain is even more fragmented with all these

system are a result of saturation of the care
system, with ubiquitous waiting lists as a result (see: stock-and-flow
structures, balancing feedback loops, reinforcing feedback loops).

Balancing feedback loops

seen as a system under pressure. From
the discussion under ‘stock and flow structures’ it is clear that there are a
lot of capacity problems and bottlenecks in the system (see further also:
reinforcing loops; information flows; power to self-organize). One reaction

passing the buck’, whereby saturated services
pass on youngsters to other, more or less adequate, services (see:

action is to implement localized initiatives to
take pressure off of the system. Whilst these do help in meeting certain
needs and offer opportunities for service innovation, stakeholders point out

typically these new capacities also are quickly saturated. The
these isolated initiatives, however well intended and

contributes to the fragmentation of services and of available
financial resources. Furthermore, based on the experience of these new

ty, actors in the sector are reluctant to
undertake further initiatives. Thus, there are balancing loops operating at
two levels. At a sectoral level, these isolated initiatives reduce the pressure
on the overall system somewhat. They act as safety valves to keep the
pressure on the system in check. However, whilst this is a laudable
contribution, they represent a temporary ‘fix’ and many contribute to the
system’s inertia and resistance to reform.

Other balancing loops result from bureaucratization and control
ms that command too many of already scarce resources.

absence of a strong voice of an empowered
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family network can be considered as a balancing loop that reinforces the
system’s inertia.

Isolated initiatives take pressure of the system but are quickly
saturated

 [19] “If I would take on more emergencies our department would run
at full capacity all the time. But as so often, once the extra capacity is
there, in two months time it is saturated. Taking the responsibility
entails the risk is that one attracts all the misery of the French
speaking community.”

 [20] “So I think the key problem is that the system becomes
increasingly complex through the presence of these micro
that sometimes are working at cross purposes
compromising the quality of the intervention.”

Fragmentation leads to facilities being stretched thinly and being
under resourced

 [21] “So in Belgium there are many laudable initiatives. But at a
certain point all these compromises lead to a budget that is being very
thinly stretched. One grants resources here and there but with a risk of
fragmentation and throwing in disarray the provision of care.”

Bureaucratization compromises quality of care and requires too
much resources

 [22] “The obligation to coordinate is fine but hopefully this does not
imply more paperwork as we are already spending 25% of our time on
that. That’s the problem. Always these reports, reports, reports. So
this whole issue of evaluation needs to be well thou

There is a perception that citizens themselves are only reluctantly
empowered.

 [23] “What I am often confronted with, also in outreaching
interventions, is how ‘bed-oriented’ people in Flanders are. That also
applies to public opinion at large. People want you to take over from
them. If you tell them that you’ll come to their home, they don’t want
any of it. There’s a cultural factor at play. And we also have a social
system that is very pampering.”

Organisation mental health care children and adolescents

can be considered as a balancing loop that reinforces the

re of the system but are quickly

“If I would take on more emergencies our department would run
at full capacity all the time. But as so often, once the extra capacity is
there, in two months time it is saturated. Taking the responsibility

tails the risk is that one attracts all the misery of the French-

“So I think the key problem is that the system becomes
increasingly complex through the presence of these micro-networks
that sometimes are working at cross purposes of one another, thereby
compromising the quality of the intervention.”

Fragmentation leads to facilities being stretched thinly and being

“So in Belgium there are many laudable initiatives. But at a
s lead to a budget that is being very

thinly stretched. One grants resources here and there but with a risk of
fragmentation and throwing in disarray the provision of care.”

ation compromises quality of care and requires too

“The obligation to coordinate is fine but hopefully this does not
imply more paperwork as we are already spending 25% of our time on
that. That’s the problem. Always these reports, reports, reports. So
this whole issue of evaluation needs to be well thought through.”

There is a perception that citizens themselves are only reluctantly

“What I am often confronted with, also in outreaching
oriented’ people in Flanders are. That also

ge. People want you to take over from
them. If you tell them that you’ll come to their home, they don’t want
any of it. There’s a cultural factor at play. And we also have a social

There is no patient organisation

children with mental health problems

for advocacy and support organizations either.

 [24] “There is no patient organisation for children and adolescents. We
tried, about ten years ago, but parents
that. They don’t want to share their experiences openly with others.”

3.2.6. Reinforcing feedback loops

The CAMHS system is in many respects a system that is governed by
reinforcing loops, steadily pushing the system away from a de
stable level of performance.

Capacity problems and bottlenecks in
‘stock-and-flow structures’. These
another. Stakeholders acknowledge that there
‘passing the buck’ from one service to another: the lack of ambulatory
capacity puts more stress on crisis facilities, which are quickly saturated
and send children onwards to residential facilities where they don’t belong.
This leads to inappropriate and inefficient
expensive, residential facilities. In addition, the system’s ineffective
response results in poor clinical and functional outcomes for both young
persons and their families. These issues do not only manifest themselves
within the sector of CAMHS but also in adjacent sectors such as youth
care and juvenile justice.

Another important, exogenous reinforcing loop is an ever
demand from young people and their families for mental health
services. This demand results from many coalescing forces operating at
the level of broader society. These societal processes have not been fully
elucidated in these interviews. However,
presence of mental health problems appears to be increasing and
presenting problems are increasingly serious and complex.

l There are a limited number of support groups for parents
very specific behavioral and mental health challenges, e.g. asbl Pétales
vzw Watnu (for parents of children with reactive attachment disorder), asbl
TDA/H - vzw Centrum Zitstil (for parents of children with ADHD), vzw VVA
Vlaamse Vereniging Autisme.
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organisation that works for and with parents of

children with mental health problems
l
. There is no support (training)

for advocacy and support organizations either.

“There is no patient organisation for children and adolescents. We
tried, about ten years ago, but parents didn’t want to be reminded of
that. They don’t want to share their experiences openly with others.”

Reinforcing feedback loops

system is in many respects a system that is governed by
reinforcing loops, steadily pushing the system away from a desirable,

Capacity problems and bottlenecks in CAMHS have been signalled under
flow structures’. These capacity problems reinforce one

Stakeholders acknowledge that there is indeed a dynamic of
buck’ from one service to another: the lack of ambulatory

capacity puts more stress on crisis facilities, which are quickly saturated
and send children onwards to residential facilities where they don’t belong.
This leads to inappropriate and inefficient use of the available capacity of
expensive, residential facilities. In addition, the system’s ineffective
response results in poor clinical and functional outcomes for both young
persons and their families. These issues do not only manifest themselves

but also in adjacent sectors such as youth

Another important, exogenous reinforcing loop is an ever increasing
demand from young people and their families for mental health

om many coalescing forces operating at
the level of broader society. These societal processes have not been fully
elucidated in these interviews. However, stakeholders noted that the
presence of mental health problems appears to be increasing and

g problems are increasingly serious and complex.

There are a limited number of support groups for parents of children with
very specific behavioral and mental health challenges, e.g. asbl Pétales -
vzw Watnu (for parents of children with reactive attachment disorder), asbl

vzw Centrum Zitstil (for parents of children with ADHD), vzw VVA
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A demand-driving factor that has been mentioned and has the character of
a reinforcing loop is the so-called ‘target group’ approach
mental health services, whereby services are targeted to part
diagnostic groups or to particular types of problems, such as youth who
have committed offenses. This is a clinical approach which distinguishes a
progressively finer catalogue of mental and
However, categorizing and labelling these mental health challenges
creates and reinforces its own demand both from users and providers (the
latter wanting to sustain their raison d’être). This approach tends to limit
services to particular priority groups and constrains the availability of h
to the entire group of young persons needing mental health care and their
families. Furthermore, the institutional response leads to greater
fragmentation in the service landscape (another reinforcing loop; see: self
organization).

Lack of attention to cultural and linguistic differences among the
communities in Belgium also leads to variable service delivery across the
country and inappropriate services for each group.
to and in the quality of care are experienced as
the CAMHS system, both in terms of the three communities and in terms of
geographic disparities.

By their very existence, waiting lists spur demand
of the bottlenecks, often register at several entry points at once hoping
get quicker access. However, this quickly inflates waiting lists beyond
realistic proportions. Some stakeholders think that a
registration system for children entering the care system
much needed transparency and more organized
information flows). Care needs to be taken that information management
tools do not lead to stigmatization as an unintended consequence.

Capacity problems reinforce one another. There is a tendency to pass
on the buck.

 [27] ”Brussels transfers the problems related to emergency cases to
Wallonia because they are too awkward in terms of schedule. In
Bertrix and Tournai people get complaints of patients, the criminal
courts in Brussels and of Brabant Wallon because they have to travel
too far to receive car or to pronounce their sentences.”
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services to particular priority groups and constrains the availability of help

needing mental health care and their
families. Furthermore, the institutional response leads to greater
fragmentation in the service landscape (another reinforcing loop; see: self -

o cultural and linguistic differences among the
communities in Belgium also leads to variable service delivery across the
country and inappropriate services for each group. Disparities in access

experienced as a continuing problem for
system, both in terms of the three communities and in terms of

waiting lists spur demand. People, being aware
of the bottlenecks, often register at several entry points at once hoping to
get quicker access. However, this quickly inflates waiting lists beyond

Some stakeholders think that a centralised
registration system for children entering the care system might create
much needed transparency and more organized pathways to care (see:
information flows). Care needs to be taken that information management
tools do not lead to stigmatization as an unintended consequence.

Capacity problems reinforce one another. There is a tendency to pass

els transfers the problems related to emergency cases to
Wallonia because they are too awkward in terms of schedule. In
Bertrix and Tournai people get complaints of patients, the criminal
courts in Brussels and of Brabant Wallon because they have to travel
too far to receive car or to pronounce their sentences.”

The lack of co-ordination between first line and deeper end services
leads to escalation in children’s troubles and disturbances.

 [29] “The big frustration of GPs and other care providers is that w
they send a youngster to a crisis facility, they get the message ‘there
is no indication, he doesn’t fit in our group, etc. So they get them back
and then later they are reluctant to send them onwards. As a result
problems escalate to manifest crises a
residential facilities.”

The number of young people that rely on the mental health care
system for support keeps on growing.

 [31] “It’s a fact that over the last couple of years there has been an
increase in resources but unfort
families in suffering. That is an observation that applies across
sectors: health care, youth care and juvenile justice. All these lines are
saturated by the number of children faced with difficulties in their
families.”

The existence of waiting lists leads people to demand
strategies to access the system.

 [34] “The waiting lists are relative. The debate is too linear, as if the
numbers represent reality whilst everyone knows that people put their
kids on the list in four institutions to play it safely. The absence of a
central registration point implies that it is difficult to put in a place an
effective policy to deal with that situation.”

A clinically informed target group policy creates its own demand.

 [35] “We have done research that showed that adolescents that ended
up in addiction care became ever more addicted. It has to do with the
care system where one is well received, where one feels at home,
where people are nice for you and try to understand you.
only welcome as long as you are addicted. It’s similar with these
separate care circuits for kids with delinquent behaviour, autism or
ADHD. For all other kids there is no dedicated support. So if you want
to get help, you have to behave like
with ADHD. The result is that the number of ADHD and autism
diagnoses are rapidly increasing”.
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ordination between first line and deeper end services
leads to escalation in children’s troubles and disturbances.

“The big frustration of GPs and other care providers is that when
they send a youngster to a crisis facility, they get the message ‘there
is no indication, he doesn’t fit in our group, etc. So they get them back
and then later they are reluctant to send them onwards. As a result
problems escalate to manifest crises and then you need the heavy

The number of young people that rely on the mental health care
system for support keeps on growing.

“It’s a fact that over the last couple of years there has been an
increase in resources but unfortunately also an increase in kids and
families in suffering. That is an observation that applies across
sectors: health care, youth care and juvenile justice. All these lines are
saturated by the number of children faced with difficulties in their

The existence of waiting lists leads people to demand-inflating

“The waiting lists are relative. The debate is too linear, as if the
numbers represent reality whilst everyone knows that people put their

list in four institutions to play it safely. The absence of a
central registration point implies that it is difficult to put in a place an
effective policy to deal with that situation.”

A clinically informed target group policy creates its own demand.

“We have done research that showed that adolescents that ended
up in addiction care became ever more addicted. It has to do with the
care system where one is well received, where one feels at home,
where people are nice for you and try to understand you. But you are
only welcome as long as you are addicted. It’s similar with these
separate care circuits for kids with delinquent behaviour, autism or
ADHD. For all other kids there is no dedicated support. So if you want
to get help, you have to behave like a criminal, or an autist or a person
with ADHD. The result is that the number of ADHD and autism
diagnoses are rapidly increasing”.
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There is a reinforcing, demand-driven dynamic of ever increasing
specialisation and fragmentation of the care infrastructure
towards children.

 [36] “A target group policy leads to ever more target groups being
identified. It’s logical as youth care workers and medical professionals
want to develop themselves further too. This clinical, hospital
paradigm leads to an enormous fragmentation of facilities and there’s
no end to it. That is an immutable law of the clinical paradigm.”

Sometimes assessments are tweaked in order to squeeze youngsters
in a category where there is spare capacity (e.g. delinquent
as a pretext for putting people in FOR-K beds).

 [37] “One of the perverse effects of this lack of coordination at the
level of prevention and first line care is that one gets much more
quickly to area of forced admission and hence the judiciary. For
example, there is a child, 14 years old, that has been living in
precarious conditions for years. We may think she prostitutes herself.
We may think he has smoked a joint. Or a stolen mobile phone is
found on him. Finally these delinquent behaviours are being use
give the youngster access to restrained facilities. One is going to call
on the judge to place him in this or that institution in order to protect
him somewhat. In fact, this is unacceptable.”

Lack of attention to cultural and linguistic differences
communities in Belgium also leads to variable service delivery
across the country and inappropriate services for each group.

 [38] “We are probably the only bi-lingual hospital in Brussels. French
speaking hospitals are having a hard time with Dut
patients. I really dream of small facilities (‘cells’), dispersed in the city
and where people are always taken care of, adequate resources are
present and both languages are spoken.”
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“A target group policy leads to ever more target groups being
identified. It’s logical as youth care workers and medical professionals
want to develop themselves further too. This clinical, hospital-based
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no end to it. That is an immutable law of the clinical paradigm.”

Sometimes assessments are tweaked in order to squeeze youngsters
in a category where there is spare capacity (e.g. delinquent behaviour

K beds).

“One of the perverse effects of this lack of coordination at the
level of prevention and first line care is that one gets much more
quickly to area of forced admission and hence the judiciary. For

, there is a child, 14 years old, that has been living in
precarious conditions for years. We may think she prostitutes herself.
We may think he has smoked a joint. Or a stolen mobile phone is
found on him. Finally these delinquent behaviours are being used to
give the youngster access to restrained facilities. One is going to call
on the judge to place him in this or that institution in order to protect
him somewhat. In fact, this is unacceptable.”

Lack of attention to cultural and linguistic differences among the
communities in Belgium also leads to variable service delivery
across the country and inappropriate services for each group.

lingual hospital in Brussels. French-
speaking hospitals are having a hard time with Dutch-speaking
patients. I really dream of small facilities (‘cells’), dispersed in the city
and where people are always taken care of, adequate resources are

3.2.7. Information flows

The fragmentation of the CAMHS
structured and co-ordinated information flows between the actors in
the system, and between the sector and adjacent areas of youth services.
The compartmentalization also affects informal networks within and across
sectors. An important missing element
regionally-based demand for children and adolescent mental health
services is.

There is a dearth of possibilities to establish informal, personal
networks amongst health professionals.

 [39] “There has been a conference on forensic psychiatry organised
by French-speaking professionals. The minister was there but also
many juvenile judges and magistrates. In these kinds of settings it is
easy to see how much we agree with one another. Then, when you
call a juvenile judge, you are having a very different conversation. It’s
not an unknown person that suddenly forces you to do something. And
that applies to both sides.”

Lack of a centralised registration system.

 [44] “If you want to respect the rights of
sure that facilities can continue to pursue an ‘open door’ policy, that
systems are not saturated by insistent searchers that are always trying
to find a new access point. In Holland you can have a ticket for an
ADHD-investigation. But if that has been done you can’t reapply for a
period of three years.”

3.2.8. Rules

This level connects directly to the following one, ‘self organization’.
Stakeholders point out that hospital
by an elaborate regulatory framework that governs financing, the
exercising of the medical and other mental health professions across
disciplines, the management of a vast and costly infrastructure to support
these services, and the rights and duties of patients and mental health and
legal professionals respectively. This elaborate system of rules is not
centrally administrated but rather is fragmented across different
institutional levels (federal, regional and local) and sectors (mental health,
youth care, education, juvenile justice)
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The compartmentalization also affects informal networks within and across
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There is a dearth of possibilities to establish informal, personal
networks amongst health professionals.

has been a conference on forensic psychiatry organised
speaking professionals. The minister was there but also

many juvenile judges and magistrates. In these kinds of settings it is
easy to see how much we agree with one another. Then, when you
call a juvenile judge, you are having a very different conversation. It’s
not an unknown person that suddenly forces you to do something. And

registration system.

“If you want to respect the rights of children, you have to make
sure that facilities can continue to pursue an ‘open door’ policy, that
systems are not saturated by insistent searchers that are always trying
to find a new access point. In Holland you can have a ticket for an

on. But if that has been done you can’t reapply for a

This level connects directly to the following one, ‘self organization’.
hospital-centric CAMHS system is governed

mework that governs financing, the
exercising of the medical and other mental health professions across
disciplines, the management of a vast and costly infrastructure to support
these services, and the rights and duties of patients and mental health and
egal professionals respectively. This elaborate system of rules is not
centrally administrated but rather is fragmented across different
institutional levels (federal, regional and local) and sectors (mental health,
youth care, education, juvenile justice). This leads to complexity,
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compartmentalization, and a desire of influential actors to maintain to the
status quo. In particular, stakeholders singled out the basic datum that the
majority of financial resources are allocated to beds
facilities managed by psychiatric hospitals). Maintaining the ‘bed’ as the
pivotal element of a mental health care system significantly constrains the
system’s ability to evolve towards a more integrated and effective
approach to service delivery.

Another element that stakeholders often noted is the fact that policy
making is hampered by the absence of a transparent evaluation
framework. There is no assessment of the overall effectiveness of the
CAMHS system. Evaluation methods are either non
inappropriate, adding to the administrative burden of practitioners and
constraining the ability for data-informed decision making and continuous
quality improvement (CQI) at both the system and service delivery levels.
Particularly the RPM/MPG (Résumé psychiatrique minimale/ Minimale
psychiatrische gegevens) are singled out as missing the mark.

Financing in terms of beds does not allow for a fundamental reform
of CAMHS.

 [46] “A bed is sometimes needed, not so much in terms of intensity,
but because a child cannot be handled in its own environment. For
crisis interventions it is just a matter of days. Sometimes it can be
months. But, please, embed that residential treatment in an outpatient,
child-and-family focused treatment. Not: ‘I am going to put
bed, make you better and send you home. We’re not talking about
pre-care and post-care. I am talking about care, for which you happen
to need a bed once in a while. That means that one has to be able to
accept – and in the French-speaking part this will be
Flanders – that not all partners are involved.”

Hospital-linked resources cannot be flexibly allocated because of
strict norms and regulation.

 [47] “Nowadays hospitals keep thinking in terms of units,
ratios and the money that is associated with that. They hesitate to
allocate that budget outside of the hospital, also out of fear of being
reprimanded by inspection authorities.”
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speaking part this will be easier than in
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“Nowadays hospitals keep thinking in terms of units, the staffing
s associated with that. They hesitate to

outside of the hospital, also out of fear of being

Interfacing with juvenile justice is difficult because of the strict
judicial framework.

 [49] “Magistrates have to reduce something very complex into a binary
datum. For example, if a young person says that he does not feel like
receiving care, a magistrate has to put in his injunction whether the
patient agrees or not. It’s yes or no. We would say that he
ambivalent, that he is asking himself questions. He thinks about
advantages and disadvantages. We consider him as a process. We
will say to the magistrate: ‘please listen to him before or after the
appeal period to consider whether or not he has to sta
we need to rethink the clinical practice to enable them to translate it
into judicial language.”

Fragmentation is also embedded in legal frameworks and in
responsibilities allotted to different institutional levels.

 [52] ”When you have all these levels of power
– how do you expect people to find one another? We will never return
to a single ministry of public health as we had in the old days. Hence,
it is necessary to clarify the role of each at the different levels an
administrations. Each has to acknowledge the competences of the
others (not anymore: ‘it’s not my job, up to you to take charge’) so as
to avoid gaps in dealing with abandoned and violent youngsters and
with emergency cases.”

Fragmentation is also used opportunistically by the actors in the field
to advance their own agenda.

 [53] “It is a fact that people feel quickly threatened when integrated
models are on the horizon. Everybody pays lip service on the
condition that they can continue to call th
the fact that this one can go and cry at the federal level, the other on
at the Flemish level, yet another with the justice department, or public
health.”
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ates have to reduce something very complex into a binary
datum. For example, if a young person says that he does not feel like
receiving care, a magistrate has to put in his injunction whether the
patient agrees or not. It’s yes or no. We would say that he is
ambivalent, that he is asking himself questions. He thinks about
advantages and disadvantages. We consider him as a process. We

to the magistrate: ‘please listen to him before or after the
appeal period to consider whether or not he has to stay with us.’ So
we need to rethink the clinical practice to enable them to translate it

Fragmentation is also embedded in legal frameworks and in
responsibilities allotted to different institutional levels.

hese levels of power – federal and federated
how do you expect people to find one another? We will never return

to a single ministry of public health as we had in the old days. Hence,
it is necessary to clarify the role of each at the different levels and their
administrations. Each has to acknowledge the competences of the
others (not anymore: ‘it’s not my job, up to you to take charge’) so as
to avoid gaps in dealing with abandoned and violent youngsters and

o used opportunistically by the actors in the field

“It is a fact that people feel quickly threatened when integrated
models are on the horizon. Everybody pays lip service on the
condition that they can continue to call the shots. That’s reinforced by
the fact that this one can go and cry at the federal level, the other on
at the Flemish level, yet another with the justice department, or public
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There is a lack of appropriate evaluation methods.

 [56] “We have been doing the RPM (Minimum Psychiatric
years and it has absolutely no added value. It takes me a quarter of
my time as a psychiatrist to fill that into the
75% of the time because their software is not very stable. We’ve be
entering these data and nobody has been able to tell us at the 10th
anniversary of the system, what was being done with them. Nobody
has published anything which could help us to focus our work. Finally
one wonders whether this whole thing only serves t
jobs that have been created by it.”

There is no assessment of the overall effectiveness of the existing
CAMHS system.

 [58] “There is very little research on the effects of mental health
services offered in Belgium. Children arrive at th
who calls himself a therapist. He or she does something with the child,
or not. Does anything change? As far as we know the effectiveness of
the system is zero. In the best of cases it’s as effective as the placebo
effect.”

3.2.9. Capacity for self-organization

The capacity of a system to self-organize is its capacity to learn and to
adjust its structure and operation in response to outside disturbances. One
of the most conspicuous features of the Belgian mental health care system
as pointed out by the interviewed stakeholders and by those participating
in the roundtables is its level of
compartmentalization. This makes it difficult for users and professionals
to navigate the system, to exchange information (see: information f
and to develop a shared vision of purpose and governance of the system
(see: goals). The result is that the system generally lacks

adjusting to changing conditions
m.

m
Although there are examples of successful cross
having been set up, as for example in Wallonia where for juvenile
delinquents with psychiatric troubles care infrastructures with concertation
networks were established and financed
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computer which crashes
75% of the time because their software is not very stable. We’ve been
entering these data and nobody has been able to tell us at the 10th
anniversary of the system, what was being done with them. Nobody
has published anything which could help us to focus our work. Finally
one wonders whether this whole thing only serves to protect the five

There is no assessment of the overall effectiveness of the existing

“There is very little research on the effects of mental health
services offered in Belgium. Children arrive at the cabinet of someone
who calls himself a therapist. He or she does something with the child,
or not. Does anything change? As far as we know the effectiveness of

system is zero. In the best of cases it’s as effective as the placebo

organize is its capacity to learn and to
adjust its structure and operation in response to outside disturbances. One
of the most conspicuous features of the Belgian mental health care system

s and by those participating
in the roundtables is its level of fragmentation and

. This makes it difficult for users and professionals
to navigate the system, to exchange information (see: information f lows)
and to develop a shared vision of purpose and governance of the system
(see: goals). The result is that the system generally lacks the capability of

Although there are examples of successful cross-sectoral collaborations
having been set up, as for example in Wallonia where for juvenile
delinquents with psychiatric troubles care infrastructures with concertation

The CAMHS system’s compartmentalization is to a significant exten
determined by institutional factors (see: rules) and by legacy
infrastructures and vested interests. The interviews also revealed that the
very nature of the ‘target group’ paradigm (i.e., providing specialized
services limited to particular diagnoses or
contemporary health care systems contributes to fragmentation (see:
reinforcing loops). In response to outside pressures,
set up to meet certain acute needs
often make a positive contribution, at the same time they make the care
system even more difficult to navigate (see: balancing loops).

Furthermore, the fragmentation is to an extent also rooted in the training of
medical and other mental health professionals
focuses on the child as an individual (without taking into consideration the
family and the wider context) and on working within a particular functional
module of the care system (without having a wider view of the system).
Professionals are not trained to cooperate within and across sectors
to ensure a collaborative approach to service delivery. Similarly,
professionals in primary care or in adjacent sectors have limited skills and
processes to detect mental health or behavioral problems a
specialized services when indicated.

The CAMHS system is very fragmented and
hence difficult to navigate.

 [60] “The disadvantage with our federal policy is that it takes the
hospital law as a starting point. That’s like a
new branches are added. The result is a diversity that is difficult to
manage globally.”

Legacy infrastructures and vested interests dampen and limit the
possibilities for institutional reform.

 [63] “Radically adopting a networks
let go of financial resources. This
Because they do not want to transfer all the privately accumulated
resources to the government or the popula
stumbling block when moving towards a regional coordination.”
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determined by institutional factors (see: rules) and by legacy
infrastructures and vested interests. The interviews also revealed that the
very nature of the ‘target group’ paradigm (i.e., providing specialized
services limited to particular diagnoses or target groups) that informs
contemporary health care systems contributes to fragmentation (see:
reinforcing loops). In response to outside pressures, ad hoc initiatives are
set up to meet certain acute needs. However, whilst these initiatives

positive contribution, at the same time they make the care
system even more difficult to navigate (see: balancing loops).

Furthermore, the fragmentation is to an extent also rooted in the training of
medical and other mental health professionals. This training typically

on the child as an individual (without taking into consideration the
family and the wider context) and on working within a particular functional
module of the care system (without having a wider view of the system).

re not trained to cooperate within and across sectors
to ensure a collaborative approach to service delivery. Similarly,
professionals in primary care or in adjacent sectors have limited skills and
processes to detect mental health or behavioral problems and to seek
specialized services when indicated.

system is very fragmented and compartmentalised, and

“The disadvantage with our federal policy is that it takes the
hospital law as a starting point. That’s like a tree to which constantly
new branches are added. The result is a diversity that is difficult to

Legacy infrastructures and vested interests dampen and limit the
possibilities for institutional reform.

“Radically adopting a networks structure implies that you have to
. This is for many partners a bridge too far.

Because they do not want to transfer all the privately accumulated
resources to the government or the population. This is a major

when moving towards a regional coordination.”
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The growing differentiation in mental and behavioral problems leads
to institutional fragmentation which is harder to govern and co
ordinate.

 [64] “At the end of the day you are sitting with sixteen professio
around one child. And you have constantly groups that are making a
case that something has to happen around a certain facet of the
problem. That’s a problem of clustering. And the increasing regulation
implies that people are keeping an eye on what th
One organisation says: we are focusing on very small children. Others
specialise in teenagers. There are centers for drugs, for
traumapathology. The field is further parcelled out. But who is steering
this centrally? Who is evaluating all these partial contributions?”

The medical professional needs to be trained to collaborate with
other parties.

 [65] “I think that there is a real need to learn to work together as we
have been much influenced by individual-oriented models. And that
includes psychiatry, as the discipline starts from the patient who
suffers from a psychiatric illness. However, in case of children and
adolescents one has to forget that point from the start.”

Professionals in adjacent areas need to be trained to pick up ear
signals related to mental health and behavioral problems.

 [68] “Also professionals in adjacent sectors need to be trained to pick
up early signs of discomfort. There also the formation of networks is
important to train these other professionals.”

3.2.10. Goals

The goal of a mental health care system for children and adolescents
entails three key dimensions. One has to do with
provided by the system: is it focused on the child only or is it focused on
the child, family and relevant social environment? Several
the interview sample were of the opinion that the exis
centered on the child in isolation without consideration of the family and
the environmental context in which the child functions (i.e., school and
community).

A second key dimension relates to a developmental perspective
needs and challenges of young persons evolve as they move from early
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ation in mental and behavioral problems leads
to institutional fragmentation which is harder to govern and co-

“At the end of the day you are sitting with sixteen professionals
around one child. And you have constantly groups that are making a
case that something has to happen around a certain facet of the
problem. That’s a problem of clustering. And the increasing regulation
implies that people are keeping an eye on what they don’t have to do.
One organisation says: we are focusing on very small children. Others
specialise in teenagers. There are centers for drugs, for
traumapathology. The field is further parcelled out. But who is steering

all these partial contributions?”

The medical professional needs to be trained to collaborate with

I think that there is a real need to learn to work together as we
oriented models. And that

ludes psychiatry, as the discipline starts from the patient who
suffers from a psychiatric illness. However, in case of children and

get that point from the start.”

Professionals in adjacent areas need to be trained to pick up early
signals related to mental health and behavioral problems.

Also professionals in adjacent sectors need to be trained to pick
up early signs of discomfort. There also the formation of networks is

The goal of a mental health care system for children and adolescents
One has to do with the scope of services

provided by the system: is it focused on the child only or is it focused on
nvironment? Several stakeholders in

re of the opinion that the existing system is too
centered on the child in isolation without consideration of the family and
the environmental context in which the child functions (i.e., school and

developmental perspective. The
evolve as they move from early

childhood to young adulthood. To what extent is a mental health care
system willing and able to adapt inte
developmental spectrum (specifically to young children and their families
and to youth in transition to adulthood
that take this temporal perspective into account.

A third key choice revolves around the distinction between a ‘
group’ approach - catering for young people with an already identifiable
disturbance or pathology - versus a ‘population approach’
improvement of the psychosocial skills of all children (thos
without mental health problems) as the goal of the
pointed out the need for a balance between serving young persons with
diagnosable disorders and a broader ‘public health approach’ that also
includes strategies for mental hea
and early identification and intervention in addition to treatment for young
persons with identified mental health conditions and their families.

From a policy standpoint, there is no clear, agreed
CAMHS system. Without being anchored in a clear understanding of its
goals, the system is driven by the interests of institutions instead of the
needs of young persons and their families. Given the lack of clearly
defined goals, there is also a lack of c
the CAMHS system to be used to design the system and to deliver the
services and supports needed for achievement of the specified outcomes.

The system is too child-centered and does not focus enough on its
social environment, particularly the family.

 [69] “Take a classic example. A child has a cognitive disharmony.
Doesn’t feel well at school. There are learning difficulties. Small
emotional problems develop into relational problems. Nowadays
parents don’t know how to han
with complications. And there psychiatrists need to accept to work a
little more ‘orthopedagogically’
of time with very child-focused treatments whilst disregarding the
psycho-educational context with the family.”
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childhood to young adulthood. To what extent is a mental health care
system willing and able to adapt interventions to different stages of the

specifically to young children and their families
and to youth in transition to adulthood)? Stakeholders saw too few services
that take this temporal perspective into account.

revolves around the distinction between a ‘target
catering for young people with an already identifiable

versus a ‘population approach’ that sees the
improvement of the psychosocial skills of all children (those with and
without mental health problems) as the goal of the CAMHS system. They
pointed out the need for a balance between serving young persons with
diagnosable disorders and a broader ‘public health approach’ that also
includes strategies for mental health promotion, prevention of disorders,
and early identification and intervention in addition to treatment for young
persons with identified mental health conditions and their families.

From a policy standpoint, there is no clear, agreed-upon goal for the
system. Without being anchored in a clear understanding of its

goals, the system is driven by the interests of institutions instead of the
needs of young persons and their families. Given the lack of clearly
defined goals, there is also a lack of clearly defined desired outcomes for

system to be used to design the system and to deliver the
services and supports needed for achievement of the specified outcomes.

centered and does not focus enough on its
ment, particularly the family.

Take a classic example. A child has a cognitive disharmony.
Doesn’t feel well at school. There are learning difficulties. Small
emotional problems develop into relational problems. Nowadays
parents don’t know how to handle a normal child, much less a child
with complications. And there psychiatrists need to accept to work a

orthopedagogically’ with a family. Because one loses a lot
focused treatments whilst disregarding the

onal context with the family.”
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There is very little in terms of initiatives or infrastructures that take
into account a developmental perspective.

 [72] “In my experience care models need to take into account age
brackets of about 6 years: 0-6 covers the question of development, 3
9 is the question of learning, 6-12 is childhood and hence the issue of
the relationship to the parents, 9-15 is puberty and the management of
sexuality, of the paternal function, the process of positioning with
respect to the law, of respecting the collective, to live together. Then
there is 12-18 years old. Most adolescent services focus on this age
bracket (or on 14-18). I continue: 15-21 is the period of orientation, life
choices, partner choice, etc. And 18-24 is the cate
adults old adolescents’. These age brackets have to be served by
specific projects. But I see very few of these specific projects.”

At this stage much of CAMHS (and youth care in general) is driven by
a clinically-oriented target group approach. A population
model investing in the general wellbeing of all children is more
appropriate. A clinical approach can be grafted onto this population
approach but should not be leading.

 [73] “In the population paradigm, approaches are deployed
the whole population. For children this boils down to air, nutrition and
education. We can’t do very much about genetic predisposition,
maybe for the better. We can do something about those contextual
factors. Another thing is: make people stron
dependent. The clinical model makes people dependent. Don’t pollute
schools with the clinical model. If kids are difficult to handle at school,
make teachers stronger to deal with that situation. Don’t immediately
think ADHD. If nothing works and it breaks down, than a clinical
intervention maybe appropriate. Also I don’t believe in the
effectiveness of screening. It is too aspecific and the risk for false
positives or false negatives is too large.”

