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B VOORWOORD

Geestelijke gezondheidszorg voor kinderen en jongeren [

Wanneer kinderen iets overkomt, dan raakt ons dat diep. Meer nog dan voor volwassenen, moet een
maatschappij ervoor zorgen dat ziekte en lijden bij kinderen worden voorkomen of adequaat worden behandeld.
Voor geestelijk lijden geldt dit des te meer, omdat ook de latere ontwikkeling en het hele verdere leven van het
kind hiervan de gevolgen kunnen ondergaan. Meer nog dan bij een somatische ziekte, manifesteert een
mentaal probleem zich in zowat elk levensdomein van het kind. Dit betekent dan ook dat vele actoren ermee
geconfronteerd worden: vooreerst de familieleden, de vriendenkring en de school, maar ook ruimer, tot
politiediensten en gerechtelijke diensten toe.

In de loop van de jaren zijn er dan ook talrijke initiatieven ontstaan, ook buiten en naast de kinder- en
jeugdpsychiatrie. Maar ondanks de vele, en ongetwijfeld vaak erg waardevolle initiatieven en de deskundige en
edelmoedige inzet van zovelen, kreunt de sector onder lange wachtlijsten en een diepgevoelde malaise. Als er
al over iets consensus bestaat, dan is het wel dat dit zo niet langer kan.

In dit rapport proberen we wat meer inzicht te krijgen in deze complexe en multidimensionele problematiek, en
zoeken we naar pistes om uit de impasse te geraken. Dit is niet het eerste initiatief in die richting, wat op zich
misschien al aanduidt dat er geen snelle mirakeloplossingen bestaan. Ook wij hebben uiteraard geen ‘magic
bullets’ gevonden, maar we reiken wel een aantal aanbevelingen aan om op micro-, meso en macroniveau
vooruitgang te boeken. We hebben alle stakeholders actief in het denkproces betrokken, een denkproces dat
vanuit de analyse van het systeem in al zijn complexiteit is vertrokken, over de structuren en belangengroepen
heen.

Nu is het tijd om de aanbevelingen te vertalen in concrete acties en projecten. Dit zijn we verschuldigd aan de
vele mensen die hun tijd en vooral hun inzichten met de onderzoekers hebben gedeeld. Dit zijn we vooral
verschuldigd aan de kinderen en adolescenten die nood hebben aan, ja zelfs recht hebben op de deskundige
hulp van onze volwassenenmaatschappij.

Jean-Pierre CLOSON Raf MERTENS
Adjunct Algemeen Directeur Algemeen Directeur
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B KORTE SAMENVATTING

INLEIDING

In 2005 riep de Wereldgezondheidsorganisatie (WGO) op tot nationale
actie op het gebied van geestelijke gezondheidszorg voor kinderen en
jongeren (GGZKJ). Deze roep om een specifieke benadering werd
gemotiveerd door de hoge prevalentie van geestelijke
gezondheidsproblemen in deze leeftijdsgroep en door hun invioed op de
ontwikkeling en hun mogelijke blijvende impact op het welzijn en
functioneren op volwassen leeftijd. De WHO beveelt aan dat een dergelijke
nationale actie niet alleen de klassieke kinderpsychiatrie zou omvatten,
maar ook de zogenaamde “belendende sectoren” zoals welzijnswerk,
justitie, gehandicaptenzorg, onderwijs.

Belgié heeft echter geen duidelijke strategie op het vlak van geestelijke
gezondheidszorg (GGZ) voor kinderen en jongeren. Net zoals in andere
westerse landen richtten hervormingen zich vooral op de sector van de
GGZ voor volwassenen, die traditioneel werd gekenmerkt door opvang in
grote geisoleerde instituten. Sinds het begin van de 21ste eeuw kwam het
model van "balanced care" (gebalanceerde zorg) meer op de voorgrond in
deze sector. Dit model impliceert dat de aangeboden zorg zo kort mogelijk
bij de eigen leefwereld van de patiént wordt geleverd en enkel indien nodig
in een instelling.

De sector van de GGZ voor kinderen en jongeren is pas veel later
ontstaan en kent dus geen traditie van opname en hulpverlening in grote
geisoleerde instellingen. Om deze en andere redenen lijkt een andere
aanpak vereist.

DOELSTELLING

Het KCE werd gevraagd om een onderzoek uit te voeren dat een bijdrage
zou kunnen leveren aan de hervorming van het GGZ-systeem voor
kinderen en jongeren. Het onderzoek bestaat uit twee delen.

In het eerste deel wordt de wetenschappelijke kennis op het gebied van de
organisatie van GGZ voor kinderen en jongeren geévalueerd door middel
van een beschrijvend literatuuroverzicht en een analyse van het beleid in
4 landen;
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Het doel van het tweede deel - en onderwerp van dit rapport - is het
organiseren van een participatief proces met stakeholders om de
contouren van een toekomstig Belgisch GGZKJ-beleid uit te werken.

METHODEN

De gebruikte benadering is geinspireerd op de “Soft Systems
Methodologie”. Hierbij wordt een participatief proces gebruikt om input
van stakeholders te vragen. In totaal namen 66 verschillende stakeholders
deel aan één of meer van 5 stakeholder consultaties (interviews,
workshops en rondetafelgesprekken). Hun input werd aangevuld met
informatie uit de literatuur en uit bestaande documenten, met name de
(beperkte) wetenschappelijke basis waarover in deel | van de KCE-studie
en andere gerelateerde KCE-onderzoeken gerapporteerd werd. Verder is
er het recent rapport van de Nationale raad voor ziekenhuisvoorzieningen
(NRZV/CNEH), dat op basis van consultatie van experten een analyse
maakt van de huidige problemen en suggesties aanreikt voor een
toekomstig en efficiénter systeem. Dit document was erg nuttig voor dit
onderzoek, en onze besluiten en aanbevelingen zullen, waar dit wenselijk
is, afgestemd worden met dit advies.

Zowel de resultaten van het participatief proces als de gegevens uit de
bestaande documenten werden gebruikt om een diaghostische analyse
te maken van het bestaande GGZKJ-systeem, en om mogelijke
oplossingen te identificeren voor een toekomstig, doeltreffender systeem.

Aan de hand van deze diagnostische analyse en de oplossingselementen
werden de volgende twee output-sets gecreéerd:

1. De root definition (het doel) en activiteitenmodel (of conceptueel
model van vereiste activiteiten), die de ideale contouren van het
toekomstige GGZKJ-systeem afbakenen, zonder reeds de grenzen,
juridische status, middelen, enz. te specificeren.

2. Een set van algemene strategische beleidsaanbevelingen,
gebaseerd op een vergelijking van het huidige Belgische kinder- en
jeugd GGZ-systeem (d.w.z. stakeholder mapping) met dit
geidealiseerde systeem om overlappingen en leemtes vast te stellen
(d.w.z. gap analyse).

Geestelijke gezondheidszorg voor kinderen en jongeren

De strategische aanbevelingen bieden de algemene contouren die
geoperationaliseerd moeten worden door de beleidsmakers, de
beheerders en de professionele zorgverleners.

Het onderzoek behandelt niet het effectieve scala aan specifieke
initiatieven die zouden moeten worden genomen om de hervorming te
realiseren.

RESULTATEN

Het kinder- en jeugd GGZ-systeem ‘'locked in'

Er bestond een ruime consensus bij de stakeholders over de
problematische toestand waarin de GGZ-sector voor kinderen en jongeren
zich  bevindt. Er werden verschillende probleemgebieden
geidentificeerd, zoals lange wachtlijsten, een steeds toenemende vraag,
een gebrek aan een duidelijk overkoepelende visie en een transparant
evaluatiekader. De problemen hangen duidelijk onderling samen en het
systeem lijdt aan versnippering, inefficiéntie en suboptimale zorg.

De nood aan verandering werd al uitgebreid besproken in het verleden en
wordt door de sector duidelijk erkend. Terwijl de laatste jaren ‘bottom-up’
veel innovatieve lokale initiatieven ontstonden, is het GGZ systeem
voor kinderen en jongeren in zijn geheel er niet in geslaagd zich aan
te passen. Deze mislukkingen hebben geleid tot wantrouwen tussen
actoren en sectoren en ongeloof in de wil tot verandering van de andere
partij. Toch was er bij de stakeholders een sterke weerstand tegen top-
down formalisering en controle. Er bestaat dus dualiteit tussen de sterke
voorkeur die stakeholders hebben voor een bottom-up benadering, en de
moeilijkheid om effectieve samenwerkingsinitiatieven tot stand te brengen.

De globale conclusie van de diagnostische analyse is dat de kinder- en
jeugd GGZ wordt geconfronteerd met een zogenaamd ‘wicked problem’
(venijnig probleem) dat resulteert in een 'lock-in'-toestand. Het is duidelijk
dat snelle oplossingen op korte termijn niet zullen volstaan om het
probleem te verhelpen.
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Doel en vereiste activiteiten van een toekomstig kinder- en
jeugd GGZ-systeem
De ‘root definition’ die resulteerde uit de diagnostische analyse en een

aantal elementen van oplossing, beschrijft een geidealiseerd toekomstig
systeem als volgt:

Het kinder- en jeugd GGZ-systeem is een brede waaier van op ethische
waarden gebaseerde, professioneel ondersteunde en evidence-based
dienstverlening voor kinderen en jongeren met geestelijke
gezondheidsproblemen, of voor kinderen en jongeren met risico daarop,
en hun leefomgeving. Deze diensten worden verleend op een
gecodrdineerde manier, aangepast aan hun persoonlijke ontwikkeling en
culturele noden, in de minst restrictieve omgeving die mogelijk en klinisch
aanvaardbaar is, om deze jongeren te helpen hun welzijn en hun
ontwikkelingspotentieel te verhogen, thuis, op school, in de gemeenschap
en doorheen hun verdere levensloop."

Het activiteitenmodel toont op een generiek niveau de 35 activiteiten die
moeten worden uitgevoerd om de doelstellingen van het systeem te
realiseren, gegroepeerd in 9 functionele modules:

e Zorg plannen, aanbieden en coérdineren;

e Toegang tot /opname in de zorg beheren;

e Dienstverlening in een crisis/noodsituatie leveren;

e Een spectrum van diensten ontwikkelen en ondersteunen;

e Ondersteuning bieden aan families, andere zorgverleners en jongeren
als partners in de zorg;

e Activiteiten op het vlak van preventie en van de ontwikkeling van
levensvaardigheden;

e Vroege identificatie-activiteiten;
e De zorgmodellen ontwikkelen en verfijnen;
e Systeemmanagement en kwaliteitsverbetering.
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Het activiteitenmodel is een hulpmiddel dat de drie basistransformaties
ondersteunt: op het niveau van familie en kind moet het GGZ-systeem
ervoor zorgen dat het lijden van het kind wordt verlicht; op het niveau van
dienstverlening moet het een betere codrdinatie ondersteunen; op
beleidsniveau moet het zorgen voor aanpassingsvermogen en trouw aan
de basiswaarden. Het weerspiegelt de specificiteit van het
gecoordineerde zorgmodel waaraan meerdere zorgsystemen deelnemen,
zoals dit in dit onderzoek voor ogen gehouden werd.

Aangezien het activiteitenmodel generisch van aard is, kunnen
verschillende benaderingen worden gebruikt om het operationeel te
maken.

Van het geidealiseerde model voor kinder- en jeugd GZZ tot
strategische aanbevelingen

De confrontatie tussen de geidealiseerde kinder- en jeugd GGZ en de
realiteit (d.w.z. stakeholder mapping) toonde niet alleen de leemtes en
overlappingen aan. Het illustreerde eens te meer de operationele en
regulatorische complexiteit en multidimensionaliteit van de kinder- en
jeugd GGZ, maar ook het potentieel van veel actoren om bij te dragen
tot de diverse activiteiten die het kinder- en jeugd GGZ-systeem
gaande houden.

Op basis van de oplossingselementen die naar voren kwamen uit de
stakeholder bijeenkomsten, uit de literatuur en de bestaande documenten
(KCE-rapporten; NRZV/CNEH-advies) werden tien aanbevelingen
voorgesteld om de overgang te ondersteunen van het huidige,
versnipperde en gecompartimenteerde GGZKJ-systeem naar een
doeltreffende, gecodrdineerde en op ethische waarden gebaseerde dienst-
en zorgverlening die de grenzen van sectoren en programma's
overschrijdt:

¢« De aanbevelingen 1 tot 4 willen de aanspraken die worden gemaakt
op de schaarse en dure gespecialiseerde geestelijke
gezondheidszorg voor kinderen en jongeren in goede banen leiden.
Het doel is ervoor te zorgen dat jonge mensen de juiste zorg krijgen in
de minst restrictieve en het best aan hun noden aangepaste omgeving
die mogelijk is. Er wordt verwacht dat dit zal leiden tot een omzichtiger
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gebruik van de gespecialiseerde zorg en residentiéle faciliteiten. Deze
aanbevelingen willen dit bereiken via preventie, het actief betrekken
van gebruikers en hun omgeving (families), voldoende filtering in de
eerstelijnszorg en door het versterken van het vermogen van het
systeem om crisissen gerelateerd aan de geestelijke gezondheid het
hoofd te bieden.

e De aanbevelingen 5 en 6 concentreren zich op het versterken van
het spectrum van dienstverlening dat wordt aangeboden door
professionele zorgverleners, vooral met betrekking tot de zorg
voor kinderen die lijden aan ernstige, complexe en meervoudige
mentale problemen. Deze complexe situaties kunnen al dan niet
gecompliceerd worden door gewelddadig gedrag of culturele
barrieres. Deze aanbevelingen willen leemtes opvullen op het vlak van
het opnemen van verantwoordelijkheid door hulpverleners (het niet
langer doorschuiven van de zorg naar een andere zorgverlener) bij het
omgaan met deze jonge mensen. Deze aanbevelingen moedigen een
flexibele en assertieve benadering aan bij het verlenen van zorg aan
deze kinderen in hun natuurlijke leefwereld en richten zich op het
verbeteren van de culturele vaardigheden van zorgverleners.

e De aanbevelingen 7 tot 9 zijn gericht op het versterken van het
aanpassingsvermogen van en de ethische begeleiding binnen het
toekomstige kinder- en jeugd GGZ-ssyteem. Ze willen dit bereiken
door ervoor te zorgen dat de actoren in het systeem, waaronder ook
vertegenwoordigers van kinderen en families (omgeving), deelnemen
aan discussies over de sectoren heen om het vormen van
samenwerkingsverbanden op een continue basis te stimuleren. Er
werd voorgesteld dat alle stakeholders zich ertoe zouden verbinden
om een gedeelde visie en een ethisch charter te ontwikkelen voor het
kinder- en jeugd GGZ-systeem (inclusief belendende sectoren). Er
wordt ook aanbevolen om continu inspanningen te leveren om de
noodzaak voor en verlening van geestelijke gezondheidszorg beter te
begrijpen en in kaart te brengen. Tenslotte wordt het gebruik van
evaluatiemethoden aanbevolen die professionalisme, kwaliteit en
multidisciplinariteit zouden versterken.

Geestelijke gezondheidszorg voor kinderen en jongeren

e« Aanbeveling 10 suggereert een aantal stappen die moeten worden
ondernomen om dit veranderingsproces op te starten.

Een conceptversie van de aanbevelingen werd voorgelegd aan de
stakeholders tijdens een consolidatie-workshop.

BESLUIT

Dit participatief onderzoeksproject gaf stakeholders de gelegenheid om na
te denken over de weg die de hervorming van het kinder- en jeugd GGZ-
systeem zou moeten inslaan.

Uit een diagnostische analyse bleek dat het systeem van GGZ voor
kinderen en jongeren worstelt met een cluster van onderling
samenhangende problemen. De kern van de problematiek is daarbij de
extreme versnippering en compartimentalisering tussen organisaties,
sectoren en beroepen. De kostprijs van deze versnippering is aanzienlijk,
zowel wat menselijk lijden betreft, als op het vlak van verspilde middelen.
Deze stand van zaken wordt door de stakeholders erkend.

De voorbije tien jaar werden verschillende initiatieven genomen.
Geisoleerde innovaties op het niveau van dienstverlening, hoe goed
bedoeld ze ook zijn en hoe fantastisch ze ook uitgevoerd worden, kunnen
tot op zekere hoogte bijdragen tot de versnippering van het systeem. Het
is duidelijk dat deze initiatieven niet in staat geweest zijn om het
aanpassingsvermogen van het systeem in zijn geheel te versterken. De
mislukkingen uit het verleden hebben geleid tot wantrouwen tussen
actoren en sectoren.

Bij de stakeholders was er een sterke weerstand tegen top-down
formalisering en controle. Professionele zorgverleners realiseren zich dat
werken in een netwerk nodig is, maar geloven niet sterk in het formaliseren
van deze netwerken en het creéren van nieuwe functies zoals
netwerkmanagers en coérdinatoren.

Al deze punten leiden tot een lock-in waarvoor geen snelle oplossing kan
worden verwacht. Het veranderingsproces zal waarschijnlijk een
langdurig proces zijn, en dit onderzoek kan hieraan slechts een beperkte
bijdrage leveren.
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In tegenstelling tot gefragmenteerde of top-down oplossingen, die vaak
onevenredig geinspireerd zijn door belangengroepen, legt dit onderzoek
nadruk op de noodzaak om ‘veranderingen op systeemniveau’ door te
voeren om de veranderingen in de dienstverlening te ondersteunen. We
zouden willen waarschuwen, de lessen uit systeeminnovatie en
transitiemanagement indachtig, om dit niet te zien als een lineair,
sequentieel veranderingsproces in de zin van: eerst systemen verbeteren,
dan diensten verbeteren, en uiteindelijk uitkomsten verbeteren.

Systeemveranderingen zijn weliswaar van wezenlijk belang om de
overgang naar een doeltreffender GGZKJ-systeem te ondersteunen.
Anderzijds is het belangrijk om lokale experimenten te blijven
aanmoedigen en successen te koesteren, vooral wanneer ze tot stand
werden gebracht door partnerships binnen sectoren of tussen sectoren
onderling. De kennis en het relationele kapitaal dat wordt vergaard door
deze samenwerkingen zijn de brandstof waarop een transformatie door
heel het systeem kan gedijen. Bottom-up en top-down dynamisme moeten
elkaar versterken. De cross-sectorale samenwerkingsplatformen zijn een
knooppunt waar deze twee dynamische krachten op elkaar kunnen
ingrijpen en elkaar versterken door de ontwikkeling van strategische
plannen, overeenkomsten tussen instanties, wetgevende voorstellen,
financieringsovereenkomsten en aangepaste controle- en
evaluatieprotocollen.
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| AAN B EVEL | NG ENa 1) De capaciteit versterken om toegankelijke, gerichte en doeltreffende crisis- en urgentiezorg

te geven aan kinderen en adolescenten

2) Professionele competenties in niet-gespecialiseerde geestelijke gezondheidszorg uitdiepen
en versterken om de kwaliteit van het assessment, de zorg en eventuele liaision met
gespecialiseerde diensten te verbeteren.

3) Uitbreiding van preventie, identificatie, interventie en promotie op het vlak van geestelijke
gezondheidszorg voor jonge kinderen, vooral in kwetsbare en achtergestelde
bevolkingsgroepen.

4) Uitbreiding van formele en informele ondersteunende dienstverlening voor zowel
kinderen/jongeren als families.

5) Het stimuleren van het opnemen van verantwoordelijkheid door zorgverleners voor kinderen
met ernstige, meervoudige en complexe mentale problemen en het uitbreiden en versterken
van de capaciteit van het aanbod van flexibele en assertieve zorg in hun natuurlijke leefwereld.

6) Verbetering van de culturele competenties en taalvaardigheden van zorgverleners en
jeugdwerkers in de geestelijke gezondheidszorg voor kinderen en jongeren zodat ze rekening
kunnen houden met het specifieke culturele karakter van de bevolkingsgroepen waarmee ze in
aanraking komen.

7

a/ Het aangaan van een respectvolle, multilaterale dialoog over een gedeelde visie voor het
bredere geestelijk gezondheidszorgsysteem voor kinderen en jongeren, waarbij alle relevante
stakeholders (waaronder vertegenwoordigers van kinderen en families) betrokken zijn.

b/ Het ontwikkelen van een ethisch charter om zorgverleners te begeleiden bij het formuleren
van antwoorden op het lijden van het kind.

c/ Het versterken en onderhouden van cross-sectorale discussieforums op verschillende
institutionele niveaus waardoor continu samenwerking en netwerkvorming worden
geactiveerd en gemobiliseerd.

Alleen het KCE is verantwoordelijk voor de aanbevelingen aan de overheid
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8) Het verzamelen van kwalitatieve en kwantitatieve gegevens over de nood aan en het aanbod
van geestelijke gezondheidszorg bij kinderen en jongeren, als hefboom voor doeltreffend
regionaal gespreide zorgfaciliteiten en om de vorming van regionale zorgnetwerken te
vergemakkelijken.

9) Het ontwikkelen en toepassen van evaluatiemethoden gebaseerd op internationale ‘best
practices’, die het specifieke nationale of regionale karakter weerspiegelen, in
overeenstemming met de ethische richtlijnen, met als doel het versterken van
aansprakelijkheid, professionalisme, kwaliteitsverbetering en multidisciplinariteit bij het
verlenen van geestelijke gezondheidszorg voor kinderen en jongeren.

10) Het geven van een duidelijk politiek signaal dat een cultuur van innovatie en evidence-
based practice binnen het Belgische GGZ systeem voor kinderen en jongeren ondersteund en
beloond wordt. Dit dient tastbaar gemaakt te worden door op zeer korte termijn implementatie
initiatieven op te starten.
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CAMHS

CAPA

CAR /CRA PSY
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DEFINITION
Attention deficit hyperactivity disorder

Association Interrégionale de Guidance et de Santé
Aide a la Jeunesse (French Community Youth care Institution)
Autism reference centres

Association francophone de parents d'enfants avec troubles de I'attachement
(French association of parents of children with attachment disorder)

Non-governmental organization protecting people in extreme poverty

Agence wallonne pour l'intégration des personnes handicapées (Walloon agency
for integration of disabled persons)

Bijzondere jeugdbijstand (Flemish youth care)
Common assessment framework

Child and adolescent mental health care services
Choice and partnership approach

Centra voor ambulante revalidatie / Centres de rééducation ambulatoire (The
ambulatory rehabilitation centres)

Centra voor algemeen welzijnswerk (Social service centres)
Comités voor bijzondere jeugdzorg (Youth care office)

Centra voor geestelijke gezondheidszorg / Centres de santé mentale (Specialist
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Centres médico-psychologiques (Medico- psychological centres)
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CMPP Centres Médico-Psycho-Pédagogiques (Medico-psycho-pedagogical centres)

NRZV /CNEH Nationale Raad voor Ziekenhuisvoorzieningen / Conseil National des
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FOR-K
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FSPST / PSTS

FUNDP
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European Association for Children in Hospitals Charter aka Leiden Charter

Ecole des parents et des éducateurs (French association providing continuous
education to parents and educators)

Forum des Associations de Généralistes Francophones (French Forum of the GPs
associations)

French speaking

Observation and treatment centres

Forensic K-beds (Child and adolescent psychiatric beds for youth offenders)
Federal public service

Fédération des Structures Psycho-Socio- Thérapeutiques / Psycho-sociale
therapeutische structuren

Facultés universitaires Notre- Dame de la Paix , Namur

Geestelijke Gezondheidszorg
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MPD / MPG / RPM

MPIs /IMEs
NGOs

NCHF / FNRzV
/ICNEH
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Geestelijke Gezondheidszorg voor kinderen en jongeren
General practitioner

Health of the nation outcome scales for children and adolescents
Health Services Research

Hbpital Universitaire Des Enfants Reine Fabiola / Universitair KinderZiekenhuis
Koningin Fabiola (Queen Fabiola's Children University Hospital)

International Classification of Diseases, 10th Edition

Institut de formation a l'intervention en santé mentale (French training institute for
mental health professionals )

Institutions publiques de protection de la jeunesse (Public service for youth
protection)

Intellectual Technology

Institut Wallon pour la Santé Mentale (Walloon Institute for Mental Health)
Koninklijk besluit / Arrété Royal (Royal decree)

Belgian Healthcare Knowledge Centre

Katholieke Universiteit Leuven

Ligue Bruxelloise Francophone pour la Santé Mentale

Centrum voor zorgonderzoek en consultancy

Associations opened to children from birth to 3 years old and entourage

Minimal psychiatric data / Minimale psychiatrische gegevens / Résumé
psychiatrique minimum

Medical pedagogical institutes / Instituts Médico-éducatifs
Non-governmental organizations

National council of hospital facilities / Nationale Raad voor
Ziekenhuisvoorzieningen / Conseil National des Etablissements Hospitaliers
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NIHDI / RIZIV [ INAMI

NL
NRzV / CNEH

OBC
OEJAJ

ONE

PHARE

PMS
RCT
SAl

SAJ
SAJINS

SAP

SAS

SASPE

SEN

Similes

SOC

SOS children
SPJ

National institute for health and disability insurance / Rijksinstituut voor Ziekte-en
Invaliditeitsverzekering / Institut national d'assurance maladie-invalidité

Dutch speaking

Nationale Raad voor Ziekenhuisvoorzieningen / Conseil National des
Etablissements Hospitaliers (National council of hospital facilities)

Observation and treatment centres

Observatoire de I'Enfance, de la Jeunesse et de I'Aide a la Jeunesse (French
Community Research Observatory)

Office de la naissance et de I'enfance (French Community Child and maternity
centre)

Personne Handicapée Autonomie Recherché / Service Bruxellois Francophone
des Personnes Handicapées

Psycho-medico-social centre / Psycho-Medizinisch-Soziales Zentrum
Randomized Controlled Trial

Services d'aide a I'intégration (Integration support centre)

Service d'aide a la jeunesse (Social care office)

Services d'accueil de jour pour jeunes non scolarisables (Day centres for
youngsters, unable to attend school)

Services d'aide précoce (Early care centres)

Services d’Accrochage Scolaire

Services d'accueil spécialisés de la petite enfance (Specialised maternity centres)
Steunpunt expertise netwerken / Centres for expertise networks

Association supporting family of mental health patients

Systems of Care approach

Equipes SOS Enfants (Confidential centres on child abuse and neglect)

Service de protection judiciaire (Judicial protection centres)
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SRJ
SSM

TDAH

UCL IRSS

ULB

ULg

UNCRC

UNICEF Belgique
UK

us

VAPH

VK

VGG

Watnu
WHO

Services résidentiels pour jeunes (Residential youth centres)

Services de santé mentale (Mental health centre) or Soins de santé mentale
(mental healthcare)

Le trouble déficitaire de I'attention avec ou sans hyperactivité (French association
for mental health)

Institut de recherche santé et société de I'Université catholique de Louvain
Université Libre de Bruxelles

Université de Liege

The United Nations Declaration on the Rights of the Child

United Nations Children Fund

United Kingdom

United States of America

Vlaams agentschap voor personen met een handicap (Flemish agency for
disabled persons)

Vertrouwenscentra Kindermishandeling (Confidential centres on child abuse and
neglect)

Vlaamse vereniging geestelijke gezondheid
Vlaamse Vereniging Autisme (Flemish association for mental health)
Flemish association for parents of children with reactive attachment disorder

World Health Organization
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1. INLEIDING, CONTEXT EN METHODEN

1.1. Een systeem in ernstige moeilijkheden

In 2005 riep de Wereldgezondheidsorganisatie (WGO) op tot een nationale
aanpak van geestelijke gezondheidszorg (GGZ) voor kinderen en
jongeren. ? Eén van de redenen was het feit dat veel landen het moeilijk
hadden met het uitwerken van een coherente en effectieve strategie voor
het omgaan met deze complexe behoefte. Deze problematiek heeft niet
alleen een invloed op het kind, maar vaak ook op het gezin en de ruimere
leefomgeving. Talrijke actoren worden op één of andere manier betrokken
bij de preventie en het management van deze problemen waardoor elke
mogelijke oplossing onvermijdelijk veel moeilijker en complexer wordt.
Hoewel er een ruime consensus bestaat over het feit dat het huidige
Belgische geestelijke gezondheidszorgsysteem voor kinderen en jongeren
(GGZKJ) worstelt met talrijke problemen, bestaat er tot op heden nog geen
duidelijke strategie op het vlak van de organisatie van geestelijke
gezondheidszorg voor kinderen en jongeren. Net zoals in andere landen
concentreerden hervormingen zich op de sector van de geestelijke
gezondheidszorg voor volwassenen. Deze sector, die traditioneel werd
gekenmerkt door opvang in grote geisoleerde instituten, werd geleidelijk
omgevormd tot een "balanced care" model (gebalanceerde zorg). Dit
model impliceert dat de aangeboden zorg zo kort mogelijk bij de eigen
leefwereld van de patiént wordt geleverd en enkel indien echt nodig in een
instelling.3