There is no overarching, inclusive model of the children and
adolescent mental health and youth care sectors to guide policy.

 [74] “Why is child-abuse relegated to youth care but when it leads to
unpleasant consequences it becomes child psychiatry? At government
level there is no inclusive model. This is an essential paradox: how
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There is very little in terms of initiatives or infrastructures that take

In my experience care models need to take into account age
the question of development, 3-

12 is childhood and hence the issue of
15 is puberty and the management of

sexuality, of the paternal function, the process of positioning with
e law, of respecting the collective, to live together. Then

18 years old. Most adolescent services focus on this age
21 is the period of orientation, life

24 is the category of ‘young
adults old adolescents’. These age brackets have to be served by
specific projects. But I see very few of these specific projects.”

(and youth care in general) is driven by
ach. A population-oriented

model investing in the general wellbeing of all children is more
appropriate. A clinical approach can be grafted onto this population

approaches are deployed to support
the whole population. For children this boils down to air, nutrition and
education. We can’t do very much about genetic predisposition,
maybe for the better. We can do something about those contextual
factors. Another thing is: make people stronger instead of more
dependent. The clinical model makes people dependent. Don’t pollute
schools with the clinical model. If kids are difficult to handle at school,
make teachers stronger to deal with that situation. Don’t immediately

works and it breaks down, than a clinical
intervention maybe appropriate. Also I don’t believe in the
effectiveness of screening. It is too aspecific and the risk for false

del of the children and
adolescent mental health and youth care sectors to guide policy.

abuse relegated to youth care but when it leads to
unpleasant consequences it becomes child psychiatry? At government

del. This is an essential paradox: how

can you expect to come to an integrated model when the management
does not happen from an integrated model?”

In absence of a shared, foundational goal, reform movements tend to
be guided by the interests of the instit
needs.

 [77] “What I find a relevant question is how much we want to spend as
a society on youth care and how effective this is. This includes
education, physical disability care, youth wellbeing, family support etc.
That is a very fragmented landscape. Integral Youth Care was an
attempt to do something differently, but it has been a dis
Because the government has not put the children and adolescents in
the focus but the interests of the institutions. Integral You
not start from the question what the child actually needs.”

3.2.11. Paradigms

The shape of the CAMHS system is a reflection of fundamental views
by the medical profession (and by extension by the entire society
respect to the nature of childhood, the nature of mental health conditions in
children, and the kind of care that is appropriate for this distinctive group of
children and families. There seems to be a consensus that
cannot be considered as ‘little adults’
this group needs to be refined and made explicit and taken as the basis for
a care system. On the other hand medical professionals have a hard time
considering children and adolescents as
troubles, and hence as partners and co
trajectory. The existing mental health care system is traversed by the idea
of guilt (of parents, of society vis-à
be more appropriate to relinquish these notions in
responsabilization, in which a social collective takes charge of a process of
resilience, healing, and improved functioning. Finally, the fundamental
right of all children and families to effective services and supports and to
drive their own care is seldom taken as a cornerstone of a health care
system.
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can you expect to come to an integrated model when the management
does not happen from an integrated model?”

shared, foundational goal, reform movements tend to
be guided by the interests of the institutions rather than by children’s

“What I find a relevant question is how much we want to spend as
a society on youth care and how effective this is. This includes
education, physical disability care, youth wellbeing, family support etc.

a very fragmented landscape. Integral Youth Care was an
attempt to do something differently, but it has been a disappointment.

nt has not put the children and adolescents in
the focus but the interests of the institutions. Integral Youth Care does
not start from the question what the child actually needs.”

system is a reflection of fundamental views held
and by extension by the entire society), with

hildhood, the nature of mental health conditions in
children, and the kind of care that is appropriate for this distinctive group of
children and families. There seems to be a consensus that children
cannot be considered as ‘little adults’. The concept of mental health for
this group needs to be refined and made explicit and taken as the basis for
a care system. On the other hand medical professionals have a hard time
considering children and adolescents as stakeholders regarding their own

ce as partners and co-creators of their own care
trajectory. The existing mental health care system is traversed by the idea

à-vis children) and victimhood. It would
be more appropriate to relinquish these notions in favour of a concept of

, in which a social collective takes charge of a process of
resilience, healing, and improved functioning. Finally, the fundamental
right of all children and families to effective services and supports and to

heir own care is seldom taken as a cornerstone of a health care
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Children are not ‘little adults’. They have specific developmental
needs. The concept of children’s mental health needs to be clarified
and taken as a cornerstone for a care system.

 [78] “Children are not little adults. There is the dimension of
development. The way a child perceives the world is very different.
Acting as if children are adults is doing them a disservice.”

 [80] “For children it’s not only an issue of the mind, it in
whole psycho-motor dimension, the work with the body. A child is a
being in development. So it is not really possible ‘to take care’ of a
child. It’s not only a matter of struggling with his problem, but to allow
him, whatever the issue, to develop whatever his/her brain needs at
that point in time.”

The worldview underpinning a mental health care system needs to
evolve from polarizing victims and wrongdoers to
social collective in a process of healing and reintegration.

 [83] “Indispensable value for me: adolescence is a time of the social,
so it is necessary to rehabilitate the social, the being
value of responsibility, not of responsibilization. Responsibility
because we are not looking for who’s guilty. The s
puts a lot of people in a bind.”

The rights of children should be a foundational element in
determining the kind of care system that ought to be developed;
children and their families ought to be in the driving seat, not the care
infrastructure.

 [85] The Convention on the Rights of the Child has to play an
important role. This says that each child needs to be offered a
comparable level of care, whatever the circumstances. That is not the
case in our care system. That is a consequence of
approach. Respect for the Convention means that children are not
prematurely put into target group but that they are guaranteed that
their development will be put in a broad perspective.”

 [87] “On the whole young people live in a society
of individual achievement. Their personality is negated on a
continuous basis. They are not given the possibility to express
themselves, to participate. And that is a form of abuse at a time when
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Children are not ‘little adults’. They have specific developmental
needs. The concept of children’s mental health needs to be clarified

“Children are not little adults. There is the dimension of
development. The way a child perceives the world is very different.
Acting as if children are adults is doing them a disservice.”

“For children it’s not only an issue of the mind, it involves the
motor dimension, the work with the body. A child is a

being in development. So it is not really possible ‘to take care’ of a
child. It’s not only a matter of struggling with his problem, but to allow

lop whatever his/her brain needs at

The worldview underpinning a mental health care system needs to
evolve from polarizing victims and wrongdoers to responsabilizing a
social collective in a process of healing and reintegration.

Indispensable value for me: adolescence is a time of the social,
so it is necessary to rehabilitate the social, the being-together and the
value of responsibility, not of responsibilization. Responsibility
because we are not looking for who’s guilty. The status of victimhood

The rights of children should be a foundational element in
determining the kind of care system that ought to be developed;
children and their families ought to be in the driving seat, not the care

The Convention on the Rights of the Child has to play an
important role. This says that each child needs to be offered a
comparable level of care, whatever the circumstances. That is not the
case in our care system. That is a consequence of this target group
approach. Respect for the Convention means that children are not
prematurely put into target group but that they are guaranteed that
their development will be put in a broad perspective.”

“On the whole young people live in a society that extols the value
of individual achievement. Their personality is negated on a
continuous basis. They are not given the possibility to express
themselves, to participate. And that is a form of abuse at a time when

a discourse of participation and citi
society.”

Children and adolescents are still too often considered as not
capable of taking up responsibility in their own treatment. They need
to be educated and supported to take up that role.

 [88] “People used to say: patie
the background. Well, then you have to put something in place to
make this possible. But there are signs that this is being taken up.”

3.2.12. Summary of systemic problems

The analysis identifies the key points raised during
demonstrates that the problems besetting the
highly visible and conspicuous dysfunctionalities, such as waiting lists and
lack of crisis capacity (acute they may be). Friction points have been
flagged at all levels of the ladder, revealing the systemic nature of the
challenges. The system can basically be seen as being under pressure of
escalating forces (reinforcing feedback loops): demand has been on the
increase for which the care system is not able to cater. Ser
saturated, and care providers react by passing on the buck. The system is
fundamentally unstable. Services are constantly putting out fires rather
than taking a pro-active approach to implementing a well
rational system of services and supports (balancing loops). Isolated
initiatives are undertaken to locally relieve pressure, but they are quickly
saturated too. The focus on these local experiments
integrated in the wider system) hamper structural reform.
initiatives are a symptom of sectoral and institutional compartmentalization,
which they help to reinforce.

Fragmentation is at the root of the system’s inability to address the
pressures it is confronting. Fragmentation results from powerful forces
such as: legacy infrastructure, vested interests
Information flows between different parts of the care system (and between
the mental health care system and adjacent sectors) are inadequate,
resources are scattered, and there is no ov
people in this age group. At the level of ‘paradigms,’ it appears that the
system is captive of a conception of youth and youth care that is
challenged by stakeholders. Rather than considering children as young,
helpless versions of adults, a perspective is advocated in which young
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a discourse of participation and citizenship is so conspicuous in

Children and adolescents are still too often considered as not
capable of taking up responsibility in their own treatment. They need
to be educated and supported to take up that role.

“People used to say: patients can’t contribute. They don’t have
the background. Well, then you have to put something in place to
make this possible. But there are signs that this is being taken up.”

Summary of systemic problems

The analysis identifies the key points raised during the interviews. It
demonstrates that the problems besetting the CAMHS system go beyond
highly visible and conspicuous dysfunctionalities, such as waiting lists and
lack of crisis capacity (acute they may be). Friction points have been

of the ladder, revealing the systemic nature of the
challenges. The system can basically be seen as being under pressure of

einforcing feedback loops): demand has been on the
increase for which the care system is not able to cater. Service capacity is
saturated, and care providers react by passing on the buck. The system is
fundamentally unstable. Services are constantly putting out fires rather

active approach to implementing a well-designed and
vices and supports (balancing loops). Isolated

initiatives are undertaken to locally relieve pressure, but they are quickly
The focus on these local experiments (that are not

hamper structural reform. These ad hoc
initiatives are a symptom of sectoral and institutional compartmentalization,

Fragmentation is at the root of the system’s inability to address the
pressures it is confronting. Fragmentation results from powerful forces
such as: legacy infrastructure, vested interests and legal frameworks.
Information flows between different parts of the care system (and between
the mental health care system and adjacent sectors) are inadequate,
resources are scattered, and there is no overarching vision on care for
people in this age group. At the level of ‘paradigms,’ it appears that the
system is captive of a conception of youth and youth care that is

s. Rather than considering children as young,
ns of adults, a perspective is advocated in which young
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persons appear with specific developmental needs and who can, together
with their families and social environments, be empowered as full partners
in service delivery and as the drivers of their resilience and recovery.

The following table organizes the systemic problems related to the
system that were identified in this analysis. It is clear that problems exist
both at the system level and at the level of delivery of direct services to
children and their families. Both of these levels should be addressed to
design a comprehensive approach to system reform that results in a more
efficient, and effective CAMHS system that results in improved outcomes
for young persons with mental health challenges and their families

Table 4: Overview of issues affecting the existing Belgian

Leverage/Intervention Points Systemic Problems

12- Numbers  Lack of financial resources
 Inappropriate allocation of resources to

11 – Buffers  Lack of a workforce (provider network) that is prepared to provide state

10 - Stock-and-flow

Structures

 Lack of service capacity
 Limited range of service
 Lack of home and community
 Overreliance on inpatie

9 – Delays  Lack of capacity and saturation of services and resultant significant waiting lists for care

8 - Balancing feedback

Loops

 Reliance on inappropriately services due to lack of service capacity
 Pockets of excellence in service delive
 Isolated services created to reduce pressure on the
 System inertia and resistance to system reform

7 - Reinforcing feedback loops  Continued growth in children and families’ de
 Lack of coordination within and between sectors and both the system and service delivery levels exacerbate capacity

problems and compromises clinical and functional outcomes for y
 Waiting lists lead to users’ demand
 Reinforcing demand
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appear with specific developmental needs and who can, together
with their families and social environments, be empowered as full partners

ence and recovery.

The following table organizes the systemic problems related to the CAMHS
system that were identified in this analysis. It is clear that problems exist
both at the system level and at the level of delivery of direct services to

n and their families. Both of these levels should be addressed to
design a comprehensive approach to system reform that results in a more

system that results in improved outcomes
es and their families.

verview of issues affecting the existing Belgian CAMHS system arranged in accordance with ‘Meadows Ladder’

Systemic Problems

Lack of financial resources
Inappropriate allocation of resources to CAMHS relative to the investment in mental health services for adults

Lack of a workforce (provider network) that is prepared to provide state-of-the-art services and supports

Lack of service capacity
Limited range of service
Lack of home and community-based services
Overreliance on inpatient services

Lack of capacity and saturation of services and resultant significant waiting lists for care

Reliance on inappropriately services due to lack of service capacity
Pockets of excellence in service delivery approaches that are not adopted and implemented system wide
Isolated services created to reduce pressure on the CAMHS system that result in additional fragmentation
System inertia and resistance to system reform

d growth in children and families’ demand for mental health services
Lack of coordination within and between sectors and both the system and service delivery levels exacerbate capacity
problems and compromises clinical and functional outcomes for young persons and their families
Waiting lists lead to users’ demand-inflating strategies to access the system
Reinforcing demand-driven dynamic of increasing specialization and fragmentation i
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system arranged in accordance with ‘Meadows Ladder’
41

relative to the investment in mental health services for adults

art services and supports

Lack of capacity and saturation of services and resultant significant waiting lists for care

ry approaches that are not adopted and implemented system wide
system that result in additional fragmentation

Lack of coordination within and between sectors and both the system and service delivery levels exacerbate capacity
sons and their families

driven dynamic of increasing specialization and fragmentation in care services for young peopl.
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Leverage/Intervention Points Systemic Problems

 Lack of strategies to address cultural

6 - Information flows  Fragmentation at the system and service delivery levels
 Lack of structured and coordination flows of information

5 - Rules  No clear focal point
 Systemic focus on “beds” and hospital
 Lack of data for data

delivery levels

4 - Self-organization  Fragmentation of services both within the mental health sector and across other child
 Focus on the child in isolation rather than in the context of the family and the wider env
 Lack of training of mental health professionals on a family focused and “ecological” approach to service delivery

3 – Goals  No clear, agreed
 Lack of clear, agreed
 Lack of an appropriate focus on young
 Lack of a balance between treatment for young persons with identified mental health conditions and a “public health

approach that also includes mental health promotion, pre
 Lack of specification of a value

2 Paradigms  Lack of family and youth partnerships at the system and service delivery levels
 Lack of family

1 - Transcending paradigms  Not Applicable

Organisation mental health care children and adolescents

Systemic Problems

Lack of strategies to address cultural and linguistic differences and disparities in access to and the quality of services

Fragmentation at the system and service delivery levels
Lack of structured and coordination flows of information

No clear focal point of responsibility, management, and accountability at all levels
Systemic focus on “beds” and hospital-based services rather than a full range of services and supports
Lack of data for data-based decision making and continuous quality improvement at both
delivery levels

Fragmentation of services both within the mental health sector and across other child
Focus on the child in isolation rather than in the context of the family and the wider env
Lack of training of mental health professionals on a family focused and “ecological” approach to service delivery

No clear, agreed-upon goals for the CAMHS system
Lack of clear, agreed-upon desired outcomes for the CAMHS system
Lack of an appropriate focus on young persons across the developmental spectrum
Lack of a balance between treatment for young persons with identified mental health conditions and a “public health
approach that also includes mental health promotion, prevention, and early identification and intervention
Lack of specification of a value-based practice approach for the entire CAMHS system

Lack of family and youth partnerships at the system and service delivery levels
Lack of family-driven, youth-guided care

Not Applicable

KCE Reports 175

and linguistic differences and disparities in access to and the quality of services

of responsibility, management, and accountability at all levels
based services rather than a full range of services and supports

based decision making and continuous quality improvement at both the system and service

Fragmentation of services both within the mental health sector and across other child -serving sectors
Focus on the child in isolation rather than in the context of the family and the wider env ironmental context
Lack of training of mental health professionals on a family focused and “ecological” approach to service delivery

across the developmental spectrum
Lack of a balance between treatment for young persons with identified mental health conditions and a “public health

vention, and early identification and intervention
system
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3.3. Consolidating the diagnostic insights in a ‘rich picture’
From the discussion above it is obvious that many of the issues and
friction points raised by the interviewees are interconnected
attempt to make some of these interdependences explicit, an ‘influence
diagram’ can be drawn. This is one possible format for a ‘rich picture’ that
is intended to give a synthetic overall image of the system under study.
The diagram shows how ‘friction points’ influence one another (as
indicated by arrows). The wiring is based on stakeholder
captured by the interviews. It is, therefore, not a picture of ‘reality’ but a
reflection of the complexity embedded in stakeholder

The arrows are intended to illuminate the systemic architecture behind the
key dysfunctionalities of the system. Some sequences of friction points and
arrows form closed loops, either reinforcing or balancing. Given the
presence of many of these loops, there is not one correct way to read the
diagram. A convenient approach is to begin with the
for child and adolescent mental health services
diagram, at halfway height). This is driven by a resultant of many
exogenous, societal drivers.

The increased demand puts pressure on the sector’s inpatient, outpatient
and crisis/emergence capacities, leading to waiting lists. The presence of
waiting lists and other bottlenecks leads to inefficient use of existing
infrastructure. For example because of insufficiently child
haphazardly structured care trajectories and long residence lengths of stay
for children in psychiatric hospitals occur, which in turn lead to
experiences and outcomes for both children and families.

Practitioners in the field experience these problems on a daily basis. The
existing ‘bed’-oriented infrastructure cannot flexibly accommodate these
pressures (because of the financing streams that
As a result, localized initiatives are implemented at the margins of the
care system to resolve some of these problems (arrow from ‘suboptimal
patient experience’ to ‘ad hoc initiatives’). These initiatives do respond to
genuine needs, but are not part of a broader strategic
hence contribute to sectoral fragmentation. This
and maintained by a mix of factors: institutional fragmentation (between
different governance levels and policy domains), ideological differences
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insights in a ‘rich picture’
many of the issues and

are interconnected. In an
attempt to make some of these interdependences explicit, an ‘influence
diagram’ can be drawn. This is one possible format for a ‘rich picture’ that
is intended to give a synthetic overall image of the system under study.

n points’ influence one another (as
stakeholders’ perceptions as

captured by the interviews. It is, therefore, not a picture of ‘reality’ but a
stakeholders’ opinions.

he arrows are intended to illuminate the systemic architecture behind the
key dysfunctionalities of the system. Some sequences of friction points and
arrows form closed loops, either reinforcing or balancing. Given the

e is not one correct way to read the
diagram. A convenient approach is to begin with the increased demands
for child and adolescent mental health services (left-hand side of the

This is driven by a resultant of many

the sector’s inpatient, outpatient
, leading to waiting lists. The presence of

leads to inefficient use of existing
For example because of insufficiently child-specific care,

haphazardly structured care trajectories and long residence lengths of stay
for children in psychiatric hospitals occur, which in turn lead to suboptimal

and families.

Practitioners in the field experience these problems on a daily basis. The
oriented infrastructure cannot flexibly accommodate these

pressures (because of the financing streams that are associated with it).
are implemented at the margins of the

care system to resolve some of these problems (arrow from ‘suboptimal
patient experience’ to ‘ad hoc initiatives’). These initiatives do respond to
genuine needs, but are not part of a broader strategic framework and
hence contribute to sectoral fragmentation. This fragmentation is driven
and maintained by a mix of factors: institutional fragmentation (between
different governance levels and policy domains), ideological differences

(between regions and confessional pillars), and by medical professionals’
lack of collaborative perspectives and skills.

The sectoral fragmentation leads to
reform. The stasis is reinforced by
maintain the status quo) and bureaucratization
regulated sector such as hospitals). The inertia reinforces the need for ad
hoc initiatives, which leads to further fragmentation of the sectoral
landscape and resources. Scattered resources
inappropriate and ineffective use of the existing infrastructure. Sectoral
fragmentation makes it not only difficult for policy makers and
professionals to navigate the system, but also for children and their
caretakers. This further contributes to their suboptimal experience.

The sectoral and institutional fragmentation, the
sector image (still loaded with stigma and taboo) and the
active citizen platform (there is no family organization specifically for
parents of children and adolescents with mental health problems or a
youth organization) make it hard to mobilize a
reform of the CAMHS system. Fragmentation and lack of political support
engender the absence of an holistic, strategic
reinforces the inertia, and the weakness of lateral (cross
networks. The latter contributes to the
coordinated, family-driven and youth

Fragmentation is also tantamount to a
of information. One of the elements pointed out in the interviews is the
absence of reliable information on the need for children and adolescent
mental health services.

A final element in the diagram is the
undergirds the CAMHS system. It has some
There are always ‘forgotten’ target groups that have difficulties accessing
the system. Identifying target groups and creating dedicated services
creates more demand for these services. Furthermore, it
of serving all young persons with mental hea
preventive interventions (population

The diagram is complex and difficult to deciph
complexity and disorganization of the current
many leverage points that can be targeted in system reform efforts.
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onfessional pillars), and by medical professionals’
lack of collaborative perspectives and skills.

The sectoral fragmentation leads to inertia and a lack of capability to
. The stasis is reinforced by vested interests (those who wish to

bureaucratization (particularly in a strictly
regulated sector such as hospitals). The inertia reinforces the need for ad
hoc initiatives, which leads to further fragmentation of the sectoral

Scattered resources contribute to
inappropriate and ineffective use of the existing infrastructure. Sectoral
fragmentation makes it not only difficult for policy makers and
professionals to navigate the system, but also for children and their

s to their suboptimal experience.

The sectoral and institutional fragmentation, the negative mental health
(still loaded with stigma and taboo) and the absence of an

(there is no family organization specifically for
rents of children and adolescents with mental health problems or a

youth organization) make it hard to mobilize a political champion for
system. Fragmentation and lack of political support

an holistic, strategic vision for the sector, which
reinforces the inertia, and the weakness of lateral (cross-sectoral) care
networks. The latter contributes to the paucity of individualized,

driven and youth-guided services.

nt to a deficient inter/cross-sectoral flow
. One of the elements pointed out in the interviews is the

reliable information on the need for children and adolescent

A final element in the diagram is the target group approach that currently
system. It has some unintended consequences.

are always ‘forgotten’ target groups that have difficulties accessing
dentifying target groups and creating dedicated services

e demand for these services. Furthermore, it comes at the cost
of serving all young persons with mental health treatment needs as well as

population-based or public health approach).

The diagram is complex and difficult to decipher, but reflects the
complexity and disorganization of the current CAMHS system and the
many leverage points that can be targeted in system reform efforts.
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Figure 2: ‘Rich Picture’ (influence diagram)
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3.4. The diagnostic assessment of the National Council for
Hospital Facilities

An ad hoc group to the permanent committee ‘Psychiatry’ of the National
Council for Hospital Facilities has recently completed a set of
recommendations for the reform of the CAMHS
the development of care networks as envisaged by Article 11 of the
Hospital Law.

13
The recommendations are based

priority needs within the CAMHS system and in adjacent sectors
(paediatrics, youth care, disability care, juvenile justice and substance
abuse).

It is useful to contrast the key observations made by the working group
with the diagnostic elements discussed earlier in this report.
raised by the group need to be understood against the background of an
understanding of what constitutes state-of-the-art, cost
healthcare for young people. The approach advocated relies on cross
sectoral integration, making sure that children and families as much as
possible receive care in their natural environment and are actively
implicated in shaping a strength-based, multi-systemic care trajectory.
The group’s key diagnostic observations are:

 An increasingly diverse and complex society leads to growing
demands for mental health services for children and adolescents;

 Whilst the CAMHS’ capacity has progressively expanded over the last
15 years, the global care capacity in the children and adolescent
mental health care sector is still markedly insufficient and lags behind
the adult sector (currently only an estimated 60
care capacity is realized - the benchmark figure is the 6% of youth
population that typically requires clinical interven
problems). More than 20% of psychiatric admissions of youngster
older than 15 happens in adult facilities. On top of that there are
serious geographical imbalances in the care offering;

 A move to a family and community-based care model is hampered by
a significant lack of outpatient service capacity, crisis and emergency
facilities and in mobile ‘assertive care’ (the latter refers to flexible
psychiatric care in the natural environment for youngsters
complicated difficulties);
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An ad hoc group to the permanent committee ‘Psychiatry’ of the National
Council for Hospital Facilities has recently completed a set of
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It is useful to contrast the key observations made by the working group
earlier in this report. The points

raised by the group need to be understood against the background of an
art, cost-effective mental

The approach advocated relies on cross-
l integration, making sure that children and families as much as

possible receive care in their natural environment and are actively
systemic care trajectory.

13

An increasingly diverse and complex society leads to growing
demands for mental health services for children and adolescents;

capacity has progressively expanded over the last
15 years, the global care capacity in the children and adolescent
mental health care sector is still markedly insufficient and lags behind
the adult sector (currently only an estimated 60-70% of that required

the benchmark figure is the 6% of youth
population that typically requires clinical intervention for mental health

). More than 20% of psychiatric admissions of youngster
. On top of that there are

mbalances in the care offering;

based care model is hampered by
a significant lack of outpatient service capacity, crisis and emergency

re’ (the latter refers to flexible
psychiatric care in the natural environment for youngsters with

 There are gaps in care trajectories due to a weak coordination
between different care services and areas, leading to inappropriate
access, ‘shopping’ and belated specia

 There is lack of a skilled workforce. Incentives have to
to attract more child psychiatrists
psychologists and ‘masters in educational scien
officially recognized. Outreach work needs to be rewarded;

 Care givers and educators in adjacent sectors need to be supported in
developing their mental health oriented skills. The psychological and
psychosocial function in paediatrics need
this external liaison function is only haphazardly supported by the
CAMHS sector;

 Prevention, detection and early intervention pay significant dividends,
particularly in the case of young people. Promising initiatives in this
area – particularly those that target the parent
consolidated and expanded.

It seems there is a significant overlap with the observations from the
roundtables and interviews (see Appendix 4, 5 and 6
own assessment, the National Council’s advice puts a heavier emphasis
on the lower-numbered leverage points in Meadow’s
the lack of financial resources (Numbers), the lack of skilled workforce
(Buffers), the lack of service capacity (particularly in outpatient and
crisis/emergency services; Stock-and
sectoral fragmentation is acknowledged
to realizing a more cost-effective, coherent, strength
and family-driven service offer. The members of the ad hoc working group
seem to be confident that there is a strong enough consensus between
stakeholders (professionals, parents and children, administrators at
different institutional levels) regarding the value base and guiding
principles of a reformed CAMHS
fragmentation and limitations in service offering to move to
effective care system.
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There are gaps in care trajectories due to a weak coordination
between different care services and areas, leading to inappropriate
access, ‘shopping’ and belated specialized diagnostic and treatment;

There is lack of a skilled workforce. Incentives have to be put in place
to attract more child psychiatrists. The contribution of clinical

masters in educational sciences’ need to be
each work needs to be rewarded;

Care givers and educators in adjacent sectors need to be supported in
developing their mental health oriented skills. The psychological and
psychosocial function in paediatrics needs to be reinforced. Currently
this external liaison function is only haphazardly supported by the

Prevention, detection and early intervention pay significant dividends,
particularly in the case of young people. Promising initiatives in this

particularly those that target the parent-child nexus - need to be

It seems there is a significant overlap with the observations from the
see Appendix 4, 5 and 6). Compared to our

t, the National Council’s advice puts a heavier emphasis
numbered leverage points in Meadow’s

41
Systems Ladder:

the lack of financial resources (Numbers), the lack of skilled workforce
(Buffers), the lack of service capacity (particularly in outpatient and

and-Flow structures). Within-and cross-
sectoral fragmentation is acknowledged and seen as an important hurdle

effective, coherent, strength-based, youth-guided,
driven service offer. The members of the ad hoc working group

seem to be confident that there is a strong enough consensus between
holders (professionals, parents and children, administrators at

different institutional levels) regarding the value base and guiding
CAMHS system to transcend the current

fragmentation and limitations in service offering to move towards a more
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4. DEVELOPMENT OF A POL
SCENARIO FOR THE ORG
OF CAMHS IN BELGIUM

In this section the focus shifts from a diagnostic perspective to identifying
solution elements that could potentially give direction to a refor
more effective CAMHS system. These elements will be extracted from the
participatory process and from key research studies and policy documents.
Subsequently, diagnostic and solution elements give input to a root
definition, an activity model and a stakeholder mapping, respectively.
These will form together the constituent elements of a future CAMHS
scenario.

4.1. Solution elements
This study starts from an appreciation of the friction points in the existing
CAMHS system. Hence, in the previous section the focus was on a
diagnostic analysis of the existing system based on stakeholder input via
interviews and roundtable discussions. The observations were contrasted
with the analysis of the most urgent needs on which the recommendations
of the National Council for Hospital Facilities are based.

In this section an inventory is made of the solution elements that have
been proposed by stakeholders during the face
roundtable discussions. Additionally, based on the insights of Part I
study

9
and other related KCE-projects

10, 11
, the ‘System of Care’

is discussed as a source of relevant solution elements for a future, more
effective mental health care system for children and adolescents. Finally,
also key solution elements from the National Council recommendations are
highlighted.
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DEVELOPMENT OF A POLICY
SCENARIO FOR THE ORGANISATION

In this section the focus shifts from a diagnostic perspective to identifying
solution elements that could potentially give direction to a reform towards a
more effective CAMHS system. These elements will be extracted from the
participatory process and from key research studies and policy documents.
Subsequently, diagnostic and solution elements give input to a root

nd a stakeholder mapping, respectively.
These will form together the constituent elements of a future CAMHS

This study starts from an appreciation of the friction points in the existing
ion the focus was on a

diagnostic analysis of the existing system based on stakeholder input via
interviews and roundtable discussions. The observations were contrasted

most urgent needs on which the recommendations
Council for Hospital Facilities are based.

In this section an inventory is made of the solution elements that have
been proposed by stakeholders during the face-to-face interviews and
roundtable discussions. Additionally, based on the insights of Part I of this

‘System of Care’ approach
is discussed as a source of relevant solution elements for a future, more
effective mental health care system for children and adolescents. Finally,
also key solution elements from the National Council recommendations are

4.1.1. Solution elements identified from the roundtable
discussions

The two roundtable sessions (Flemish/Wallo
stakeholders in total (17 French-spe
The discussions were organised around three questions, the first of which
was diagnostically oriented (identifying the strengths and weaknesses of
the present CAMHS system by means of synthetic images or
cf. section 3.1). Two further questions submitted to roundtable participants
were solution-oriented:

 What is the purpose (i.e. ‘raison d’être’) of a CAMHS system?
how does this purpose reflect the specificity of the target group(s)?
This question aimed to elicit responses that help to understand what
the fundamental contribution of an idealized
(independent of the constraints of the existing system) should be. The
subsidiary question aims to understand to what extent focusing on
children and adolescents shapes the system’s purpose.

 What are your top 3 interventions to improve the deficiencies of
the existing system? Here the question aims to map out directions
for interventions to move from the present situation to a more effective
CAMHS system.

In this report only the headlines of participants’ responses are summarized
(Full inventory responses: Appendix 6).

What is the purpose or “raison d’être” of a

In response to the question what the fundamental contribution of a
system is, there was a consensus (across language
the system ought to be oriented towards responding to the needs of young
people with mental and behavioural
eventually take their place in adult society a

n
In the French-speaking group there were no representatives of patient
organizations and youth care present. In the Dutch
representatives of education, juvenile justice and patient organizations were
absent.
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Solution elements identified from the roundtable

The two roundtable sessions (Flemish/Walloon) assembled a group of 30
speaking, 13 Dutch-speaking cf. Table 2)

n
.

around three questions, the first of which
was diagnostically oriented (identifying the strengths and weaknesses of

system by means of synthetic images or metaphors:
questions submitted to roundtable participants

What is the purpose (i.e. ‘raison d’être’) of a CAMHS system? And
how does this purpose reflect the specificity of the target group(s)?

to elicit responses that help to understand what
the fundamental contribution of an idealized CAMHS system
(independent of the constraints of the existing system) should be. The
subsidiary question aims to understand to what extent focusing on

adolescents shapes the system’s purpose.

What are your top 3 interventions to improve the deficiencies of
Here the question aims to map out directions

for interventions to move from the present situation to a more effective

the headlines of participants’ responses are summarized
responses: Appendix 6).

What is the purpose or “raison d’être” of a CAMHS-system?

In response to the question what the fundamental contribution of a CAMHS
stem is, there was a consensus (across language-based sessions) that

the system ought to be oriented towards responding to the needs of young
behavioural problems so as to enable them to

eventually take their place in adult society as well as possible.

speaking group there were no representatives of patient
organizations and youth care present. In the Dutch-speaking group
representatives of education, juvenile justice and patient organizations were
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There are three key dimensions underpinning this ‘raison d’être’:

 A temporal (developmental) perspective on needs
people who are rapidly evolving along a developmental trajectory;
different stages in that trajectory are associated wi
of needs; diagnostic capabilities, care and cure need to orient
themselves towards these developmental specificities.

 A broad (‘ecological’) conceptualization of needs
capabilities, care and cure are not only directed towards the suffering
‘patient’ but also to his/her social environment (family, friends, school
environment and others). The notion of ‘care’ therefore extends
beyond what can be considered as ‘specialized’ care.

 The care system's ability to learn and to adapt
there is need for system functionality that is oriented towards learning
and self-repair in line with evolving societal circumstances (and hence
with evolving expectations regarding children’s functioning), with
changing patients’, families’ and professionals’ needs and with the
presence of tensions in the troubled child and adolescent.

As regards the scope of the potential target group, participating
stakeholders agreed that the CAMHS system ought to help
developing their psycho-social abilities, whilst the core finality of the
CAMHS system (providing care) is focused on children with difficulties.

The role of the young person and family was not fully elucidated in this
reflection as it did not confirm to what extent the child and his/her family
ought to be driving the care provision process. In other words: is the
child/family a recipient of personalized care or is it also a partner and co
creator in the healing process?

Whilst the CAMHS system goes beyond specialised
mean that anyone is able to contribute to the system. Provision of care in
the broad sense remains in all cases linked to having the requisite
expertise. The notion of ‘evidence-based’ practice, however, is
controversial, and more so for the French-speaking
a suspicion that this is shorthand for an essentially reductionist and
simplistic reasoning that leads to unwarranted constraints on the
therapeutic repertoire of the medical professional.
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There are three key dimensions underpinning this ‘raison d’être’:

temporal (developmental) perspective on needs: children are
people who are rapidly evolving along a developmental trajectory;

ssociated with distinct patterns
diagnostic capabilities, care and cure need to orient

themselves towards these developmental specificities.

broad (‘ecological’) conceptualization of needs: diagnostic
rected towards the suffering

‘patient’ but also to his/her social environment (family, friends, school
environment and others). The notion of ‘care’ therefore extends
beyond what can be considered as ‘specialized’ care.

nd to adapt: at a meta-level
there is need for system functionality that is oriented towards learning

repair in line with evolving societal circumstances (and hence
with evolving expectations regarding children’s functioning), with

ts’, families’ and professionals’ needs and with the
presence of tensions in the troubled child and adolescent.

As regards the scope of the potential target group, participating
system ought to help all children in

social abilities, whilst the core finality of the
system (providing care) is focused on children with difficulties.

The role of the young person and family was not fully elucidated in this
xtent the child and his/her family

ought to be driving the care provision process. In other words: is the
child/family a recipient of personalized care or is it also a partner and co-

ialised care, this does not
mean that anyone is able to contribute to the system. Provision of care in
the broad sense remains in all cases linked to having the requisite

based’ practice, however, is
speaking stakeholders. There is

a suspicion that this is shorthand for an essentially reductionist and
simplistic reasoning that leads to unwarranted constraints on the
therapeutic repertoire of the medical professional.

What are interventions to improve the existing system?

A third and final round of discussions at the roundtable sessions proposed
a set of 10 possible interventions as a starting point for a reflection on how
the existing system could be improved. These interventions
from the ‘System of Care’ framework
specifically informed about this origin. The interventions proposed were:

1. Developing comprehensive home
supports;

2. Developing family partnerships and family support;

3. Providing culturally competent care and reducing unmet need and
disparities in access to services;

4. Individualising (personalising) care;

5. Implementing evidence-based practices;

6. Coordinating services, responsibility and funding to reduce
fragmentation;

7. Increasing prevention, early identification, and early intervention;

8. Strengthening early childhood intervention;

9. Expanding mental health services in schools and other adjacent
sectors;

10. Strengthening accountability and quality improvement.

Participating stakeholders were then invited to propose their top 3 of
interventions to improve the existing
go beyond the proposed list of 10 if they wanted to. Across the two
roundtables following observations were made:

 In identifying appropriate interventions for improving the system an
ambition to realize a sectorally (between outpatient and residential
services) and cross-sectorally (between mental health and adjacent
services) more integrated care system dominated (intervention
number 6).

 A second key intervention was to make the system more child and
family-centered by providing customized (personalised) care,
preferably in home and community settings, and by establishing
family-partnerships (interventions
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rventions to improve the existing system?

A third and final round of discussions at the roundtable sessions proposed
a set of 10 possible interventions as a starting point for a reflection on how
the existing system could be improved. These interventions were derived

framework
14

without participants being
formed about this origin. The interventions proposed were:

Developing comprehensive home-and community based services and

Developing family partnerships and family support;

Providing culturally competent care and reducing unmet need and
ies in access to services;

) care;

based practices;

Coordinating services, responsibility and funding to reduce

Increasing prevention, early identification, and early intervention;

ening early childhood intervention;

Expanding mental health services in schools and other adjacent

Strengthening accountability and quality improvement.

s were then invited to propose their top 3 of
e the existing CAMHS system. They were invited to

go beyond the proposed list of 10 if they wanted to. Across the two
roundtables following observations were made:

In identifying appropriate interventions for improving the system an
ectorally (between outpatient and residential

sectorally (between mental health and adjacent
services) more integrated care system dominated (intervention

A second key intervention was to make the system more child and
centered by providing customized (personalised) care,

preferably in home and community settings, and by establishing
partnerships (interventions numbers 1, 2 and 4).
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 A third point of gravity was the strengthening of prevention, detection
and early interventions (intervention numbers
stakeholders in both language groups were acutely aware of the
potential unintended consequences (lock in, stigmatization) of early
detection.

The most emphatic divergence between the two language
seemed to center around the notion of ‘evidence
(intervention nr 5 and also 10). On the French
caveats were voiced in relation to the orthodox evidence
which is seen to be ideologically and commercially motivated and may lead
to an unwarranted simplification of the therapeutic strategies at the
disposal of the care provider. Also Dutch-speaking
some additional qualifications when it comes to evidence
narrowly focused on the disturbances but connected to the aim’) but did
not seem to find this controversial and some of them advocated it strongly.
In the remainder of the analysis reference is made to the ‘evidence
nature of care but understood as not to exclude therapeutic approaches
that yield promising results but have not been thoroughly scientifically
validated.

On the whole, suggested interventions did not go beyond the scope of the
list of ‘System of Care’ derived principles. The key points reiterated
span the whole spectrum of that list. Only the third item (‘providing
culturally competent care and reducing unmet need and disparities in
access to services’) was not picked up at all in any of the proposals.

4.1.2. Solution elements from the exploration

The 10 interviews with stakeholders (see table 1) not only
insights into the current problems and bottlenecks in the
but also allowed to explore interlocutors’ views on what potential solution
elements could be. The solution elements drawn from the interviews were
categorised in four broad areas:

 Development of cross-sectoral care circuits structured by
(overlapping) age cohorts and based on subsidiarity;

 Broadening of the service array, notably development of ho
community-based services;

 Development of additional crisis and emergency capacity;
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A third point of gravity was the strengthening of prevention, detection
numbers 7, 8, 9). However,

s in both language groups were acutely aware of the
potential unintended consequences (lock in, stigmatization) of early

The most emphatic divergence between the two language-based sessions
seemed to center around the notion of ‘evidence-based’ practices
(intervention nr 5 and also 10). On the French-speaking side a lot of
caveats were voiced in relation to the orthodox evidence-based discourse

commercially motivated and may lead
to an unwarranted simplification of the therapeutic strategies at the

speaking stakeholders voiced
some additional qualifications when it comes to evidence-based (‘not

focused on the disturbances but connected to the aim’) but did
not seem to find this controversial and some of them advocated it strongly.
In the remainder of the analysis reference is made to the ‘evidence based’

clude therapeutic approaches
that yield promising results but have not been thoroughly scientifically

On the whole, suggested interventions did not go beyond the scope of the
derived principles. The key points reiterated above

span the whole spectrum of that list. Only the third item (‘providing
culturally competent care and reducing unmet need and disparities in
access to services’) was not picked up at all in any of the proposals.

exploration round interviews

s (see table 1) not only yielded rich
insights into the current problems and bottlenecks in the CAMHS system
but also allowed to explore interlocutors’ views on what potential solution

The solution elements drawn from the interviews were

sectoral care circuits structured by
(overlapping) age cohorts and based on subsidiarity;

Broadening of the service array, notably development of home and

Development of additional crisis and emergency capacity;

 Development of clear entry points to the system potentially backed up
by a centralized registration system.

It is clear that there is considerable overlap between the
offered by the interviewees and the proposals for interventions emerging
from the roundtable discussions (as reported in the previous section). The
call for a sectorally and cross-sectorally more integrated system and for a
broadening of the service offer (notably in the direction of more home and
community-based services) were distinctly heard in both cases.

Each of the four solution elements
supplemented with interview quotes.
Appendix 6.

Development of cross-sectoral care networks

The diagnostic analysis has shown that sectoral and institutional
fragmentation is at the root of the CAMHS
pressure it is confronting. The fragmentation manifests it
service and system (policy) levels. The awareness of the pivotal role of this
fragmentation on the side of the medical professionals included in the
interview sample translates into a plea for a more sectorally and cross
sectorally integrated CAMHS system. This entails a move from hospital
centric to regionally-managed care circuits. Psychiatric hospitals have an
obvious role to fulfill in these networks but they do not have to be
positioned as the network’s functional and managerial hub. This
that interviewed stakeholders do not see article 107 of the Hospital Law,
which functions as the institutional basis for the reform underway in the
adult mental health sector, as necessarily an appropriate basis for the
reform of the CAMHS system.

Cross-sectoral integration entails that services are put in place to which not
only mental health professionals contribute but, depending on locally
defined needs, also youth care, schools, peer support and others. The
‘outreach’ experiments that have bee
daycare centres since 2006 are considered to be valuable precursors.

 [1] "Demand-led and subsidiarity are key concepts. Subsidiarity
means that care is provided at the least intrusive level. But that is only
possible if you can manage the whole trajectory. When you do not
have to say: I don’t have those facilities in my trajectory. Demand
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Development of clear entry points to the system potentially backed up
by a centralized registration system.

It is clear that there is considerable overlap between the suggestions
offered by the interviewees and the proposals for interventions emerging
from the roundtable discussions (as reported in the previous section). The

sectorally more integrated system and for a
ervice offer (notably in the direction of more home and

based services) were distinctly heard in both cases.

elements will now be discussed and
supplemented with interview quotes. Quotes in the original language are in

sectoral care networks

The diagnostic analysis has shown that sectoral and institutional
CAMHS system’s inability to address the

pressure it is confronting. The fragmentation manifests itself at both
service and system (policy) levels. The awareness of the pivotal role of this
fragmentation on the side of the medical professionals included in the
interview sample translates into a plea for a more sectorally and cross-

system. This entails a move from hospital-
managed care circuits. Psychiatric hospitals have an

obvious role to fulfill in these networks but they do not have to be
positioned as the network’s functional and managerial hub. This implies

s do not see article 107 of the Hospital Law,
which functions as the institutional basis for the reform underway in the
adult mental health sector, as necessarily an appropriate basis for the

sectoral integration entails that services are put in place to which not
only mental health professionals contribute but, depending on locally
defined needs, also youth care, schools, peer support and others. The
‘outreach’ experiments that have been put in place under the aegis of

since 2006 are considered to be valuable precursors.

led and subsidiarity are key concepts. Subsidiarity
means that care is provided at the least intrusive level. But that is only

ou can manage the whole trajectory. When you do not
have to say: I don’t have those facilities in my trajectory. Demand-led
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means that the needs are central, not the protocol. And it has to rely
on genuine contact.”

 [2]"I think that the hospital has a place, but in a network. Not in a
structure that is made by itself.”

 [3]"I think that the outreach model, which relies on a very intensive
collaboration between a daycare centre and residential facility and the
family situation or other services, is a very go
strongly in it, also because it appears to be able to avoid children
ending up in residence.”

 [4] “I fear that the hesitant attempts based on article 107 of the
Hospital Law will never be able to get away from the existing
institutional structure. The fact that every participating organisation in
a network has to be able to trace, and in the worst of cases to recoup
its own revenues is a big stumbling block for reform which has to rely
on collective funds that are managed on area basis.”

 [5]"A streamlining of the work does not have to be done by adding
services, but maybe by cutting a few and having better staffed and
better equipped teams. But then they have to commit to also de
the complicated cases.”

Broadening of the service array

Cross-sectorally integrated care networks have to be able to offer a
comprehensive array of services so that they can function in a genuinely
demand-led way. This means that young people do not have to conform to
inadequate treatment simply because there is locally nothing else
available. The broader service offering combined with clear
accountabilities has also to put an end to the practice of ‘passing the buck
around’, meaning that service providers try to avoid complex cases by
forwarding these people to other services. Furthermore, the wider service
array also implies that patients can be treated in the least restrictive,
clinically justified environment. So, rather than to resort to a residential
treatment by default (because outpatient services are
developed), children and adolescents can find treatment in less restrictive,
more normal environments. Interviewees also refer to this as the principle
of ‘subsidiarity’, meaning that, whenever possible, ‘lower level’ (less
complex) home-based or outpatient services are relied on instead of costly
and scarce residential services. Finally, services should to the maximum
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means that the needs are central, not the protocol. And it has to rely

e, but in a network. Not in a

"I think that the outreach model, which relies on a very intensive
collaboration between a daycare centre and residential facility and the
family situation or other services, is a very good model. I believe
strongly in it, also because it appears to be able to avoid children

“I fear that the hesitant attempts based on article 107 of the
Hospital Law will never be able to get away from the existing

structure. The fact that every participating organisation in
a network has to be able to trace, and in the worst of cases to recoup
its own revenues is a big stumbling block for reform which has to rely
on collective funds that are managed on area basis.”

A streamlining of the work does not have to be done by adding
services, but maybe by cutting a few and having better staffed and
better equipped teams. But then they have to commit to also deal with

sectorally integrated care networks have to be able to offer a
comprehensive array of services so that they can function in a genuinely

led way. This means that young people do not have to conform to
re is locally nothing else

available. The broader service offering combined with clear
accountabilities has also to put an end to the practice of ‘passing the buck
around’, meaning that service providers try to avoid complex cases by

e to other services. Furthermore, the wider service
array also implies that patients can be treated in the least restrictive,
clinically justified environment. So, rather than to resort to a residential
treatment by default (because outpatient services are as a rule weakly

children and adolescents can find treatment in less restrictive,
more normal environments. Interviewees also refer to this as the principle
of ‘subsidiarity’, meaning that, whenever possible, ‘lower level’ (less

based or outpatient services are relied on instead of costly
and scarce residential services. Finally, services should to the maximum

extent possible strengthen the young person’s natural environment
family, peers and other supporters
cure.

 [6] "There it would be good to develop facilities that would help
parents to work with their children. They would be accessible at
convenient times, say late afternoon.”

 [7] "Ideally a trajectory is made, with emphasis on outp
However, in reality we see that services are quite limited. There is
nothing for chronic patients –
residential facility from 6 to 18 years old. Outpatient is quite limited.
Day care is limited as well and outreach projects have only 2 full time
staff. So, if you want to organise a concept of tailor
are the building blocks. There are gaps and imbalances.”

Development of additional crisis and emergency capacity

The saturation of the mental health care system has been a prominent
element in the diagnostic analysis. There are long waiting lists everywhere
in the system, most conspicuously so for getting access to outpatient
services. Particularly acute also is the lack of emergency and crisi
facilities. Professionals, however, are aware of the fact that the waiting lists
do not represent actual demand as people deploy demand
strategies to get quicker access to the saturated care system. Also, in
some cases demand will vanish when c
(In this respect it is striking that a recently opened emergency facility within
the KULeuven psychiatric hospital was not fully occupied after its first year
of operation). Nevertheless, a lack of emergency and crisis c
acutely felt in the field and in response interviewees argued for the creation
of supplementary, strong and multidisciplinary crisis facilities (including
both psychiatric and broader youth care capabilities).

 [8] “Emergency situations need to
emergency services of psychiatric hospitals and physical disability
care. Multidisciplinary teams have to be created with representatives
of all these agencies.”

 [9] "If you leave people sitting with that crisis sentiment,
problems become structural. If parents and children can be separated
early on in the conflict and are allowed to work constructively with it,
then many will quickly rebound.”
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extent possible strengthen the young person’s natural environment –
– in taking up an active role in care and

"There it would be good to develop facilities that would help
parents to work with their children. They would be accessible at
convenient times, say late afternoon.”

"Ideally a trajectory is made, with emphasis on outpatient services.
However, in reality we see that services are quite limited. There is

a young person that has to stay in a
residential facility from 6 to 18 years old. Outpatient is quite limited.

and outreach projects have only 2 full time
staff. So, if you want to organise a concept of tailor-made care, these
are the building blocks. There are gaps and imbalances.”

Development of additional crisis and emergency capacity

l health care system has been a prominent
element in the diagnostic analysis. There are long waiting lists everywhere
in the system, most conspicuously so for getting access to outpatient
services. Particularly acute also is the lack of emergency and crisis
facilities. Professionals, however, are aware of the fact that the waiting lists
do not represent actual demand as people deploy demand-inflating
strategies to get quicker access to the saturated care system. Also, in
some cases demand will vanish when confronted with actual availability.
(In this respect it is striking that a recently opened emergency facility within
the KULeuven psychiatric hospital was not fully occupied after its first year

Nevertheless, a lack of emergency and crisis capacity is
acutely felt in the field and in response interviewees argued for the creation
of supplementary, strong and multidisciplinary crisis facilities (including
both psychiatric and broader youth care capabilities).

“Emergency situations need to be dealt with between youth care,
emergency services of psychiatric hospitals and physical disability
care. Multidisciplinary teams have to be created with representatives

"If you leave people sitting with that crisis sentiment, then the
problems become structural. If parents and children can be separated

and are allowed to work constructively with it,
then many will quickly rebound.”
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Development of clear entry points to the system

Children and adolescent mental health professionals are concerned about
the ill-structured access to the CAMHS system. This ought to be better
structured by either streamlining the entry gates or by bolstering the mental
health expertise at the various points of contact.

 [10] "Each age-based category ought to have a trajectory, with
dedicated entry gates, first to the outpatient services, then to home
based, then day care and finally to residential services. The majority of
youngsters ought to be serviced in outpatient care.”

 [11] “There is an entry gate to the system, but who is staffing it? The
most experienced professionals ought to be at the entry gate. Crisis
call in lines are often manned by people who have just come from
school. When I hear that I wonder what we are doing
to get experienced care providers to take up those kind of duties.”

4.1.3. Solution elements from Part I of this KCE

Global overview on solution elements from KCE study Part 1

What transpires from the international review
surveyed there has been a movement in recent years in

 more resources for prevention;

 a better integration with basic youth care services;

 a more streamlined access to the mental health care system;

 a larger emphasis on outpatient services;

 a more rigorous outcome measurement.

Specific care management solutions – such as the ‘Children’s Trusts’ in
the UK, the multidisciplinary youth care centres in Canada, and the ‘shared
access gate’ in the Netherlands – are, however, diffi
isolation from their wider national or regional context.
conclusions of the international comparison of the
difficulties are experienced with the practical implementation of the
theoretical and ethically based frameworks on which the
in these countries are based.

9
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Development of clear entry points to the system

t mental health professionals are concerned about
structured access to the CAMHS system. This ought to be better

structured by either streamlining the entry gates or by bolstering the mental

based category ought to have a trajectory, with
dedicated entry gates, first to the outpatient services, then to home-
based, then day care and finally to residential services. The majority of
youngsters ought to be serviced in outpatient care.”

“There is an entry gate to the system, but who is staffing it? The
most experienced professionals ought to be at the entry gate. Crisis
call in lines are often manned by people who have just come from
school. When I hear that I wonder what we are doing. But it is difficult
to get experienced care providers to take up those kind of duties.”

Solution elements from Part I of this KCE-study

Global overview on solution elements from KCE study Part 1

international review is that in the countries
surveyed there has been a movement in recent years in CAMHS towards

a better integration with basic youth care services;

a more streamlined access to the mental health care system;

such as the ‘Children’s Trusts’ in
in Canada, and the ‘shared

are, however, difficult to assess in
isolation from their wider national or regional context. One of the
conclusions of the international comparison of the authors is that many
difficulties are experienced with the practical implementation of the

sed frameworks on which the CAMHS reforms

The peer-reviewed literature survey
for the organization of mental health care fo

 the World Health Organisation (WHO) model,

 the ‘System of Care’ approach.

The WHO model highlights that a mental health system for children and
adolescents consists of a mix of services. It is usually depicted as a
pyramid, suggesting a hierarchy of services from generic, low
frequently administered home and community
specialized, expensive residential services in psychiatric hospitals for a
small minority of complex cases (Figure 3). The
the mental health care system interacts with complementary youth care
services in adjacent sectors. It is not a scientifically validated model either.
For the purpose of developing a conceptual model it is, however, useful to
keep the six basic types of services proposed by the WHO model in mind.

Figure 3: WHO model of recommended basic types of services in a
children and adolescent mental health system
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Another model that is dominant in the peer-reviewed literature is the US
based System of Care approach.

2, 9

The reasons why we zoom in on the System of Care
multiple:

 System of Care is an exemplary embodimen
community-based care as they are increasingly embraced in mental
health systems around the world.

9
The values and principles put

forward by the National Council for Hospital Facilities
for reform of the CAMHS system also cohere very well with the
‘System of Care’ approach (see discussion further in section 4.1.5.2).

 System of Care also provides a foil for evidence
delivery practices (such as ‘wraparound’ and ‘multisystemic therapy’)
that are provided within the overall framework and value base of the
‘System of Care’ approach and do not perform optimally in a publicly
supported service system outside of the context of an overall system
infrastructure (see Part I of this study)

9
.

 The scope of the System of Care approach matches the scope of the
present study. It is a whole systems approach that envisages a
coherent process of reform at the practice level, the local level and the
state level to deal with the kind of interconnected problems pointed out
in the diagnostic part.

14
The historical circumstances from which the

‘System of Care’ emerged, and the challenges it sought (and
continues to seek) to address, are comparable to those that can be
observed nowadays in Belgium (see inset box

 The literature review concludes that the evidence base in favour of the
System of Care approach is promising but inconclusive; so this
remains a caveat.

9

In Belgium the System of Care approach has not yet been widely
embraced.

42
However, it would be incorrect to state that there is no

of Care approach in Belgium, as elements of the approach can be pointed
out in most mental health service systems. Its potential for making a
positive contribution to systems reform in Belgium is
exhausted.
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reviewed literature is the US-

System of Care
14

approach are

is an exemplary embodiment of the principles of
based care as they are increasingly embraced in mental

The values and principles put
ospital Facilities

13
as a guideline

system also cohere very well with the
on further in section 4.1.5.2).

also provides a foil for evidence-based service
delivery practices (such as ‘wraparound’ and ‘multisystemic therapy’)
that are provided within the overall framework and value base of the

oach and do not perform optimally in a publicly
supported service system outside of the context of an overall system

approach matches the scope of the
present study. It is a whole systems approach that envisages a
coherent process of reform at the practice level, the local level and the
state level to deal with the kind of interconnected problems pointed out

The historical circumstances from which the
the challenges it sought (and

continues to seek) to address, are comparable to those that can be
observed nowadays in Belgium (see inset box

20
).

The literature review concludes that the evidence base in favour of the
approach is promising but inconclusive; so this

approach has not yet been widely
However, it would be incorrect to state that there is no System

approach in Belgium, as elements of the approach can be pointed
out in most mental health service systems. Its potential for making a

ystems reform in Belgium is likely far from

Historical problems resulting in ‘System of Care’ concept

 Little mental health care for children
or underserved;

 Overuse of excessively restrictive settings (high costs, poor
outcomes);

 Limited service options (outpatient, inpatient, residential);

 Lack of home and community

 Fragmentation and lack of cross
mental health systems across child

 Lack of interventions tailored to unique child and family needs;

 Lack or partnerships with families and youth;

 Lack of attention to cultural differences;

 Providers not skilled in state
practices;

 History of poor outcomes.

Introduction to the System of Care

The report of Part I of this study stresses that
‘model’ to be replicated or a ‘program’ to be administered.
that in different communities, regions or countries that embrace a
of Care approach different organizational manifestations of this philosophy,
depending on context, culture, and resources can be found. However, if it
is a System of Care approach that is underpinning these different care
systems the foundational principles will be the same. Indeed,
System of Care approach offers is an organizational framework for
systems reform based on a clear set of values and guiding principles. The
System of Care framework has been likened to a Rubik’s Cube, a well
known three-dimensional puzzle. For th
six faces must be a single solid color. That can be metaphorically
translated to the System of Care
have to fit together to come to a working system.

 An overarching strategic approach to systems design underpinned by
clear choices as regards target
allocation of resources;

75

Historical problems resulting in ‘System of Care’ concept20:

Little mental health care for children – large percentage unserved

Overuse of excessively restrictive settings (high costs, poor

Limited service options (outpatient, inpatient, residential);

home and community-based services and supports;

Fragmentation and lack of cross-agency coordination (parallel
mental health systems across child-serving systems);

Lack of interventions tailored to unique child and family needs;

milies and youth;

Lack of attention to cultural differences;

-of-the-art approaches and

System of Care approach

The report of Part I of this study stresses that System of Care is not a
‘model’ to be replicated or a ‘program’ to be administered.

9
That means

that in different communities, regions or countries that embrace a System
organizational manifestations of this philosophy,

depending on context, culture, and resources can be found. However, if it
approach that is underpinning these different care

systems the foundational principles will be the same. Indeed, what the
approach offers is an organizational framework for

systems reform based on a clear set of values and guiding principles. The
framework has been likened to a Rubik’s Cube, a well-

dimensional puzzle. For the puzzle to be solved, each of the
six faces must be a single solid color. That can be metaphorically

approach where six areas of attention
have to fit together to come to a working system.

20
The six areas are:

An overarching strategic approach to systems design underpinned by
clear choices as regards target group, desired outcomes, and
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 A clear set of core values and guiding principles to guide the reform;

 An array of design components (from system oversight to coordination
and delivery of services to outcome assessment) that are congr
with the basic strategy and core values;

 A practice approach that embodies the core values of a coordinated,
individualized, youth-guided and family-driven system;

 An array of evidence-based services and supports;

 A coherent, long-term strategy for system change, leading from
pockets of innovation to wide scale adoption of a new model and
practice.

System of Care is nowadays defined as:

“a broad flexible array of effective services and supports for a
defined multi-system involved population, which i
coordinated network, integrates care planning and care management
across multiple levels, is culturally and linguistically competent,
builds meaningful partnerships with families and with youth at
service delivery, management and policy levels, has supportive
management and policy infrastructure, and is data

Organisation mental health care children and adolescents

A clear set of core values and guiding principles to guide the reform;

An array of design components (from system oversight to coordination
and delivery of services to outcome assessment) that are congruent

A practice approach that embodies the core values of a coordinated,
driven system;

services and supports;

ystem change, leading from
scale adoption of a new model and

broad flexible array of effective services and supports for a
system involved population, which is organized into a

coordinated network, integrates care planning and care management
across multiple levels, is culturally and linguistically competent,
builds meaningful partnerships with families and with youth at

levels, has supportive
management and policy infrastructure, and is data-driven.”

17
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Table 5 summarizes key elements of the ‘System of Care’

Table 5: Key elements of the System of Care approach

Target group: These are in the first place the children and adolescents themselves, embedded in
their circle of family members and caregivers. The age cohort that is addressed by ‘System of
Care’ is typically 0 to 18.

Value base: ‘System of Care’ is grounded in a clearly articulated value base
youth-guided, family-driven, community-based and culturally and linguistically competent. A set of
12 guiding principles is based on these three basic values. 14

Services and supports: ‘System of Care’ encompasses a wide array of services, broadly
categorized as supportive services, non-residential services, and residential
emphasis on natural, supportive services – including peer family support, respite services and
supported housing - as these are often excluded from the mental health service offering.

Practice approach: Wraparound is a team-based, collaborative process for implementing these
kinds of services for children and adolescents with complex needs and forms an integral part of
the ‘System of Care’ approach. Family-driven care means families have a primary decision making
role in the care of their own children as well as the policies and procedures governing care for all
children in their community. Youth-guided means youth are empowered in
process from the beginning and have a voice in decision
competence makes sure that systems are able to serve children, youth and families from diverse
racial, ethnic, socioeconomic, linguistic backgrounds. Integrated care focuses on
services, even when multiple systems are involved, and supports the goals of continuity over time
and across systems.14

o
It should be noted that the WHO warns against the abrupt transfer of financial means from the hospital sector to the outpatient sector.
advisable if it is sufficiently clear that the outpatien
long as this is not adequately guaranteed, dual funding should be provided. The WHO also warns against the risks connected to
different sectors, such as mental health care and welfare. It is important that the budget for mental healthcare remains earm
unnoticed into the overall budget and be used for other purposes.
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‘System of Care’ approach:

Key elements of the System of Care approach

in the first place the children and adolescents themselves, embedded in
their circle of family members and caregivers. The age cohort that is addressed by ‘System of

Multi-level implementation: the ‘System of Care’ approach is c
a multifaceted, multilevel process at the level of the state, regions and local communities, and
at the service delivery and practice level. Evaluation must measure both system
practice-level outcomes. System-level changes only will not suffice to improve child and family
outcomes.14

are’ is grounded in a clearly articulated value base – the approach is
based and culturally and linguistically competent. A set of

Financing: Reform of mental health systems towards a ‘System of Care’ approach usually
takes place in a setting of restricted funds. Therefore innovative funding
developed, including cross-sectoral ‘braiding’ of funds (from mental health, child welfare,
juvenile justice, education and substance abuse), redeploying funds from higher to lower cost
services and implementing case rates or other risk

: ‘System of Care’ encompasses a wide array of services, broadly
residential services, and residential services. There is an

including peer family support, respite services and
as these are often excluded from the mental health service offering. 14

Actors involved: youth, families, care givers and providers of a wide array of services play a
key role in operationalizing a ‘System of Care’ approach. In a wraparound approach these are
assembled in a Child and Family Team. Part of the Team is a Family Partner who is someone
with personal experience in caring for a child with mental health challenges. Family Partners
help to engage the family, support and advocate for the family, promote collaboration between
family and professional providers, and connect to natural and informal supports

Typically there is also a Care Manager, who act as accountable manager for children and
families with serious and complex needs, works intensively with small number of families (e.g.,
8-10) and who has authority to convene Child and Family Team as needed.

Service Coordinators assist families with basic to intermediate needs to coordinate services
and supports. Usually they have other responsibilities, and/or assists large numbers of families.

Care Management entities serve as the local or regional locus of responsibility and
accountability for managing care and costs across systems for children with serious
complex issues who are involved in multiple systems and are “high
with poor outcomes. This entity may be a public agency, nonprofit, regional authority,
collaborative or a partnership of agencies.17, 20

based, collaborative process for implementing these
kinds of services for children and adolescents with complex needs and forms an integral part of

driven care means families have a primary decision making
role in the care of their own children as well as the policies and procedures governing care for all

guided means youth are empowered in their treatment planning
process from the beginning and have a voice in decision- making. Cultural and linguistic
competence makes sure that systems are able to serve children, youth and families from diverse

rounds. Integrated care focuses on one plan of
services, even when multiple systems are involved, and supports the goals of continuity over time

WHO warns against the abrupt transfer of financial means from the hospital sector to the outpatient sector.
advisable if it is sufficiently clear that the outpatient sector can genuinely offer the necessary support to people who were previously supported in the hospital sector. As
long as this is not adequately guaranteed, dual funding should be provided. The WHO also warns against the risks connected to
different sectors, such as mental health care and welfare. It is important that the budget for mental healthcare remains earm
unnoticed into the overall budget and be used for other purposes.

9, 43
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: the ‘System of Care’ approach is complex and implementation is
a multifaceted, multilevel process at the level of the state, regions and local communities, and
at the service delivery and practice level. Evaluation must measure both system -level and

anges only will not suffice to improve child and family

: Reform of mental health systems towards a ‘System of Care’ approach usually
stricted funds. Therefore innovative fundingo options need to be

sectoral ‘braiding’ of funds (from mental health, child welfare,
juvenile justice, education and substance abuse), redeploying funds from higher to lower cost

ces and implementing case rates or other risk-based financing to increase flexibility.17

: youth, families, care givers and providers of a wide array of services play a
are’ approach. In a wraparound approach these are

assembled in a Child and Family Team. Part of the Team is a Family Partner who is someone
with personal experience in caring for a child with mental health challenges. Family Partners

ily, support and advocate for the family, promote collaboration between
family and professional providers, and connect to natural and informal supports

Typically there is also a Care Manager, who act as accountable manager for children and
rious and complex needs, works intensively with small number of families (e.g.,

10) and who has authority to convene Child and Family Team as needed.

Service Coordinators assist families with basic to intermediate needs to coordinate services
ts. Usually they have other responsibilities, and/or assists large numbers of families.

Care Management entities serve as the local or regional locus of responsibility and
accountability for managing care and costs across systems for children with serious and
complex issues who are involved in multiple systems and are “high utilizers” of services, often

This entity may be a public agency, nonprofit, regional authority,

WHO warns against the abrupt transfer of financial means from the hospital sector to the outpatient sector.
9, 43

This kind of transfer is only
t sector can genuinely offer the necessary support to people who were previously supported in the hospital sector. As

long as this is not adequately guaranteed, dual funding should be provided. The WHO also warns against the risks connected to “pooling” or merging budgets from
different sectors, such as mental health care and welfare. It is important that the budget for mental healthcare remains earm arked as such, otherwise it may disappear
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4.1.4. Solutions proposed by other KCE-reports

Therapeutic Projects

In 2006, the Minister of Social Affairs and Public Health launched a
program seeking for alternative organization mode
by means of the development of experimental “therapeutic projects”.
Therapeutic projects are intended to implement an ‘integrated health
services model’ in clearly defined catchment areas, providing services
adapted to the needs of the patient and promoting his rehabilitation in
society and guaranteeing continuity of care. The target population are
patients with ‘chronic and complex mental disorders’ within pre
clusters (i.e. ‘children and adolescents’; ‘adults’; ‘elderly’;
abuse’; ‘forensic psychiatry’). Each project should include as participants at
least: (a) a psychiatric hospital or a psychiatric unit (b) a specialist
ambulatory mental health centre or one of the “pilot projects” (home care
or outreach), funded through the Ministry of Public Health and (c) a primary
care partner (an association of general practitioners, Integrated Services
Home Care, Home Services).

The plan and implementation process of the therapeutic projects were
evaluated by the KCE using qualitative study methods (i.e. document
analysis, interviews and focus groups).