Het is duidelijk dat ook de GGZ voor kinderen en jongeren dringend nood
heeft aan een aanpak sui generis. Het KCE werd gevraagd om een
onderzoek uit te voeren dat een bijdrage zou kunnen leveren aan de
hervorming van het GGZKJ-systeem. In een recent rapport van de
Nationale raad voor ziekenhuisvoorzieningen (NRZV/CNEH) werd op basis
van de consultatie van experten een analyse gemaakt van de huidige
problemen evenals werden er suggesties aangereikt voor een toekomstig
en efficiénter systeem. Dit document was erg nuttig voor dit onderzoek, en
onze besluiten en aanbevelingen zullen, waar dit wenselijk is, afgestemd
worden met dit advies.
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1.2. Vier redenen voor een dringende hervorming,
aangepast aan de noden van kinderen en jongeren

Ten eerste, geestelijke gezondheidsproblemen bij kinderen en jongeren
zijn niet zeldzaam. De WGO schat de prevalentie in Westerse landen op
ongeveer 20%. Ongeveer 5% zou een klinische tussenkomst nodig
hebben.**

Ten tweede lijkt er een zeer grote mate van continuiteit te bestaan tussen
problemen in de kindertijd en de adolescentie, en die op volwassen
Ieeftijd.5 Volgens de WGO begint zo'n 50% van de mentale problemen bij
volwassenen voor de leeftijd van 14jaar.6 Er wordt op gewezen dat
gepaste interventies in de kindertijd en de adolescentie de gezondheid van
de bevolking in grote mate ten goede zou komen, terwijl ook de uitkomsten
voor de betrokkenen jongeren zouden verbeteren.?

Ten derde wordt algemeen aanvaard dat een aangepast beleid op het vlak
van geestelijke gezondheidszorg voor kinderen en jongeren ook rekening
houdt met de verschillende fasen in hun ontwikkeling. De verschillende
ontwikkelingsfasen die kinderen en jongeren doorlopen, hebben een
sterke impact op hun kwetsbaarheid voor aandoeningen, op hoe de
aandoening tot uiting komt en hoe ze zou moeten worden behandeld. " ®

Kenmerkend is ook dat de sector van de GGZ voor kinderen en jongeren
pas veel later is ontstaan dan de sector voor volwassenen en dus geen
traditie kent van grote geisoleerde instellingen (de gemiddelde
verblijfsduur in een psychiatriebed voor kinderen (K-bed) bedroeg 40
dagen in 2007).°
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1.3. Een complex probleem dat een multidimensionale
aanpak vereist

Omdat het probleem uiterst complex is en de eventueel voorgestelde
oplossingselementen zeer contextgebonden zijn, werden verschillende
benaderingen op een innovatieve manier gecombineerd. Het onderzoek
werd gesplitst in twee delen.

Een eerste deel dat in november 2011 werd gepubliceerd, evalueerde de
bestaande wetenschappelijke kennis op het gebied van de organisatie van
de GGZ bij kinderen en jongeren door middel van een literatuurstudie en
een analyse van recente hervormingen in Brits-Columbia (Canada),
Nederland, het VK en Frankrijk.9

Het doel van het tweede deel, en onderwerp van dit rapport, was de
contouren van een toekomstig Belgisch GGZ-beleid voor kinderen en
jongeren uit te werken op basis van een participatief proces (stakeholder
involvement) door verder te bouwen op de (beperkte) wetenschappelijke
basis waarover in deel | van de KCE-studie® en andere gerelateerde KCE-
studies gerapporteerd werd.'> (zie figuur 1)

1.3.1. Methodologie

De gebruikte benadering is geinspireerd op de “Soft Systems
Methodology”. Hierbij wordt de input van stakeholders bevraagd via een
participatief proces.12 In het huidig onderzoek werd deze informatie
aangevuld met informatie uit de literatuur en bestaande documenten®
1 Beide bronnen werden gebruikt om:

(1) een diagnostische analyse uit te voeren van het bestaande GGZ-
systeem voor kinderen en jongeren en

(2) om oplossingselementen te identificeren die zouden kunnen
geintegreerd worden in een toekomstig, doeltreffender systeem.
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Figuur 1: Conceptuele voorstelling van het onderzoeksproces

Participatief proces
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activiteitenmodel
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analyse Stakeholder
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Bestaande literatuur
& documenten

Het participatief proces

Het participatief proces werd georganiseerd rond Vvijf stakeholder
consultaties. Deze bijeenkomsten werden afzonderlijk georganiseerd voor
de Franstalige en Nederlandstalige stakeholders aangezien er naast de
taalverschillen ook institutionele en therapeutische verschillen zijn (zie
tabel 1).

Aan de hand van desk-research en contactpersonen uit ons bestaande
netwerk werd een lijst van relevante stakeholders in de GGZ voor
kinderen en jongeren opgesteld. Uit deze lijst werden personen
uitgenodigd voor één of meer van de verschillende stakeholder-
bevragingen.

Het participatief proces werd beperkt tot professionele, deskundige en
institutionele stakeholders. Het perspectief van kinderen en jongeren werd
slechts indirect bevraagd via vertegenwoordigers van
patiéntenverenigingen en zelfhulpgroepen. In totaal namen 66
verschillende stakeholders deel aan één of meer evenementen. Per

stakeholder consultatie waren ongeveer één derde van de aanwezigen
kinderpsychiaters. De oververtegenwoordiging van deze beroepsgroep
was doelbewust omwille van hun deskundigheid, autoriteit en cruciale rol
in het huidige systeem, maar bracht wel een zekere mate van bias met
zich mee. Een gedetailleerde beschrijving van de profielen van de
stakeholders kan worden geraadpleegd in de rubrieken 2.2.2.1 en 2.2.2.2
van het wetenschappelijk rapport.

1.3.2. Outputs

Aan de hand van de diagnostische analyse en de oplossingselementen
werden de volgende twee output-sets gecreéerd.

1. De root definitie (doel/ raison d'étre) en activiteitenmodel (of
conceptueel model van vereiste activiteiten) bakenen de contouren
van het toekomstige GGZKJ-systeem af. Het stelt een geidealiseerd
systeem voor zonder reeds de grenzen, juridische status, middelen,
vermogen, enz. te specificeren. We namen deze stap om duidelijk te
maken wat het doel van het GGZKJ-systeem is en welke activiteiten
vereist zijn om dit doel te ondersteunen.

2. In de volgende stap vergeleken we het huidige Belgische GGZKJ-
systeem met dit geidealiseerde systeem (d.w.z. stakeholder
mapping) om overlappingen en leemtes vast te stellen (d.w.z. gap-
analyse). Door deze oefening konden we ons een duidelijk beeld
vormen over welke gebieden prioritair moeten worden hervormd.

Dit proces resulteerde in de andere output: een set van strategische
aanbevelingen die de algemene contouren aangeven die
geoperationaliseerd moeten worden door de beleidsmakers, de
beheerders en de professionele zorgverleners.

Het onderzoek behandelt niet het effectieve scala aan specifieke
initiatieven die zouden moeten worden genomen om de hervorming te
realiseren. De keuze van specifieke programma'’s, diensten of activiteiten
moeten echter passen binnen de contouren die worden ontwikkeld in dit
onderzoek.
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Tabel 1: Beschrijving van het participatief proces
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Activiteit Periode Doel van de activiteit Type stakeholder Aantal deelnemers
Verkennende Juli- Om de zienswijze van deskundigen over het Invloedrijke stakeholders uit de kinder- en jeugd 5 Franstaligen
gespreksronde  September huidige GGZKJ-systeem te onderzoeken GGz 5 Nederlandstaligen
2011 Om een gevoel te krijgen over de
machtsverhoudingen en de ‘culturele
haalbaarheid’ van veranderingen.
Initiéle ronde- September Om de zienswijze van deskundigen te Mix van profielen: (d.i. gezondheidswerkers, 17 Franstaligen
tafelgesprekken 2011 onderzoeken over de huidige problemen en beheerders, beleidsmakers, academici) Uit 13 Nederlandstaligen
knelpunten in de kinder- en jeugd GGZ verschillende sectoren (ambulante en residentiéle
alsook over de oplossingselementen voor gespecialiseerde geestelijike gezondheidszorg,
een toekomstig, doeltreffender systeem eerstelijnszorg, verwante sectoren zoals scholen,
jeugdrecht en welzijnszorg)
Validatie Oktober Om een eerste versie van de root definitie en  Mix van profielen: (d.i. gezondheidswerkers, 23 Franstaligen
workshop 2011 activiteitenmodel  te  bespreken en te beheerders, beleidsmakers, academici) Uit 20 Nederlandstaligen
verbeteren verschillende sectoren (ambulante en residentiéle
gespecialiseerde geestelike gezondheidszorg,
eerstelijnszorg, verwante sectoren zoals scholen,
jeugdrecht en welzijnszorg)
Consultatie November  Om een invloedrijk aantal stakeholders een Erg invioedrijke stakeholders uit de GGZ-sector 9 Franstaligen
workshop 2011 - betere gelegenheid te bieden om hun mening voor kinderen en jongeren en uit andere sectoren g Nederlandstaligen
Januari kenbaar te maken, en sommige van de van kinder- en jeugdzorg
2012) punten toe te lichten die in de validatie
workshop naar voren waren gekomen
Om een aantal aanvullende perspectieven op
te nemen, vooral van beroepsmensen uit de
jeugdzorg
Consolidatie Januari Om het definitieve ontwerp van Mix van profielen: (d.i. gezondheidswerkers, 17 Franstaligen
workshop 2012 beleidsaanbevelingen te bespreken en te beheerders, beleidsmakers, academici) uit

verbeteren

verschillende sectoren (ambulante en residentiéle
gespecialiseerde geestelijke gezondheidszorg,
eerstelijnszorg, verwante sectoren zoals scholen,
jeugdrecht en welzijnszorg)

17 Nederlandstaligen
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2. PROBLEEMGEBIEDEN
GEIDENTIFICEERD DOOR DE
STAKEHOLDERS

Tildens de verschillende ontmoetingen met stakeholders werden
verschillende probleemgebieden binnen het huidige GGZKJ-systeem
aangekaart. In deze paragraaf vatten we de voornaamste punten samen:;
In het wetenschappelijk rapport (figuur 2, rubriek 3.3) illustreert een
complexe figuur (waarin niet minder dan 36 problemen worden afgebeeld,
onderling verbonden met 60 pijlen) het onderlinge verband tussen de
verschillende wrijvingspunten. Voor een meer gedetailleerde
beschrijving, zie rubrieken 3.2; 3.3; 4.6.1; 5.1 van het wetenschappelijk
rapport.

2.1. Wachtlijsten

Er zijn lange wachtlijsten voor kinderen en jongeren, zowel bij ambulante
(CGG/SSM) als bij residentiéle diensten. Dit wordt beschouwd als een
kernfactor die bijdraagt tot de ondoeltreffendheid van het systeem, het
negatieve beeld van de sector, de slechte uitkomsten en suboptimale
ervaringen voor zowel kinderen als hun families. De volgende redenen
werden vermeld door de stakeholders:

e Gebrek aan diversiteit in het dienstenaanbod: Dienstverlening blijft
grotendeels beperkt tot de traditionele ambulante en residentiéle
diensten. Ambulante diensten blijken onvoldoende uitgebouwd en
inefficiént te zijn. Er is een gebrek aan urgentie- en crisisfaciliteiten en
aan mobiele "assertieve zorg". Over het algemeen kan het systeem
onvoldoende intensieve behandelingsmodaliteiten en -ondersteuning
bieden voor thuis- en gemeenschapszorg die een alternatief zouden
kunnen vormen voor een behandeling in residentiéle omgevingen.

e Capaciteitsproblemen versterken elkaar steeds weer: Er is een
dynamiek ontstaan waarbij 'de zwartepiet' van de ene dienst naar de
andere wordt doorgegeven: het gebrek aan ambulante capaciteit legt
meer druk op crisisfaciliteiten die snel oververzadigd zijn en de
kinderen doorsturen naar residentiéle faciliteiten waar ze eigenlijk niet
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thuishoren. Dit leidt tot een onaangepast en inefficiént gebruik van de
beschikbare capaciteit van dure, residentiéle faciliteiten.

e Een dynamiek van innovatieve en experimentele initiatieven die
geen deel uitmaken van een ruimer strategisch kader. Deze
initiatieven komen tegemoet aan echte noden, maar ze blijven
plaatselijk, raken erg snel verzadigd en dragen bij tot versnippering.
Bovendien werken ze als een soort 'veiligheidskleppen' die de druk
van het systeem laten waardoor ze uiteindelijk de inertie en weerstand
tegen hervorming van het systeem in stand houden. Omdat de
verschillende actoren uit de GGZKJ-sector ervaren dat deze nieuwe
diensten snel hun maximum capaciteit bereiken, zijn ze bovendien niet
snel geneigd om verder initiatieven te nemen.

2.2. Toenemende vraag

De stakeholders wijzen erop dat de vraag naar geestelijke
gezondheidszorg van kinderen, jongeren en hun families toeneemt. Ze
geven hiervoor volgende redenen op:

e De ‘doelgroep’-benadering: De lijst van mentale en
gedragsaandoeningen wordt steeds uitgebreider met een steeds fijner
onderscheid tussen de verschillende aandoeningen, waardoor deze
benadering zijn eigen vraag creéert en versterkt, zowel van gebruikers
als van zorgverleners (laatstgenoemde groep wil hun bestaansreden in
stand houden).

e Mentale gezondheidsproblemen lijken steeds ernstiger en
complexer te zijn: Dit hangt waarschijnlijk samen met ruimere
maatschappelijke ontwikkelingen.

e Wachtlijsten stimuleren de vraag: Omdat mensen zich bewust zijn
van de knelpunten registreren ze zich vaak bij verschillende
toegangskanalen tegelijk in de hoop zo sneller toegang tot het
systeem te krijgen. Hierdoor nemen wachtlijsten proporties aan die
niet overeenstemmen met de realiteit. Dit probleem hangt samen met
de diffuse en ongestructureerde toegang tot het GGZKJ-systeem.
De doeltreffendheid van het contact tussen eerstelijnsdiensten (bijv.
advies op school, jeugdzorg, huisartsen) en gespecialiseerde diensten
wordt geremd door de versnippering en door een gebrek aan
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vaardigheden op het vlak van geestelijke gezondheidszorg bij de niet-
gespecialiseerden hulp- en dienstverlening.