11
Some key learning points that

emerged during this evaluation process are listed below:

 The government(s) should stimulate innovation in mental health care
on a continuous basis by more focused and structural embedded
strategic programs. This requires collaboration and fine
policies between the different competence levels. A permanent
interministerial unit (supported by a scientific staff) could be
established to give strategic advice and with dedicated resources to
actively guide this process. During this process it is important that th
government communicates its policy framework and its intended
objectives in a clear, coherent, consistent and continuous way to the
sector;

 The bottom-up approach, which called for partnership proposals from
the sector is well appreciated by the sector. In contrast to this general
positive appreciation, it appears that the sector experiences difficulties
in setting up effective organisational and management practices to
develop interagency collaboration;

Organisation mental health care children and adolescents

reports

In 2006, the Minister of Social Affairs and Public Health launched a
program seeking for alternative organization models in mental health care
by means of the development of experimental “therapeutic projects”.
Therapeutic projects are intended to implement an ‘integrated health
services model’ in clearly defined catchment areas, providing services

the patient and promoting his rehabilitation in
society and guaranteeing continuity of care. The target population are
patients with ‘chronic and complex mental disorders’ within pre-defined
clusters (i.e. ‘children and adolescents’; ‘adults’; ‘elderly’; ‘substance
abuse’; ‘forensic psychiatry’). Each project should include as participants at
least: (a) a psychiatric hospital or a psychiatric unit (b) a specialist
ambulatory mental health centre or one of the “pilot projects” (home care

d through the Ministry of Public Health and (c) a primary
care partner (an association of general practitioners, Integrated Services

of the therapeutic projects were
qualitative study methods (i.e. document

Some key learning points that
ring this evaluation process are listed below:

The government(s) should stimulate innovation in mental health care
on a continuous basis by more focused and structural embedded
strategic programs. This requires collaboration and fine-tuning of

ween the different competence levels. A permanent
interministerial unit (supported by a scientific staff) could be
established to give strategic advice and with dedicated resources to
actively guide this process. During this process it is important that the
government communicates its policy framework and its intended
objectives in a clear, coherent, consistent and continuous way to the

up approach, which called for partnership proposals from
In contrast to this general

positive appreciation, it appears that the sector experiences difficulties
in setting up effective organisational and management practices to

 The coordinator is seen as a crucial node in the fu
partnership. The role of coordinator should, however, focus more on
stimulating, facilitating and supporting collaboration than on taking on
all the administrative tasks that are attached to this collaboration;

 The integration of the primary care sector is not realised in the majority
of the therapeutic projects. The mentioned issues are resources to
participate, mental health care competencies, cultural differences
between primary care and the psychiatric sector, the difference of
mobilizing umbrella organizations versus individual GPs. To reinforce
a care model that provides care in the least restrictive environment it is
required to strengthen the participation of the primary care sector in
mental health care;

 The financing mechanisms tha
interprofessional collaboration should include a certain degree of
flexibility to allow that the collaborationis adapted to the evolving
patient needs;

 A better understanding in how patients and family can be in
efficiently in this interprofessional collaboration process is needed;

 The aspect of professional secrecy and sharing of information has to
be handled before to launch interprofessional collaboration, in order to
avoid fundamental barriers in the collaboration;

 There is a clear need to evaluate
This evaluation should not only focus on the poli
level but should also include the impact of these models on social
participation and well-being of patients. This
prospective colllection of patient data that are used to evaluate
performance in a scientific manner.

Psychiatric emergency care

In 2010 the KCE published a report entitled ‘Emergency psychiatric care
for children and adolescents’, a stud
emergency psychiatric care in children and adolescents in Belgium needs
to be developed and if so, how it should be organized.
were a literature study, a secondary data
MKG/RCM) and stakeholder input (nominal group techniques & focus
groups).
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The coordinator is seen as a crucial node in the functioning of the
partnership. The role of coordinator should, however, focus more on
stimulating, facilitating and supporting collaboration than on taking on
all the administrative tasks that are attached to this collaboration;

ry care sector is not realised in the majority
of the therapeutic projects. The mentioned issues are resources to
participate, mental health care competencies, cultural differences
between primary care and the psychiatric sector, the difference of

ng umbrella organizations versus individual GPs. To reinforce
a care model that provides care in the least restrictive environment it is
required to strengthen the participation of the primary care sector in

The financing mechanisms that are implemented to stimulate
interprofessional collaboration should include a certain degree of
flexibility to allow that the collaborationis adapted to the evolving

A better understanding in how patients and family can be involved
ntly in this interprofessional collaboration process is needed;

The aspect of professional secrecy and sharing of information has to
be handled before to launch interprofessional collaboration, in order to
avoid fundamental barriers in the collaboration;

There is a clear need to evaluate integrated health services models.
This evaluation should not only focus on the policy- and organisational

t should also include the impact of these models on social
being of patients. This will require the

patient data that are used to evaluate
performance in a scientific manner.

In 2010 the KCE published a report entitled ‘Emergency psychiatric care
for children and adolescents’, a study that aimed to examine to what extent
emergency psychiatric care in children and adolescents in Belgium needs
to be developed and if so, how it should be organized.

10
The methods used

were a literature study, a secondary data-analysis (i.e. MPG/RPM;
MKG/RCM) and stakeholder input (nominal group techniques & focus
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Although several authors express the need for a clear definition
psychiatric emergency in children and adolescents, only a limited number
of authors address the issue of definition in their papers. Those that do
explicitly address the topic of definition, point out that a distinction needs to
be made between the concepts “emergency” and “crisis”. An
is life-threatening requiring an immediate life-preserving response whereas
a crisis is not life-threatening and requires an urgent response to prevent
deterioration. The level of danger (i.e. harming oneself or others) involved
will determine whether the emergency care or crisis intervention needs to
occur in a (non-)residential setting.

The literature study illustrated that the majority of children present
psychiatric emergency services are between 6 and 18 years
ideation or suicide attempts and behavioral problems were
common reasons for (child and) adolescent psychiatric emergency
services presentations. The available literatu
effectiveness of different organizational forms of psychiatric emergency or
crisis services is scarce and suffers from methodological limitations.
Nevertheless, there is a clear trend in the literature for complementary
models of intensive psychiatric care provision including intensive outreach
services, crisis intervention teams and age-appropriate day patient and
inpatient provision.

Focus group results confirmed these literature findings. Participants
agreed that both residential and non-residential care should be available,
but that taking the child out of its natural environment is not preferred
and should be considered as the last option. The participants further
stipulated that investing in emergency psychiatric care is necessary
has to go hand in hand with large investments/reforms that ensure a more
effective regular offer (child welfare and health care) for children and
adolescents.

The secondary data analysis of the current registration systems (i.e.
MPG/RPM; MKG/RCM) pointed to a lack of systematic accessible
registration systems. Therefore, the precise estimations of the availability
and utilization of emergency psychiatric care was not possible.

Based on the different elements studied the KCE formulated the following
general recommendations:

Organisation mental health care children and adolescents
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Focus group results confirmed these literature findings. Participants
residential care should be available,

taking the child out of its natural environment is not preferred
and should be considered as the last option. The participants further
stipulated that investing in emergency psychiatric care is necessary but
has to go hand in hand with large investments/reforms that ensure a more
effective regular offer (child welfare and health care) for children and

The secondary data analysis of the current registration systems (i.e.
a lack of systematic accessible

. Therefore, the precise estimations of the availability
and utilization of emergency psychiatric care was not possible.

Based on the different elements studied the KCE formulated the following

 to conceptualise emergency psychiatric care as separate “function”,
rather than as a specific service/department with a priority on non
residential care;

 to embed the development of emergency psychiatric care in a larger
policy framework that guides the reform of the entire cams system;

 to coordinate at the policy level the different activities and financing
mechanisms between the different competency levels in Belgium;

 to operationalize the emergency psychiatric care at the loco
level in the development of financial and collaboration agreements
between the different types of care providers involved in CAMHS;

 to organize services in order that they are immediate accessible
(24h/24h; 7/7) with the injunction to refuse children
without an appropriate assessment of the situation;

 to prioritize non-residential care as close as possible to the natural
environment of children and adolescents but also to provide (highly
secured) beds within psychiatric child and adole
a supportive function;

 to link the “emergency function” in one way or another to existing
(hospital-based) emergency services since these services are well
known entry gates.

4.1.5. Solution elements proposed by the National Council for
Hospital Facilities

In section 3.4 the key elements of the diagnostic assessment of the ad hoc
group to the permanent committee ‘Psychiatry’ of the National Council for
Hospital Facilities have been briefly reviewed. These insights have been
the basis for a set of recommendations that offer a reference framework for
pilot projects to guide the reform of the children and adolescent mental
health system.

13

The recommendations by the National Council for Hospital Facilities

The recommendations will be summarised
original advice paper can be consulted:

 The National Council champions a move towards an accessible,
multisystemic and strength-based care system. This means that
services are not only narrowly oriented towards the child in isolation,
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to conceptualise emergency psychiatric care as separate “function”,
rather than as a specific service/department with a priority on non-

to embed the development of emergency psychiatric care in a larger
ework that guides the reform of the entire cams system;

to coordinate at the policy level the different activities and financing
mechanisms between the different competency levels in Belgium;

to operationalize the emergency psychiatric care at the loco-regional
level in the development of financial and collaboration agreements
between the different types of care providers involved in CAMHS;

to organize services in order that they are immediate accessible
(24h/24h; 7/7) with the injunction to refuse children and adolescents
without an appropriate assessment of the situation;

residential care as close as possible to the natural
environment of children and adolescents but also to provide (highly
secured) beds within psychiatric child and adolescent units (i.e. K) with

to link the “emergency function” in one way or another to existing
based) emergency services since these services are well

Solution elements proposed by the National Council for

In section 3.4 the key elements of the diagnostic assessment of the ad hoc
group to the permanent committee ‘Psychiatry’ of the National Council for
Hospital Facilities have been briefly reviewed. These insights have been

a set of recommendations that offer a reference framework for
pilot projects to guide the reform of the children and adolescent mental

The recommendations by the National Council for Hospital Facilities

summarised below. For more details the
original advice paper can be consulted:

The National Council champions a move towards an accessible,
based care system. This means that

services are not only narrowly oriented towards the child in isolation,
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but encompass the young person in its variegated context (including
families and schools). Services have to be provided, in so
medically and practically justified, in the child’s normal environment.
Care capitalises on the available strengths and positive drivers
present in the child and its environment, with the ultimate aim to help
the young person to maximally participate in society.

 Mental health care for children and adolescents has to be based on
the subsidiarity principle: care has to be provided in the least
restrictive environment that is justified, relying on residential treatment
only when it is really necessary and for the shortest duration possible.
This has to be supported by a strengthening of outpatient service
capacity, crisis and emergency facilities and in mobile ‘assertive care’
(the latter refers to flexible psychiatric care in the natural environm
for youngsters with complicated difficulties).

 Coordination between different mental health services and adjacent
areas needs to be strengthened in order to provide a regionally
‘total care package’. Mental health services need to be incentivised
lend their expertise where it is needed in youth
facilities. Vice versa, care givers and educators in adjacent sectors
need to be supported in developing their mental health oriented skills.
The psychological and psychosocial function in paediatrics needs to
be reinforced.

 Prevention, detection and early intervention pay significant dividends,
particularly in the case of young people. Promising initiatives in this
area – particularly those that target the parent
consolidated and expanded.

 The National Council envisages a CAMHS system that consists of 6
key functional modules:

o A (semi-) residential care function;

o An outpatient service function;

o A prevention, detection and early intervention function;

o A crisis, emergency and assertive care function;

o A function that liaises with home and community
care services;
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icipate in society.

Mental health care for children and adolescents has to be based on
the subsidiarity principle: care has to be provided in the least
restrictive environment that is justified, relying on residential treatment

ssary and for the shortest duration possible.
This has to be supported by a strengthening of outpatient service
capacity, crisis and emergency facilities and in mobile ‘assertive care’
(the latter refers to flexible psychiatric care in the natural environment

Coordination between different mental health services and adjacent
areas needs to be strengthened in order to provide a regionally-based
‘total care package’. Mental health services need to be incentivised to
lend their expertise where it is needed in youth-oriented basic care
facilities. Vice versa, care givers and educators in adjacent sectors
need to be supported in developing their mental health oriented skills.

on in paediatrics needs to

Prevention, detection and early intervention pay significant dividends,
particularly in the case of young people. Promising initiatives in this

particularly those that target the parent-child nexus - need to be

system that consists of 6

A prevention, detection and early intervention function;

, emergency and assertive care function;

A function that liaises with home and community-based (after)

o A number of specialised care modules for specific target groups
(addiction, young delinquents).

The National Council of Hospital Facili
considered through a ‘System of Care

The National Council’s recommendations regarding the basic approach
and values for CAMHS are summarized
the system of care philosophy and approach is
associating relevant System of Care

From the above it appears that the National Council’s advice is in spirit
quite close to the ‘System of Care’ approach. However, there are a number
of areas in the National Council’s paper that need increased specificity
and/or clarification:

 Services recommended to address deficiencies do not constitute a
comprehensive array of services and supports (focus on emergency,
crisis, and assertive care).

 The envisaged system seems to rely on ‘traditional’ disciplines
psychiatrists, psychologists, social workers, nurses, educators.
Creative approaches may be needed to create a broader provider
network to fill current gaps and re
develop skills needed for current system needs within the new
framework.

 There seems to be some confusion of ‘intensity’ and ‘quality’ of
services with ‘beds’ throughout the advice.
equate the number of beds with quality, and may imply that
at high level of intensity equates with inpatient/residential treatment. A
system must comprise a balance of services and supports (home and
community-based, inpatient, residential, supports, etc.). The need for
beds declines when there is a comp
community-based services that are sufficiently intensive.

 The advice suggests that different approaches are needed for early
childhood and transition age youth. This is questionable.
different partners and different in
same overall philosophy, values, structures is likely to apply across
the various age groups.

KCE Reports 175

A number of specialised care modules for specific target groups
(addiction, young delinquents).

The National Council of Hospital Facilities’ recommendations
System of Care’ lens.

Council’s recommendations regarding the basic approach
are summarized below (Table 6). Congruence with

the system of care philosophy and approach is brought into relief by
System of Care principles in the right-hand column.

that the National Council’s advice is in spirit
approach. However, there are a number

tional Council’s paper that need increased specificity
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m seems to rely on ‘traditional’ disciplines – child
psychiatrists, psychologists, social workers, nurses, educators.
Creative approaches may be needed to create a broader provider
network to fill current gaps and re-tooling of current providers to

skills needed for current system needs within the new

There seems to be some confusion of ‘intensity’ and ‘quality’ of
services with ‘beds’ throughout the advice. The advice seems to
equate the number of beds with quality, and may imply that treatment
at high level of intensity equates with inpatient/residential treatment. A
system must comprise a balance of services and supports (home and

based, inpatient, residential, supports, etc.). The need for
beds declines when there is a comprehensive array of home and

based services that are sufficiently intensive.

dvice suggests that different approaches are needed for early
ge youth. This is questionable. There are

different partners and different interventions for these groups, but the
same overall philosophy, values, structures is likely to apply across
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Table 6: Comparing recommendations of NCHF advice with ‘System of Care’ principles

Recommendations by the NCHF

Goal: Maximum possible participation in society, recovery

Necessary to respond flexibly through community care and formal and informal
services, even provided at home

Focus diagnosis and treatment at the family level; serve children and
adolescents in the context of their families

Address the challenge of cultural awareness in
diversity and increasingly complex society; address geographic and other
disparities

Strengthen community-based (ambulatory) services and specific modules of
emergency, crisis, and “assertive” care

Provide mental health care as much as possible in normal living environment,
least intrusive/restrictive environment; global and ambulatory a
inpatient only as appropriate and for short lengths of stay

Ensure effective services; incorporate scientific research and innovation in care

Better connect inpatient, residential, home and community
liaison and consultation across youth sectors

Implement a multisystem approach; regional collaboration within mental health
and among departments

Address two poles of the age continuum – early childhood and transition age
youth;

Focus on the prevention of severe disorders; need for screening, early
identification/intervention

Quality care; performance indicators; subject to evaluation and scientific
research
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Comparing recommendations of NCHF advice with ‘System of Care’ principles

‘System of Care’ principles

Goal: Maximum possible participation in society, recovery improved functioning in home, school/work, community, throughout life.

Necessary to respond flexibly through community care and formal and informal home and community-based services

Focus diagnosis and treatment at the family level; serve children and family focus

Address the challenge of cultural awareness in CAMHS tailored to emerging
diversity and increasingly complex society; address geographic and other

cultural and linguistic competence and eliminating disparities in care

based (ambulatory) services and specific modules of comprehensive array of services and supports, ecological approach,
address all life domains

Provide mental health care as much as possible in normal living environment,
least intrusive/restrictive environment; global and ambulatory as possible; use
inpatient only as appropriate and for short lengths of stay

least restrictive setting

Ensure effective services; incorporate scientific research and innovation in care effective, evidence-based practices

ial, home and community-based services; coordination at service delivery level

Implement a multisystem approach; regional collaboration within mental health cross-system collaboration

early childhood and transition age developmental spectrum

Focus on the prevention of severe disorders; need for screening, early promotion, prevention, early identification/interv
approach

Quality care; performance indicators; subject to evaluation and scientific accountability, continuous quality improvement
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improved functioning in home, school/work, community, throughout life.

based services

cultural and linguistic competence and eliminating disparities in care

comprehensive array of services and supports, ecological approach,

coordination at service delivery level

promotion, prevention, early identification/intervention – public health

accountability, continuous quality improvement
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4.2. Root definition

4.2.1. General shape of the root definition

The insights emerging from the diagnostic analysis (bottlenecks and
friction points in the existing system that need to be avoided) and from the
discussion of the solution elements can be consolidated in a ‘root
definition’ of the envisaged mental health system for children and
adolescents. We want to stress that the perspective taken here is
conceptual, not organizational. In other words, the root definition does not
capture the mission of one given monolithic organization but expresses the
purpose of an idealized system that can be organizat
many different ways and involving many actors.

Hence, a root definition, as discussed in section 2.1.2, is a synthetic
expression of the fundamental contribution (or ‘purpose’) of such a care
system. It is a precise statement that takes the following generic form: “The
envisaged Belgian CAMHS system is a system owned by O and operated
by A, to do X by Y to customers C in order to achieve Z within constraints
E.”

The care system’s purpose is expressed by the root definition’s core
assertion: “The envisaged Belgian CAMHS system is a system to do X to
clients C in order to achieve Z.”

The Y elements specify how this purpose is realised

Additional qualifications provide a richer framing of the basic purpose:

 Actors A: people and organizations that are involved in actually
implementing the system’s purpose;

 Owner O: actor(s) who are able to change or stop the system and
therefore can be regarded to own it;

 Environmental constraints E: external circumstances that influence the
system’s operations;

Organisation mental health care children and adolescents
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Additional qualifications provide a richer framing of the basic purpose:

tions that are involved in actually

Owner O: actor(s) who are able to change or stop the system and

Environmental constraints E: external circumstances that influence the

4.2.2. Core purpose

We will now proceed by proposing a formulation for the core purpose of
the envisaged mental health care system for children and adolescents in
Belgium:

“The CAMHS system offers an array of services (X) for children,
adolescents, and young adults with or at risk of mental health
challenges, and their families (C), to help these young people to
function better at home, in school, in the community and throughout
life (Z).”

Delivering services (X)

The CAMHS system is basically there to de
encompass the whole spectrum from ‘prevention’ to ‘cure’ to ‘care’ to
‘recovery’ (as proposed by the National Council advice, see section 4.1.5).
The WHO proposes a typology of six services, ranging from ‘self care’ to
‘long stay facilities and specialist services’ (section 4.1.3). The System of
Care approach makes a distinction between three broad categories of
services: supportive services, non
services (section 4.1.3). The roundtable
confirmed that participating stakeholder
system go beyond the sphere of specialized mental health services (‘cure’)
to encompass ‘care’-oriented services and promotion and prevention
(sections 4.1 and 4.2).

Beneficiaries (C)

The ‘clients’ of the system are young people and their families. The system
potentially delivers services to all young people: those with identifiable,
more or less severe mental health challenges and those who are at risk of
being confronted with these disturbances.

The National Council advice sees prevention, directed towards
population of 0-18 year old people, pertaining to the basic care package
offered by the CAMHS system. In addition, it outlines progressive
specialized and involving services for youth with more complex problems.

The System of Care approach segments the total populat
people that can benefit from mental health services in three groups
depending upon the intensity of their needs (from no or very basic needs to
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encompass the whole spectrum from ‘prevention’ to ‘cure’ to ‘care’ to
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The WHO proposes a typology of six services, ranging from ‘self care’ to

g stay facilities and specialist services’ (section 4.1.3). The System of
Care approach makes a distinction between three broad categories of
services: supportive services, non-residential services, and residential
services (section 4.1.3). The roundtable discussions and interviews have

stakeholders see the remit of the CAMHS
system go beyond the sphere of specialized mental health services (‘cure’)

oriented services and promotion and prevention

The ‘clients’ of the system are young people and their families. The system
potentially delivers services to all young people: those with identifiable,
more or less severe mental health challenges and those who are at risk of
being confronted with these disturbances.

The National Council advice sees prevention, directed towards the general
18 year old people, pertaining to the basic care package

system. In addition, it outlines progressively more
specialized and involving services for youth with more complex problems.
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The System of Care approach segments the total populat ion of young
people that can benefit from mental health services in three groups
depending upon the intensity of their needs (from no or very basic needs to



KCE Reports 175

intermediate to complex needs that require intensive mental health
supports; section 4.1.3.2).

It was agreed by the stakeholders participating to roundtables that the
CAMHS system in principle ought to help all children in developing their
psycho-social abilities, whilst the core finality of the
(providing care) is focused on children with difficulties. (It is a matter of
policy to decide how the available resources will be allocated to the
general population versus youngsters with mental health problems).

The scope of the services being delivered by the
however, extends beyond the child or adolescent in isolation.
have indicated in roundtable discussions and interviews that the existing
mental health care system is too child-centered and that it does not involve
the family and the environmental context in which th
school and community) enough (sections 3.1 and 3.2). This is an element
that is much less conspicuous in the National Council advice. The System
of Care approach, however, is emphatically youth
driven, meaning that families to the extent possible are involved as
partners and co-decision makers in developing care trajectories.

Outcomes (Z)

The ultimate aim of the services delivered to these young people is to
increase their wellbeing and their potential for devel
their life. That does not mean that clinical outcomes are not important. But
the ultimate aim goes beyond the improvement of the young persons’
situation in a merely technical sense. The National Council’s advice is very
much in agreement with this. It states that ‘recovery or integration’ and the
‘maximum achievable participation to society’ have to be the ultimate aim
of care provision.

13
The definition of the System of Care

agreement with the core purpose included in the root
amongst the stakeholders who participated in the roundtable discussions
there was a consensus that the system ought to be oriented in the first
place towards responding to the needs of young people with mental and
behavioural problems. Stakeholders were keen to avoid a too ‘functionalist’
language to refer to these outcomes but stressed the importance of
‘wellbeing’ and ‘development’.
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The scope of the services being delivered by the CAMHS system,
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have indicated in roundtable discussions and interviews that the existing
centered and that it does not involve

the family and the environmental context in which the child functions (i.e.,
school and community) enough (sections 3.1 and 3.2). This is an element
that is much less conspicuous in the National Council advice. The System
of Care approach, however, is emphatically youth-guided and family-

t families to the extent possible are involved as
decision makers in developing care trajectories.

The ultimate aim of the services delivered to these young people is to
increase their wellbeing and their potential for development, throughout
their life. That does not mean that clinical outcomes are not important. But
the ultimate aim goes beyond the improvement of the young persons’
situation in a merely technical sense. The National Council’s advice is very

t with this. It states that ‘recovery or integration’ and the
‘maximum achievable participation to society’ have to be the ultimate aim

System of Care approach is in
agreement with the core purpose included in the root-definition above. Also

s who participated in the roundtable discussions
m ought to be oriented in the first

place towards responding to the needs of young people with mental and
Stakeholders were keen to avoid a too ‘functionalist’

language to refer to these outcomes but stressed the importance of

4.2.3. Additional qualifications

The core of the root definition is now supplemented with additional
qualifications: how is the purpose realized (Y)? who are the actors involved
(A)? who ‘owns’ the system (O)? And what are crucial constrai
the system has to operate (E)?

Modus operandi (Y)

The notional CAMHS system delivers services. What is, however,
distinctive about the system is the way in which these services are
delivered. We propose to include 9 qualifiers in the root def
specify how the system should function. Throughout references are made
to the National Council advice,

13
the System of Care

I of this study.
9

Ethically guided

In a work system that basically revolves around the suffering of the child,
professionals need clear ethical guidelines to navigate the many tensions
and dilemmas surrounding the child. These values are a necessary (but
not sufficient) condition to contribute to the wellbeing and development of
the young person. The System of Care approach emphasizes a strong
value base anchored in the rights of child, stressing accessibility and
personalization of services and the empowerment
to take responsibility in their own care trajectory. The National Council
advice also stresses the strength
services, but is more reticent about the role of the family.

Professionally supported

Projecting the scope of the CAMHS
putting greater emphasis on home and community
not mean that anyone can be designated as care provider. In the
roundtables it was brought forward that provision of care
sense remains in all circumstances linked to having the requisite expertise.
The National Council advice dedicates a separate chapter to the widening
gap in skills and recommends, amongst others, that outreach work needs
to be rewarded and care givers and educators in adjacent sectors need to
be supported in developing their mental health oriented skills.
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and Part

In a work system that basically revolves around the suffering of the child,
professionals need clear ethical guidelines to navigate the many tensions
and dilemmas surrounding the child. These values are a necessary (but

ufficient) condition to contribute to the wellbeing and development of
the young person. The System of Care approach emphasizes a strong
value base anchored in the rights of child, stressing accessibility and
personalization of services and the empowerment of children and families
to take responsibility in their own care trajectory. The National Council
advice also stresses the strength-base and accessible character of
services, but is more reticent about the role of the family.

CAMHS system beyond specialised care and
putting greater emphasis on home and community-based services does
not mean that anyone can be designated as care provider. In the
roundtables it was brought forward that provision of care in the broad
sense remains in all circumstances linked to having the requisite expertise.
The National Council advice dedicates a separate chapter to the widening
gap in skills and recommends, amongst others, that outreach work needs

e givers and educators in adjacent sectors need to
be supported in developing their mental health oriented skills.
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Evidence-based

Evidence-based practice is stressed as an important value in the
international CAMHS-literature.

14, 15
Roundtable disc

there seems to be sensitivities around the importance of providing mental
health care services in an evidence-based way. The controversy is
centered more on the ‘evidence-based’ discourse (which some see as
ideological and commercially-motivated) rather than on the principle that
scientific evidence is relied on to the extent possible in developing effective
care. The National Council advice confirms the importance of scientific
evidence in moving towards novel care concepts.
programs, services and care programs that are not yet proven effective but
show promise and/or are believed to be helpful in meeting outcomes
important to children, adolescents and their families. The term evidence
based should provide space and support (e.g. research programs) for
these promising approaches as to avoid fears that professional authority
and the potential for innovation will be undermined by the requirement to
stick to strictly scientifically validated protocols.

Co-ordinated

Fragmentation within the CAMHS sector (e.g. between residential and
outpatient services) and between the mental health and adja
has in the diagnostic analysis been identified as one of the key problems
undermining the efficiency and effectiveness of the current mental health
care system for children and adolescents. In addition, isolated initiatives
that are established to respond to acute local needs are not integrated with
other mental health and youth care services. Hence improved ‘co
ordination’ is one of key requirements for the envisaged
The advice of the National Council is very much in support of this and
argues for more effective collaboration between inpatient and outpatient
services. It also proposes an important ‘consult an
ensure the co-ordination with adjacent sectors. The international review in
Part I has shown that in all countries surveyed there has been a move
towards a higher level of co-ordination between mental health services and
also between mental health and basic youth care services.
interviews and roundtable discussions the argument for better co
ordination was clearly put forward. The ‘System of Care’
predicated on a personalized approach, where the services are wrapp
around in an individual in a co-ordinated way. Finally, it is also worthwhile
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an important ‘consult and liaison’ function to
The international review in

Part I has shown that in all countries surveyed there has been a move
ordination between mental health services and

mental health and basic youth care services. Also in the
interviews and roundtable discussions the argument for better co-

‘System of Care’ model is
predicated on a personalized approach, where the services are wrapped

ordinated way. Finally, it is also worthwhile

to observe that the reform that is currently underway in the Belgian adult
mental health sector is very much driven by the goal to better co
outpatient and residential services.

44

Networked

The establishment of care networks is one way to provide an
organizational context for better co
networks are (usually) regionally
providers – spanning the spectrum from basic youth care t
residential facilities – that co-ordinate their activities for the support of one
or more care trajectories. Again, networks have been a prominent feature
in the reform of the adult mental health sector (these concepts have been
legally enshrined in art. 11 of the Hospital Law)

Personalized

It is particularly the ‘System of Care’
personalized (or ‘individualized’) way of providing care, particularly for
young people with complex mental health challenges
brings together natural, supportive services, basic youth care and
specialized mental health care in flexible and customized constellations.
Personalization is then an incentive for sustaining collaborative and co
ordinated care networks.

The National Council advice argues for a ‘multi
on an individualized diagnostic and care plan.

The interviews reveal a more general concern related to personalization.
is recognized that mental health care is too often guided in ad hoc way
capacity and services available rather than by the needs of the young
person and family.

p
The meaning of the term ‘personalization’ in this report (understood as
‘customization’, i.e. adaptation to individual needs) has no direct relationship
with the ‘personalisation agenda’ as it is pursued for
care. This is a strategy to give service users choice and control over the
care services they receive through, amongst others, direct payments and
personal budgets
(http://www.communitycare.co.uk/Articles/19/08/2011/109083/personalisa
n.htm).
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care. This is a strategy to give service users choice and control over the
care services they receive through, amongst others, direct payments and
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Developmentally appropriate

One of the key aspects that distinguishes the child and adolescent mental
health system from the adult system is that the young person
constantly and rapidly. Interviews and roundtable discussions have
stressed that it is important to take this developmental perspective into
account when developing and providing services to young people.

Culturally competent

Services have to be delivered in a culturally competent and linguistically
sensitive manner. This means that care providers know how to address the
patient in his/her language and take into account cultural sensitivities. It is
a key element in the principles that guide the ‘System of Care’
In the diagnostic analysis this has not been a prominent theme (although
stakeholders working in the Brussels area point out that the lack of
culturally competent and multi-lingual staff compromises the capital’s
mental health services’ effectiveness and efficiency). The National Council
advice confirms that care in so far as possible has to
with prevailing social and environmental conditions (and it holds forth that
acting to reduce existing inequalities belongs to the remit of public
authorities).

Provided in the least restrictive environment

Services are provided in the least restrictive, clinically
possible. This is an alternative way of stating the ‘subsidiarity principle’ that
has been referred to earlier in this report: whenever possible, ‘lower level’
(less complex) home-based or outpatient services are relied on instead of
costly and scarce residential services. It overlaps with the requirement for
a greater emphasis on community-based services. This notion has been
supported by interviewees and discussants at the roundtable. Also the
National Council advice is very much in support as it argues for a shift of
the system’s center of gravity towards outpatient facilities. The relian
care that is provided in the least restrictive environment is also a core tenet
of the ‘System of Care’ approach.

Note that what has not been withheld as a constituent part of the root
definition is the ‘family-driven’ aspect that is very prominent i
Care. The participatory process has shown a significant degree of
agreement on the fact that mental health care needs to focus on the child
in its social environment. However, stakeholders involved in this study,
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One of the key aspects that distinguishes the child and adolescent mental
health system from the adult system is that the young person develops
constantly and rapidly. Interviews and roundtable discussions have
stressed that it is important to take this developmental perspective into
account when developing and providing services to young people.
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National Council advice is very much in support as it argues for a shift of
the system’s center of gravity towards outpatient facilities. The reliance on
care that is provided in the least restrictive environment is also a core tenet

as a constituent part of the root
driven’ aspect that is very prominent in System of

he participatory process has shown a significant degree of
agreement on the fact that mental health care needs to focus on the child

However, stakeholders involved in this study,

point out (at the validation and consolidation
and 4.6) that the relationship between children that need care and their
families are not always without conflicts and complications. Families can
be dysfunctional and/or they can be part of the youth’s problem. T
‘System of Care’ approach is quite clear in its focus on a genuinely family
driven model, meaning that family members (and other caregivers in the
child’s social environment) are to the extent possible and appropriate
mobilized as partners in care. The
noncommittal on this issue (the world ‘family’ is only mentioned twice in the
whole memorandum).

Actors (A)

It has already been stressed that the root definition articulates a purpose
and a general modus operandi of a conce
in which this notional system is organized is, at this stage, still an open
question. However, it is clear that the general purpose encapsulated by the
root definition will have to be realized by the contributions of many d
actors. There will be contributions of specialist mental health professionals
but also of many other parties. This is a non
could potentially contribute to a CAMHS
services, social services, educational services, (somatic) health services,
disability services, substance abuse services, vocational services,
recreational services, juvenile justice services, children and
families and other caregivers. The stakeholder mapping wil
insight how these parties may contribute to the
(Section 4.4.).

Owner (O)

As the Belgian mental health care system is funded by both federal and
federated entities, they are able to stop or change the system. The
envisaged CAMHS system can therefore be considered to be mandated by
these authorities.

Constraints (E)

From the evidence base discussed earlier it transpires that a limited
budget, significant institutional and sectori
increasingly stressful post-industrial society are circumstances that will
continue to exert an important influence the
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d consolidation workshops; see Section 4.5
relationship between children that need care and their

families are not always without conflicts and complications. Families can
be dysfunctional and/or they can be part of the youth’s problem. The

approach is quite clear in its focus on a genuinely family-
driven model, meaning that family members (and other caregivers in the
child’s social environment) are to the extent possible and appropriate
mobilized as partners in care. The National Council advice remains
noncommittal on this issue (the world ‘family’ is only mentioned twice in the

It has already been stressed that the root definition articulates a purpose
and a general modus operandi of a conceptual, idealized system. The way
in which this notional system is organized is, at this stage, still an open
question. However, it is clear that the general purpose encapsulated by the
root definition will have to be realized by the contributions of many different

There will be contributions of specialist mental health professionals
This is a non-exhaustive list of parties that

CAMHS ‘work system’: mental health
ces, educational services, (somatic) health services,

disability services, substance abuse services, vocational services,
recreational services, juvenile justice services, children and youth, their
families and other caregivers. The stakeholder mapping wil l provide an
insight how these parties may contribute to the CAMHS work system

mental health care system is funded by both federal and
federated entities, they are able to stop or change the system. The

system can therefore be considered to be mandated by

From the evidence base discussed earlier it transpires that a limited
ficant institutional and sectorial fragmentation and an

industrial society are circumstances that will
continue to exert an important influence the CAMHS system’s operations.
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Expanded root definition

In light of the qualifications added above, the root definition can now be put
forward as follows:

“The CAMHS system is an array of ethically guided, professionally
supported and evidence-based services for children and adolescents
with, or at risk of, mental health challenges and their entourage, that
are provided in a co-ordinated, personalized, development
appropriate, and culturally competent manner in the least restrictive
environment that is clinically appropriate and most adapted to the
child’s needs, to help these young people to increase their wellbeing
and potential for development, at home, in school, in the community
and throughout life.”

4.2.4. Transformations achieved by the CAMHS

The purpose of the envisaged CAMHS system is to
and potential for development of young people with (or at risk of) mental
health challenges to function better in society. This can be considered to
be the basic transformation that the system ought to achieve at the child,
youth and family-level. Following the distinction between service and
system level outcomes in the ‘System of Care’ approach
the transformation to be achieved at these levels together with the kind of
criteria that can be used to evaluate the performance of the system at the
various levels.

Child, Youth, and Family-level Transformation

Children, adolescents, and young adults with or at risk for mental health
challenges and their families function better at home, in school, in the
community and throughout life.

The operation of the system is judged based on criteria of effectiveness
i.e.

 improved wellbeing and fulfillment of child/adolescent;

 improved clinical outcomes (improvement in symptoms)

 improved functional outcomes (improved functioning in home, school,
law enforcement domains);

 increases in behavioral and emotional strengths,

 improved family youth engagement/involvement
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In light of the qualifications added above, the root definition can now be put

AMHS system is an array of ethically guided, professionally
based services for children and adolescents

with, or at risk of, mental health challenges and their entourage, that
ordinated, personalized, developmentally

appropriate, and culturally competent manner in the least restrictive
environment that is clinically appropriate and most adapted to the
child’s needs, to help these young people to increase their wellbeing

chool, in the community

CAMHS system

system is to increase the wellbeing
young people with (or at risk of) mental

function better in society. This can be considered to
be the basic transformation that the system ought to achieve at the child,

level. Following the distinction between service and
‘System of Care’ approach,

14
we also specify

the transformation to be achieved at these levels together with the kind of
criteria that can be used to evaluate the performance of the system at the

Children, adolescents, and young adults with or at risk for mental health
r at home, in school, in the

The operation of the system is judged based on criteria of effectiveness,
12

improved wellbeing and fulfillment of child/adolescent;

mproved clinical outcomes (improvement in symptoms);

improved functional outcomes (improved functioning in home, school,

increases in behavioral and emotional strengths,

improved family youth engagement/involvement;

 improved family functioning and reduced family burden

Service-level Transformation

Child and adolescent mental health services and supports are coordinated
and efficient.

The operation of the system is judged based on criteria of
degree to which the system operates within human, financial and
infrastructural resource constraints.

System-level Transformation

The CAMHS system is evidence-based
the evolving requirements and needs of contemporary society and
considers families and young people as partners in care.

The operation of the system is judged based on criteria of
professionalism and adaptiveness, i.e.

 fidelity with value base (youth-guided

 degree to which the system is able to learn and evolve with changing
demands;

 degree to which it incorporates best available evidence.

4.3. Activity model
With the root definition in place, there is a basis for the development of
activity model. As explained in the Methods section, an activity model is a
visual and synthetic representation of a work system that exists to achieve
a particular purpose (see section 2.1.2)

As the term suggests an activity model shows activities,
interdependencies, to be carried out by individuals to
purpose. From that perspective the model, despite its abstractness,
corresponds with a very tangible reality of individuals spending time and
energy in doing purposeful things.

Although the visual syntax of boxes and arrows may suggest the logic of
an organigram, the conceptual model does not represent an organization.
The boxes contain verbs, not names. As indicated before, it is very likely
that people belonging to a range of different organizations and services will
contribute to those activities. So the boundary del
is not an organizational boundary.
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mily functioning and reduced family burden.

Child and adolescent mental health services and supports are coordinated

The operation of the system is judged based on criteria of efficiency i.e.
system operates within human, financial and

infrastructural resource constraints.
12

based, resilient and capable to deal with
quirements and needs of contemporary society and

considers families and young people as partners in care.

The operation of the system is judged based on criteria of ethicality,
, i.e.:

guided, family-driven and focused);

degree to which the system is able to learn and evolve with changing

degree to which it incorporates best available evidence.

With the root definition in place, there is a basis for the development of an
activity model. As explained in the Methods section, an activity model is a
visual and synthetic representation of a work system that exists to achieve

(see section 2.1.2).

As the term suggests an activity model shows activities, and their logical
interdependencies, to be carried out by individuals to realise the system’s
purpose. From that perspective the model, despite its abstractness,
corresponds with a very tangible reality of individuals spending time and

Although the visual syntax of boxes and arrows may suggest the logic of
, the conceptual model does not represent an organization.

The boxes contain verbs, not names. As indicated before, it is very likely
to a range of different organizations and services will

activities. So the boundary delimiting the activity model
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An activity model is not a process flowchart either, depicting how
individuals (patients) move through the system from identification through
diagnosis, treatment and release.

4.3.1. Functional modules

The model is composed of 35 different activities, grouped in 9 functional
modules:

 Plan, provide and coordinate care;

 Manage access/entry into care;

 Provide crisis/emergency response services;

 Develop and support service array;

 Support families, other caregivers and youth as partners in care

 Conduct prevention and life skill development activities

 Conduct early identification activities;

 Develop and refine care model;

 System management and quality improvement.

Each will be briefly discussed in turn, together with the constituent
activities:

Plan, provide and co-ordinate care

Following the root definition the CAMHS system is a system that delivers
services. Hence, there is a core module in which mental health services
are delivered. The module does not indicate what kind of services are
delivered and where. There are 5 constituent activities. The red arrows
denote logical interdependencies, meaning that an activity at the head of
the arrow depends on the tail end activity having taken place:

 Develop/revise individualized plan of care with youth/family
the case of a child or adolescent that is helped by a straightforward
treatment at, for instance, an outpatient center, this activity will not
require a lot of time or resources. In more complex cases which
require a wraparound approach, for example, this will take more effort.

 Provide services and support: this is the actual delivery of services.
They can be simple and of short duration, or complicated and more
persistent. Services can be delivered at home, at school, at youth care

Organisation mental health care children and adolescents

An activity model is not a process flowchart either, depicting how
nts) move through the system from identification through

The model is composed of 35 different activities, grouped in 9 functional

Support families, other caregivers and youth as partners in care;

Conduct prevention and life skill development activities;

System management and quality improvement.

Each will be briefly discussed in turn, together with the constituent

system is a system that delivers
services. Hence, there is a core module in which mental health services
are delivered. The module does not indicate what kind of services are
delivered and where. There are 5 constituent activities. The red arrows

that an activity at the head of
the arrow depends on the tail end activity having taken place:

Develop/revise individualized plan of care with youth/family : in
the case of a child or adolescent that is helped by a straightforward

, an outpatient center, this activity will not
require a lot of time or resources. In more complex cases which
require a wraparound approach, for example, this will take more effort.

: this is the actual delivery of services.
hey can be simple and of short duration, or complicated and more

persistent. Services can be delivered at home, at school, at youth care

or outpatient centres, or in specialized facilities at psychiatric
hospitals.

 Provide care coordination: the root defi
requirement that service provision is coordinated within and beyond
the mental health sector. This requires dedicated resources so that
people are able to spend time contributing to that activity. It is possible
that in some cases people will choose to create specific organizational
forms to support this activity, but that is beyond the scope of the
activity model.

 Develop IT support and data collection
at least some information management. This can be s
simple spreadsheet or by more sophisticated protocols. Again, the
technical and organizational infrastructure
will be discussed later in the report.

 Monitor and evaluate progress
youngsters and their families has to be monitored for effectiveness.
This activity generates a necessary feedback signal that gives
professionals and youth/family a basis to decide on the nature and
extent of the care trajectory.
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or outpatient centres, or in specialized facilities at psychiatric

: the root definition puts forward the
requirement that service provision is coordinated within and beyond
the mental health sector. This requires dedicated resources so that
people are able to spend time contributing to that activity. It is possible

eople will choose to create specific organizational
forms to support this activity, but that is beyond the scope of the

Develop IT support and data collection: coordination will depend on
at least some information management. This can be supported with a
simple spreadsheet or by more sophisticated protocols. Again, the
technical and organizational infrastructure to support these activities
will be discussed later in the report.

Monitor and evaluate progress: the provision of care services to
youngsters and their families has to be monitored for effectiveness.
This activity generates a necessary feedback signal that gives
professionals and youth/family a basis to decide on the nature and
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Figure 4: Plan, provide and coordinate care module

Manage access/entry into care

Prior to receiving care, children and adolescents have to gain access to
the care system. There is a functional module that governs this access. It
is supported by 5 distinct activities:

 Screen referrals: children and adolescents may seek mental health
care services via different routes (emergency or crisis facilities,
schools, general practitioners or paediatricians, etc). Whatever the
route, at entry they have to be screened on the basis of an accepted
protocol.

 Accept and register referrals: the screening will dictate whether the
young person can be admitted to receive mental health services. If so,
the person is registered. Whether this is a central registration or no
the activity model does not specify.

 Determine needed intensity of care: after screening and registration
an assessment has to be performed of what the needed intensity of
care is.
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Plan, provide and coordinate care module

Prior to receiving care, children and adolescents have to gain access to
the care system. There is a functional module that governs this access. It

: children and adolescents may seek mental health
care services via different routes (emergency or crisis facilities,

ediatricians, etc). Whatever the
eened on the basis of an accepted

: the screening will dictate whether the
young person can be admitted to receive mental health services. If so,
the person is registered. Whether this is a central registration or not

: after screening and registration
an assessment has to be performed of what the needed intensity of

 Link youth/family to services and supports
assessment of needed intensity of care the child/adolescent and
family will be connected to appropriate services. Ideally, in
consonance with the root definition, these services will be easily
accessible, personalized, culturally competent and provided in the
least restrictive environment possible. This activity connects then with
the ‘develop/revise plan of care’ activity which is part of the care
provision modules.

Figure 5: Access/entry into care module

The two modules discussed above
the CAMHS system. However, they need to be complemented with other
functional module for the system to work in accordance with the purpose
and requirements laid down by the root definition.

Provide crisis/emergency response services

The lack of crisis/emergency response capacity has been pointed out in
the diagnostic analysis as an acute problem. Also the National Council
advice strongly recommends to allocate more resources to this function.
In the activity model, crisis and emergency response services have been
located in a separate module, with 2 basic activities:
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Link youth/family to services and supports: depending on the
nt of needed intensity of care the child/adolescent and

family will be connected to appropriate services. Ideally, in
consonance with the root definition, these services will be easily
accessible, personalized, culturally competent and provided in the

t restrictive environment possible. This activity connects then with
the ‘develop/revise plan of care’ activity which is part of the care

Access/entry into care module

form the service provision backbone of
system. However, they need to be complemented with other

functional module for the system to work in accordance with the purpose
and requirements laid down by the root definition.

response services

The lack of crisis/emergency response capacity has been pointed out in
the diagnostic analysis as an acute problem. Also the National Council
advice strongly recommends to allocate more resources to this function.
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In the activity model, crisis and emergency response services have been
located in a separate module, with 2 basic activities:
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Figure 6: Crisis Response Services module

 Provide crisis/emergency response: the services have to provided.
The activity model does, however, not specify
(via mobile teams or via dedicated units in community mental health
care centres or psychiatric hospitals).

 Link with services and supports: again there is need for a liaison
function that connects to the ‘manage access’ module.

Develop and support service array

Services can only be provided when they are developed and supported. It
has been observed in the diagnostic analysis that the service array that
makes up the current mental health care system is too narrow. Mental
health care services are too reliant on residential infrastructures. The
National Council advice proposes a shift towards outpatient services.
‘System of Care’ wants to complement inpatient and outpatient services by
natural, supportive services for youth and families. Whatever the mix of
services and associated provider network that is deemed adequate in a
certain (geographical) area, people have to spend time and effort to
develop and support it. The module consists of 3 activities:
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: the services have to provided.
specify how this has to happen

(via mobile teams or via dedicated units in community mental health

: again there is need for a liaison
function that connects to the ‘manage access’ module.

Services can only be provided when they are developed and supported. It
s been observed in the diagnostic analysis that the service array that

makes up the current mental health care system is too narrow. Mental
health care services are too reliant on residential infrastructures. The

wards outpatient services.
wants to complement inpatient and outpatient services by

natural, supportive services for youth and families. Whatever the mix of
services and associated provider network that is deemed adequate in a

graphical) area, people have to spend time and effort to
develop and support it. The module consists of 3 activities:

 Develop appropriate service provider network
development activity is organisationally supported is beyond the scope
of the activity model.

 Assess support of existing care infrastructure
alternative services rests on a gap analysis between the nature and
quality of services and infrastructures already present in the area and
the nature of the demand for serv

 Train provider network in evidence
nature of the mental health services, they have to be professionally
supported (as put forward by the root definition). This may require
more or less specialized training.

Figure 7: Develop and support service array module
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Develop appropriate service provider network: again how this
development activity is organisationally supported is beyond the scope

Assess support of existing care infrastructure: development of
alternative services rests on a gap analysis between the nature and
quality of services and infrastructures already present in the area and
the nature of the demand for services.

Train provider network in evidence-based practice: whatever the
nature of the mental health services, they have to be professionally
supported (as put forward by the root definition). This may require
more or less specialized training.

Develop and support service array module
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Support families, other caregivers and youth as partners in care

A family-driven care system relies on families and other caregivers to take
up an active role in shaping and delivering the care trajectory. They have
to be supported in doing so. The module consists of 2 activities:

 Provide formal and informal supports: the Families have to be
supported with information, coaching, peer support, respite services
and other formal and informal services in taking up that role.

 Advocate for child and family: the development of this supportive
service offering has to be driven by energetic advocacy on behalf of
children with mental health problems and families as caregivers.

Figure 8: Support families, other caregivers and youth as partners
module

Conduct prevention and life skills development activities

The international review in Part I of this study
9

countries surveyed there has been a consistent move towards more
emphasis on prevention. In addition, the narrative review showed
preventive programmes or early intervention in schools may have a
positive effect on the prevention of anxiety and the development of self
confidence.

9
Also the National Council advice considers ‘prevention and

early identification’ as one of the basic functional modules in its visio
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: the development of this supportive
service offering has to be driven by energetic advocacy on behalf of
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Conduct prevention and life skills development activities
9

has shown how in the
countries surveyed there has been a consistent move towards more

In addition, the narrative review showed that
or early intervention in schools may have a

ion of anxiety and the development of self-
Also the National Council advice considers ‘prevention and

early identification’ as one of the basic functional modules in its vision on

the CAMHS system.
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Similarly, the
central place to the link with prevention activities.
skills development module in the activity model consists of 4 activities:

 Deploy prevention activities: this is the core prevention activity with
which many different kinds of intervention in various settings may be
associated.

 Promote mental health in schools
prevention activity especially focused
schools.

 Strengthen youth/family life skills
life in contemporary society (pressure to perform, pervasive
technology, consumerism, etc) requires appropriate life skills of both
children and families to reduce the vulnerability to

 Strengthen parenting skills
parenting skills are being eroded, increasing the vulnerability of
children to mental health problems.

Figure 9: Prevention and skill development activities module

Conduct early identification

There is broad agreement that early identification of mental health
problems is particularly important for children as timely intervention may
have a very important impact on their developmen
their family’s quality of life. Also the National Council advice argues that
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Similarly, the ‘System of Care’ approach gives a
central place to the link with prevention activities.

14
The prevention and life

skills development module in the activity model consists of 4 activities:

: this is the core prevention activity with
which many different kinds of intervention in various settings may be

Promote mental health in schools: this is a health promotion and
prevention activity especially focused at educators and children in

Strengthen youth/family life skills: a more stressful and demanding
life in contemporary society (pressure to perform, pervasive
technology, consumerism, etc) requires appropriate life skills of both

ies to reduce the vulnerability to

Strengthen parenting skills: interviewees have pointed out that
parenting skills are being eroded, increasing the vulnerability of
children to mental health problems.

ill development activities module

There is broad agreement that early identification of mental health
problems is particularly important for children as timely intervention may
have a very important impact on their development and on the child’s and
their family’s quality of life. Also the National Council advice argues that
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early identification is important in avoiding curative interventions later on in
life.

13
Early identification activities have been included in a separate

module of the model. This connects with the ‘access management’ module
and onwards to the ‘planning and provision of care’ module. There
self-explanatory identification-related activities:

 Develop broad identification skills: these skills have to be
developed in parents, nannies, educators, and counceling staff in child
care and schools.

 Conduct identification in child care and scho
concerns the actual screening of children.

 Link child/family to services: Depending on the results of the
screening, early identification services have to liaise with the mental
health care system.

Figure 10: Early identification activities module

Develop and refine care model

The roundtables have clearly indicated that it is important for the
system to have a capacity for learning and self-
capacity must be embedded in the system to adapt itself and refine the
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early identification is important in avoiding curative interventions later on in
Early identification activities have been included in a separate

module of the model. This connects with the ‘access management’ module
and onwards to the ‘planning and provision of care’ module. There are 3

: these skills have to be
developed in parents, nannies, educators, and counceling staff in child

in child care and schools: this activity

: Depending on the results of the
screening, early identification services have to liaise with the mental

ly identification activities module

The roundtables have clearly indicated that it is important for the CAMHS
-repair. In other words, a

to adapt itself and refine the

espoused care model in the light of developments in society, in
expectations with regards to children, and in the mental health care
practice. Five activities are included in the module:

 Develop/update care model: this is the
It is a reflexive questioning and adapting of the mental health care
model for children and adolescents against the background of an
evolving society and mental health practice.

 Understand contemporary society
reflect and respond to dominant social trends in society. People in the
CAMHS system will have to spend time, however informally, in making
sense of these developments.

 Assess value base: a care system reflects a
does the present exercise). There has to be a regular assessment of
the relevance of these guiding values and their capacity to inspire
health professionals and policy makers.

 Understand youth’s mental health challenges
health problems are a dynamic datum. Society evolves as does the
acuity of scientific methods to understand what is going on in young
people’s brains. Keeping abreast of these developments obviously
requires dedicated resources. This activity also feeds into the early
identification and prevention activities in other modules.

 Assess state-of-the-art practices
assess novel developments and techniques in the practice of mental
health care.

Again, the activity model makes no assumptions abou
organizational way in which this ‘develop and refine care model’ module is
embodied.
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: this is the central activity in the module.
It is a reflexive questioning and adapting of the mental health care
model for children and adolescents against the background of an
evolving society and mental health practice.

Understand contemporary society: the care model will have to
reflect and respond to dominant social trends in society. People in the
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the relevance of these guiding values and their capacity to inspire
health professionals and policy makers.

Understand youth’s mental health challenges: youth’s mental
e a dynamic datum. Society evolves as does the

acuity of scientific methods to understand what is going on in young
people’s brains. Keeping abreast of these developments obviously
requires dedicated resources. This activity also feeds into the early

ification and prevention activities in other modules.

art practices: Similarly, research is needed to
assess novel developments and techniques in the practice of mental

Again, the activity model makes no assumptions about the precise
organizational way in which this ‘develop and refine care model’ module is
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Figure 11: Develop and refine care model module

System management and quality improvement

The ninth and final module is a systems management module. Irrespective
of how the activities in the other 8 modules are put in practice and
organizationally embodied, the efficiency and effectiveness of the overall
system has to be assessed.

Figure 12: System management and quality improvement module

The module consists of 5 activities:

 Define measures of performance

 Measure performance

 Assess resource constraints

 Exert control action

 Implement quality improvement

Organisation mental health care children and adolescents

Develop and refine care model module

System management and quality improvement

management module. Irrespective
of how the activities in the other 8 modules are put in practice and
organizationally embodied, the efficiency and effectiveness of the overall

t and quality improvement module
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Figure 13: Full activity model

(The French version of this Activity Model can be found in Appendix 7
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be found in Appendix 7)
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4.3.2. Discussion

It is important to consider the activity model for what it is and respect the
logic it embodies. As pointed out in the introduction to the previous
paragraph, the model should not be read as an organization chart, or as a
process flowchart that shows how people (patients) move through a care
system. In section 4.2.4 we have pointed out that the notional
system needs to support a transformation at three levels:
level, a service level and a system level. At the family and child level the
CAMHS system needs to assure that the suffering of the child
at the services level it needs to support better co
level it has to ensure adaptiveness and fidelity to the value base.

The activity model is a vehicle to support these three basic
transformations. The set of 35 interdependent activities, grouped into 9
functional modules, has to ensure that the system’s purpose is

The model is generic and it shares many features with conceptual models
that have been proposed elsewhere. The National Council advice
proposes a mental health care system for children and adolescents that
consists of 6 modules:

 A (semi-) residential care function;

 An outpatient service function;

 A prevention, detection and early intervention function;

 A crisis, emergency and assertive care function;

 A function that liaises with home and community
services;

 A number of specialised care modules for specific target groups
(addiction, young delinquents).

It is obvious that there is an overlap with the activity mo
this study. In both cases there are prevention, detection, and early
intervention and crisis/emergency functions. Also the liaison function is
explicitly present in both models. However, the perspective adopted by the
two conceptual models is slightly different. Our activity model does not
specify where care has to be provided. It simply indicates that, based on
an assessment of the intensity of care needed, a care plan is put together,
implemented and monitored. The National Council’s advi
explicitly to residential and outpatient facilities. However, the activity model
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we have pointed out that the notional CAMHS
system needs to support a transformation at three levels: a family/child
level, a service level and a system level. At the family and child level the

that the suffering of the child is mitigated;
at the services level it needs to support better co-ordination; at the policy

as to ensure adaptiveness and fidelity to the value base.

The activity model is a vehicle to support these three basic
transformations. The set of 35 interdependent activities, grouped into 9

, has to ensure that the system’s purpose is realized.

The model is generic and it shares many features with conceptual models
that have been proposed elsewhere. The National Council advice
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proposes a mental health care system for children and adolescents that

A prevention, detection and early intervention function;
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A number of specialised care modules for specific target groups

It is obvious that there is an overlap with the activity model suggested in
this study. In both cases there are prevention, detection, and early
intervention and crisis/emergency functions. Also the liaison function is
explicitly present in both models. However, the perspective adopted by the

is slightly different. Our activity model does not
care has to be provided. It simply indicates that, based on

an assessment of the intensity of care needed, a care plan is put together,
implemented and monitored. The National Council’s advice
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does refer

explicitly to residential and outpatient facilities. However, the activity model

needs to be considered in conjunction wi
takes its departure. The root definition stipulates that services will be
delivered in the least restrictive environment possible and that to the extent
possible priority will be given to home and community
These requirements will determine the actual decisions taken at policy and
service level about exactly what services and supports to offer in given
circumstances.

So, on the one hand the activity model is
approaches in operationalizing it
adapted to different regional settings. The activity model can also be
specified for specific target groups. For the very large group of young
people with no or very mild mental health challen
prevention and early detection modules will be most important. For
youngsters with more complex problems the core ‘plan, provide and
coordinate care’ module will be most important (with all the other activities
supporting or enabling the activities taking place in the care provision
module). The activity model is even able to
balances between a population and a target group approach
Depending on the relative weight of each in a nation’s or region’s policy,
more resources can be allocated towards the prevention and skill
development activities as compared to the screening and treatment
activities.

The activity model, on the other hand, also reflects the specificity of the
multisystems coordinated care model that is envi
family/youth support module is distinctive of a strength
that wants to give families and young people a stronger voice in how
mental care is provided. The ‘develop and refine service array’ draws
attention to the need for continuous innovation in providing a broad service
offering that goes beyond traditional inpatient and outpatient services. The
co-ordination and information management activities in the ‘plan, provide
and coordinate care’ module explicitly acknowled
collaboration and information exchange within and beyond the mental
health sector. The ‘develop/refine individualized plan of care with
youth/family’ points towards ‘assertive’
as a whole the activity model reflects the distinctive features of a newly
emerging care philosophy. As indicated before, the activity model should
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needs to be considered in conjunction with the root definition, from which it
takes its departure. The root definition stipulates that services will be
delivered in the least restrictive environment possible and that to the extent
possible priority will be given to home and community-based services.
These requirements will determine the actual decisions taken at policy and
service level about exactly what services and supports to offer in given
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specified for specific target groups. For the very large group of young
people with no or very mild mental health challenges the model’s
prevention and early detection modules will be most important. For
youngsters with more complex problems the core ‘plan, provide and
coordinate care’ module will be most important (with all the other activities
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module). The activity model is even able to accommodate different
balances between a population and a target group approach .
Depending on the relative weight of each in a nation’s or region’s policy,

es can be allocated towards the prevention and skill
development activities as compared to the screening and treatment

The activity model, on the other hand, also reflects the specificity of the
coordinated care model that is envisaged by this study. The

family/youth support module is distinctive of a strength-based approach
that wants to give families and young people a stronger voice in how
mental care is provided. The ‘develop and refine service array’ draws

d for continuous innovation in providing a broad service
offering that goes beyond traditional inpatient and outpatient services. The

ordination and information management activities in the ‘plan, provide
and coordinate care’ module explicitly acknowledge the need for
collaboration and information exchange within and beyond the mental
health sector. The ‘develop/refine individualized plan of care with

assertive’ approaches in delivering care. So
reflects the distinctive features of a newly

emerging care philosophy. As indicated before, the activity model should
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not be dissociated from the root definition with which it is narrowly
connected and which provides necessary framing.

The activity model will gain additional specificity when
superimposed onto a stakeholder map. This is the subject of the next
section in this report.

4.4. Stakeholder mapping
A third element in the sketch of a scenario of a more effective
system is a stakeholder mapping which takes the form of a visual
representation of the care and support services and stakeholders arrayed
around the child. So the stakeholder map takes the existing
system as a starting point.

4.4.1. The 9 stakeholder mapping diagrams

The visual logic of the basic diagram is quite straightforward.

Organisation mental health care children and adolescents

not be dissociated from the root definition with which it is narrowly
connected and which provides necessary framing.

will gain additional specificity when its activities are
This is the subject of the next

A third element in the sketch of a scenario of a more effective CAMHS
keholder mapping which takes the form of a visual

representation of the care and support services and stakeholders arrayed
around the child. So the stakeholder map takes the existing CAMHS

The 9 stakeholder mapping diagrams

visual logic of the basic diagram is quite straightforward.
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Figure 14: Base diagram stakeholder mapping
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Base diagram stakeholder mapping

KCE Reports 175



KCE Reports 175

The child is put in the center as the nodal point of the
Around the child, supports, services and stakeholders are arranged on a
set of concentric circles. Each actor is represented as a bubble.
this study provided the basis for an inventory of actors which was
complemented by ad hoc suggestions from stakeholders.

 Closest to the child are the supports in his natural environment: family,
school, youth work, police (also called the 0d line).

 On the next circle we find 1st line support and care services, including
CLB/PMS in schools, GPs, community health centers, family support
centers (ONE, Kind & Gezin), private paediatricians and psychiatrists,
youth care organizations, help lines, crisis centers.

 The next circle out includes 2nd line, specialized care services:
ambulatory mental health care (SSM/CGG), outpatient units in
psychiatric hospitals, disability care, mobile/outreaching care teams.

 The next circle includes specialized 3d line services: residential
facilities in small and big psychiatric hospitals, K
of the therapeutic projects created under art. 107 of the Hos
that have a bearing on adolescent mental health care.

 The outer circle includes stakeholders that do not have support or care
provision function but have an impact on the
regulators (political bodies), medical insurance associat
(INAMI/RIZIV), health insurance funds (‘mutualité’, ‘mutualiteit’),
concertation platforms, advocacy organizations, employers
organizations, research and educational institutes.

These service layers are grouped concentrically around the child but that
does not mean that specialized services are physically and culturally far
removed from the child. Also 3d line services, for instance, can be truly
child-centric.
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The child is put in the center as the nodal point of the CAMHS system.
d stakeholders are arranged on a

set of concentric circles. Each actor is represented as a bubble. Part I of
this study provided the basis for an inventory of actors which was
complemented by ad hoc suggestions from stakeholders.

the supports in his natural environment: family,
lice (also called the 0d line).

On the next circle we find 1st line support and care services, including
CLB/PMS in schools, GPs, community health centers, family support

Kind & Gezin), private paediatricians and psychiatrists,
youth care organizations, help lines, crisis centers.

The next circle out includes 2nd line, specialized care services:
ambulatory mental health care (SSM/CGG), outpatient units in

tals, disability care, mobile/outreaching care teams.

The next circle includes specialized 3d line services: residential
facilities in small and big psychiatric hospitals, K-FOR units, and some
of the therapeutic projects created under art. 107 of the Hospital Law
that have a bearing on adolescent mental health care.

The outer circle includes stakeholders that do not have support or care
provision function but have an impact on the CAMHS systems as
regulators (political bodies), medical insurance associat ion
(INAMI/RIZIV), health insurance funds (‘mutualité’, ‘mutualiteit’),
concertation platforms, advocacy organizations, employers
organizations, research and educational institutes.

These service layers are grouped concentrically around the child but that
does not mean that specialized services are physically and culturally far
removed from the child. Also 3d line services, for instance, can be truly

The reference to ‘lines’ has not been withheld in the diagrams as it is not
an officially sanctioned terminology. Professionals, however, refer very
often to it.

Note that actors that are similar have been grouped together. Actors that
consist of distinctive functional subunits have been visualized as such. The
diagram has been designed at a leve
compromise readability. It is possible to develop an even more finely
detailed diagram.

The stakeholder mapping is built up in layers on the base diagram.
set of layers connects to the 9 functional modules and the 34
constituent activities of the activity model. There is one separate
diagram for each module, visually coded by a distinctive color palette
(reddish, greenish, brownish, and so on). Each activity is associated with
one color shade of the palette. Activities
the stakeholder map. The size of the actor bubbles is proportional to
the number of activities they are cumulatively engaged in (not
intended to be a reflection of importance)

As an example, the diagram is shown asso
module ‘develop and support service array’ from the activity model. The
color palette is based on shades of turquoise. The module includes three
activities: ‘assess support existing care infrastructure’, ‘develop appropriate
service network’, ‘train provider network in evidence
actor in the stakeholder map that is shown as three concentric circles with
different shades of blue engages in all three activities. Psychiatric hospitals
are an example. Universities, on the other hand, only engage in training
and are represented a single dot. The same logic applies to the other
functional modules, the number of activities of which varies between 2 and
5.
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nctioned terminology. Professionals, however, refer very

Note that actors that are similar have been grouped together. Actors that
consist of distinctive functional subunits have been visualized as such. The
diagram has been designed at a level of granularity that does not

possible to develop an even more finely

The stakeholder mapping is built up in layers on the base diagram. A first
set of layers connects to the 9 functional modules and the 34

of the activity model. There is one separate
diagram for each module, visually coded by a distinctive color palette
(reddish, greenish, brownish, and so on). Each activity is associated with
one color shade of the palette. Activities are linked to the actors included in

The size of the actor bubbles is proportional to
the number of activities they are cumulatively engaged in (not
intended to be a reflection of importance).

As an example, the diagram is shown associated with the functional
module ‘develop and support service array’ from the activity model. The
color palette is based on shades of turquoise. The module includes three
activities: ‘assess support existing care infrastructure’, ‘develop appropriate

ice network’, ‘train provider network in evidence based practice’. An
actor in the stakeholder map that is shown as three concentric circles with
different shades of blue engages in all three activities. Psychiatric hospitals

on the other hand, only engage in training
and are represented a single dot. The same logic applies to the other
functional modules, the number of activities of which varies between 2 and
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Figure 15: Stakeholder map with additional coding of activities
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ional coding of activities
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The full set of maps can be found in Appendix 8 and the Actor list in
Appendix 9.

The stakeholder mapping has a tentative character. It is based on the
research team’s assessment, informed by a familiarity with the broader
CAMHS system developed during this project. It has been validated by
checking the published mandates and mission statements of organizations
on the web and in printed references. But it has not been the subject of a
detailed point-by-point assessment with knowledgeable representatives of
those organizations. Stakeholders have been able to inspect these maps
at the validation workshops and many explicitly said they liked them.
Nevertheless there will undoubtedly be scope for improvement and
refinement.

Furthermore, every reading would be a matter of debate as
assumes a hybrid character with an idealized layer put on top of the
existing stakeholder landscape. Indeed, the base diagram is a
representation of the existing CAMHS system with known, ident
actors. Connecting the activity model to it frames the mapping within the
logic of that notional model (as it represents the set of activities needed to
realize the purpose embodied in the root definition). Associating activities
to actors will therefore always require a degree of interpretation. This is
precisely the value added of this mapping. Rather than to represent an
objective view of reality, it offers stakeholders an instrument to question
and debate their own role in the CAMHS system.

A final provision concerns the fact that the stakeholder mapping with
layered activities does not in any way give an indication of the amount of
resources allocated to activities, how central they are to actors’ mandate
and how effective they are being performed. Again, this reinforces the
positioning of these diagrams as a heuristic and positioning element.

Inspecting the 9 layered diagrams does transmit a few messages,
however. First, meshing the 9 functional modules (and their constituent 34
activities) with the about 40 actors that populate the stakeholder landscape
clearly demonstrates the operational and regulatory complexity and
multidimensionality of the CAMHS system.

Further, the diagrams clearly demonstrate the potential of many actors
to contribute to the diverse activities that make the
tick. For example, almost all actors can and should be implicated in further
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med. Again, this reinforces the
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Inspecting the 9 layered diagrams does transmit a few messages,
however. First, meshing the 9 functional modules (and their constituent 34

th the about 40 actors that populate the stakeholder landscape
clearly demonstrates the operational and regulatory complexity and

potential of many actors
to the diverse activities that make the CAMHS system

. For example, almost all actors can and should be implicated in further

developing and refining the care model (a functional module in the
system where strategic learning takes place). It is
that the access to the CAMHS
access/entry into care’). System management and quality improvement, on
the other hand is the privilege of particularly the actors on the outer circle.

4.4.2. Relationships between the different actors

A second set of diagrams shows the relationships between the different
actors. This again is a reflection of ‘reality’ as it can nowadays be
observed. Four types of relationships have been distinguished:

 Collaboration;

 Funding;

 Taking care of;

 Defending interests of.

Each type of relationship is coded by another color. An orange line
between two actors denotes a collaborative relationship. The ‘taking care
of’ relationships all end up in either child or family. Funding relation
start from the political or social security actors. A distinction is made
between ‘strong’ and ‘weak’ relationships (as shown by the thickness of
the line). The superimposition of the diagrams with the 4 types of
relationships is a tantalizing visualization of the system’s complexity.