2.3. Geen duidelijke overkoepelende visie

Ondanks de consensus dat kinderen niet mogen worden beschouwd
als kleine volwassenen (één van de argumenten voor een aparte visie,
beleid en plan voor GGZ voor kinderen en jongeren), zijn er tal van andere
punten waarover er helemaal geen consensus is. Omdat er geen
duidelijk beeld is van de doelstellingen van het systeem, wordt het
aangedreven door de belangen van de instellingen eerder dan door de
noden van jongeren en hun families.

Uit de stakeholder-ontmoetingen kwamen vier belangrijke
sleutelelementen voor een visie over GGZ voor kinderen en jongeren naar
voren:

e Scope: Richt het systeem zich uitsluitend op het kind of ook op de
ruimere maatschappelijke context van het kind (bijv. familie, school en
gemeenschap)? Het bestaande systeem houdt onvoldoende rekening
met deze maatschappelijke omgeving.

e Rol van kind en familie: ‘Familie-gestuuurde’ zorg tot dogma
verheffen, is zinloos volgens de stakeholders. Het is vaak moeilijk om
kinderen en jongeren (of hun familie) te beschouwen als deskundigen
inzake hun eigen problemen. Volgens de stakeholders is het wenselijk
om na grondige evaluatie geval per geval te beslissen in welke mate
kinderen, jongeren en hun familie betrokken worden bij het uittekenen
van het zorgtraject.

e Ontwikkelingsperspectief: De noden en uitdagingen van jongeren
evolueren wanneer ze jongvolwassenen worden. In welke mate kan
en wil een systeem van geestelijke gezondheidszorg zijn interventies
aanpassen aan deze verschillende ontwikkelingsfasen?

e Benadering doelgroep vs populatiegroep: Het is nodig om een
evenwicht te vinden tussen het helpen van jongeren met
diagnosticeerbare aandoeningen, en een ‘bredere benadering van de
volksgezondheid' met strategieén voor de bevordering van de mentale
gezondheid, preventieve acties, vroegtijdige opsporing en interventie.
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2.4. Ontbreken van een transparant evaluatiekader

Omdat een duidelijke visie en doelstellingen ontbreken, zijn er ook geen
duidelijk omlijnde uitkomsten die worden nagestreefd. Dit is nochtans, met
het oog op beter resultaten, nodig om een GGZKJ-systeem en de
dienstverlening verder gericht te kunnen uitbouwen. Evaluatiemethoden
ontbreken, of zijn ongeschikt. De bestaande systemen (bijv. RMP/MPG)
verhogen de administratieve last van de zorgverleners, maar worden
nauwelijks of helemaal niet gebruikt bij besluitvorming en
kwaliteitsverbetering, noch op het niveau van het systeem, noch op het
niveau van de dienstverlening.

De diagnostische analyse van GGZ voor kinderen en jongeren: een
zogenaamd ‘wicked problem’ (netelig probleem) - zie ook Figuur 2

Er bestond een ruime consensus bij de stakeholders over de
problematische toestand waarin de GGZ-sector voor kinderen en jongeren
zich bevindt. Er werden verschillende probleemgebieden geidentificeerd
(zie hierboven 2.1- 2.4), zoals lange wachtlijsten, een groeiende vraag,
een gebrek aan een duidelijk overkoepelende visie en een transparant
evaluatiekader. De problemen hangen duidelijk onderling samen en het
systeem lijdt aan versnippering, inefficiéntie en suboptimale zorg.

Terwijl de laatste jaren veel vernieuwende lokale initiatieven van beneden
af werden genomen, slaagde het systeem van de kinder- en jeugd GGZ in
zijn geheel er niet in zich aan te passen. Deze mislukkingen uit het
verleden hebben geleid tot wantrouwen tussen actoren en sectoren en
ongeloof in de wil tot verandering van de andere partij.

Toch was er bij de stakeholders een sterke weerstand tegen top-down
formalisering en controle. Er bestaat dus dualiteit tussen de sterke
voorkeur voor een bottom-up benadering, en de moeilijkheid om effectieve
samenwerkingsinitiatieven tot stand te brengen.

De globale conclusie van de diagnostische analyse is dat de GGZKJ-
sector wordt geconfronteerd met een netelig probleem dat resulteert in een
'lock-in'-toestand. Het is duidelijk dat snelle oplossingen op korte
termijn niet zullen volstaan om het probleem te verhelpen.
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Figuur 2: De GGZ voor kinderen en jongeren: een netelig probleem
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3. WAT MOET EEN IDEAAL GGZ-SYSTEEM
VOOR KINDEREN EN JONGEREN
KUNNEN BIEDEN?

3.1. Root definitie of doel

In deze rubriek beschrijven we de ontwikkeling van een root definitie voor
een hervorming van de Belgische GGZKJ-sector, evenals de functionele
activiteiten die nodig zijn om het doel van een dergelijk systeem te
bereiken(d.i. activiteitenmodel). Beide methoden zijn ontleend aan de "Soft
Systems Methodology".

Een root definitie legt de missie van een bepaalde organisatie niet vast
maar drukt het doel uit van een geidealiseerd systeem dat organisatorisch
kan worden verwezenlijkt op veel verschillende manieren en door de
betrokkenheid van talrijke actoren. Het is een beschrijving van de unieke
bijdrage (het 'doel’) dat het systeem moet leveren:

Een systeem dat eigendom is van O en wordt beheerd door A, om X bij Y
uit te voeren voor klanten C om Z te bereiken binnen de beperkingen E"*

Actoren A: mensen en organisaties die betrokken zijn bij het werkelijk
implementeren van het doel van het systeem.

Eigenaar O: actor(en) die in staat is (zijn) om het systeem te wijzigen of
stop te zetten en waarvan men dus kan zeggen dat ze er eigenaar van
zZijn.

Omgevingsbeperkingen E: externe omstandigheden die de werking van
het systeem beinvlioeden,

De Y-elementen specificeren hoe dit doel wordt gerealiseerd. Bijkomende
kwalificaties zorgen voor een ruimere kadrering van het basisdoel.
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De root definitie en het activiteitenmodel (beschreven in de volgende
rubriek) zijn gebaseerd op inzichten afkomstig van:

e De diagnostische analyse (knelpunten en wrijvingspunten in het
bestaande systeem die moeten worden vermeden);

e Inzichten afkomstig uit oplossingselementen die werden voorgesteld
door stakeholders;

e ‘Systems of care’, het dominante raamwerk in de literatuur over
organisatorische vormen in GGZ voor kinderen en jongeren®;

e Andere KCE-rapporten binnen dit onderzoeksgebied* **;

e Het NRZV/CNEH-advies";

e Diepgaande gesprekken met stakeholders (zie wetenschappelijk
rapport: 4.5 en 4.6)

3.1.1. Kerndoelstelling van het toekomstige GGZ-systeem voor
kinderen en jongeren in Belgié

"Het kinder- en jeugd GGZ-systeem biedt een heel gamma
dienstverleningen (X) voor kinderen en jongeren met geestelijke
gezondheidsproblemen, of voor kinderen en jongeren met risico daarop,
en hun families (C), om deze jongeren te helpen hun welzijn en hun
ontwikkelingspotentieel te verhogen, thuis, op school, in de gemeenschap
en doorheen hun levensloop (2)."

Een heel gamma dienstverleningen (X), ...

De verleende diensten omvatten promotie, preventie, 'zorg-georiénteerde’
en gespecialiseerde geestelijke gezondheidszorg. Dit uitgebreide doel van
de diensten van de GGZ voor kinderen en jon%eren is in overeenstemming
met de literatuur® **, het NRZV/CNEH-advies™ en wordt ondersteund door
de stakeholders (wetenschappelijk rapport rubrieken 4.1.1 and 4.1.2).

... geleverd door talrijke verschillende actoren (A), binnen en buiten
de gezondheidszorg, ...

De manier waarop het toekomstige kind- en jeugd GGZ-systeem zal
worden georganiseerd behoort niet tot de root definitie. De algemene
doeleinden die samengevat worden door de root definitie moeten echter
worden gerealiseerd door de bijdragen van veel verschillende actoren,
zorgverleners en andere partijen (geestelijke gezondheidszorg, sociale
diensten, opleiding, somatische zorg, gehandicaptenzorg, verslavingszorg,
justitie, andere partijen).
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... met gedeeld eigenaarschap (0), ...

Het toekomstige kind- en jeugd GGZ-systeem kan gemandateerd zijn door
zowel de federale overheid als de Gewesten en de Gemeenschappen.

... maar binnen bepaalde beperkingen (E), ...

Uit de bestaande literatuur en documenten, komt naar voren dat een
beperkt budget en aanzienlijke institutionele en sectorale versnippering
omstandigheden zijn die een belangrijke invioed zullen blijven uitoefenen
op de GGZ-sector voor kinderen en jongeren.

... voor alle kinderen, hun familie en omgeving (C), ...

Het GGZKJ-systeem zou alle kinderen moeten helpen bij het ontwikkelen
van hun psychosociale vaardigheden, terwijl de kerndoelstelling (zorg
verlenen) wordt toegespitst op kinderen met problemen. Een beslissing
over een verdeelsleutel bij de toewijzing van middelen aan de algemene
bevolking versus jongeren met geestelijke gezondheidsproblemen is een
beleidskeuze.

Het is daarnaast ook wenselijk om de familie en de omgeving waarin het
kind functioneert (d.w.z. school en gemeenschap) sterker te betrekken. De
stakeholders wijzen erop dat de relatie tussen kinderen en hun families
niet altijd zonder conflicten en complicaties verloopt. Zo kan, bijvoorbeeld,
het gezinsleven verstoord zijn of juist een deel zijn van het probleem van
de jongere. Daarom stelden zij voor om de term ‘family-driven' (familie-
gestuurde zorg, een prominent aspect uit de 'Systems of care'-
benadering™*) niet te behouden als een apart element in de root definitie.

... om hen te helpen beter te functioneren, nu en in de toekomst (2).

Het uiteindelijke doel van de diensten die aan deze jongeren worden
verleend, is het verhogen van hun welzijn en hun ontwikkelingspotentieel,
doorheen hun levensloop. Dat wil echter niet zeggen dat Kklinische
uitkomsten niet belangrijk zijn. Maar de stakeholders stonden weigerachtig
tegenover het gebruik van een te ‘functionalistische' taal om naar deze
uitkomsten te verwijzen. Ze benadrukten het belang van ‘welzijn' en
‘ontwikkeling'. Dit stemt overeen met de definitie van de 'Systems of care’-
benadering™ evenals met het NRZV/CNEH-advies™® dat verklaart dat
'herstel of integratie' en de 'maximaal bereikbare deelname aan de
maatschappij' het uiteindelijke doel van de zorg moet zijn.
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3.1.2. Negen bijkomende kwalificaties die specificeren hoe het
systeem zou moeten functioneren (Y)

Op ethische waarden gebaseerd

Professionele zorgverleners hebben nood aan duidelijke ethische
richtlijnen om de spanningen en de dilemma'’s rond het kind te navigeren.
Deze waarden zijn een noodzakelijke (maar ontoereikende) voorwaarde
om bij te dragen tot het welzijn en de ontwikkeling van jongeren. De
'Systems of care'-benadering legt de nadruk op sterke basiswaarden die
verankerd zitten in de rechten van het kind. Toegankelijkheid en
personalisering van dienstverlening en het mondig maken van kinderen en
families om verantwoordelijkheid op te nemen voor hun eigen zorgtraject,
worden beklemtoond.* Het NRZV/CNEH-advies benadrukt eveneens het
belang van het toegankelijke karakter van de zorg, maar is meer
terughoudend over de rol van de familie.*®

Professionele ondersteuning

Het definiéren van de scope van de GGZ-sector voor kinderen en jongeren
buiten de gespecialiseerde zorg en het meer benadrukken van de thuis- en
gemeenschapszorg, betekent echter niet dat eender wie zomaar kan
worden aangeduid als zorgverlener. Tijdens de rondetafelgesprekken werd
aangevoerd dat zorgverlening in de ruime betekenis van het woord steeds
in alle omstandigheden moet worden gekoppeld aan de vereiste expertise.
Het NRZV/CNEH- advies wijdt een apart hoofdstuk aan de steeds groter
wordende kloof in competenties en raadt aan om welzijnswerk te belonen
en zorgverleners en opvoedkundigen in aangrenzende sectoren te
steunen bij het ontwikkelen van hun vaardigheden op het vlak van
geestelijke gezondheidszorg.*

Evidence-based

De evidence-based praktijk wordt benadrukt als een belangrijke waarde in
de internationale literatuur over GGZ voor kinderen en jongeren.* * Er
zijn innovatieve programma's, diensten en zorgprogramma's die hun
waarde nog niet bewezen hebben, maar die erg veelbelovend zijn en/of
waarvan wordt verwacht dat ze zullen helpen bij het bereiken van de
uitkomsten die belangrijk zijn voor kinderen, jongeren en hun families. De
term evidence-based moet voldoende ruimte en ondersteuning bieden
(bijv. onderzoeksprogramma's) voor deze veelbelovende benaderingen. Er
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is immers een vrees bij de stakeholders dat het potentieel voor innovatie
ondermijnd zal worden door de vereiste om zich strikt aan
wetenschappelijk gevalideerde protocollen te houden.