Again, these assessments have been made based on the general
familiarity with the system. The intention of this brief research trajectory is
not to be totally accurate but to show a general anatomy of a complex
system and to demonstrate the potential of this instrument to help
stakeholders in positioning themselves in this system. Ultimately this tool
could be further developed into an interactive portal to access an evolving
evidence base on the actors populating
system and the relationships tying them together.
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developing and refining the care model (a functional module in the CAMHS
system where strategic learning takes place). It is also clear from the maps

system is much diversified (‘manage
access/entry into care’). System management and quality improvement, on
the other hand is the privilege of particularly the actors on the outer circle.

between the different actors

A second set of diagrams shows the relationships between the different
actors. This again is a reflection of ‘reality’ as it can nowadays be
observed. Four types of relationships have been distinguished:

Each type of relationship is coded by another color. An orange line
between two actors denotes a collaborative relationship. The ‘taking care
of’ relationships all end up in either child or family. Funding relationships all
start from the political or social security actors. A distinction is made
between ‘strong’ and ‘weak’ relationships (as shown by the thickness of
the line). The superimposition of the diagrams with the 4 types of
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Again, these assessments have been made based on the general
familiarity with the system. The intention of this brief research trajectory is
not to be totally accurate but to show a general anatomy of a complex

em and to demonstrate the potential of this instrument to help
stakeholders in positioning themselves in this system. Ultimately this tool
could be further developed into an interactive portal to access an evolving
evidence base on the actors populating CAMHS, their contributions to the
system and the relationships tying them together.
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Figure 16: Stakeholder map with added (collaboration) relationships
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Stakeholder map with added (collaboration) relationships
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4.5. Insights from the validation workshop
The validation workshops were held on October 18 and October 20 for the
Dutch-speaking and French-speaking groups respectively. A workshop
report is included in Appendix 10.

Broadly the validation workshops confirmed the pertinence of the
diagnostic analysis.

The solution elements that were extracted from the roundtables and
interviews were not disputed but numerous questions as to how they
should be operationalized were raised. An important question that came up
in both language groups was how a more effectively collaborative
system could emerge without the pressure of unduly restrictive structures,
guidelines and evaluation protocols.

The root definition was welcomed as a good and comprehensive statement
of the CAMHS system’s purpose. Suggestions were made to improve the
wording of the definition. A key concern of both Dutch and French
speaking stakeholders was to nuance the position of the family in the
CAMHS system. The mental suffering of the child ought to be the pivotal
element; the family should not command an equally central role.
Furthermore, it was advised to broaden the notion of immediate social
environment beyond the family proper to anyone responsible for the child.

The activity model was found to be more difficult to internalize by the
workshop participants. Its general scope and anatomy (9
modules) were endorsed. However, a number of misunderstandings as to
its precise nature became evident during the discussions. In general there
was a need to better outline the contributions of relevant subsectors and
professional groups to the activity model. The logic underpinning the model
was seen by some as too managerial or functionalistic.

These discussions certainly demonstrated the complexity of many of the
issues surveyed in these validation workshops. There was a feel
some of the questions warranted more time for discussion. Furthermore,
the workshops were attended by a number of stakeholder
been involved in the process earlier on. Some of them were deemed quite
influential and it seemed advisable to allow them to formulate their ideas
more extensively. Hence, it was decided to follow up with a ‘maturation
phase’ of about six weeks (stretching over the end of the year holiday
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e and anatomy (9 functional

modules) were endorsed. However, a number of misunderstandings as to
its precise nature became evident during the discussions. In general there
was a need to better outline the contributions of relevant subsectors and

al groups to the activity model. The logic underpinning the model
was seen by some as too managerial or functionalistic.

These discussions certainly demonstrated the complexity of many of the
issues surveyed in these validation workshops. There was a feel ing that
some of the questions warranted more time for discussion. Furthermore,

stakeholders who had not
been involved in the process earlier on. Some of them were deemed quite

to allow them to formulate their ideas
more extensively. Hence, it was decided to follow up with a ‘maturation
phase’ of about six weeks (stretching over the end of the year holiday

period) which would be dedicated primarily to a second round of face
face interviews. During this period written feedback were also collected
based on non consolidated summaries of each validation workshops
(Appendix 11 and 12) and a short stay observation conducted (see section
2.2.2.1)

4.6. Insights from the consultation round
Following up on the validation workshops it was decided to build in a
maturation phase to allow stakeholders to digest the material that was
proposed at the workshops, to give certain influential stakeholders a better
opportunity to voice their opinions, to elucidate some of the controversial
and difficult points that had come up in the validation workshop and to
include a number of complementary perspectives, particularly from
professionals in adjacent sectors.

Below key insights from the consul
They have been divided into two groups. A first group adds diagnostic
elements to the analysis that had been supported by the initial round of
interviews and by the roundtable discussions. So these are elements of
concern with respect to the current functioning of the
second part collects proposals for improvement of the
These are, therefore, solution elements that come on top of what has been
suggested in the interviews, roundtable discussion
workshops.
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period) which would be dedicated primarily to a second round of face-to-
ce interviews. During this period written feedback were also collected

based on non consolidated summaries of each validation workshops
(Appendix 11 and 12) and a short stay observation conducted (see section

Insights from the consultation round interviews
Following up on the validation workshops it was decided to build in a
maturation phase to allow stakeholders to digest the material that was
proposed at the workshops, to give certain influential stakeholders a better

pinions, to elucidate some of the controversial
and difficult points that had come up in the validation workshop and to
include a number of complementary perspectives, particularly from

Below key insights from the consultation round have been summarized.
They have been divided into two groups. A first group adds diagnostic
elements to the analysis that had been supported by the initial round of
interviews and by the roundtable discussions. So these are elements of

with respect to the current functioning of the CAMHS system. A
second part collects proposals for improvement of the CAMHS system.
These are, therefore, solution elements that come on top of what has been
suggested in the interviews, roundtable discussions and validation
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4.6.1. Summary of diagnostic elements

 The consultation round confirmed the diagnostic analysis discussed
earlier in this report. The fragmentation and compartmentalization of
CAMHS, enmeshed in a complex set of institutional, sector
and professional drivers, was directly and obliquely confirmed as the
foundational problem.

 The mental health care professional’s ethical compass needs to deal
with a lot of pressures around the nodal point of the suffering child:
motives of personal gain, the increasingly economic logic undergirding
health care systems, power struggles, the increasing juridization of
CAMHS. Outsiders perceive professionals not to be always wholly
successful in navigating these choices.

 The role of the family needs to be nuanced according to child
psychiatrists. The dogma of family-centered or family
approaches is seen as unhelpful. They are in favor of a case by case
approach.

 A point that is raised again and again is the very fluid context in which
mental health professionals have to do their work because of the
developmental dynamic of children, the potential heterogeneity of their
‘milieu de vie’, the increasingly fragmented and challenging nature of
family life and the wide range of therapeutic app
a result therapeutic flexibility is considered vital.

 Interviewees drew attention to several groups of ‘forgotten’ children
that are not easily accommodated by CAMHS, particularly those
suffering from double diagnosis (mental retarda
problems), violent behavior, very young children (0
adults suffering from autism that need long residential treatment,
young delinquents from immigrant descent.

 CLB/PMS confirm their potentially important place as acces
CAMHS. But they are bound by a mandate that restricts their focus to
the educational dimension. These services also lack the staff to go
beyond that mandate. CLB/PMS fulfill a very active role as interface
between various youth care organizations. But links with specialized
services are sparse and formalized. Child psychiatrists are assumed
to have little interest in partnering with these school
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The consultation round confirmed the diagnostic analysis discussed
earlier in this report. The fragmentation and compartmentalization of
CAMHS, enmeshed in a complex set of institutional, sectoral, cultural
and professional drivers, was directly and obliquely confirmed as the

The mental health care professional’s ethical compass needs to deal
with a lot of pressures around the nodal point of the suffering child:

personal gain, the increasingly economic logic undergirding
health care systems, power struggles, the increasing juridization of
CAMHS. Outsiders perceive professionals not to be always wholly

needs to be nuanced according to child
centered or family-driven

approaches is seen as unhelpful. They are in favor of a case by case

A point that is raised again and again is the very fluid context in which
ental health professionals have to do their work because of the

developmental dynamic of children, the potential heterogeneity of their
‘milieu de vie’, the increasingly fragmented and challenging nature of
family life and the wide range of therapeutic approaches available. As
a result therapeutic flexibility is considered vital.

Interviewees drew attention to several groups of ‘forgotten’ children
that are not easily accommodated by CAMHS, particularly those
suffering from double diagnosis (mental retardation and psychiatric
problems), violent behavior, very young children (0-6 yrs), young
adults suffering from autism that need long residential treatment,

CLB/PMS confirm their potentially important place as access gate to
CAMHS. But they are bound by a mandate that restricts their focus to
the educational dimension. These services also lack the staff to go
beyond that mandate. CLB/PMS fulfill a very active role as interface

. But links with specialized
services are sparse and formalized. Child psychiatrists are assumed
to have little interest in partnering with these school-based services.

 GPs have a negative, even cynical perception of the willingness of
child psychiatrists to support and liaise with them (“we are
‘Fremdkörper’, ‘quantité negligable’”). GPs lack information, contact
points, training and coaching. Vice versa child psychiatrists have been
observed to comment very little on the role GPs might play in a more
efficient access to CAMHS.

 Institutional, cultural and professional barriers impede the
collaboration between youth care (governed by federated authorities)
and specialized services (governed by federal government).

 The perspective of child psychiatrists on
(CGG/SSM) is colored negatively. There is a quasi
these services work inefficiently, lack transparency and liaise
unsatisfactorily with specialized services. They are seen as resistant
to change.

 As regards crisis and emergency care, no new elements were
suggested. The lack in facilities was confirmed. Outreach projects are
viewed positively but lack critical mass.

 Some professionals agree that CAMHS, compared to adult mental
health, has always been underfunded. Increas
coordination and outreaching work will require more financial
resources. But as will appear from the solution elements suggested,
there are many interviewees also who think that it is not necessarily a
matter of getting more resources. Real
funds from different services involved in youth care and mental health
services is expected to create new possibilities to finance the reform of
CAMHS.

 As regards evaluation it is quite clear that child psychiatrists are
resistant to formalized approaches that increase administrative
burden, do not match the value base underpinning their practice and
have little or no therapeutic relevance.
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GPs have a negative, even cynical perception of the willingness of
to support and liaise with them (“we are

‘Fremdkörper’, ‘quantité negligable’”). GPs lack information, contact
points, training and coaching. Vice versa child psychiatrists have been
observed to comment very little on the role GPs might play in a more

Institutional, cultural and professional barriers impede the
collaboration between youth care (governed by federated authorities)
and specialized services (governed by federal government).

The perspective of child psychiatrists on ambulatory services
(CGG/SSM) is colored negatively. There is a quasi-consensus that
these services work inefficiently, lack transparency and liaise
unsatisfactorily with specialized services. They are seen as resistant

mergency care, no new elements were
suggested. The lack in facilities was confirmed. Outreach projects are
viewed positively but lack critical mass.

Some professionals agree that CAMHS, compared to adult mental
health, has always been underfunded. Increased networking,
coordination and outreaching work will require more financial
resources. But as will appear from the solution elements suggested,
there are many interviewees also who think that it is not necessarily a
matter of getting more resources. Reallocating, pooling and braiding
funds from different services involved in youth care and mental health
services is expected to create new possibilities to finance the reform of

As regards evaluation it is quite clear that child psychiatrists are
stant to formalized approaches that increase administrative

burden, do not match the value base underpinning their practice and
have little or no therapeutic relevance.
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4.6.2. Summary of solution elements

The solution elements suggested in the consultation rou
scattered. Nobody claims to have ‘the’ solution in the pocket. The key
elements can be summarized as follows:

 First line professionals (schools, family support, social care, GPs) see
a lot of potential to improve prevention identification a
specialized services. Arguably most of these services are governed by
the federated authorities and as a rule have a weak interface with the
federally funded psychiatric hospitals and ambulatory centers. These
institutional barriers need to be negotiated. In addition, child
psychiatrists need to be persuaded to support these services. Finally,
the level of mental health care related expertise in these services
needs to be upgraded.

 To bolster crisis and emergency services a mix of mobile te
geographically distributed network of fixed units is advocated.

 Professionals seem to advocate a pragmatic, bottom
moving ahead with reform, preferably driven by appropriate, goal
directed incentives and enabling conditions (share
secrecy). It is important that actors are granted a lot of flexibility in
shaping these bottom-up solutions. There is little trust in setting up
and formalizing new structures. The suggestion is to work with what is
already there. But a clear political signal is expected to set the process
in motion.

 Many interviewees seem to agree that the reform could be funded by
pooling and braiding of funds from different services involved in
psychosocial and mental health needs of children.
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The solution elements suggested in the consultation rounds are fairly
scattered. Nobody claims to have ‘the’ solution in the pocket. The key
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geographically distributed network of fixed units is advocated.

Professionals seem to advocate a pragmatic, bottom-up approach in
moving ahead with reform, preferably driven by appropriate, goal-
directed incentives and enabling conditions (shared professional
secrecy). It is important that actors are granted a lot of flexibility in

up solutions. There is little trust in setting up
and formalizing new structures. The suggestion is to work with what is

r political signal is expected to set the process

Many interviewees seem to agree that the reform could be funded by
pooling and braiding of funds from different services involved in
psychosocial and mental health needs of children.

5. GAP ANALYSIS AND
RECOMMENDATIONS

At this point this study has resulted in a diagnostic analysis that
synthesizes key problems in the existing CAMHS system. In addition it
has, with stakeholders, co-developed and validated a root definition that
delineates the purpose of an envisaged mental health system for children
and adolescents.

“The CAMHS system is an array of ethically guided, professionally
supported and evidence-based services for children and adolescents
with, or at risk of, mental health challenges and the
are provided in a co-ordinated, personalized, developmentally
appropriate, and culturally competent manner in the least restrictive
environment that is clinically appropriate and most adapted to the
child’s needs, to help these young peo
and fulfillment, at home, in school, in the community and throughout
life.”

That root definition has been the basis for the development of an activity
model that brings together the activities needed to realize the system’s
purpose. A stakeholder mapping has subsequently given a tentative
outline of the contributions of and relationships between different actors.
Activity model and stakeholder mapping are not definitive ground plans of
a future CAMHS system. They merely lay d
system that needs to be given substance by carefully designed
interventions in the existing system. The question is then which
interventions need to be prioritized in making a transition towards a future
system that is able to realize that future purpose as encapsulated by the
root definition and the activity model.

The ambition of the transition is first, to improve the wellbeing of children
and their families (or any other party that is responsible for the child),
particularly those that currently are (or are at risk of) experiencing poor
support and care by mental health services.
transformation is complemented by a
seeks to increase the level of coordination and e
services and supports. Finally, the envisaged CAMHS system is evidence
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At this point this study has resulted in a diagnostic analysis that
synthesizes key problems in the existing CAMHS system. In addition it

developed and validated a root definition that
e of an envisaged mental health system for children

“The CAMHS system is an array of ethically guided, professionally
based services for children and adolescents

with, or at risk of, mental health challenges and their entourage, that
ordinated, personalized, developmentally

appropriate, and culturally competent manner in the least restrictive
environment that is clinically appropriate and most adapted to the
child’s needs, to help these young people to achieve better wellbeing
and fulfillment, at home, in school, in the community and throughout

That root definition has been the basis for the development of an activity
model that brings together the activities needed to realize the system’s
purpose. A stakeholder mapping has subsequently given a tentative
outline of the contributions of and relationships between different actors.
Activity model and stakeholder mapping are not definitive ground plans of
a future CAMHS system. They merely lay down the contours of a future
system that needs to be given substance by carefully designed
interventions in the existing system. The question is then which
interventions need to be prioritized in making a transition towards a future

realize that future purpose as encapsulated by the
root definition and the activity model.

The ambition of the transition is first, to improve the wellbeing of children
and their families (or any other party that is responsible for the child),

y those that currently are (or are at risk of) experiencing poor
support and care by mental health services. This child and family-level

is complemented by a service-level transformation that
seeks to increase the level of coordination and efficiency of mental health
services and supports. Finally, the envisaged CAMHS system is evidence-
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based, resilient and capable of dealing with the evolving requirements and
needs of children and families in contemporary society. This is a third and
system-level transformation that is supported by the proposed
recommendations.

In this section, key bottlenecks in the CAMHS system and important
solution elements are quickly reiterated as a basis for a set of
recommendations for interventions. These recommendat
submitted to stakeholders’ scrutiny in a final consolidation workshop.

5.1. Recapitulation of key problems facing the existing
CAMHS

Diagnostic elements have been harvested from the roundtable discussions
(section 3.1.), the exploratory round of interviews (section 3.2.), validation
workshops (section 4.5) and from the consultation round
following the latter (section 4.6). In addition key policy documents and
research studies have been consulted. The key system deficiencies can be
summarized as follows:

 The Belgian mental health care system for children and adolescents is
fragmented and compartmentalized. This leads to suboptimal care
and to waste and efficiencies as revealed by the long waiting lists for
patients to access the system. The fragmented system is increasingly
put under pressure as demands for mental health care from children
increase and become more complex.

 In response to these pressures there is a significant
innovation and experimentation in the system. But
localized initiatives that quickly saturate and are not able to build
critical mass. The capacity of the system as a whole to adapt to
changing requirements is limited.

 There is no clear overarching vision, and no explicit shared goals
and ethical guidelines for the CAMHS system. The fundamental right
of all children and families to effective services and supports and to
drive their own care has seldom been mentioned as a cornerstone of a
health care system.

 Access to the CAMHS system is diffuse and unstructured
effectiveness of frontline (0d and 1st line services such as school
based counseling, youth care, GPs, community health centers) in
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based, resilient and capable of dealing with the evolving requirements and
needs of children and families in contemporary society. This is a third and

that is supported by the proposed

In this section, key bottlenecks in the CAMHS system and important
solution elements are quickly reiterated as a basis for a set of
recommendations for interventions. These recommendat ions have been
submitted to stakeholders’ scrutiny in a final consolidation workshop.

Recapitulation of key problems facing the existing

harvested from the roundtable discussions
f interviews (section 3.2.), validation

workshops (section 4.5) and from the consultation round interviews
following the latter (section 4.6). In addition key policy documents and
research studies have been consulted. The key system deficiencies can be

for children and adolescents is
. This leads to suboptimal care

and to waste and efficiencies as revealed by the long waiting lists for
The fragmented system is increasingly

put under pressure as demands for mental health care from children

In response to these pressures there is a significant dynamic of
in the system. But these remain

localized initiatives that quickly saturate and are not able to build
critical mass. The capacity of the system as a whole to adapt to

, and no explicit shared goals
hical guidelines for the CAMHS system. The fundamental right

of all children and families to effective services and supports and to
drive their own care has seldom been mentioned as a cornerstone of a

se and unstructured. The
effectiveness of frontline (0d and 1st line services such as school-
based counseling, youth care, GPs, community health centers) in

liaising with specialized services is hampered by institutional and
sectoral fragmentation and by l
non-specialized supports and services.

 The CAMHS system lacks diversity in the supply of services
young persons and their families, and is largely limited to traditional
ambulatory and residential services. Ambulat
be underpowered and inefficient. There is a lack of emergency and
crisis facilities and of mobile ‘assertive care’. In general the system
lacks home and community-based treatment modalities and supports
that are sufficiently intensive to provide alternatives to treatment in
inpatient and residential settings

 There are groups of ‘forgotten’ children
accommodated by CAMHS, particularly those suffering from double
diagnosis (mental retardation and psychiatric probl
behavior, very young children (0
autism that need long residential treatment, young delinquents from
immigrant descent.

 There is no assessment of the overall effectiveness of the
system. Evaluation methods are either non
adding to the administrative burden of practitioners and constraining
the ability for data-informed decision making and continuous quality
improvement at both the system and service levels.

5.2. Recapitulation of key solution elements
Key solution elements have come to the fore in this study through
stakeholder input (section 4.1.1 and 4.1.2), and input from literature
(section 4.1.3, 4.1.4 and 4.1.5) approach. They are the following:

 Development of cross-sector
better connect ambulatory, residential, home and community
mental health services, and improve liaison and consultation across
youth sectors;

 Strengthening of the crisis/emergency capacity
demand for an expanded crisis/emergency capacity connec;

 Broadening of the service array
based formal and informal supports for children and families;
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liaising with specialized services is hampered by institutional and
sectoral fragmentation and by lack of mental health competences in

specialized supports and services.

lacks diversity in the supply of services for
young persons and their families, and is largely limited to traditional
ambulatory and residential services. Ambulatory services are seen to
be underpowered and inefficient. There is a lack of emergency and
crisis facilities and of mobile ‘assertive care’. In general the system

based treatment modalities and supports
ive to provide alternatives to treatment in

inpatient and residential settings.

groups of ‘forgotten’ children that are not easily
accommodated by CAMHS, particularly those suffering from double
diagnosis (mental retardation and psychiatric problems), violent
behavior, very young children (0-6 yrs), young adults suffering from
autism that need long residential treatment, young delinquents from

no assessment of the overall effectiveness of the CAMHS
methods are either non-existent or inappropriate,

adding to the administrative burden of practitioners and constraining
informed decision making and continuous quality

improvement at both the system and service levels.

f key solution elements
Key solution elements have come to the fore in this study through

input (section 4.1.1 and 4.1.2), and input from literature
(section 4.1.3, 4.1.4 and 4.1.5) approach. They are the following:

sectoral care networks: there is a need to
better connect ambulatory, residential, home and community-based
mental health services, and improve liaison and consultation across

Strengthening of the crisis/emergency capacity: there is a clear
for an expanded crisis/emergency capacity connec;

Broadening of the service array: to include home and community-
based formal and informal supports for children and families;
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 Developing clear accountabilities and solutions for children
suffering from complex problems and/or violent behavior
has to be put to the practice of ‘passing the buck around’, meaning
that service providers try to avoid complex cases by forwarding these
people to other services;

 Strengthening of prevention, identification a
interventions;

 Strengthening of capabilities at the CAMHS

 Articulating vision, goals and value base.

5.3. Bridging the gap to a more effective, co
ethically guided delivery of care

Nine recommendations have been proposed to bridge the gap between the
current, fragmented and siloed, CAMHS system to an effective, co
ordinated and ethically guided delivery of supports and care that crosses
sectorial and program boundaries. They are:

 Recommendation 1: To strengthen the capacity to provide accessible,
responsive and effective crisis and emergency care to children and
adolescents;

 Recommendation 2: To deepen and support the professional
competences in non-specialized mental health care so as to improve
the quality of assessment, care and eventual liaison with specialized
services;

 Recommendation 3: To expand mental health
identification, intervention and promotion for infants and toddlers
particularly in vulnerable and deprived populations;

 Recommendation 4: To expand formal and informal support services
for both children/adolescents and families;

 Recommendation 5: To strengthen accountability and expand and
reinforce capacity to provide flexible and assertive care in the natural
environment of children with serious, multiple and complex mental
health problems;

Organisation mental health care children and adolescents

clear accountabilities and solutions for children
plex problems and/or violent behavior: an end

to the practice of ‘passing the buck around’, meaning
that service providers try to avoid complex cases by forwarding these

Strengthening of prevention, identification and early

CAMHS system’s entry gate;

Bridging the gap to a more effective, co-ordinated and

osed to bridge the gap between the
current, fragmented and siloed, CAMHS system to an effective, co-
ordinated and ethically guided delivery of supports and care that crosses

apacity to provide accessible,
responsive and effective crisis and emergency care to children and

Recommendation 2: To deepen and support the professional
specialized mental health care so as to improve
ment, care and eventual liaison with specialized

Recommendation 3: To expand mental health-oriented prevention,
identification, intervention and promotion for infants and toddlers
particularly in vulnerable and deprived populations;

n 4: To expand formal and informal support services

Recommendation 5: To strengthen accountability and expand and
reinforce capacity to provide flexible and assertive care in the natural

ith serious, multiple and complex mental

 Recommendation 6: To improve cultural and linguistic competences of
children and adolescent mental health care providers and youth
workers so as to accommodate the cultural specificities of the
populations they serve;

 Recommendation 7a: To establish a respectful, multilateral dialogue
on a shared vision for the broader child and adolescent mental health
services system including all relevant stakeholders (including
representatives of children and f

 Recommendation 7b: To develop an ethical charter to guide
caregivers in formulating answers to the suffering of the child;

 Recommendation 7c: To maintain and strengthen cross
forums at different institutional levels that activate and mo
collaboration and network formation on an ongoing basis;

 Recommendation 8: To improve a qualitative and quantitative
understanding of the need for and offering of services for children and
adolescent mental health care, to effectively leverage regi
distributed care facilities and to facilitate the formation of regional care
networks;

 Recommendation 9: To apply and develop evaluation methods based
on international best practices, reflecting national or regional
specificities and in harmony with
reinforce accountability, professionalism, quality improvement and
multidisciplinarity in providing mental health care to children and
adolescents.

Hence, the recommendations cover three broad substantive areas:

 Recommendations 1 to 4 collectively want
made on scarce and expensive specialized mental health
services for children and adolescents. The aim is to ensure that
young people receive appropriate care in the least restrictive and most
adapted environment. This is expected to lead to a more prudent use
of specialized care and residential facilities (note that it is not assumed
that the level of specialization is strictly correlated to the location
where the care is provided). The recommendation
this via prevention, empowerment of users and their entourage
(families), adequate filtering at first line care services and by
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Recommendation 6: To improve cultural and linguistic competences of
children and adolescent mental health care providers and youth
workers so as to accommodate the cultural specificities of the

Recommendation 7a: To establish a respectful, multilateral dialogue
on a shared vision for the broader child and adolescent mental health
services system including all relevant stakeholders (including
representatives of children and families);

Recommendation 7b: To develop an ethical charter to guide
caregivers in formulating answers to the suffering of the child;

Recommendation 7c: To maintain and strengthen cross-sectoral
forums at different institutional levels that activate and mobilize
collaboration and network formation on an ongoing basis;

Recommendation 8: To improve a qualitative and quantitative
understanding of the need for and offering of services for children and
adolescent mental health care, to effectively leverage regionally
distributed care facilities and to facilitate the formation of regional care

Recommendation 9: To apply and develop evaluation methods based
on international best practices, reflecting national or regional
specificities and in harmony with ethical guidelines, with the aim to
reinforce accountability, professionalism, quality improvement and
multidisciplinarity in providing mental health care to children and

Hence, the recommendations cover three broad substantive areas:

ndations 1 to 4 collectively want to marshal the demands
made on scarce and expensive specialized mental health

for children and adolescents. The aim is to ensure that
young people receive appropriate care in the least restrictive and most

environment. This is expected to lead to a more prudent use
of specialized care and residential facilities (note that it is not assumed
that the level of specialization is strictly correlated to the location
where the care is provided). The recommendations want to achieve
this via prevention, empowerment of users and their entourage
(families), adequate filtering at first line care services and by
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strengthening the system’s capacity to deal with mental health
crises.

 Recommendations 5 to 6 focus on strengthening the practice
approach of mental health professionals, particularly as regards
caring for children who suffer from serious, complex and multiple
mental health problems. These complex situations may or may not
be compounded by violent behavior or cultural barriers. The proposed
recommendations want to plug gaps in accountability in dealing with
these young people, reinforce a flexible and assertive approach to
providing care for theses children in their natural environment and
improve the cultural competences of care providers.

 Recommendations 7 to 9 are targeted towards
adaptive capacity of and the ethical guidance within the future
CAMHS system. They seek to do this by making sure that actors in
the system, including representatives of children and families
(entourage), engage in cross-sectoral forums to stimulate partnerships
on an ongoing basis. It is proposed that all stakeholders commit to
developing a shared vision and an ethical charter for the broader child
and adolescent mental health services system. It is also
recommended that continuous efforts are done to better understand
the needs for mental health services and the regionally available
service offerings. Finally, there is the suggestion to expand the
application of appropriate evaluation methods to reinforce
professionalism, quality improvement and multidisciplinarity.

Another way of understanding the recommendations is to see them as
addressing three broad areas of ‘prevention’, ‘intervention’ and ‘research
and evaluation’, which is congruent with CAMHS frameworks adopted in
other countries, notably the Evergreen

15
in Canada (which includes a

fourth component, here absent, namely ‘promotion’).

It is in this context also interesting to return to the diagnostic ‘rich picture’
and to verify how the recommendations map on th
the diagram. For example, it can be expected that the first
recommendation – strengthening the provision of crisis/emergency care
will address the factors ‘lack of crisis/emergency capacity’ and ‘difficult
access to CAMHS system’. Table 7 provides an overview of these
connections.
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sectoral forums to stimulate partnerships
on an ongoing basis. It is proposed that all stakeholders commit to
developing a shared vision and an ethical charter for the broader child

cent mental health services system. It is also
recommended that continuous efforts are done to better understand
the needs for mental health services and the regionally available
service offerings. Finally, there is the suggestion to expand the

of appropriate evaluation methods to reinforce
professionalism, quality improvement and multidisciplinarity.

Another way of understanding the recommendations is to see them as
addressing three broad areas of ‘prevention’, ‘intervention’ and ‘research

evaluation’, which is congruent with CAMHS frameworks adopted in
in Canada (which includes a

fourth component, here absent, namely ‘promotion’).

It is in this context also interesting to return to the diagnostic ‘rich picture’
and to verify how the recommendations map on the factors that populate
the diagram. For example, it can be expected that the first

strengthening the provision of crisis/emergency care –
will address the factors ‘lack of crisis/emergency capacity’ and ‘difficult

Table 7 provides an overview of these

Figure 17 shows how the recommendations map onto the rich picture itself
(with numbers referring to the associated recommendation). Clearly, many
of the diagnostic elements are being addressed. This is a
informal validation of the scope of the totality of recommendations.
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Figure 17 shows how the recommendations map onto the rich picture itself
(with numbers referring to the associated recommendation). Clearly, many
of the diagnostic elements are being addressed. This is an additional,
informal validation of the scope of the totality of recommendations.
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Table 7: Impact of recommendations on Rich Picture factors

Recommendation

Recommendation 1:

crisis/emergency care

Recommendation 2:

deepen non-specialist competences

Recommendation 3:

prevention infants and toddlers

Recommendation 4:

expand formal/informal support services

Recommendation 5:

flexible and assertive care for children w. complex troubles

Recommendation 6:

cultural and linguistic competences

Recommendation 7:

vision, ethical charter and cross-sectoral forums

Recommendation 8:

understanding of needs and service offering

Recommendation 9:

evaluation methods
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Impact of recommendations on Rich Picture factors

Rich Picture factors

Lack of crisis/emergency capacity

Difficult access to CAMHS system

Lack of child psychiatrists (indirectly)

Lack of ambulatory capacity

‘Forgotten’ target groups

Lack of child/family focused services

Lack of preventive mental health care

Increased demand for CAMHS services

flexible and assertive care for children w. complex troubles

Lack of child/family focused services

Exogenous influences (family/individual resilience)

Difficult access to CAMHS system

‘Forgotten’ target groups

Paternalism

Sectoral fragmentation

Institutional fragmentation

Ideological differences

Lack of professionals’ collaborative skills

Lack of a holistic strategic vision

Weakness of lateral care networks

Existing financial logic

Lack of reliable info on demand for CAMHS

Lack of evaluation frameworks
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risis/emergency capacity

Difficult access to CAMHS system

Lack of child psychiatrists (indirectly)

Lack of child/family focused services

Lack of preventive mental health care

Increased demand for CAMHS services

Lack of child/family focused services

Exogenous influences (family/individual resilience)

Difficult access to CAMHS system

Lack of professionals’ collaborative skills

Lack of a holistic strategic vision

Weakness of lateral care networks

Lack of reliable info on demand for CAMHS
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Figure 17: Mapping of recommendations on rich picture

A draft version of these recommendations was submitted to stakeholders
in a consolidation workshop, the final participatory event in the framework
of this project held on 16 and 17 January 2012 for the French
and Dutch-speaking groups, respectively. The report that summarizes the
detailed response of the stakeholders can be found in Appendix 13. The
intermediary reports sent as feedback to the participants of each linguistic
group can be found in Appendix 14 and 15. Please note that 10 draft
recommendations have been discussed by participants of which 2 have

Organisation mental health care children and adolescents

Mapping of recommendations on rich picture

version of these recommendations was submitted to stakeholders
in a consolidation workshop, the final participatory event in the framework
of this project held on 16 and 17 January 2012 for the French-speaking

eport that summarizes the
detailed response of the stakeholders can be found in Appendix 13. The
intermediary reports sent as feedback to the participants of each linguistic

Appendix 14 and 15. Please note that 10 draft
s have been discussed by participants of which 2 have

been merged to result in a total set of 9 recommendations. Also the
sequence has been changed to reflect the substantive grouping
highlighted above.

Here only the key insights from the workshops are in

5.4. Insights from consolidation workshops

 The proposed recommendations were on the whole received as
relevant and in accordance with the scope of reform of CAMHS that
stakeholders were anticipating. None of the recommendations have
been outright dismissed. Neither have there been proposals to expand
the set with recommendations that address very different issues. This
is an important observation.

 The workshop resulted in a significant number of suggestions to
improve the recommendations in their subst
is already reflected in the version included in this section.

 Not all recommendations were perceived to be equally important.
Although a consensual ranking was not achieved during the workshop,
comments were made that reveal where
reform lies for the participating stakeholders. The two language groups
partly converge on that matter. But there are differences between the
two groups too.

 Recommendations nrs. 1, 2 and 3 are seen to be cornerstones of
CAMHS reform for both language groups. These relate to the
strengthening of crisis capacity, the reinforcement of first line mental
health care capacities, and prevention targeted at young children,
respectively. This seems to confirm that the CAMHS’ main concern
to manage the inflow to specialized services and hence to make sure
that its medical professionals are able to do the work (s)he are
supposed to do, namely to provide specialized mental health care to
those children most in need of those services.

 Recommendations nrs. 5 has also been affirmed as important by both
language groups. There is agreement on the need for a more inclusive
approach to mental health care, particularly as regards youngster
struggling with complex problems, rather than the creatio
labels for very specific target groups. The strengthening of mobile,
flexible and multidisciplinary teams to work with these children is seen
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been merged to result in a total set of 9 recommendations. Also the
sequence has been changed to reflect the substantive grouping

Here only the key insights from the workshops are included.

Insights from consolidation workshops

The proposed recommendations were on the whole received as
relevant and in accordance with the scope of reform of CAMHS that
stakeholders were anticipating. None of the recommendations have

ssed. Neither have there been proposals to expand
the set with recommendations that address very different issues. This

The workshop resulted in a significant number of suggestions to
improve the recommendations in their substance and wording, which
is already reflected in the version included in this section.

Not all recommendations were perceived to be equally important.
Although a consensual ranking was not achieved during the workshop,
comments were made that reveal where the center of gravity for
reform lies for the participating stakeholders. The two language groups
partly converge on that matter. But there are differences between the

Recommendations nrs. 1, 2 and 3 are seen to be cornerstones of
form for both language groups. These relate to the

strengthening of crisis capacity, the reinforcement of first line mental
health care capacities, and prevention targeted at young children,
respectively. This seems to confirm that the CAMHS’ main concern is
to manage the inflow to specialized services and hence to make sure
that its medical professionals are able to do the work (s)he are
supposed to do, namely to provide specialized mental health care to
those children most in need of those services.

ommendations nrs. 5 has also been affirmed as important by both
language groups. There is agreement on the need for a more inclusive
approach to mental health care, particularly as regards youngster
struggling with complex problems, rather than the creation of new
labels for very specific target groups. The strengthening of mobile,
flexible and multidisciplinary teams to work with these children is seen
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as a priority. In putting this into practice, however, the regional
dimension plays a more important role in the French
the country.

 Furthermore, the CAMHS sector acknowledges the need to continue a
dialogue on an overarching vision and ethical guidelines for all
professionals who are working with children coping with psychosocial
challenges and mental health problems (Recommendation 7a and 7c).
French-speaking stakeholders see an ethical charter as another key
point (more so than their Dutch-speaking colleagues) as it may
provide a counterweight to the excessive importance of an ‘evidence
based’ practice (Recommendation 8b).

 There is also agreement between Dutch
stakeholders on the relatively low urgency of strengthening cultural
competences of care providers (Recommendation 6).

 Groups had also mixed opinions on Recommen
These reflections have been reflected in the adapted wording and
discussion of the recommendations in the following session.

5.5. Recommendations

5.5.1. Recommendation 1

To strengthen the capacity to provide accessible, responsive and
effective crisis and emergency care to children and adolescents.

The lack of emergency and crisis capacity has been a prominent theme
throughout this research study. It has been flagged, by some
professionals, as the single most conspicuous and acute bottleneck i
CAMHS system (section 3.2.3.). The negative implications of this lack are
widely felt: it aggravates the mental health difficulties for children and
families, leads to frustration and discouragement of care providers
(specialized care providers feel they are the ‘rubbish bin’ of the system)
and gives rise to inappropriate use of existing facilities, particularly in
specialized and residential care.

Stakeholders pointed out that the situation is particularly severe in
Brussels where there are no facilities at all that cater for crisis and
emergency cases.
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in the French-speaking part of

Furthermore, the CAMHS sector acknowledges the need to continue a
dialogue on an overarching vision and ethical guidelines for all
professionals who are working with children coping with psychosocial

and mental health problems (Recommendation 7a and 7c).
speaking stakeholders see an ethical charter as another key

speaking colleagues) as it may
provide a counterweight to the excessive importance of an ‘evidence

There is also agreement between Dutch- and French-speaking
stakeholders on the relatively low urgency of strengthening cultural
competences of care providers (Recommendation 6).

Groups had also mixed opinions on Recommendations nrs. 4, 8 and 9.
These reflections have been reflected in the adapted wording and
discussion of the recommendations in the following session.

To strengthen the capacity to provide accessible, responsive and
ve crisis and emergency care to children and adolescents.

The lack of emergency and crisis capacity has been a prominent theme
throughout this research study. It has been flagged, by some
professionals, as the single most conspicuous and acute bottleneck in the
CAMHS system (section 3.2.3.). The negative implications of this lack are
widely felt: it aggravates the mental health difficulties for children and
families, leads to frustration and discouragement of care providers

they are the ‘rubbish bin’ of the system)
and gives rise to inappropriate use of existing facilities, particularly in

Stakeholders pointed out that the situation is particularly severe in
lities at all that cater for crisis and

Stakeholders observe that nowadays crisis care seems to be ‘owned’ by
specialized mental health care services. There is a strong call for all
parties working with children with mental health problem
youth care and disability care -
adequate response to acute and urgent situations. Short
security facilities can be made available outside of traditional hospital sites.

Remediating the lack of crisis and emergency capacity is subject of a
previous KCE-study

10
and is also a key recommendation in the advice

formulated by the National Council for Hospital Facilities.
illustrated that there is a clear trend in the literature for complementary
models of intensive psychiatric care provision, including outreach services,
crisis intervention team and age-
provision. The KCE recommended to
care as a separate “function”, rather than as a specific service/department
with a priority on non-residential care.
Council for Hospital Facilities

13
proposes

response to urgent or acute mental health
distinct care functions: emergency care, crisis care and assertive care.
Emergency care is usually linked to medical (somatic) complications and
requires immediate intervention. Mental health
response time of a few days. Assertive care is a mobile, tenacious and
adaptive process of engagement in the natural environment of people who
are most disengaged from society and services
difficult to reach. In this recommendation the focus is on emergency and
crisis interventions.

Additional crisis care capacity could be operationalized in different, non
mutually exclusive ways: 1) via a fixed fraction of the (K
psychiatric hospitals reserved for crisis admissions (a measure to be
activated by a federal injunction), 2) via autonomous and local units that
are not necessarily attached to a hospital (but to a local day care centre),
and 3) via interconnected, mobile, multidisciplinary and cross
teams operating at a regional or ‘care basin’ scale to support non
specialized mental health services. These mobile units could also engage
in short trajectories of assertive care when asked for. These s
suggestions are broadly in line with the National Council advice. A cross
sectorally staffed contact point for users would have to be established to
ensure crisis response at all times (24/24h; 7d7d with the injunction to
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Stakeholders observe that nowadays crisis care seems to be ‘owned’ by
specialized mental health care services. There is a strong call for all
parties working with children with mental health problems - including basic

to take responsibility in providing an
adequate response to acute and urgent situations. Short-term safety and
security facilities can be made available outside of traditional hospital sites.

the lack of crisis and emergency capacity is subject of a
and is also a key recommendation in the advice

formulated by the National Council for Hospital Facilities.
13

The KCE-study
hat there is a clear trend in the literature for complementary

models of intensive psychiatric care provision, including outreach services,
-appropriate day patient and inpatient

provision. The KCE recommended to conceptualise emergency psychiatric
care as a separate “function”, rather than as a specific service/department

residential care.
10

The advice of the National
proposes to work towards an integrated

response to urgent or acute mental health-related situations through three
distinct care functions: emergency care, crisis care and assertive care.
Emergency care is usually linked to medical (somatic) complications and

es immediate intervention. Mental health-related crises allow for a
response time of a few days. Assertive care is a mobile, tenacious and
adaptive process of engagement in the natural environment of people who
are most disengaged from society and services and hence otherwise
difficult to reach. In this recommendation the focus is on emergency and

Additional crisis care capacity could be operationalized in different, non-
mutually exclusive ways: 1) via a fixed fraction of the (K-) beds available in
psychiatric hospitals reserved for crisis admissions (a measure to be
activated by a federal injunction), 2) via autonomous and local units that
are not necessarily attached to a hospital (but to a local day care centre),

nected, mobile, multidisciplinary and cross-sectoral
teams operating at a regional or ‘care basin’ scale to support non-
specialized mental health services. These mobile units could also engage
in short trajectories of assertive care when asked for. These stakeholder
suggestions are broadly in line with the National Council advice. A cross-
sectorally staffed contact point for users would have to be established to
ensure crisis response at all times (24/24h; 7d7d with the injunction to
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refuse children and adolescents without an appropriate assessment of the
situation).

10

There are, therefore, two key principles underpinning a more effective
crisis and emergency capacity: the service has to be embedded in a cross
sectoral network of care providers, and it has to be flexible as to where it is
offered, preferably in the least restrictive environment possible.

Networks ought to be self-organizing, incentivized by rewards for offering
adequate coverage, availability and quality of care. All partners involved
have to allocate appropriate resources and develop competences to
support crisis care so that they can take quickly responsibility, particularly
as regards youngsters that have been in treated by their own services.
Additional resources from the federal government would be needed to
finance the 'crisis beds' that fall outside the hospital
contingent.

5.5.2. Recommendation 2

To deepen and support the professional competences in non
specialized mental health care so as to improve the quality of
assessment, care and eventual liaison with specialized services.

One of main concerns that has been persistently voiced by providers of
specialized mental health care is the haphazard way in which children end
up in specialized, residential care facilities. The quality of the filtering of
children and families seeking support with mental hea
progressively more specialized services suffers from the persistent
fragmentation of CAMHS. As indicated under Recommendations 1 and 5,
the deficiencies of the system manifest themselves very clearly when it
comes to dealing with acute cases of crisis and emergency and with
youngsters suffering from multiple, complex mental health problems. But
also in less extreme cases care trajectories risk being tortuous and
disjointed, obviously leading to additional suffering for the child and family.

Matching the level of clinical expertise at the point of system entry to the
complexity of the case is increasingly seen as good practice in mental
health care. The Choice and Partnership (CAPA) method
but still unvalidated approach that has been introduced in a number of
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refore, two key principles underpinning a more effective
crisis and emergency capacity: the service has to be embedded in a cross-
sectoral network of care providers, and it has to be flexible as to where it is

nvironment possible.

organizing, incentivized by rewards for offering
adequate coverage, availability and quality of care. All partners involved
have to allocate appropriate resources and develop competences to

e so that they can take quickly responsibility, particularly
as regards youngsters that have been in treated by their own services.
Additional resources from the federal government would be needed to
finance the 'crisis beds' that fall outside the hospital's default K-bed

To deepen and support the professional competences in non-
specialized mental health care so as to improve the quality of
assessment, care and eventual liaison with specialized services.

hat has been persistently voiced by providers of
specialized mental health care is the haphazard way in which children end
up in specialized, residential care facilities. The quality of the filtering of
children and families seeking support with mental health problems to
progressively more specialized services suffers from the persistent
fragmentation of CAMHS. As indicated under Recommendations 1 and 5,
the deficiencies of the system manifest themselves very clearly when it

s of crisis and emergency and with
youngsters suffering from multiple, complex mental health problems. But
also in less extreme cases care trajectories risk being tortuous and
disjointed, obviously leading to additional suffering for the child and family.

Matching the level of clinical expertise at the point of system entry to the
complexity of the case is increasingly seen as good practice in mental
health care. The Choice and Partnership (CAPA) method - an innovative

as been introduced in a number of

Belgian psychiatric hospitals - embodies this principle
children enter the system via other routes, be it school, GP, youth care or
daycare centers. It is not possible to have specialized expertise available
at all these entry gates. Stakeholders in this process have voiced little
support for the idea of a ‘single access point’, supported by the fact that it
doesn’t work well in countries that have introduced it.
for a strengthening of basic skills in non
services – PMS/CLB, GP, youth and social care
bring in specialized capabilities on a consultative basis as and when
necessary. The development of training packages and standards (e.g.
primary care physician training program for identification; diagnosis and
treatment of the most common child and ado
the British Columbia Medical Association, is a specific example from
abroad with the purpose to contribute to this goal.

This recommendation is also included
advice.

13
Part I of this study points out similar good practices in other

countries: for example, in the UK inter
in knowledge, competencies and ‘common core’ skills in the field of child
and adolescent mental health for all staff working with this age group.
Furthermore, modalities for intra-sector collaboration have been d
to allow specialized CAMHS professionals to advice and support CAMHS
staff of less specialized tiers.

9

Stakeholders point towards the strained relationships between these first
(or zero) line services and the clinical experts, partly because of procedural
and deontological factors, partly because of unhappy past experiences.
Hence it is all the more important that transversal forums are created in
which partners can seek alignment (

Bolstering mental health-related skills should enable services to better
identify potential problems, and to intervene within their own remit,
particularly when it comes to assess and stimulate children in their own
developmental and contextual setting. It should also improve the ability to
liaise with other actors, when necessary. This presupposes a sufficient
grasp of legal frameworks that are operative in CAMHS.

q
http://www.capa.co.uk/
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embodies this principle
q
.
9

However, many
children enter the system via other routes, be it school, GP, youth care or

e centers. It is not possible to have specialized expertise available
at all these entry gates. Stakeholders in this process have voiced little
support for the idea of a ‘single access point’, supported by the fact that it

at have introduced it.
9

Instead, they argue
for a strengthening of basic skills in non-specialized care and counseling

PMS/CLB, GP, youth and social care - and the possibility to
bring in specialized capabilities on a consultative basis as and when
necessary. The development of training packages and standards (e.g.
primary care physician training program for identification; diagnosis and
treatment of the most common child and adolescent mental disorders) by
the British Columbia Medical Association, is a specific example from
abroad with the purpose to contribute to this goal.

9

This recommendation is also included in the National Council’s CAMHS
Part I of this study points out similar good practices in other

UK inter-sector standards have been set out
in knowledge, competencies and ‘common core’ skills in the field of child
and adolescent mental health for all staff working with this age group.

sector collaboration have been developed
to allow specialized CAMHS professionals to advice and support CAMHS

Stakeholders point towards the strained relationships between these first
zero) line services and the clinical experts, partly because of procedural

and deontological factors, partly because of unhappy past experiences.
Hence it is all the more important that transversal forums are created in
which partners can seek alignment (see Recommendation 7).

related skills should enable services to better
identify potential problems, and to intervene within their own remit,
particularly when it comes to assess and stimulate children in their own

contextual setting. It should also improve the ability to
liaise with other actors, when necessary. This presupposes a sufficient
grasp of legal frameworks that are operative in CAMHS.
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The implementation of this recommendation needs to happen with respect
for all kinds of professionalism brought to bear in CAMHS. Stakeholders
are of the opinion that curricula for GPs and other generalist care providers
could be bolstered when it comes to children and adolescent mental health
problems. However, the intention ought not to be to turn everyone into a
mental health care specialist. Also children and their direct social
environment need to be recognized as valuable sources of expertise by
specialist and non-specialist care providers.

A key role should be allocated to general practitioners. According to some
authors, GPs refer around 10% of their contacts onwards, irrespective of
the care system in which they are working. This means, according to these
authors, that they are able to handle 9 out of 10 cases, includ
social and mental health complaints, themselves.

16

of the Belgian “therapeutic projects” learned that integrating the primary
care sector in CAMHS services was problematic.
relationship between the GP and mental health services was confirmed
during stakeholder contacts in the current study. GPs complain about lack
of recognition, case-based support, training, and financial compensation
for long consultations. Mental health professionals are seen to hide behind
professional secrecy and inhibiting structures. Relatively straightforward
measures such as remote coaching (via phone or web) by psychiatrists
could make a significant difference. There is also a demand to receive
targeted training to bolster identification and treatment skills. Family health
care teams instead of solo GP practices are another approach to enhance
first line effectiveness in dealing with young peoples’ mental health
problems (see also Recommendation 3).

Professionals who are interfacing between different lines or sectors ought
to be supported by appropriate training (and even qualifications) as
network mediators in CAMHS.
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The implementation of this recommendation needs to happen with respect
for all kinds of professionalism brought to bear in CAMHS. Stakeholders
are of the opinion that curricula for GPs and other generalist care providers
could be bolstered when it comes to children and adolescent mental health

n ought not to be to turn everyone into a
mental health care specialist. Also children and their direct social
environment need to be recognized as valuable sources of expertise by

d to general practitioners. According to some
authors, GPs refer around 10% of their contacts onwards, irrespective of
the care system in which they are working. This means, according to these
authors, that they are able to handle 9 out of 10 cases, including psycho-

16
However, an evaluation

of the Belgian “therapeutic projects” learned that integrating the primary
care sector in CAMHS services was problematic.

11
The difficult

relationship between the GP and mental health services was confirmed
during stakeholder contacts in the current study. GPs complain about lack

based support, training, and financial compensation
ong consultations. Mental health professionals are seen to hide behind

professional secrecy and inhibiting structures. Relatively straightforward
measures such as remote coaching (via phone or web) by psychiatrists

e is also a demand to receive
targeted training to bolster identification and treatment skills. Family health
care teams instead of solo GP practices are another approach to enhance
first line effectiveness in dealing with young peoples’ mental health

Professionals who are interfacing between different lines or sectors ought
to be supported by appropriate training (and even qualifications) as

5.5.3. Recommendation 3

To expand mental health-orient
intervention and promotion for infants and toddlers particularly in
vulnerable and deprived populations.

Stakeholders consulted in this participatory research project are convinced
of the dividends of investing in primary and
detection and early intervention particularly targeted to very young children
and the unborn.

This is in agreement with the insights from the international review of
CAMHS systems

13
where, across countries, there has been a move in

recent years to allocate more resources to prevention of mental disorders.

Also the advice of the National Council for Hospital Facilities
need for prevention and early detection and include
basic responsibilities of a CAMHS system.
consolidating valuable and innovative initiatives, particularly those that
target the parent-child nexus.

Stakeholders have motivated the stress on the early years (pr
5) by pointing to the UK Strategic review of health inequalities
increasing expenditure on prevention early in the developmental life cycle
as a key policy lever to reduce health inequalities later in life.

Stakeholders stressed that prevention efforts ought to be oriented in the
first place towards disadvantaged and vulnerable groups ('selective
prevention'

9, 19
). Risk sensitivity is a dynamic conce

consequence of many factors, including social, economic, cultural,
educational, residential and family factors.
stakeholders have referred to the following at risk groups: children from
teenage parents, from parents with mental health problems and
disabilities, children who have experienced trauma (e.g. suicide or violent
death of parent), or have been exposed to physical or mental abuse,
children with developmental retardation, or very young children w
from anorexia.

In addition stakeholders recommend to expand prevention activities
beyond vulnerable groups to include all young people ('universal
prevention') in the framework of the strengthening of a public health
approach (as opposed to a 'target group' approach) that sees the
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oriented prevention, identification,
intervention and promotion for infants and toddlers particularly in
vulnerable and deprived populations.

Stakeholders consulted in this participatory research project are convinced
of the dividends of investing in primary and secondary prevention,
detection and early intervention particularly targeted to very young children

This is in agreement with the insights from the international review of
where, across countries, there has been a move in

recent years to allocate more resources to prevention of mental disorders.
9

Also the advice of the National Council for Hospital Facilities
13

stresses the
need for prevention and early detection and includes it as one of the four
basic responsibilities of a CAMHS system. The advice recommends
consolidating valuable and innovative initiatives, particularly those that

Stakeholders have motivated the stress on the early years (prenatal to age
5) by pointing to the UK Strategic review of health inequalities

18
which sees

increasing expenditure on prevention early in the developmental life cycle
as a key policy lever to reduce health inequalities later in life.

Stakeholders stressed that prevention efforts ought to be oriented in the
lace towards disadvantaged and vulnerable groups ('selective

). Risk sensitivity is a dynamic concept and potentially the
consequence of many factors, including social, economic, cultural,
educational, residential and family factors.

17
With those provisos in mind,

stakeholders have referred to the following at risk groups: children from
, from parents with mental health problems and

disabilities, children who have experienced trauma (e.g. suicide or violent
death of parent), or have been exposed to physical or mental abuse,
children with developmental retardation, or very young children who suffer

In addition stakeholders recommend to expand prevention activities
beyond vulnerable groups to include all young people ('universal
prevention') in the framework of the strengthening of a public health

rget group' approach) that sees the
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improvement of the psychosocial skills of all children (those with and
without mental health problems) as a key goal of the CAMHS system.
They pointed out the need for a balance between serving young persons
with diagnosable disorders and this broader ‘public health approach’ that
also includes strategies for mental health promotion and prevention.
Part I of this study has found that mental health services, including
programs of prevention and resilience building del
contexts have proven to be effective.

9

Mental health prevention falls under the remit of the federated authorities.
Particularly first line care providers - including
centers, family support organisations (Kind & Gezin, ONE) and school
based counseling services (CLB/PMS) - are instrumental in deploying
prevention activities and application of indicated interventions. Their
children and adolescent mental health literacy and capabilities need to be
strengthened (see Recommendation 2). Particularly in the case of very
young children, some stakeholders argue for a more assertive and
outreaching approach to family support and school counseling. Places li
the Maison Vertes

r
and the emerging ‘Huis van het Kind’ (Kind & Gezin)

offer accessible places to infuse specialized mental health expertise in
prevention activities.

9
Hence, partnerships with nurseries are

recommended.

Stakeholders have also pointed out potentially unwanted consequences of
early detection such as diagnostic lock-in and stigmatization.

5.5.4. Recommendation 4

To expand formal and informal support services for both
children/adolescents and families.

Stakeholders have argued for a broadening of the mental health service
array for children and adolescents. Today, with the emphasis on residential
facilities and, to a lesser extent, on outpatient services, there are important
gaps in the service offering, particularly in the area of home and
community-based services. The latter include both outpatient services
staffed by medical professionals as more informal supports delivered by
paraprofessionals and peers.

r
http://www.lesmaisonsvertes.be/
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improvement of the psychosocial skills of all children (those with and
without mental health problems) as a key goal of the CAMHS system.
They pointed out the need for a balance between serving young persons

able disorders and this broader ‘public health approach’ that
also includes strategies for mental health promotion and prevention. Also
Part I of this study has found that mental health services, including
programs of prevention and resilience building delivered within school

Mental health prevention falls under the remit of the federated authorities.
including GPs, community health

(Kind & Gezin, ONE) and school-
are instrumental in deploying

prevention activities and application of indicated interventions. Their
ental health literacy and capabilities need to be

strengthened (see Recommendation 2). Particularly in the case of very
young children, some stakeholders argue for a more assertive and
outreaching approach to family support and school counseling. Places like

and the emerging ‘Huis van het Kind’ (Kind & Gezin)
offer accessible places to infuse specialized mental health expertise in

s with nurseries are

Stakeholders have also pointed out potentially unwanted consequences of
in and stigmatization.

To expand formal and informal support services for both

Stakeholders have argued for a broadening of the mental health service
array for children and adolescents. Today, with the emphasis on residential
facilities and, to a lesser extent, on outpatient services, there are important

the service offering, particularly in the area of home and
based services. The latter include both outpatient services

staffed by medical professionals as more informal supports delivered by

An expansion of support services reinforces two important developments
in mental health care. First, it ties into the increasing interest in a public
health approach to mental health that encompasses prevention,
identification, early intervention and promotion (see Recommendation
Second, it contributes to a more community
with the dominant trend of providing care in the least restrictive
environment (with reintegration into society via school or employment
being a key complementary strategy). Form
services are also a key element in a System of Care approach.

Support services for children and families (or children's entourage) can
take many forms. A non-exhaustive list includes

 mental health consultations;

 youth and family education;

 therapeutic recreation;

 therapeutic mentoring;

 after school services (for parents and children)

 integration and socialization activities (e.g. in sport and youth clubs);

 respite services (for parents and other caregivers);

 peer youth support;

 peer family support;

 support services to facilitate the transition to adult life.

Services are offered in people's natural environment
recreational spaces - or in community health centers. Proximity is key. This
is primarily the remit of basic youth care and family support organizations
(financed by federated entities). The principle of reinforc
capabilities in the home, schools and first line services connects therefore
to Recommendation 2 (and further on to Recommendation 7 as regional,
cross-sectoral forums can offer the environment to design and incubate
these kinds of services).

In addition to mental health, youth care and educational professionals from
government-sponsored care providers, also privately operating
professionals could be admitted to the provider network. Patient
organizations and natural helpers can contribute
emotional support and skill building. Stakeholders were of the opinion that
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services reinforces two important developments
in mental health care. First, it ties into the increasing interest in a public
health approach to mental health that encompasses prevention,
identification, early intervention and promotion (see Recommendation 3).
Second, it contributes to a more community-based model of care that fits
with the dominant trend of providing care in the least restrictive
environment (with reintegration into society via school or employment
being a key complementary strategy). Formal and informal support
services are also a key element in a System of Care approach.

14

ort services for children and families (or children's entourage) can
exhaustive list includes

14, 20
:

after school services (for parents and children);

integration and socialization activities (e.g. in sport and youth clubs);

respite services (for parents and other caregivers);

support services to facilitate the transition to adult life.

eople's natural environment - home, school,
or in community health centers. Proximity is key. This

is primarily the remit of basic youth care and family support organizations
(financed by federated entities). The principle of reinforcing mental health
capabilities in the home, schools and first line services connects therefore
to Recommendation 2 (and further on to Recommendation 7 as regional,

sectoral forums can offer the environment to design and incubate

In addition to mental health, youth care and educational professionals from
sponsored care providers, also privately operating

professionals could be admitted to the provider network. Patient
organizations and natural helpers can contribute by concrete assistance,
emotional support and skill building. Stakeholders were of the opinion that
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adequate qualification and an allegiance with the ethical guidelines
governing CAMHS (see Recommendation 7) are minimum requirements
for admission to the network. As in all heterogeneous provider networks
there is a tradeoff between the inclusiveness of the network and the ability
to control the quality of the services delivered.

Although the critical role of support services is often cited in literature
most of these approaches belong to the realm of practice
interventions. An evidence-based parenting program that has been
deployed in Belgium (by one of the stakeholders involved in this research
process) is Triple P (Positive Parenting Program), a parenting and family
support strategy that aims to prevent severe behavioural
developmental problems in children by enhancing the knowledge, skills
and confidence of parents.

45
High satisfaction and positive impact of the

program have been reported.
46

Although the Antwerp experience with Triple P demonstrate that it is not
necessary to create new services to obtain positive results, some types of
services are not well established at all in children and adolescent mental
health care. Respite services, offering short-term, temporary relief to those
who are caring for family members, is well developed in disability care but
not in CAMHS.

Ultimately formal and informal support systems need to contribute to
reinforcing children's and parents' quality of life, skills and confidence. It is
a key step in bolstering family and youth involvement in contributing to
children and adolescent mental health services, at the po
and service level.

17
This has not been a very prominent theme in this

participatory research process. Participants were keen to recognize
children and families as important stakeholders, to be consulted and
informed, but it didn't appear as if they were considered as genuine
partners in conceptualizing, initiating, planning and delivering mental
health services. The role of the family has been controversial throughout
this research process. Participating stakeholders prefer to speak more
generically of the 'social entourage' as stakeholders rather than only
families, as the latter's interests may not converge with the child's.
Dysfunctional families may also be a key cause of the child's mental health
problems. Another observation that has been flagged in this research is
the absence of both a strong ‘parents of young people living with mental
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adequate qualification and an allegiance with the ethical guidelines
governing CAMHS (see Recommendation 7) are minimum requirements

etwork. As in all heterogeneous provider networks
there is a tradeoff between the inclusiveness of the network and the ability

Although the critical role of support services is often cited in literature
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most of these approaches belong to the realm of practice-informed
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ployed in Belgium (by one of the stakeholders involved in this research

process) is Triple P (Positive Parenting Program), a parenting and family
behavioural, emotional and
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High satisfaction and positive impact of the

Although the Antwerp experience with Triple P demonstrate that it is not
necessary to create new services to obtain positive results, some types of

not well established at all in children and adolescent mental
term, temporary relief to those
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ormal support systems need to contribute to
reinforcing children's and parents' quality of life, skills and confidence. It is
a key step in bolstering family and youth involvement in contributing to
children and adolescent mental health services, at the policy, management

This has not been a very prominent theme in this
participatory research process. Participants were keen to recognize
children and families as important stakeholders, to be consulted and

as if they were considered as genuine
partners in conceptualizing, initiating, planning and delivering mental
health services. The role of the family has been controversial throughout
this research process. Participating stakeholders prefer to speak more
enerically of the 'social entourage' as stakeholders rather than only

families, as the latter's interests may not converge with the child's.
Dysfunctional families may also be a key cause of the child's mental health

been flagged in this research is
the absence of both a strong ‘parents of young people living with mental

illness’ organization and a youth movement in Belgium to fulfill the role of
advocate and systems partner.

5.5.5. Recommendation 5

To strengthen accountability of care providers
serious, multiple and complex mental health problems and to expand
and reinforce capacity to provide flexible and assertive care in their
natural environment.

This recommendation concerns the population of childre
with mental health problems who tend to be hard to reach, or do not fit in
the traditional ambulatory or residential services. These situations primarily
result from a phenomenon of multiple exclusions rather than having a
particular 'disease'. Many of them do not seek and even avoid treatment.
Those that do end up in treatment may show themselves uncooperative.
These youngsters are often associated with severe behavioral problems.
The transgressions acted out through the use of violence a
themselves or others are among the 'symptoms' which are the most
difficult to handle and often the reason why youngsters are referred
onwards. Some of them may have been placed in the juvenile justice
system. They have been referred to by the stakeh
or 'the unclassifiable' ('incasables'). A study group of the Institut Wallon de
Santé Mentale (IWSM) estimated that about 3 to 5% of the young people
admitted to basic youth care (Aide à la Jeunesse) belong to this
population.

22

Stakeholders quite often referred to the challenges of dealing with this
group, also in conjunction with the bottleneck in crisis and emergency
facilities (see Recommendation 1). The ima
regularly evoked to describe how care institutions deal with these
youngsters. It is a population that puts the fragmentation of the mental
health care landscape for children and adolescents starkly into relief. The
diagnostic analysis that is part of this report has shown that this
fragmentation is a result of an interdependent cluster of institutional,
sectoral, financial and administrative blockages. These situations
ultimately question the place given by the society as a
individual (e.g. the weakening of social ties, changing family
configurations, mutation of the norm) and therefore go well beyond the
issue of psycho-medico-social care.
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illness’ organization and a youth movement in Belgium to fulfill the role of

of care providers for children with
serious, multiple and complex mental health problems and to expand
and reinforce capacity to provide flexible and assertive care in their

This recommendation concerns the population of children and adolescents
with mental health problems who tend to be hard to reach, or do not fit in
the traditional ambulatory or residential services. These situations primarily
result from a phenomenon of multiple exclusions rather than having a

ease'. Many of them do not seek and even avoid treatment.
Those that do end up in treatment may show themselves uncooperative.
These youngsters are often associated with severe behavioral problems.
The transgressions acted out through the use of violence against
themselves or others are among the 'symptoms' which are the most
difficult to handle and often the reason why youngsters are referred
onwards. Some of them may have been placed in the juvenile justice
system. They have been referred to by the stakeholders as 'the forgotten'
or 'the unclassifiable' ('incasables'). A study group of the Institut Wallon de
Santé Mentale (IWSM) estimated that about 3 to 5% of the young people
admitted to basic youth care (Aide à la Jeunesse) belong to this

Stakeholders quite often referred to the challenges of dealing with this
group, also in conjunction with the bottleneck in crisis and emergency
facilities (see Recommendation 1). The image of 'passing the buck' is also
regularly evoked to describe how care institutions deal with these
youngsters. It is a population that puts the fragmentation of the mental
health care landscape for children and adolescents starkly into relief. The

tic analysis that is part of this report has shown that this
fragmentation is a result of an interdependent cluster of institutional,
sectoral, financial and administrative blockages. These situations
ultimately question the place given by the society as a whole to an
individual (e.g. the weakening of social ties, changing family
configurations, mutation of the norm) and therefore go well beyond the

social care.
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Previous studies are, however, largely in agreement on the outline of a
service model that increases the opportunities to provide for this 'difficult'
group an adequate level of care. Essentially this comes down to
establishing an effective platform for mobile, assertive, flexible, networked
and multidisciplinary care that is able to reach out to youngsters with
complex problems in their natural environment.
platforms are able to maintain continuity ('assurer le fil rouge') and take
responsibility for a whole care trajectory at the service level. Institutionally,
they need to be supported by formalized networks. Actual ways to
implement this model may differ from one another in various respects.

For this target group, the National Council for Hospital Facilities
recommends a strengthening of 'assertive care' in conjunction with crisis
and emergency care. Assertive care is operationalized by a collaboration
between residential and ambulatory services and implemented by a
multidisciplinary team which can be reinforc
psychiatrist if necessary.

The literature review that is included in the first part of this particular study
identifies the Wraparound planning process and multi
documented approaches to dealing with youth suffering
mental problems.

9
Both can be considered promising in generating better

outcomes for children and adolescents but the scientific evidence is
considered as yet inconclusive.

9
Wraparound as a process of arraying

multiple services around the child and develop personalized, strength
based care plans is also a central element of the System of Care
approach.

9, 14
A multitude of services (crisis, therapeutic, family support)

may be offered through a Wraparound approach. One international
example discussed in Part I of this study where this kind of mobile and
flexible approach has been demonstrated to work well at a regional level is
the ESPM Lille-Métropole.

9
Here demands for residential care (and waiting

lists) have significantly diminished as a result of activating a quick
response mobile team that works in partnership with many regional
partners. The team acts as crisis facility, provider of assertive care and
liaison function.

9

There is a multitude of innovative initiatives to dealing with this difficult
target group, of which 13 outreach teams (established in Belgium in 2001)
are the most conspicuous. Stakeholders are positive about their
contribution but they are seen to lack critical mass. Also in forensic care a
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Previous studies are, however, largely in agreement on the outline of a
ervice model that increases the opportunities to provide for this 'difficult'

group an adequate level of care. Essentially this comes down to
establishing an effective platform for mobile, assertive, flexible, networked

ble to reach out to youngsters with
complex problems in their natural environment.

10
It is vital that these

platforms are able to maintain continuity ('assurer le fil rouge') and take
responsibility for a whole care trajectory at the service level. Institutionally,
they need to be supported by formalized networks. Actual ways to

ement this model may differ from one another in various respects.

For this target group, the National Council for Hospital Facilities
13

recommends a strengthening of 'assertive care' in conjunction with crisis
and emergency care. Assertive care is operationalized by a collaboration
between residential and ambulatory services and implemented by a
multidisciplinary team which can be reinforced by a mobile child

The literature review that is included in the first part of this particular study
identifies the Wraparound planning process and multi-systemic therapy as
documented approaches to dealing with youth suffering from complex

Both can be considered promising in generating better
outcomes for children and adolescents but the scientific evidence is

Wraparound as a process of arraying
multiple services around the child and develop personalized, strength-
based care plans is also a central element of the System of Care

A multitude of services (crisis, therapeutic, family support)
may be offered through a Wraparound approach. One international
example discussed in Part I of this study where this kind of mobile and
flexible approach has been demonstrated to work well at a regional level is

or residential care (and waiting
lists) have significantly diminished as a result of activating a quick
response mobile team that works in partnership with many regional
partners. The team acts as crisis facility, provider of assertive care and

initiatives to dealing with this difficult
target group, of which 13 outreach teams (established in Belgium in 2001)

keholders are positive about their
contribution but they are seen to lack critical mass. Also in forensic care a

number of pilot projects have been launched (FOR
this study

9
). In addition, reports

13, 22

coalitions of youth care, social services and specialized mental health care
units are involved. However, these remain small initiatives that are quickly
saturated. An example of how, at the end of the line, local experiments in
absence of a learning dynamic and a strategic perspective may contribute
to the fragmentation they are trying to battle. The report issued by the
ISWM therefore argues for the establishment of transversal forums (at a
meta-level) to facilitate this kind of learning .
elaborated under Recommendation 7.