Gecoordineerd

Versnippering werd geidentificeerd als één van de kernproblemen die de
efficiéntie en effectiviteit van het GGZ-systeem voor kinderen en jongeren
in Belgié, maar ook in andere landen, ondermijnt.9 Vandaar dat een
verbeterde 'codrdinatie’ één van de sleutelvereisten is voor het
toekomstige systeem. Dit wordt ondersteund door de stakeholders, de
internationale literatuur en de ‘best practices’ in andere landen®. Ook het
NRZV/CNEH -advies pleit voor meer effectieve samenwerking tussen
residentiéle en ambulante diensten. Het stelt ook een belangrijke ‘consult-
en externe liaisonfunctie voor om codrdinatie naar andere zorgdomeinen
te verzekeren.™

De uitbouw van netwerken

Zorgnetwerken zijn (meestal) regionaal gedefinieerde clusters van
verschillende zorgverleners - van basis jeugdzorg tot gespecialiseerde,
residentiéle faciliteiten- die hun activiteiten cotrdineren ter ondersteuning
van één of meer zorgtrajecten. Netwerken speelden ook een prominente
rol bij de hervorming van de sector van de geestelijke gezondheidszorg
voor volwassenen (deze concepten werden wettelijk vastgelegd in art. 11
van de Ziekenhuiswet).®

Gepersonaliseerd

De ‘Systems of care’-benadering pleit voor een gepersonaliseerde manier
van zorgverlening, vooral voor jongeren met complexe uitdagingen op het
vlak van geestelijke gezondheidszorg.14 ‘Wraparound’  brengt
ondersteunende diensten uit de normale leefomgeving van het kind, basis
jeugdzorg en gespecialiseerde geestelijke gezondheidszorg samen in
flexibele en klantgerichte groeperingen.g'14 Het NRZV/CNEH-advies pleit
voor een benadering die zich richt op de verschillende componenten uit de
omgeving van het kind op basis van een geindividualiseerd zorgplan.*® De
stakeholders spraken hun bezorgdheid uit over het feit dat de zorg vaak op
een ‘ad hoc’ manier wordt gestuurd door de beschikbare capaciteit en
diensten eerder dan door de noden van de jongere en diens familie.
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Aangepast aan de ontwikkelingsfase

Stakeholders raden aan om de ontwikkelingsfase waarin de jongere zich
bevindt op te nemen in het uitwerken van een GGZ-systeem voor kinderen
en jongeren (zie hierboven).

Cultureel aangepast

Zorgverleners moeten de patiént in zijn/haar eigen taal kunnen
aanspreken en rekening houden met culturele gevoeligheden. Dit is een
sleutelelement uit de 'Systems of care‘-benadering.14

Verleend in de minst restrictieve omgeving mogelijk

Diensten worden verleend in de minst restrictieve, klinisch
gerechtvaardigde omgeving mogelijk. Dit basisprincipe van de ‘Systems of
care’-benadering14 werd ondersteund door de stakeholders. Het
NRZV/CNEH- advies ondersteunt dit eveneens wanneer het pleit voor een
verschuiving van het zwaartepunt van de zorg van de residentiéle naar de
ambulante faciliteiten.*®

3.1.3. Uitgebreide root definitie

In het licht van deze kwalificaties kan de root definitie nu als volgt worden
weergegeven:
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3.2. Activiteitenmodel

Op basis van deze root definitie werd het 'activiteitenmodel’ ontwikkeld.
Dit bevat de activiteiten die nodig zijn om de doelstelling van het systeem
te realiseren.

Het activiteitenmodel is een synthetische voorstelling van een
werksysteem, en toont de activiteiten die moeten worden uitgevoerd om de
doelstellingen van het systeem te realiseren.

Het geeft geen werkelijk bestaand systeem weer, maar wel een
geidealiseerd systeem dat in staat is om de unieke bijdrage te leveren die
wordt samengevat in de root definitie. Het bestaat uit een set van
‘functionele activiteiten'. Het activiteitenmodel bevat werkwoorden, geen
namen.

Het is erg waarschijnlijk dat personen die tot een hele reeks verschillende
organisaties en diensten behoren een bijdrage zullen leveren aan deze
activiteiten. Vandaar dat de grenzen die het activiteitenmodel afbakenen
niet moeten worden gezien als organisatorische grenzen.

Het kinder- en jeugd GGZ-systeem is een hele reeks op ethische waarden
gebaseerde, professioneel ondersteunde en evidence-based
dienstverlening voor kinderen en jongeren met geestelijke
gezondheidsproblemen, of voor kinderen en jongeren met risico daarop,
en hun leefomgeving. Deze diensten worden verleend op een
gecoordineerde manier, aangepast aan hun persoonlijke ontwikkeling en
culturele noden, in de minst restrictieve omgeving die mogelijk en klinisch
aanvaardbaar is, om deze jongeren te helpen hun welzijn en hun
ontwikkelingspotentieel te verhogen, thuis, op school, in de gemeenschap
en doorheen hun levensloop."

3.2.1. Functionele modules

Het model bestaat uit 35 verschillende activiteiten, gegroepeerd in 9
functionele modules:

1. Zorg plannen, aanbieden en cotrdineren;

2. De toegang tot /opname in de zorg beheren;

3. Dienstverlening in een crisis/noodsituatie leveren;

4. Een spectrum van diensten ontwikkelen en ondersteunen;

5. Ondersteuning bieden aan families, andere zorgverleners en jongeren

als partners in de zorg;

6. Activiteiten op het vlak van preventie en van de ontwikkeling van
levensvaardigheden,;

7. Vroege identificatie-activiteiten;
8. De zorgmodellen ontwikkelen en verfijnen;
9. Systeemmanagement en kwaliteitsverbetering.
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Module 1 - Zorg plannen, aanbieden en cotérdineren

De kernmodule van het GGZ-systeem voor kinderen en jongeren is het
verlenen van diensten. De module geeft niet de soort, plaats of uitvoerder
van de diensten aan. Er zijn 5 activiteiten die deel uitmaken van deze
module:

e Ontwikkelen/herzien van het gepersonalisserde zorgplan: Bij een
eenvoudige behandeling zal deze activiteit niet veel tijd of middelen
vergen. In meer complexere gevallen die bijv. een ‘wraparound'-
benadering vereisen, zal dit meer inspanningen vergen.

e Diensten en ondersteuning verlenen (bv. effectieve
dienstverlening): Deze kunnen eenvoudig en van korte duur zijn, ofwel
gecompliceerd en van langere duur. Diensten kunnen worden
verleend in de thuisomgeving, jeugdzorg, ambulante centra, of in
gespecialiseerde faciliteiten in psychiatrische ziekenhuizen. Idealiter
zullen deze diensten gemakkelijk toegankelijk zijn, gepersonaliseerd,
aangepast aan de culturele noden en worden verleend in de minst
restrictieve omgeving mogelijk.

e Zorgen voor coordinatie van de zorgen: Het codrdineren van
diensten binnen en buiten de sector van de geestelijke
gezondheidszorg is een vereiste die is opgenomen in de root definitie.
Vandaar dat hieraan middelen moeten worden toegekend.

e De vooruitgang surveilleren en evalueren: Het verlenen van
zorgdiensten aan jongeren en hun families moet worden
gecontroleerd op doeltreffendheid. Deze activiteit genereert een
noodzakelijk feedbacksignaal dat professionele zorgverleners en
jongeren/familie een basis biedt om te beslissen over de aard en de
uitgebreidheid van het zorgtraject.

e IT-ondersteuning & gegevensverzameling ontwikkelen:
Codrdinatie, controle en evaluatie zullen afhangen van ten minste één
of andere vorm van informatiebeheer.
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Module 2 — Toegang tot/ opname in de zorg beheren

Er is een functionele module die de toegang van kinderen en jongeren tot
het zorgsysteem beheert. Deze module wordt ondersteund door 4
verschillende activiteiten:

e De verwijzingen filteren: Kinderen en jongeren kunnen geestelijke
gezondheidszorg zoeken via verschillende kanalen (urgentie- of
crisisfaciliteiten, scholen, huisartsen, kinderartsen, enz.). Via welk
kanaal ze ook komen, ze moeten bij de toegang tot het systeem
worden gescreend op basis van een goedgekeurd protocol.

e De verwijzingen aanvaarden en registreren: De screening zal
uitmaken of de jongere kan worden toegelaten tot de geestelijke
gezondheidszorg. Indien ja, zal de persoon worden geregistreerd. Of
dit een centrale registratie is of niet, wordt niet gespecificeerd in het
activiteitenmodel.

e De intensiteit van de vereiste zorg vaststellen: Na screening en
registratie moet worden beoordeeld welke zorgintensiteit nodig is.

e Jongeren/familie in contact brengen met dienstverlening en
ondersteuning: Afhankelijk van de beoordeling van de vereiste
zorgintensiteit, zal het kind/de jongere in contact worden gebracht met
de aangewezen diensten. Deze activiteit sluit dan aan op de activiteit
‘ontwikkelen/herzien van zorgplan' die deel uitmaakt van de
zorgmodule ‘Zorg plannen, aanbieden en codérdineren’.

De twee hierboven besproken modules vormen de ruggengraat van
zorgverlening in het GGZ-systeem voor kinderen en jongeren. Ze
moeten echter worden aangevuld met andere functionele modules zodat
het systeem kan werken in overeenstemming met de doelstellingen en de
vereisten opgenomen in de root definitie.
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Figuur 3: Activiteitenmodel
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Module 3 — Dienstverlening in een crisis/noodsituatie leveren

Het gebrek aan capaciteit voor zorgverlening in crisis/noodsituaties werd in
de diagnostische analyse aangeduid als een acuut probleem. Ook het
NRZV/CNEH-advies beveelt aan om meer hulpmiddelen toe te wijzen aan
deze functie.™® Twee activiteiten zijn opgenomen in het activiteitenmodel:

e Hulverlening bieden in crisis/ noodsituaties: Het activiteitenmodel
specificeert niet hoe en waar deze diensten moeten worden verleend
(bijv. mobiele teams of gespecialiseerde eenheden in centra voor
geestelijke gezondheidszorg of psychiatrische ziekenhuizen).

e In contact brengen met diensverlening en ondersteuning: Een
liaisonfunctie die aansluit op de module 'toegang beheren'.

Module 4 — Een spectrum van diensten ontwikkelen en
ondersteunen

Eén van de problemen van het huidige systeem is dat het dienstenaanbod
te beperkt is en teveel steunt op de residentiéle infrastructuren. ‘Systems
of care’ beveelt aan om de klinische en poliklinische dienstverlening aan te
vullen door ondersteunende diensten voor jongeren en families in de
normale leefomgeving.** Het NRZV/CNEH-advies stelt een verschuiving
voor naar ambulante diensten.”®> Welke mix van dienstverlening en welk
netwerk van zorgverleners ook als adequaat worden beschouwd in een
bepaald (geografisch)gebied, mensen moeten tijd en inspanningen leveren
om dit te ontwikkelen en te ondersteunen. De module bestaat uit 3
activiteiten:

e Een netwerk van dienstverleners ontwikkelen.

e De huidige diensteninfrastructuur evalueren: De ontwikkeling van
alternatieve zorg berust op een gap-analyse tussen de aard en
kwaliteit van de zorg en de infrastructuren die al aanwezig zijn in de
regio en de aard van de vraag naar zorgverlening.

e Het netwerk van zorgverstrekkers opleidingen in ‘evidence-
based’ praktijkvoering: Zorgverlening moet kunnen steunen op
professionele ondersteuning, en dit vereist opleiding.
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Module 5 — Ondersteuning bieden aan families en jongeren als
partners in de zorg

Een zorgsysteem dat de familie centraal stelt steunt op een actieve
rol van die families en andere zorgverleners bij het uitwerken van
het zorgtraject. De module bestaat uit 2 activiteiten:

e Formele en informele ondersteuning verlenen: Families moeten
worden ondersteund met informatie, coaching, steun van
gelijkgestemden, ‘respite care’ en andere formele en informele
diensten om deze rol op zich te nemen.

e Pleitbezorger van kinderen en hun familie voorzien: Een krachtig
pleidooi ten gunste van kinderen/jongeren met geestelijke
gezondheidsproblemen en hun familie is nodig om ondersteunende
dienstverlening te ontwikkelen.

Module 6 — Activiteiten op het vlak van preventie en van de
ontwikkeling van levensvaardigheden;

Er werd aangetoond dat preventieve programma's of vroegtijdige
interventies in scholen een positief effect hebben op de preventie van
angststoornissen en de ontwikkeling van zelfvertrouwen.® Ook de
‘Systems of care’-benadering ** kent een centrale rol toe aan preventie,
net zoals het NRZV/CNEH- advies.”> De module 'Preventie en
levensvaardigheden' in het activiteitenmodel bestaat uit 4 activiteiten.

e Ontplooien van preventieve activiteiten: Kernactiviteit voor
preventie waarmee tal van verschillende tussenkomsten in
verschillende omgevingen kunnen worden geassocieerd.

e Geestelijke gezondheid in scholen promoten: Deze activiteit richt
zich vooral op onderwijzers en kinderen in scholen.

e De levensvaardigheden van jongeren en hun familie versterken:
Een veeleisender leven met meer stress in de moderne maatschappij
(druk om te presteren, alomtegenwoordige technologie,
consumptiementaliteit, enz.) vereist aangepaste levensvaardigheden
van zowel kinderen als families.
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e De vaardigheden van ouders versterken: De stakeholders wezen
erop dat (de kwetsbaarheid van kinderen voor) geestelijke
gezondheidsproblemen toenemen door de achteruitgang van de
vaardigheden bij ouders. Deze activiteit heeft tot doel om de
ouderlijke/omgevingsfactoren die leiden tot geestelijke
gezondheidsproblemen bij jongeren aan te pakken.

Module 7 — Vroege identificatie-activiteiten

Er bestaat consensus dat een vroegtijdige opsporing van geestelijke
gezondheidsproblemen bij kinderen belangrijk is, aangezien een tijdige
tussenkomst een zeer belangrijke invioed kan hebben op de ontwikkeling
van deze problemen en op de levenskwaliteit van kinderen en hun familie,
en op het voorkomen van curatieve interventies later in het leven. Deze
module sluit aan op de module 'Toegangsbeheer' en verder op de module
'Zorg plannen en aanbieden'. Er zijn drie activiteiten die verband houden
met detectie:

e Detectie/identificatie-vaardigheden ontwikkelen: Vaardigheden
moeten worden ontwikkeld bij ouders, kleuterleidsters, opvoeders, en
adviserend personeel in jeugdzorg en scholen.

e Detecties/identificaties uitvoeren in de sector van de
kinderverzorging en scholen.

e De jongere/familie in contact brengen met de zorgverlening:
Afhankelijk van de resultaten van de screening, moet een vroege
opsporing aansluiting geven op het systeem van de geestelijke
gezondheidszorg.

Module 8 - Zorgmodellen ontwikkelen en verfijnen

Uit de rondetafelgesprekken bleek duidelijk dat het belangrijk is dat het
GGZ-systeem voor kinderen en jongeren een module heeft voor
zelfregulering en herstel. Vijf activiteiten moeten ervoor zorgen dat het
systeem zichzelf kan aanpassen en het zorgmodel verfijnen in het licht van
maatschappelijke ontwikkelingen, veranderende verwachtingspatronen ten
aanzien van kinderen en ontwikkelingen op het vlak van geestelijke
gezondheidszorg:
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e Zorgmodellen ontwikkelen en up-to-date houden: Het is het proces
van het in vraag stellen en aanpassen van het geestelijke
gezondheidszorgmodel voor kinderen en jongeren tegen de
achtergrond van een evoluerende maatschappelijke en geestelijke
gezondheidszorg.

e De hedendaagse maatschappij weerspiegelen: Het zorgmodel zal
de overheersende maatschappelijke tendensen moeten
weerspiegelen en erop reageren. De personen die betrokken zijn bij
het GGZ-systeem voor kinderen en jongeren zullen tijd moeten
spenderen, al is het informeel, in het doorgronden van die
ontwikkelingen.

e De basiswaarden evalueren: De relevantie van de waarden die als
leidraad dienen van het systeem, evenals hun vermogen om
professionele zorgverleners en beleidsmakers te inspireren, zullen
regelmatig moeten worden beoordeeld.

e Geestelijke gezondheidsproblemen bij kinderen en jongeren
begrijpen: De maatschappij evolueert voortdurend, net zoals de
wetenschappelijke methoden die trachten te begrijpen wat er omgaat
in de geest van jongeren. Om gelijke tred te kunnen houden met deze
ontwikkelingen zijn uiteraard specifieke middelen en instrumenten
nodig.

e De ‘state-of-the-art’ praktijken evalueren: Er is onderzoek nodig om
nieuwe ontwikkelingen en technieken in de praktijk van de geestelijke
gezondheidszorg te evalueren.

Module 9 — Systeemmanagement en kwaliteitsverbetering

Ongeacht hoe de activiteiten in de andere 8 modules in de praktijk worden
gebracht en organisatorisch vorm krijgen, moet de efficiéntie en de
effectiviteit van het totale systeem worden beoordeeld. De module bestaat
uit 5 activiteiten:

e Performantie-maten vastleggen;

e Performantie meten;

e De beperkingen van beschikbare middelen beoordelen;
e Controlerende activiteiten uitvoeren;

o Kwaliteitsverbetering implementeren.
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3.3. Conclusie

3.3.1. Belangrijke bijdragen van het activiteitenmodel
Drie basistransformaties

Het activiteitenmodel is een middel om drie basistransformaties te
ondersteunen:

e op het niveau van gezin en kind moet het GGZ-systeem voor kinderen
en jongeren ervoor zorgen dat het lijden van het kind wordt verlicht;

e op het niveau van dienstverlening moet het een betere coérdinatie
ondersteunen;

e op het niveau van beleid moet het zorgen voor aanpassingsvermogen
en trouw aan de basiswaarden.

De set van 35 onderling afhankelijke activiteiten, gegroepeerd in 9
functionele modules, moet ervoor zorgen dat de doelstellingen van het
systeem worden gerealiseerd.

Algemeen wat betreft oplossingen, specifiek wat betreft vereisten

Enerzijds is het activiteitenmodel heel algemeen en kunnen verschillende
benaderingen worden gebruikt om het operationeel te maken. Dit wordt
gezien als een sterkte, want het betekent dat het gemakkelijk kan worden
aangepast aan regionale omstandigheden.

Het activiteitenmodel kan ook gespecificeerd worden voor welbepaalde
doelgroepen.

Voor de erg grote groep jongeren met geen of milde geestelijke
gezondheidsproblemen zullen de systeemmodules voor preventie en
vroegtijdige opsporing het belangrijkste zijn. Voor jongeren met meer
complexe problemen zal de kernmodule van 'zorg plannen, leveren en
coordineren' het grootste belang hebben (waarbij alle andere activiteiten
de vorige ondersteunen of mogelijk maken).

Het activiteitenmodel kan zelfs verschillende evenwichten tussen een
benadering van een populatie en van een doelgroep met elkaar
verzoenen. Afhankelijk van het relatieve gewicht van elk daarvan in het
beleid van een land of een regio, kunnen meer middelen worden
toegewezen aan preventieve activiteiten en het ontwikkelen van
vaardigheden, vergeleken met screening en behandelingsactiviteiten.
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Anderzijds weerspiegelt het activiteitenmodel de specificiteit van het
gecoordineerde zorgmodel waaraan meerdere zorgsystemen deelnemen,
zoals dat in dit onderzoek voor ogen gehouden werd. De module, ter
ondersteuning van families/jongeren, wil de families en de jongeren een
luidere stem geven in het debat over hoe geestelijke gezondheidszorg
moet worden verleend. De module ‘zorgmodellen ontwikkelen en verfijnen'
vestigt de aandacht op de nood aan continue innovatie bij het aanbieden
van een ruime dienstverlening die verder gaat dan de traditionele klinische
en poliklinische dienstverlening. De activiteiten voor codrdinatie en beheer
van informatie uit de module 'zorgmodellen ontwikkelen en verfijnen'
erkennen uitdrukkelijk de noodzaak aan samenwerking en informatie-
uitwisseling niet alleen binnen, maar ook buiten de sector van de
geestelijke gezondheidszorg. De module ‘'geindividualiseerd zorgplan
ontwikkelen/verfinen met jongere/familie’ wijst op ‘assertieve
benaderingen bij het verlenen van zorg.

Bijgevolg weerspiegelt het activiteitenmodel in zijn geheel de kenmerkende
elementen van een nieuw ontluikende zorgfilosofie. Zoals voordien werd
aangegeven, mag het activiteitenmodel niet worden losgekoppeld van de
root definitie.

3.3.2. Deconstructie voor creativiteit

Het feit dat het activiteitenmodel talrijke kenmerken gemeenschappelijk
heeft met de conceptuele modellen die elders werden voorgesteld, is niet
verwonderlijk. Hetzelfde geldt voor het NRZV/CNEH-advies™ dat een
geestelijk gezondheidszorgsysteem voor kinderen en jongeren voorstelt
dat bestaat uit 6 modules: een (semi-) residentiéle zorgfunctie; een
ambulante functie;een functie voor preventie, opsporing en vroegtijdige
interventie; een functie voor crisis-, urgentie- en assertieve zorg; een
liaisonfunctie met (na)zorg in de thuisomgeving en de gemeenschap; een
aantal gespecialiseerde zorgmodules voor specifieke doelgroepen
(verslaafden, jonge delinquenten).

Zowel in dit rapport als in het NRZV/CNEH-advies zijn er functies voorzien
voor  preventie, opsporing, en  vroegtijdige interventie en
crisis/noodsituaties. Ook de liaisonfunctie is in beide modellen nadrukkelijk
aanwezig. Ondanks deze duidelijke overlappingen is het perspectief dat
door de twee conceptuele modellen wordt aangenomen, verschillend.
Het NRZV/CNEH-advies™® verwijst uitdrukkelijk naar residentiéle en
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ambulante faciliteiten en leunt nog dicht aan bij de manier van denken
waarbij het ziekenhuis centraal staat. Ons activiteitenmodel specificeert
niet waar de zorg moet worden verleend. Het wijst er enkel op dat, op
basis van een beoordeling van de intensiteit van de benodigde zorg, de
zorg moet worden gepland, verleend en gecontroleerd. In die zin durft het
een deconstructie aan van de gevestigde structuurgerichte
oplossingsmodellen. Hierdoor wordt het creatief denken rond de
fundamentele doelstellingen van het systeem eenvoudiger. Wanneer de
root definitie stipuleert dat diensten zullen worden verleend in de minst
restrictieve omgeving mogelijk en dat, voor zover mogelijk, voorrang
zal worden gegeven aan thuis- en gemeenschapszorg, dan zijn het
deze vereisten die bepalend zouden moeten zijn voor de feitelijke
beslissingen die worden genomen op beleids- en dienstenniveau over
welke diensten en ondersteuning juist moeten worden ontwikkeld en in
bepaalde omstandigheden moeten worden verleend.
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4. VAN HET GEIDEALISEERDE MODEL
VOOR HET ORGANISEREN VAN KIND-
EN JEUGD GGZ TOT STRATEGISCHE
AANBEVELINGEN

De volgende fase in het onderzoek omvatte het proces van stakeholder
mapping. Dit werd uitgevoerd om een gedetailleerd beeld te krijgen van
de leemtes en overlappingen tussen het activiteitenmodel en het huidige
systeem (voor een gedetailleerde uitleg en grafische illustraties, zie
wetenschappelijk rapport rubriek 4.4).

In een eerste fase worden alle stakeholders die betrokken zijn bij het
huidige GGZ-systeem voor kinderen en jongeren in kaart gebracht.
Vervolgens worden de activiteiten van het activiteitenmodel (d.i. het
geidealiseerde systeem) verbonden met de actoren die in de stakeholder
map werden opgenomen. In een derde fase worden vier types relaties
tussen actoren in beeld gebracht (d.i. samenwerking, financiering,
zorgverlening en belangenverdediging).

Dit proces toonde niet alleen leemtes en overlappingen. Het illustreerde
eens te meer de operationele en regelgevende complexiteit en
multidimensionaliteit van GGZ voor kinderen en jongeren, maar ook het
vermogen van veel actoren om bij te dragen tot de diverse activiteiten
die het GGZ-systeem voor kinderen en jongeren gaande houden.

In een laatste fase worden strategische aanbevelingen geformuleerd om
de leemtes te overbruggen die in de huidige GGZ voor kinderen en
jongeren werden vastgesteld. Deze aanbevelingen zijn gebaseerd op
oplossingselementen die hun oorsprong vonden in:

e De ontmoetingen met de verschillende stakeholders;

e Het literatuuroverzicht en de internationale vergelijking uit deel | van
de KCE-studie®;
10,11,

e Vorige KCE-onderzoeken binnen dit domein ;
e Het NRZV-CNEH advies™.

Negen aanbevelingen werden voorgesteld om de overgang te
ondersteunen van het huidige, versnipperde en vastgeroeste GGZ-
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systeem voor kinderen en jongeren naar een doeltreffende,
gecoordineerde en op ethische waarden gebaseerde dienst- en
zorgverlening die de grenzen van sectoren en programma's overschrijdt.
Een conceptversie van deze aanbevelingen werd voorgelegd aan de
stakeholders tijdens een consolidatie workshop. De voorgestelde
aanbevelingen werden over het algemeen onthaald als relevant binnen het
doel van hervorming van het GGZ-systeem voor kinderen en jongeren (zie
5.4 van het wetenschappelijk rapport). In de volgende rubriek worden de
aanbevelingen beschreven samen met:

e Een synthese van de problemen die ze trachten op te lossen;

e De oplossingselementen die tijjdens het onderzoek naar voren
kwamen;

e De kwesties die moeten worden overwogen wanneer de
aanbevelingen verder operationeel worden gemaakt.
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5. AANBEVELINGEN

Aanbeveling 1

De capaciteit versterken om toegankelijke, gerichte en doeltreffende
crisis- en urgentiezorg te geven aan kinderen en adolescenten.

Het probleem en de oorzaken ervan

De negatieve gevolgen van het gebrek aan capaciteit aan crisis- en
urgentiezorg, die grotendeels in handen is van de 'gespecialiseerde’
geestelijke gezondheidszorg (rubriek 3.2.3. wetenschappelijk rapport)
worden op veel gebieden sterk gevoeld: het verergert de mentale
gezondheidsproblemen van kinderen/families, leidt tot frustratie en
ontmoediging bij zorgverleners en veroorzaakt onaangepast gebruik van
bestaande, vooral gespecialiseerde en residentiéle, zorgfaciliteiten.

Mogelijke oplossingen
Het gebrek van capaciteit aan crisis- en urgentiezorg verhelpen, is

onderwerp van zowel een vorig KCE-onderzoek® en van het
NRZV/CNEH-advies.*®

Het KCE literatuuroverzicht toonde een duidelijke tendens aan voor
aanvullende modellen van intensieve psychiatrische zorg, waaronder
welzijnsdiensten, crisisinterventieteams en aan de leeftijd aangepaste
ambulante en klinische voorzieningen. Het KCE raadt aan om
psychiatrische urgentiezorg te conceptualiseren als een afzonderlijke
‘functie’, eerder dan als een specifieke dienst/afdeling, met voorrang voor
niet-residentiéle zorg.10

Het NRZV/CNEH-advies™ stelt voor om een geintegreerd antwoord op
urgente of acute situaties op het vlak van geestelijke gezondheid na te
streven via drie verschillende zorgfuncties: urgentiezorg, crisiszorg en
assertieve zorg. Urgentiezorg houdt gewoonlijk verband met medische
(somatische) complicaties en vereist onmiddellijke tussenkomst.

Bij crisissituaties op het vlak van mentale gezondheid is een responstijd
van enkele dagen mogelijk. Assertieve zorg is een mobiel, aanklampend
en adaptief proces in de normale leefomgeving van mensen die zich
meestal teruggetrokken hebben uit de maatschappij en dienstverlening en
daardoor moeilijk te bereiken zijn. De stakeholders die in dit onderzoek
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werden geraadpleegd, roepen alle partijen die werken met kinderen met
mentale problemen - waaronder basis jeugdzorg en gehandicaptenzorg -
op om hun verantwoordelijkheid te nemen voor een aangepast antwoord
op acute en urgente situaties.