Building a critical mass of partnerships and services for children with
complex problems clearly confronts the CAMHS systems wit
Stakeholders point out that these kinds of services are expensive and
hence require commensurate financing. There is also need for a
transparent legal framework to support mobile, flexible and trajectory
oriented work. Deontological matters,
of insurance raise questions (for example, how to demarcate assertive
care from ‘mandatory care’?). Ultimately, though, the challenge is about
transcending deep-seated differences between different domains of youth
care. It is a matter of accountability and professional ethics. There is need
for clear ethical guidelines and a strong, coherent and politically
set of incentives to expand the capacity of mobile, persistent and flexible
care for this complex target group.

5.5.6. Recommendation 6

To improve cultural and linguistic competences of children and
adolescent mental health care providers and youth workers to
accommodate the cultural specificities of the populations they serve.

In order to maximize the use of natu
communication between the child and mental health professionals, the
availability of adapted linguistic and cultural skills is essential. Linguistic
competence comes down to the capacity to communicate in a way that is
easily understood by diverse audiences. Cultural competence
encompasses the ability to accept and respect diversity and to self assess
one’s personal perceptions of cultural differences. These competences are
essential elements of the value base underpinning the Sy
philosophy.

14
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number of pilot projects have been launched (FOR-K, 2008, see part 1 of
22, 23

refer to initiatives in which various
coalitions of youth care, social services and specialized mental health care
units are involved. However, these remain small initiatives that are quickly
saturated. An example of how, at the end of the line, local experiments in

and a strategic perspective may contribute
to the fragmentation they are trying to battle. The report issued by the
ISWM therefore argues for the establishment of transversal forums (at a

level) to facilitate this kind of learning .
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This will be further
elaborated under Recommendation 7.

Building a critical mass of partnerships and services for children with
complex problems clearly confronts the CAMHS systems with a challenge.
Stakeholders point out that these kinds of services are expensive and
hence require commensurate financing. There is also need for a
transparent legal framework to support mobile, flexible and trajectory-
oriented work. Deontological matters, financing rules and practical matters
of insurance raise questions (for example, how to demarcate assertive
care from ‘mandatory care’?). Ultimately, though, the challenge is about

seated differences between different domains of youth
re. It is a matter of accountability and professional ethics. There is need

for clear ethical guidelines and a strong, coherent and politically-backed
set of incentives to expand the capacity of mobile, persistent and flexible

To improve cultural and linguistic competences of children and
adolescent mental health care providers and youth workers to
accommodate the cultural specificities of the populations they serve.

In order to maximize the use of natural supports and facilitate
communication between the child and mental health professionals, the
availability of adapted linguistic and cultural skills is essential. Linguistic
competence comes down to the capacity to communicate in a way that is

derstood by diverse audiences. Cultural competence
encompasses the ability to accept and respect diversity and to self assess
one’s personal perceptions of cultural differences. These competences are
essential elements of the value base underpinning the System of Care



KCE Reports 175

The increasing diversity of populations, especially in urban area
significant implications for CAMHS. The influence of migration on mental
health is a matter of debate, but it is an undisputed fact that a
proportionally high percentage of children from migrant and refugee
backgrounds are being treated in child welfare and juvenile justice facilities
(Consultations Flemish Parliament).

Stakeholders point out that medical professionals cannot afford to learn the
language of every minority they deal with. On the other hand, services of
interpreters don't guarantee a sufficient level of mutual understanding
between the professional and the child/family. There is a need for
mediators who speak the language but who are also familiar with cultural
sensitivities. As a rule in mental health care, mediators need to be
physically present. Since the involvement of mediators cannot always be
guaranteed, it is important to instill a culturally sensitive attitude in CAMHS
practitioners. Particularly in the case of sudden refugee influxes, there
should be an instant response capacity, as early intervention is crucial in
these cases.

Particular attention should be given to the situation in Brussels, not only
because of the extreme heterogeneity of its population, but also
considering the linguistic diversity of its institutions and
causes additional problems of coordination and collaboration between
CAMHS actors, but also of coherence on a governance level.

The overall objective must therefore be to provide a welcoming access to
care, by working on the whole environment of the patient and his
entourage, to promote the use of networks and devices which enable
professionals to take into account cultural, ethnic and linguistic aspects
and to ensure that all mental health care services are able to adapt their
practice in order to facilitate access and use of services to all children. The
promotion of cultural competences is also a guiding principle within the
System of Care approach and fundamental to its three core values:
community based, family driven and youth guided.
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language of every minority they deal with. On the other hand, services of

sufficient level of mutual understanding
between the professional and the child/family. There is a need for
mediators who speak the language but who are also familiar with cultural
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guaranteed, it is important to instill a culturally sensitive attitude in CAMHS
practitioners. Particularly in the case of sudden refugee influxes, there

ty, as early intervention is crucial in

Particular attention should be given to the situation in Brussels, not only
because of the extreme heterogeneity of its population, but also
considering the linguistic diversity of its institutions and services, which
causes additional problems of coordination and collaboration between
CAMHS actors, but also of coherence on a governance level.

The overall objective must therefore be to provide a welcoming access to
ent of the patient and his

entourage, to promote the use of networks and devices which enable
professionals to take into account cultural, ethnic and linguistic aspects
and to ensure that all mental health care services are able to adapt their

order to facilitate access and use of services to all children. The
promotion of cultural competences is also a guiding principle within the
System of Care approach and fundamental to its three core values:
community based, family driven and youth guided.

5.5.7. Recommendation 7

a/ To establish a respectful, multilateral dialogue on a shared vision
for the broader child and adolescent mental health services system
including all relevant stakeholders (including representatives of
children and families).

b/ To develop an ethical charter to guide caregivers in formulating
answers to the suffering of the child.

c/ To maintain and strengthen cross
institutional levels that activate and mobilize collaboration and
network formation on an ongoing basis.

The advice on children and adolescent mental health care formulated by
the National Council for Hospital Facilities puts forward a number of
principles for good care – including a subsidiarity principle and a strength
based and a multi-systems approach
unanimity. Nevertheless, stakeholders in the present research process
frequently referred to important and persistent cultural and professional
differences with which they approach their tasks as professionals an
managers. These differences are compounded by institutional and legacy
factors. The resulting animosities have to be acknowledged.

The move to a mode of a care provision that will increasingly rely on
collaborative, networked constellations requires a s
value base to operate from. This has also been pointed out in the KCE
study

11
that evaluated the therapeutic projects as well as in a study carried

out by the IWSM
24

on service-level networks
consensus there will never be. But an agreement on key principles and
values, mutual respect, and the will to accommodate differences and jointly
take responsibility can form the basis for a virtuous circle that leads to
better outcomes for children and adolescents and a more fulfilling practice
for professionals. This is all the more necessary as care professionals in
medical health care are, as a rule, opposed to formalization and
standardization as alternative co-ordinatio

A shared vision on mental health care for children and adolescents not
only plays a role at the service level but also at the system level. There is a
wide body of experience and research that confirms the importance of a
shared vision in system transitions.

25
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the National Council for Hospital Facilities puts forward a number of

including a subsidiarity principle and a strength-
approach - around which its authors join in
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ordination mechanisms.

A shared vision on mental health care for children and adolescents not
only plays a role at the service level but also at the system level. There is a
wide body of experience and research that confirms the importance of a
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Shared professional values ought to be consolidated in an ethical charter.
These values are a necessary (but not sufficient) condition to contribute to
the wellbeing and development of the young person. But they offer
beacons in positioning oneself with respect to the different interests and
principles surrounding the suffering child. And they are support and
exhortation for professionals to creatively work (‘à la marge’) with
procedural and institutional constraints in the interest of the child. A
commitment of each professional to embody these
for the child-supported by a practice of intervision
value base.

Hence there is a need for cross-sectoral forums to deepen these issues.
The principles put forward by the National Council advice
definition that has been developed as part of this research are a strong
foundation to build on. We also think the strong value base u
the System of Care approach

14
can offer additional inspiration.

Stakeholders acknowledge that these conversations have to take place.
They see a ‘charter’ not as a static framework but as a living document that
is embedded in a continuous process of action learning and quality
assurance. The UN Declaration of the Rights of the Child
European Association for Children in Hospitals (EACH) Charter (also
called Leiden Charter

t
) were pointed out as potential frames of reference. It

could also be integrated into an evolving quality improvement framework,
the ultimate aim of which would be to optimize care for the child and to
enable creative, professional initiatives in the mental health care sector.

In reflecting upon how to deal with children suffering from complex mental
health problems, the ISWM

22
manifestly did not put forward specific

models to organize these kinds of mobile and multidisciplinary care but
suggested instead to create cross-sectoral forums (‘lieux d’activation et de
mobilization de la transversalité’), at a meta-
persistent invitation to build relations and develop new partnerships.
Stakeholders in this process suggested to organise
clinical cases by mission (outpatient, prevention, residential, etc), an
transversal working groups (including a representative of patients and

s
http://www.unicef.org/crc/

t
http://www.each-for-sick-children.org/each-charter
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definition that has been developed as part of this research are a strong
foundation to build on. We also think the strong value base underpinning

can offer additional inspiration.
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They see a ‘charter’ not as a static framework but as a living document that
is embedded in a continuous process of action learning and quality
assurance. The UN Declaration of the Rights of the Child

s
and the

European Association for Children in Hospitals (EACH) Charter (also
) were pointed out as potential frames of reference. It

could also be integrated into an evolving quality improvement framework,
d be to optimize care for the child and to

enable creative, professional initiatives in the mental health care sector.

In reflecting upon how to deal with children suffering from complex mental
manifestly did not put forward specific

models to organize these kinds of mobile and multidisciplinary care but
sectoral forums (‘lieux d’activation et de

-level, to function as a
persistent invitation to build relations and develop new partnerships.

organise these discussions on
clinical cases by mission (outpatient, prevention, residential, etc), and by
transversal working groups (including a representative of patients and

charter

families, and possibly as needed specialist non
philosophers).

From a service level it makes sense to calibrate these forums at the scale
of ‘care basin’ given that a shared characteristic of a territory plays a role in
the ease with which functional networks are formed. However, from a
systems point of view it would certainly be recommended to have a
general assembly at a regional or national level. The re
therefore, to install forums at both levels.

The forums’ authority should be consolidated by a braided funding scheme
involving partners from mental health care, youth care, disability care and
others.

5.5.8. Recommendation 8

To obtain good qualitative and quantitative data of the need for and
offering of CAMHS, to effectively leverage regionally distributed care
facilities and to facilitate the formation of regional care networks.

Policy makers, care managers and care providers are navigating a
complex CAMHS system. A key planning challenge is to obtain good
quality data about the type and frequency of demand the care system is
confronted with. In Belgium, beyond general prevalence figures, this type
of information is hardly available to care ma
long waiting lists to access the services but are aware that these numbers
are likely inflated and do not represent reality. Similarly, the size of specific
populations (e.g. children and adolescents with complex problems
discussed under Recommendation 5) is often not known. Individual
institutions will keep a record about the type and frequency of demand but
these data are hardly aggregated at a regional or national level.

However, it is very difficult to calibrate the capaci
care services if there is no deeper understanding of the value demand (i.e.
demand that is wanted, for which the service is there) and failure demand
(demand caused by a failure to do something right for the patient).
stakeholders are doubtful whether it is possible and even useful to map
demand for mental health care and suggest to r
international data to fill the gap.

Beyond demand, there is the challenge to understand what are the
genuine needs of the children and families confronted with mental
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therefore, to install forums at both levels.
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involving partners from mental health care, youth care, disability care and
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facilities and to facilitate the formation of regional care networks.

Policy makers, care managers and care providers are navigating a
complex CAMHS system. A key planning challenge is to obtain good
quality data about the type and frequency of demand the care system is
confronted with. In Belgium, beyond general prevalence figures, this type
of information is hardly available to care managers. Stakeholders refer to
long waiting lists to access the services but are aware that these numbers
are likely inflated and do not represent reality. Similarly, the size of specific
populations (e.g. children and adolescents with complex problems

ussed under Recommendation 5) is often not known. Individual
institutions will keep a record about the type and frequency of demand but
these data are hardly aggregated at a regional or national level.

However, it is very difficult to calibrate the capacity of regionally distributed
care services if there is no deeper understanding of the value demand (i.e.
demand that is wanted, for which the service is there) and failure demand
(demand caused by a failure to do something right for the patient).

26
Some

stakeholders are doubtful whether it is possible and even useful to map
demand for mental health care and suggest to rely, where possible, on

Beyond demand, there is the challenge to understand what are the
genuine needs of the children and families confronted with mental
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challenges are. Stakeholders find it hard to distinguish what is
articulated need for mental health services from the non
and from other needs that are not necessarily best served by specialized
mental health care. There is a tendency in society to
common psychosocial problems too quickly. Part of the rationale to argue
for more supportive and empowering services for children and families
(Recommendation 4) lies in bolstering their ability to take an active role in
assessing and articulating their needs to counterbalance
fixed routines and protocols. Furthermore, joint assessment of children’s
needs have been shown to facilitate information sharing and service
integration between different sectors and agencies serving this population
(see Common assessment framework in the UK.

9

Not only demand and need are often an unknown quantity, but supply too.
Stakeholders have often commented on how difficult it is to keep track of
all the facilities that are available in the fragmented and multi
CAMHS system. For people who interface with the system like juvenile
judges it is even more difficult to navigate. To facilitate the formation of
(cross-) sectoral networks there, it is recommended to ma
services and capacities at a regional or 'care basin' scale. The activity
model and stakeholder mapping included in this study potentially offer a
generic template to do so. A first example of this principle are the Flemish
“SEN” or Centres for expertise networks,financed by the VAPH, that map
available services and capacities at the level of the provinces in the
domain of autism (see KCE report part 1 p 66). Again, we refer also to the
UK where a Children’s services mapping has existed until 2

5.5.9. Recommendation 9

To apply and develop evaluation methods based on international best
practices, reflecting national or regional specificities and in harmony
with ethical guidelines, with the aim to reinforce accountability,
professionalism, quality improvement and multidisciplinarity in
providing mental health care to children and adolescents.

The use of evaluation methods in mental health care for children and
adolescents is controversial. Professionals have been quite outspoken in
this participatory research process about their frustrating experience over
the last years with policy-driven evaluation methods. Particularly the
RPM/MPG (Résumé Psychiatrique Minimale/Minimale Psychiatr
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To apply and develop evaluation methods based on international best
practices, reflecting national or regional specificities and in harmony

with the aim to reinforce accountability,
professionalism, quality improvement and multidisciplinarity in
providing mental health care to children and adolescents.

The use of evaluation methods in mental health care for children and
ersial. Professionals have been quite outspoken in

this participatory research process about their frustrating experience over
driven evaluation methods. Particularly the

RPM/MPG (Résumé Psychiatrique Minimale/Minimale Psychiatr ische

Gegevens) is singled out as burdensome and uninformative. Furthermore,
professionals fear that evaluation frameworks will constrain, or be at odds
with the therapeutic flexibility they claim is indispensable, given the wide
range of mental health problems they are facing and particularly involving
children whose needs are known to change as they move along their
developmental trajectory.

However, it is acknowledged that today system level management is
hampered by the fact that there is no assessment
effectiveness of the CAMHS system. At the service level it is difficult to
track progress towards achieving continuous quality improvement without
appropriate evaluation methods (see also KCE

In other countries similar initiatives have been taken. In the UK the CORC
research consortium, of which over half of all services in England are a
member, is in the process of developing a common model of routine
outcome evaluation. Currently five different scientifically validated outcome
measurement instruments are routinely used, e.g. HoNOSCA (Health of
the nation outcome scales for children and adolescen

Stakeholders in this process have suggested a number of important
characteristics of evaluation methods:

 Evaluation approaches should be mindful of the complexity of
providing care to children and adolescents with mental health
problems and stimulate rather than restrain the therapeutic repertoire
of care providers;

 Evaluation approaches should in so far as possible be inspired by
international best practices. However, they should a
to fit the unique national, regional or local circumstances;

 They should respect the ethical guidelines embodied by an eventual
Charter adopted by the community of medical professionals, patient
and family representatives and administrato

 Evaluation approaches can only become actionable when there is a
genuine sense of ownership by all stakeholders engaged in the
process. Hence the importance of developing evaluations in which
they are involved in shaping the focus a
are included in the interpretation of results and findings (see also
Pires

17
).

117

Gegevens) is singled out as burdensome and uninformative. Furthermore,
professionals fear that evaluation frameworks will constrain, or be at odds
with the therapeutic flexibility they claim is indispensable, given the wide

blems they are facing and particularly involving
children whose needs are known to change as they move along their

However, it is acknowledged that today system level management is
hampered by the fact that there is no assessment of the overall
effectiveness of the CAMHS system. At the service level it is difficult to
track progress towards achieving continuous quality improvement without
appropriate evaluation methods (see also KCE-report 146).

11

In other countries similar initiatives have been taken. In the UK the CORC
research consortium, of which over half of all services in England are a
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Stakeholders in this process have suggested a number of important
characteristics of evaluation methods:

Evaluation approaches should be mindful of the complexity of
to children and adolescents with mental health

problems and stimulate rather than restrain the therapeutic repertoire

Evaluation approaches should in so far as possible be inspired by
international best practices. However, they should always be adapted
to fit the unique national, regional or local circumstances;

They should respect the ethical guidelines embodied by an eventual
Charter adopted by the community of medical professionals, patient
and family representatives and administrators (Recommendation 7);

Evaluation approaches can only become actionable when there is a
genuine sense of ownership by all stakeholders engaged in the
process. Hence the importance of developing evaluations in which
they are involved in shaping the focus and process of evaluation and
are included in the interpretation of results and findings (see also
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Stakeholders’ concerns regarding the necessary flexibility of evaluation
methods resonate with recent international developments in evaluative
practice, notably with the emergence of approaches such as Utilization
focused Developmental Evaluation

27
and Reflexive Monitoring

adaptive frameworks that have been developed to assist evaluators and
users that are operating in complex, dynamic environments where there is
a need for constant innovation and experimentation.

We argue that this kind of framework fits very well the need for complexity
sensitive, situational, ethically guided and participatory evaluation
demanded by the CAMHS community. This recommendation connects to
all aspects of Recommendation 7 and to Recommendation 8.

5.5.10. Discussion: the recommendations in a strategic change
perspective

This participatory research process has given stakeholders the opportunity
to reflect on the direction a reform of the children and adolescent mental
health services system should take.

A diagnostic analysis has shown that the CAMHS system struggles with a
cluster of interdependent problems, the center of gravity of which is a
situation of extreme fragmentation and compartmentalization. This is
brought about and maintained by a combination of institution
professional and cultural factors. The cost of this fragmentation is arguably
significant, both in terms of human suffering and in terms of wasted
resources. The very long waiting lists are just one of the more conspicuous
indicators of these burdens and inefficiencies.

Stakeholders acknowledge this state of affairs. Over the last decade
several system and service level initiatives have been taken to deal with
these pressures. However, these innovations have not been able to bolster
the adaptive capacity of the system as a whole that remains paralyzed in
its predicament. Past failures in collaboratively tackling challenges have
resulted in distrust between actors and sectors (mental health care, youth
care, disability care, education). Basically, nobody seems to believe in the
other’s willingness to change. All this points lead to a formidable lock in for
which a quick fix cannot be expected. The process of change is likely a
lengthy one and this research represents only a modest step along tha
road.
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cluster of interdependent problems, the center of gravity of which is a
situation of extreme fragmentation and compartmentalization. This is
brought about and maintained by a combination of institutional, sectoral,
professional and cultural factors. The cost of this fragmentation is arguably
significant, both in terms of human suffering and in terms of wasted
resources. The very long waiting lists are just one of the more conspicuous

Stakeholders acknowledge this state of affairs. Over the last decade
several system and service level initiatives have been taken to deal with
these pressures. However, these innovations have not been able to bolster

ive capacity of the system as a whole that remains paralyzed in
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resulted in distrust between actors and sectors (mental health care, youth

ly, nobody seems to believe in the
other’s willingness to change. All this points lead to a formidable lock in for
which a quick fix cannot be expected. The process of change is likely a
lengthy one and this research represents only a modest step along that

For stakeholders who have been witnessing the debate in the children and
adolescent mental health system for a long time, the recommendations
emerging from this research study may seem all too familiar. This can be
explained by a number of elements:

 First, as has been indicated earlier (section 2.1.2.) the Soft systems
methodology that provides a methodological basis for the study seeks
to identify ways to improve a complex, problematic situation that are
seen to be culturally and politically feas
these interventions may be farsighted, they are usually not truly
visionary.

 A second element is that the stakeholder group engaged in this proces
to a certain extent overlapped with the expert committee that prepared
the National Council Advice. So it is not surprising that there is an
overlap in perspectives as well.

 Typical for many of the stakeholders implicated in this research is their
resistance to top-down formalization and control. Particularly providers
of specialized mental health care fight tooth and claw any attempt to
constrain their therapeutic flexibility (see also KCE
this is very understandable given the particular and ‘messy’ nature of
their work. The provision of care
lives - is always an unruly affair that is difficult to codify.
mental health care to children is a particular challenge given the
multitude of mental health problems, the child’s developmental
flexibility and the child’s increasingly challenging family and social
settings. The upshot is that professionals realize full well that a more
joined-up and networked way of working is necessary but that there is
little trust in formalizing these networks and cr
such as network managers and coordinators. This state of affairs
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For stakeholders who have been witnessing the debate in the children and
adolescent mental health system for a long time, the recommendations
emerging from this research study may seem all too familiar. This can be

s:

First, as has been indicated earlier (section 2.1.2.) the Soft systems
methodology that provides a methodological basis for the study seeks
to identify ways to improve a complex, problematic situation that are
seen to be culturally and politically feasible by stakeholders. Whilst
these interventions may be farsighted, they are usually not truly

A second element is that the stakeholder group engaged in this proces
to a certain extent overlapped with the expert committee that prepared

onal Council Advice. So it is not surprising that there is an
overlap in perspectives as well.

Typical for many of the stakeholders implicated in this research is their
down formalization and control. Particularly providers

mental health care fight tooth and claw any attempt to
constrain their therapeutic flexibility (see also KCE-report 146

11
). And

this is very understandable given the particular and ‘messy’ nature of
their work. The provision of care – basically the activity of improving

is always an unruly affair that is difficult to codify.
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Providing
mental health care to children is a particular challenge given the
multitude of mental health problems, the child’s developmental

lity and the child’s increasingly challenging family and social
settings. The upshot is that professionals realize full well that a more

up and networked way of working is necessary but that there is
little trust in formalizing these networks and creating new functions
such as network managers and coordinators. This state of affairs
makes it also difficult to find sufficient support for more targeted and

Finally, this research process has primarily focused on a meso-level
f systems complexity. This is the level of institutional fragmentation.

level complexity that revolves around the
broad philosophical and ethical questions that underly the provision of
mental health care. These have been addressed in this research but
not in great depth. There is also the micro-level complexity in which
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the daily life world of the care provider is embedded. This involves the
myriad of technical and craft aspects involved in delivering care and
the intricate regulatory setting in which the the professional performs
(see also 3.2.8.). These elements are hardly ever brought to the table
by stakeholders in an interactive process but it can be assumed that
they provide numerous starting points to improve the daily exper
of patient and professional. Other methods (such as Design for
Services

48
) are needed to bring these elements to the f

for care improvement and reform.

This predicament does not mean, however, that the system is condemned
to an interminable and erratic muddling through.

These challenges are in their basic nature not unique. Many large
systems in our society – energy and food provision, mobility, to name just
a few – are subject to lock-in whilst they face the challenge of a radical
change to a more sustainable equilibrium. In recent years, scholars and
practitioners in the field of system innovation have developed approaches
to facilitate these macroscopic transitions by combining the power of top
down and bottom up interventions. ‘Transition management’, one of these
approaches, has been particularly influential in Belgium & The Netherlands
in providing a guiding framework for systems innovation, including in health
care systems.

25
It revolves around four basic pillars:

 Creating a sense of urgency by exposing the dominant regime’s
internal contradictions and its vulnerability to environmental pressures;

 Developing a vision of a more effective and sustainable sy

 Initiating and animating a pool of innovative experiments that are
coherent with that vision;

 Providing an infrastructure to monitor, evaluate and learn on a
continuous basis.

Transition management is not an approach that seeks ‘solutions’ but is
explorative and design-oriented. For CAMHS this underscores the
relevance of the System of Care framework which has surfaced in both
Part I

9
and Part II of this study as a benchmark of a strat

building an effective and ethically guided children and adolescent mental
health system (scientific evidence in favor of System of Care is promising
but not conclusive).

9
It has been emphasized that System of Care is not a
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ing a guiding framework for systems innovation, including in health
It revolves around four basic pillars:

Creating a sense of urgency by exposing the dominant regime’s
internal contradictions and its vulnerability to environmental pressures;

Developing a vision of a more effective and sustainable system;

Initiating and animating a pool of innovative experiments that are

Providing an infrastructure to monitor, evaluate and learn on a

Transition management is not an approach that seeks ‘solutions’ but is
oriented. For CAMHS this underscores the

relevance of the System of Care framework which has surfaced in both
and Part II of this study as a benchmark of a strategic approach to

building an effective and ethically guided children and adolescent mental
health system (scientific evidence in favor of System of Care is promising

It has been emphasized that System of Care is not a

template method but a general phi
change for which six basic elements have to be
4.1.3.3.):

 An overarching strategic approach to systems design underpinned by
clear choices as regards target group, desired outcomes, and
allocation of resources;

 A clear set of core values and guiding principles to guide the reform;

 An array of design components (from system oversight to coordination
and delivery of services to outcome assessment) that are congruent
with the basic strategy and core values;

 A practice approach that embodies the core values of a coordinated,
individualized, youth-guided and family

 An array of evidence-based services and supports;

 A coherent, long-term strategy for system change, leading from
pockets of innovation to wide scale adoption of a new model and
practice.

Clearly there is a kinship between an approach such as System of Care
and the broader field of system innovation framed by influential strategies
such as transition management. All of these
alignment, a co-evolution between top down and bottom up change in
order to avoid the traps of either piecemeal, community
change or blanket technocratic reform.

This research partakes of a similar spirit, without, however
adhering to any single template. The recommendations that have emerged
out of this research process can, however, be very well understood against
the background of the systemic change approaches discussed. There are
various ways to frame or understand the collection of 9 recommendations.
Earlier on they were described as covering three broad substantive areas:

 Recommendations 1 to 4 that want to marshal the demands made on
scarce and expensive specialized mental health services for children
and adolescents via prevention, empowerment of users and their
entourage (families), adequate filtering at first line care services and
by strengthening the system’s capacity to deal with mental health
related crises.
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template method but a general philosophy of how to bring about system
change for which six basic elements have to be brought in line (section

An overarching strategic approach to systems design underpinned by
clear choices as regards target group, desired outcomes, and

A clear set of core values and guiding principles to guide the reform;

An array of design components (from system oversight to coordination
and delivery of services to outcome assessment) that are congruent

re values;

A practice approach that embodies the core values of a coordinated,
guided and family-driven system;

based services and supports;

term strategy for system change, leading from
of innovation to wide scale adoption of a new model and

Clearly there is a kinship between an approach such as System of Care
and the broader field of system innovation framed by influential strategies
such as transition management. All of these approaches seek an

evolution between top down and bottom up change in
order to avoid the traps of either piecemeal, community-by-community
change or blanket technocratic reform.

This research partakes of a similar spirit, without, however, slavishly
adhering to any single template. The recommendations that have emerged
out of this research process can, however, be very well understood against
the background of the systemic change approaches discussed. There are

erstand the collection of 9 recommendations.
Earlier on they were described as covering three broad substantive areas:

Recommendations 1 to 4 that want to marshal the demands made on
scarce and expensive specialized mental health services for children

adolescents via prevention, empowerment of users and their
entourage (families), adequate filtering at first line care services and
by strengthening the system’s capacity to deal with mental health-
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 Recommendations 5 to 6 focus on strengthen
approach of mental health professionals, particularly as regards caring
for children who suffer from serious, complex and multiple mental
health problems. The proposed recommendations want to plug gaps in
accountability in dealing with these young people, reinforce a flexible
and assertive approach to providing care for theses children in their
natural environment and improve the cultural competences of care
providers.

 Recommendations 7 to 9 are targeted towards strengthening the
adaptive capacity of and the ethical guidance within the future CAMHS
system, via the development of a shared vision, an ethical charter, the
application of appropriate evaluation guidelines and efforts to
understand the needs for mental health services and the avai
service offering.

Another, related way to consider these recommendations is to see the first
two groups (1-4 and 5-6, respectively) as targeted to improving
respectively ‘front end’ and ‘deep end’ services and the final group (7
a way to effectuate changes at the system level to support the changes in
service delivery. Finally, the recommendations can also be understood
against the background of a public health framework, with prevention/early
intervention and crisis for all children, specialized services for children with
mild to moderate mental health problems (not the subject of a specific
recommendation, however) and intensive, assertive services for serious
and complex problems. Again, the final three recommendations want to
reinforce the system infrastructure to organize and support this.

Taking note of lessons from system innovation and transition
management, however, we would caution against seeing this as
manifestations of a linear change theory: first improve systems, then
improve services, finally improve outcomes. System changes are vital to
support the transition to a more effective CAMHS system. Indeed, this
research has pointed out how isolated service level innovation, however
well intentioned and brilliantly executed, may at some
system’s fragmentation and incapacity to adapt. On the other hand, it is
important to continue to encourage local experimentation and nurture
successes, particularly when they come about through intra
sector partnerships. The knowledge and relational capital harvested
through these collaborations is the fuel on which a system wide
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Recommendations 5 to 6 focus on strengthening the practice
approach of mental health professionals, particularly as regards caring
for children who suffer from serious, complex and multiple mental
health problems. The proposed recommendations want to plug gaps in

se young people, reinforce a flexible
and assertive approach to providing care for theses children in their
natural environment and improve the cultural competences of care

Recommendations 7 to 9 are targeted towards strengthening the
apacity of and the ethical guidance within the future CAMHS

system, via the development of a shared vision, an ethical charter, the
application of appropriate evaluation guidelines and efforts to
understand the needs for mental health services and the avai lable

Another, related way to consider these recommendations is to see the first
6, respectively) as targeted to improving

respectively ‘front end’ and ‘deep end’ services and the final group (7-9) as
tuate changes at the system level to support the changes in

service delivery. Finally, the recommendations can also be understood
against the background of a public health framework, with prevention/early

ed services for children with
mild to moderate mental health problems (not the subject of a specific
recommendation, however) and intensive, assertive services for serious
and complex problems. Again, the final three recommendations want to

ystem infrastructure to organize and support this.

Taking note of lessons from system innovation and transition
management, however, we would caution against seeing this as
manifestations of a linear change theory: first improve systems, then

ices, finally improve outcomes. System changes are vital to
support the transition to a more effective CAMHS system. Indeed, this
research has pointed out how isolated service level innovation, however
well intentioned and brilliantly executed, may at some point add to the
system’s fragmentation and incapacity to adapt. On the other hand, it is
important to continue to encourage local experimentation and nurture
successes, particularly when they come about through intra-sector or inter-

The knowledge and relational capital harvested
through these collaborations is the fuel on which a system wide

transformation can thrive. Bottom up and top down dynamics need to
reinforce each other. The cross-sectoral platforms of management and
accountability advocated in Recommendation 7 are a nodal point where
these two dynamics can mesh and reinforce one another through the
development of strategic plans, interagency agreements, legislative
proposals, funding arrangements and appropriate monitoring and
evaluation protocols.

A separate point observed that requires attention is the controversy that
exists amongst stakeholders about evidence
above this controversy grounds in the fear that evidence
would undermine the potential for innovation
reductionist approach of financing and evaluating CAMHS
programs, services and care practices that are
proven effective, simply because so far no research ha
yet. However, these programs show promise and/or
helpful in meeting outcomes important to
families.

15
Therefore, it is recommended that i

supporting research programs
programs should stimulate clinical research applying research methods
that allow to study the complex interventions that are typically for
CAMHS.The research process in the current study has resulted in series of
recommendations that frame a medium term agenda for reform and
innovation for the Belgian children and adolescent mental health care
system. In addition, the study has resulted in a set of systems thinking
inspired instruments that can help the sector to move forward. Finally,
there is reason to believe that the intensiv
stakeholders within the setting of this process have contributed to
increased trust and a shared sense of urgency amongst stakeholders.
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sectoral platforms of management and

ility advocated in Recommendation 7 are a nodal point where
these two dynamics can mesh and reinforce one another through the
development of strategic plans, interagency agreements, legislative
proposals, funding arrangements and appropriate monitoring and

A separate point observed that requires attention is the controversy that
exists amongst stakeholders about evidence-based practice. As mentioned
above this controversy grounds in the fear that evidence-based practice

the potential for innovation and would lead to a too
reductionist approach of financing and evaluating CAMHS. After all, many
programs, services and care practices that are used in CAMHS are not yet

, simply because so far no research has been performed
show promise and/or are believed to be

helpful in meeting outcomes important to children, adolescents and their
Therefore, it is recommended that innovation is promoted by

supporting research programs within this field. These research
te clinical research applying research methods

that allow to study the complex interventions that are typically for
CAMHS.The research process in the current study has resulted in series of
recommendations that frame a medium term agenda for reform and

ovation for the Belgian children and adolescent mental health care
system. In addition, the study has resulted in a set of systems thinking-
inspired instruments that can help the sector to move forward. Finally,
there is reason to believe that the intensive discussions between
stakeholders within the setting of this process have contributed to
increased trust and a shared sense of urgency amongst stakeholders.
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