Dingen die moeten worden overwogen in de implementatiefase

Bijkomende capaciteit zou operationeel kunnen worden gemaakt op
verschillende manieren die elkaar onderling niet uitsluiten:

1. door een vast deel van de (K)- klinische bedden te reserveren voor
crisisopnames (een maatregel die moet worden geactiveerd op
federaal niveau);

2. door autonome en lokale eenheden, niet noodzakelijk verbonden aan
een ziekenhuis (maar aan een lokaal dagcentrum);

3. door onderling verbonden, mobiele, multidisciplinaire teams die
werkzaam zijn op een regionale (‘care basin' of ‘zorgbekken’) schaal
om niet-gespecialiseerde mentale gezondheidszorg te ondersteunen.
Deze mobiele eenheden kunnen zich ook bezighouden met korte
trajecten van assertieve zorg wanneer dit van hen wordt gevraagd (zie
ook NRZV/CNEH-advies).

Een cross-sectoraal contactpunt voor gebruikers moet worden opgericht
om op elk ogenblik crisiszorg te kunnen verlenen (24h/24h, 7d7d met de
uitdrukkelijke opdracht dat alle kinderen en jongeren een gepast
assessment krijgen en niet zomaar geweigerd kunnen worden) 10,

Er zijn twee kernprincipes die een meer effectieve crisis- en urgentiezorg
zouden moeten onderbouwen: de zorgverlening moet verankerd zijn in
een cross-sectoraal zorgnetwerk van zorgverleners, en ze moet
flexibel zijn wat betreft de plaats waar ze wordt verleend, bij voorkeur in de
minst restrictieve omgeving mogelijk.

Netwerken moeten zelforganiserend zijn en worden beloond indien ze een
afdekkend aanbod met vlotte beschikbaarheid en goede zorgkwaliteit
realiseren. Alle betrokken partners moeten aangepaste middelen inzetten
en competenties ontwikkelen om crisiszorg te ondersteunen. Dit moet
toelaten dat er snel verantwoordelijkheid kan worden opgenomen. In het
bijzonder voor jongeren die door hun eigen diensten worden behandeld.
Bijkomende middelen van de federale overheid zullen nodig zijn om de
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‘crisisbedden’ te financieren die buiten het standaard K-bed contingent van
de ziekenhuizen vallen.

Aanbeveling 2

Professionele competenties in niet-gespecialiseerde
gezondheidszorg uitdiepen en versterken om de kwaliteit van het
assessment, de zorg en eventuele liaision met gespecialiseerde
diensten te verbeteren.

Het probleem en de oorzaken ervan

Eén van de grootste bezorgdheden van gespecialiseerde zorgverleners in
de geestelijke gezondheidszorg is de lukrake manier waarop kinderen
terechtkomen in gespecialiseerde residentiéle zorgfaciliteiten. De kwaliteit
van de manier waarop kinderen/families die op zoek zijn naar hulp
geleidelijk naar meer gespecialiseerde diensten worden verwezen, lijdt
sterk onder de aanhoudende versnippering. De onvolkomenheden van het
systeem komen duidelijk tot uiting wanneer het wordt geconfronteerd met
acute crisis- en noodgevallen (aanbeveling 1) en met jongeren die lijden
aan multipele, complexe mentale gezondheidsproblemen (aanbeveling 5).
Maar ook in minder extreme gevallen bestaat het gevaar dat de
zorgtrajecten te omslachtig en onsamenhangend zijn, en dus leiden tot
bijkomend lijden voor kind en familie.

Een ander probleem waarop door de stakeholders werd gewezen is de
gespannen relatie tussen eerste(of nulde)lijnsdiensten en klinisch
deskundigen, ten dele veroorzaakt door procedurale en deontologische
factoren, ten dele door ongelukkige ervaringen uit het verleden.

Mogelijke oplossingen

Het niveau van klinische expertise aan de toegangspoort tot het systeem
aanpassen aan de complexiteit van de casus wordt steeds meer
beschouwd als goede praktijk in de geestelijke gezondheidszorg. De
'‘Choice and Partnership'-methode, een innovatieve, maar tot op heden niet
gevalideerde benadering die in een aantal Belgische psychiatrische
ziekenhuizen wordt gebruikt, belichaamt dit principe.

De stakeholders waren slechts in geringe mate gewonnen voor het idee
van 'één enkel toegangspoort' en haalden daarbij aan dat dit concept niet
goed werkt in de landen waar het werd ingevoerd.9 In overeenstemming
met het NRZV/CNEH-advies, pleiten ze™ voor het versterken van de
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basisvaardigheden in de niet-gespecialiseerde zorg en adviserende
diensten (bijv. school, huisarts, jeugdzorg of dagcentra) en de mogelijkheid
om gespecialiseerde competenties op consultatieve basis te betrekken
wanneer en waar nodig.’ Voorbeelden zijn het opleidingsprogramma voor
eerstelijnsartsen in Brits-Columbia® en de ontwikkeling van inter-sectorale
normen  (kennis, vaardi%heden, competenties) voor de ganse
beroepsbevolking in het VK.

Dingen die moeten worden overwogen in de implementatiefase

Het versterken van vaardigheden op het vlak van geestelijke
gezondheidszorg in niet-gespecialiseerde omgevingen veronderstelt een
voldoende begrip van het juridische kader dat van kracht is in de GGZ-
sector voor kinderen en jongeren.

De implementatie van deze aanbeveling moet gebeuren met respect voor
alle soorten professionele zorgverleners die bij de GGZKJ-sector
betrokken zijn. Een sleutelrol moet worden toegewezen aan huisartsen.™
Een evaluatie van de Belgische "therapeutische projecten” leerde echter
dat het integreren van de eerstelijnszorg in GGZ diensten voor kinderen en
jongeren problematisch was.'* Uit contacten met stakeholders in het
huidige onderzoek bleek dat er dringend nood is aan erkenning van de
huisartsen, aan opleiding en aan een financiéle compensatie voor lange
consultaties. Bovendien moet ook een oplossing worden gevonden voor
het probleem van het beroepsgeheim waarachter professionele
zorgverleners in de geestelijke gezondheidszorg zich lijken te verschuilen.

Relatief eenvoudige maatregelen zoals coaching op afstand (via telefoon
of web) door psychiaters zou ook een groot verschil kunnen maken.
Tenslotte zouden professionele zorgverleners die op het raakvlak van
verschillende lijnen of sectoren actief zijn, moeten worden gesteund door
een gepaste opleiding (en zelfs kwalificatie) als netwerkbemiddelaars in de
GGZ-sector voor kinderen en jongeren.
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Aanbeveling 3

Uitbreiding van preventie, identificatie, interventie en promotie op het
vlak van geestelijke gezondheidszorg voor jonge kinderen, vooral in
kwetsbare en achtergestelde bevolkingsgroepen.

Het probleem en de oorzaken ervan

De WGO meldt hoge prevalentiepercentages van geestelijke
gezondheidsproblemen bij kinderen en jongeren.’ Daarnaast wijst de
WGO er ook op dat problemen die zich manifesteren tijdens de kinderjaren
ook vaak aanhouden tijdens de volwassenheid®.

Talrijke  factoren  waaronder sociale, economische, culturele,
onderwijskundige, residentiéle en familiale factoren hebben een invioed op
de risicogevoeligheid."” De stakeholders wezen daarom op volgende
risicogroepen: kinderen van tienerouders, van ouders met geestelijke
gezondheidsproblemen en handicaps, kinderen die een trauma hebben
doorgemaakt (bijv. zelfmoord of gewelddadige dood van een ouder), of die
werden blootgesteld aan lichamelijk of geestelijk misbruik, kinderen met
een ontwikkelingsachterstand, of zeer jonge kinderen die leiden aan
anorexie.

Mogelijke oplossingen

Er is een internationale tendens om meer hulpmiddelen toe te wijzen aan
preventie.’ De UK Strategic review of health inequalities™® beschouwt de
stijgende uitgaven op het vlak van vroege preventie in de
ontwikkelingsjaren als een sleutelelement in haar beleid, waardoor
ongelijkheden op het gebied van gezondheidszorg later in het leven
kunnen worden verminderd. Ook het NRZV/CNEH-advies®® neemt
preventie en vroegtijdige opsporing op als één van de Vvier
basisverantwoordelijkheden van een GGZKJ-systeem, en raadt aan om
bestaande waardevolle en innovatieve initiatieven te consolideren.

De stakeholders zijn ook overtuigd dat het investeren in preventie,
opsporing en vroege interventie winst zal opleveren. Ze benadrukten
vooral de noodzaak om zich te richten op erg jonge kinderen en
ongeboren kinderen, maar ook op achtergestelde en kwetsbare
groepen (‘selectieve preventie’® *°)
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Daarnaast benadrukten de stakeholders ook het belang om preventieve
activiteiten te organiseren voor alle jongeren, met inbegrip van hen die
geen geestelijke gezondheidsproblemen hebben ("universele preventie').
Ze wezen op de nood aan het creéren van een evenwicht tussen het
helpen van jongeren met diagnosticeerbare aandoeningen en deze
ruimere 'volksgezondheid'-benadering. In deel | van dit onderzoek werd
ook vastgesteld dat de doeltreffendheid van programma's voor preventie
en het opbouwen van natuurlijke weerstand binnen een schoolomgeving,
bewezen was.’

Dingen die moeten worden overwogen in de implementatiefase

Preventie van geestelijke gezondheidszorg is een opdracht voor de
Gewesten en Gemeenschappen. Vooral zorgverleners van de eerstelijn -
waaronder huisartsen, gezinsondersteunende organisaties (Kind & Gezin,
ONE), adviserende organisaties voor scholen (CLB/PMS) en andere
partijen - spelen een grote rol bij het inzetten van preventieve acties. Hun
bekwaamheden op het vlak van geesteliike gezondheidszorg voor
kinderen en jongeren moeten worden versterkt (Aanbeveling 2). Vooral bij
erg jonge kinderen pleiten sommige stakeholders voor een meer
assertieve en welzijnsgerichte benadering op het vlak van ondersteuning
van gezinnen en advies aan scholen. Plaatsen zoals de ‘Maisons Vertes’
en het ontluikende ‘Huis van het Kind’ (Kind & Gezin) bieden toegankelijke
plaatsen om gespecialiseerde geestelijke gezondheidsexpertise te
injecteren in preventieve activiteiten.® Daarom worden associaties met
kinderdagverblijven aanbevolen. De stakeholders wezen ook op mogelijk
ongewenste gevolgen van vroege opsporing zoals diagnostische lock-in en
stigmatisering.

Aanbeveling 4

Uitbreiding van formele en informele ondersteunende dienstverlening
voor zowel kinderen/jongeren als families.

Het probleem en de oorzaken ervan

Tot op heden zijn er nog steeds belangrijke leemtes in het
dienstenaanbod, vooral op het vlak van thuiszorg en
gemeenschapdiensten. Deze laatste omvatten zowel ambulante diensten
bemand door professionele medische zorgverleners als meer informele
ondersteuning die wordt geboden door paramedici en gelijkgestemden.
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‘Respite care’, die Kkortstondige, tijdelijke verlichting brengt voor
mantelzorgers, zijn goed ontwikkeld in de gehandicaptenzorg, maar niet in
de GGZ-sector voor kinderen en jongeren.

Een ander probleem dat door dit onderzoek werd vastgesteld is het
ontbreken van zowel een sterke familie-organisatie als een
jongerenvertegenwoordiging die de rol van verdediger en partner binnen
het systeem op zich zou kunnen nemen.

Mogelijke oplossingen

Een uitbreiding van ondersteunende dienstverlening zou twee belangrijke
ontwikkelingen in de geestelijke gezondheidszorg versterken. Ten eerste
zou dit aansluiten bij een toenemende belangstelling voor een
volksgezondheidgerichte benadering van geestelijke gezondheidszorg
die zowel preventie, opsporing, vroege tussenkomst en promotie omvat
(Aanbeveling 3). Ten tweede draagt het bij tot een meer
gemeenschapsgebaseerd zorgmodel dat goed past binnen de
heersende tendens van zorgverlening in de minst restrictieve omgeving.
Formele en informele ondersteunende dienstverlening zijn ook een
sleutelelement in de 'Systems of care'- benadering en kunnen veel vormen
aannemen.' Hieronder vindt u een niet-exhaustieve Iijst“‘ 20,

e consultaties in geestelijke gezondheidszorg;

e educatieve activiteiten voor jongeren en familie;

e therapeutische recreatie; therapeutische mentoring:

e naschoolse dienstverlening (voor ouders en kinderen):

e integratie en socialiseringsactiviteiten (bijv. in sport- en jeugdclubs);

e ‘Respite care’; rustregelingen (voor ouders en andere zorgverleners);

e ondersteuning van jongeren en gezinnen door gelijkgestemden
(peers);

e ondersteunende diensten om de overgang naar de volwassenheid te
vergemakkelijken.

De dienstverlening gebeurt in de gewone leefsituatie van betrokkenen -
thuis, school, recreatie - of in gemeenschapscentra. Het sleutelwoord is
nabijheid. Deze dienstverlening is vooral een taak voor de basis
jeugdzorg en de gezinsondersteunende organisaties, gefinancierd door
Gewesten en Gemeenschappen, maar regionale, cross-sectorale fora
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kunnen dit soort diensten ook bedenken en uitwerken (zie ook
Aanbeveling 2 en 7).

Hoewel de kritieke rol van de ondersteunende dienstverlening vaak wordt
vermeld in de literatuur®, behoren de meeste van deze benaderingen tot
het rijk van de ‘practice-informed’ interventies.

Dingen die moeten worden overwogen in de implementatiefase

Behoudens professionele zorgverleners uit de jeugdzorg en het onderwijs,
kunnen ook privé-zorgverleners tot het zorgverlenersnetwerk worden
toegelaten. Patiéntenorganisaties en leken kunnen bijdragen door het
bieden van concrete bijstand, emotionele ondersteuning en het opbouwen
van vaardigheden. De stakeholders waren van mening dat een
aangepaste kwalificatie en trouw aan de ethische richtlijnen die als
leidraad dienen voor de GGZ-sector voor kinderen en jongeren
(Aanbeveling 7), minimumvereisten zijn voor toelating tot het netwerk.
Net zoals bij alle heterogene netwerken van dienstverleners bestaat er een
wisselwerking tussen de inclusiviteit van het netwerk en het vermogen om
kwaliteit van de dienstverlening te controleren.

Uiteindelijk moeten formele en informele ondersteunende systemen
bijdragen tot het versterken van de levenskwaliteit, vaardigheden en
vertrouwen van kinderen en ouders. Het is een belangrijke fase in het
steunen van de betrokkenheid van kinderen en jongeren zodat ze een
bijdrage kunnen leveren aan de GGZ voor kinderen en jongeren, op het
niveau van beleid, beheer en dienstverlening.*” De rol van de familie was
tijdens dit ganse onderzoeksproces controversieel. Deelnemers wilden
kinderen en hun families graag erkennen als belangrijke stakeholders die
kunnen worden geconsulteerd en geinformeerd. Anderzijds leek het er
echter niet op dat ze ook werden beschouwd als echte partners in het
conceptualiseren, starten en verlenen van geestelijke gezondheidszorg. Ze
voerden aan dat een verstoord gezinsleven ook een belangrijke oorzaak
kan zijn van geestelijke gezondheidsproblemen bij kinderen.
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Aanbeveling 5

Het stimuleren van het opnemen van verantwoordelijkheid door
zorgverleners voor kinderen met ernstige, meervoudige en complexe
mentale problemen en het uitbreiden en versterken van de capaciteit
van het aanbod van flexibele en assertieve zorg in hun natuurlijke
leefwereld.

Het probleem en de oorzaken ervan

Een groep van kinderen en jongeren met mentale problemen is over het
algemeen moeilijk te bereiken, of past niet in het traditionele stramien van
ambulante of residentiéle dienstverlening. Ze werden door de stakeholders
'de vergeten' of 'niet classificeerbare groep' genoemd. Een
onderzoeksgroep van het Institut Wallon de Santé Mentale (IWSM)
raamde dat ongeveer 3 tot 5% van de jongeren die terechtkwam in de
basis jeugdzorg (Aide a la Jeunesse) tot deze populatie be hoort.?*

Dit is eerder het gevolg van een complex samenspel van verschillende
factoren, dan van het hebben van een bepaalde 'ziekte'. Velen onder hen
zoeken geen behandeling, of vermijden ze zelfs. Zij die uiteindelijk worden
behandeld, bieden vaak weinig medewerking. Deze jongeren worden vaak
geassocieerd met ernstige gedragsstoornissen. Gewelddadig gedrag
tegen zichzelf, of tegenover anderen zijn de 'symptomen’ die vaak het
moeilijkst te behandelen zijn en vormen vaak de reden waarom ze worden
doorverwezen. Sommige van hen komen in de gerechtelijke jeugdzorg
terecht. Daarnaast is er ook nog het knelpunt van crisis- en
urgentiefaciliteiten (zie Aanbeveling 1). Het beeld van het 'doorgeven van
de zwartepiet ' wordt ook regelmatig gebruikt om te beschrijven hoe
zorginstellingen met deze jongeren omgaan. Voor deze groep van
kinderen wordt de versnippering van het landschap van de geestelijke
gezondheidszorg voor kinderen en jongeren erg duidelijk.
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Mogelijke oplossingen

Eerdere onderzoeken tonen de voordelen van effectieve platformen voor
mobiele, assertieve, flexibele, netwerk en multidisciplinaire zorg aan.
Deze organisatievormen zijn in staat om de hand te reiken aan jongeren
met complexe problemen in hun gewone leefsituatie.'® Het is van uiterst
groot belang dat deze platformen in staat zijn om continuiteit te
garanderen en om de verantwoordelijkheid voor een volledig zorgtraject op
niveau van dienstverlening op zich te nemen. Institutioneel gezien moeten
ze worden ondersteund door geformaliseerde netwerken.

Het literatuuroverzicht identificeerde het “Wraparound planproces” als een
veelbelovende benadering, die ook centraal staat in de 'Systems of care'-
benadering.g' * Dit wordt gekenmerkt door een hele reeks diensten gericht
op het kind en ontwikkelt een gepersonaliseerd zorgplan. Talrijke diensten
(crisis, therapeutisch, familiale ondersteuning) kunnen worden
aangeboden via een 'Wraparound'-benadering. Een voorbeeld van dit type
mobiele en flexibele aanpak op regionaal niveau is de ESPM Lille-
Métropole.® Hier zijn de vragen naar residentiéle zorg (en de wachtlijsten)
sterk verminderd als gevolg van het actief maken van een snel mobiel
responsteam dat samenwerkt met heel wat regionale partners. Het team
fungeert als crisisfaciliteit, en biedt assertieve zorg en een liaisonfunctie.®

Het NRZV/CNEH-advies® raadt aan om, voor deze doelgroep, het aanbod
van ‘'assertieve zorg' te versterken in combinatie met crisis- en
urgentiezorg. Assertieve zorg wordt operationeel gemaakt door een
samenwerking tussen residentiéle en ambulante diensten en
geimplementeerd door een multidisciplinair team dat, indien nodig, kan
worden versterkt door een mobiele kinderpsychiater.

Dingen die moeten worden overwogen in de implementatiefase

Er zijn een heel wat nieuwe initiatieven die betrekking hebben op deze
moeilijke doelgroep, waarvan de 13 outreach-teams (opgericht in Belgié in
2001) het meest opvallend zijn. De stakeholders zijn positief over hun
bijdrage maar er wordt gezegd dat ze onvoldoende kritische massa
hebben. Ook in de forensische zorg werden een aantal testprojecten
opgestart (FOR-K®). Daarnaast verwijzen rapporten™> ?* % naar initiatieven
waarbij verschillende coalities van jeugdzorg, sociale diensten en
gespecialiseerde eenheden uit de geestelijke gezondheidszorg betrokken
zijn. Deze initiatieven blijven echter kleinschalig en raken snel verzadigd.
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Dit is een voorbeeld van hoe plaatselijke experimenten, wanneer er geen
leerdynamiek en strategisch perspectief is, juist kunnen bijdragen tot de
versnippering die ze trachten tegen te gaan. Het rapport dat werd
gepubliceerd door het ISWM pleit daarom voor het oprichten van
transversale fora (op meta-niveau) om dit soort leren te vergemakkelijken
(zie ook aanbeveling 7).%

Het opbouwen van een kritische massa van
samenwerkingsverbanden en dienstverlening voor kinderen met
complexe problemen vormt duidelijk een hele uitdaging voor het GGZKKJ-
systeem. De stakeholders wijzen erop dat dit soort dienstverlening duur is
en dus een evenredige financiering vereist. Er is ook behoefte aan een
transparant wettelijk kader om mobiel, flexibel en traject georiénteerd werk
te ondersteunen. Deontologie, financiering en praktische zaken i.v.m.
verzekering werpen vragen op (bijv. hoe assertieve zorg onderscheiden
van gedwongen opname en behandeling?). De uiteindelijke uitdaging is
echter vooral de diepgewortelde verschillen tussen de verschillende
gebieden van jeugdzorg te overstijgen. Dit is een kwestie van
verantwoordelijkheid en beroepsethiek. Er is behoefte aan duidelijke
ethische richtlijnen en een sterke, coherente en politiek ondersteunde
reeks stimulerende maatregelen om de capaciteit van mobiele,
aanklampende en flexibele zorg voor deze complexe doelgroep uit te
breiden.

Aanbeveling 6

Verbetering van de culturele competenties en taalvaardigheden van
zorgverleners en jeugdwerkers in de geestelijke gezondheidszorg
voor kinderen en jongeren zodat ze rekening kunnen houden met het
specifieke culturele karakter van de bevolkingsgroepen waarmee ze
in aanraking komen.

Het probleem en de oorzaken ervan

De toenemende diversiteit van de bevolking, vooral in stedelijke
gebieden, heeft aanzienlijke gevolgen voor de GGZ voor kinderen en
jongeren. Over de invloed van migratie op de geestelijke gezondheid kan
worden gediscussieerd, maar het is een algemeen erkend feit dat een
proportioneel hoog percentage kinderen van migranten en viuchtelingen
behandeld worden in de jeugdzorg en in de gerechtelijke jeugdzorg.
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Mogelijke oplossingen

De algemene doelstelling moet zijn om de toegang tot zorgverlening te
vergemakkelijken, door in te werken op de ganse leefomgeving van de
patiént en zijn familie. Dit kan door het gebruik van netwerken en
hulpmiddelen waardoor professionele zorgverleners rekening kunnen
houden met culturele, etnische en taalkundige aspecten. Het promoten
van culturele vaardigheden is bijvoorbeeld een belangrijk principe in de
'Systems of care'- benadering. Om de ondersteuning uit de natuurlijke
leefwereld te maximaliseren en de communicatie tussen het kind en de
professionele zorgverleners te vergemakkelijken, is het essentieel dat
aangepaste taalkundige en culturele vaardigheden beschikbaar zijn.
Taalkundige vaardigheden, betekent dat men in staat moet zijn te
communiceren op een manier die gemakkelijk kan worden begrepen door
verschillende soorten publiek. Culturele vaardigheden betreffen het
vermogen om de culturele verschillen zelf te beoordelen en hiermee op
een respectvolle manier om te gaan.14

Dingen die moeten worden overwogen in de implementatiefase

Medische zorgverleners kunnen onmogelijk de taal leren van elke
minderheidsgroep waarmee ze te maken krijgen. Anderzijds bieden tolken
een onvoldoende mate van wederzijds begrip tussen de professionele
zorgverlener en het kind/familie. Er is nood aan bemiddelaars die de taal
spreken, maar die ook vertrouwd zijn met culturele gevoeligheden. Een
regel bij geestelijke gezondheidszorg is dat de bemiddelaars fysiek
aanwezig moeten zijn. Aangezien niet altijd kan worden gegarandeerd dat
een bemiddelaar betrokken kan zijn, is het belangrijk om een houding van
culturele gevoeligheid aan te kweken bij zorgverleners in de GGZ voor
kinderen en jongeren. Vooral wanneer er een plotse toestroom is van
vluchtelingen, moet er een onmiddellijke responscapaciteit voorhanden
zZijn, aangezien een vroegtijdige interventie in deze gevallen cruciaal is.

Er moet bijzondere aandacht worden geschonken aan de situatie in
Brussel, niet alleen omwille van de extreme heterogeniteit van zijn
bevolking, maar ook omwille van de linguistische diversiteit van zijn
instellingen en dienstverleningen. Dit veroorzaakt bijkomende cotrdinatie-
en samenwerkingsproblemen tussen de actoren van de GGZ voor
kinderen en jongeren.
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Aanbeveling 7

a/ Het aangaan van een respectvolle, multilaterale dialoog over een
gedeelde visie voor het bredere geestelijk gezondheidszorgsysteem
voor kinderen en jongeren, waarbij alle relevante stakeholders
(waaronder vertegenwoordigers van kinderen en families) betrokken
zijn.

b/ Het ontwikkelen van een ethisch charter om zorgverleners te
begeleiden bij het formuleren van antwoorden op het lijden van het
kind.

c/ Het versterken en onderhouden van cross-sectorale
discussieforums op verschillende institutionele niveaus waardoor
continu samenwerking en netwerkvorming worden geactiveerd en
gemobiliseerd.

Het probleem en de oorzaken ervan

Het NRZV/CNEH-advies stelt een aantal principes van goede zorg voor -
waaronder een subsidiariteitsprincipe en een multisysteem benadering -
die volgens de auteurs unaniem worden aanvaard. De stakeholders in dit
onderzoeksproces verwezen echter regelmatig naar belangrijke en
aanhoudende culturele en professionele verschillen bij de benadering
van hun opdracht als professionele zorgverleners en managers. Deze
verschillen worden vermengd met institutionele en juridische factoren.
Mogelijke oplossingen

Netwerken en samenwerkingsinitiatieven hebben een gedeelde
professionele en waarden basis nodig.ll' * Er zal nooit een
allesomvattende consensus zijn. Maar een overeenkomst over
sleutelprincipes en waarden, wederzijds respect, en de wil om zich
aan te passen aan verschillen en samen verantwoordelijkheid te
nemen kan de basis vormen voor een heilzame cirkel die leidt tot betere
uitkomsten voor kinderen en jongeren en tot een praktijk die meer
voldoening schenkt aan professionele zorgverleners. Dit is des te meer
noodzakelijk omdat professionele medische zorgverleners over het
algemeen veel weerstand vertonen tegen coérdinerende mechanismen die
te sterk gekenmerkt worden door formalisering en standaardisering.
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Een gezamenlijke visie over geestelijke gezondheidszorg voor kinderen en
jongeren speelt niet alleen een rol op het niveau van de dienstverlening,
maar ook op systeemniveau. Er is een aanzienlijke hoeveelheid
ervaringsdeskundigheid en onderzoek beschikbaar die wijst op het belang
van een gedeelde visie bij systeemveranderingen.®

Gedeelde professionele waarden zouden moeten worden geconsolideerd
in een ethisch charter. Deze waarden zijn een noodzakelijke (maar
ontoereikende) voorwaarde om bij te dragen tot het welzijn en de
ontwikkeling van jongeren. Het zijn richtpunten om zichzelf te positioneren
met betrekking tot de verschillende belangen en principes die het lijdende
kind omgeven. Ze zijn een steun en een aanmoediging voor professionele
zorgverleners om creatief om te gaan (‘a la marge') met procedurele en
institutionele beperkingen in het belang van het kind. Wanneer elke
professionele zorgverlener deze waarden in zijn/haar zorg voor het kind
zou opnemen - ondersteund door een intervisiepraktijk, zou dit leiden tot
een consolidatie van deze waardenbasis.

Bij het overdenken over hoe om te gaan met kinderen die lijden aan
complexe mentale problemen, heeft het ISWM?** bewust geen specifieke
modellen naar voren geschoven voor het organiseren van mobiele en
multidisciplinaire zorg, maar suggereerde daarentegen om cross-
sectorale fora te creéren (‘lieux d'activation et de mobilization de la
transversalité’), op meta-niveau. Deze fora kunnen functioneren als een
continue uitnodiging tot het opbouwen van relaties en het ontwikkelen van
nieuwe samenwerkingsverbanden. De stakeholders in dit proces
suggereerden om deze discussies over klinische gevallen te organiseren
per taak (ambulant, preventie, residentieel, enz.) en via transversale
werkgroepen (met inbegrip van een vertegenwoordiging van patiénten en
families en, mogelijks, indien nodig, gespecialiseerde niet-medische
deskundigen, zoals filosofen).

Dingen die moeten worden overwogen in de implementatiefase

Cross-sectorale fora moeten de principes die naar voren werden
gebracht door het NRZV/CNEH-advies™ en de root definitie uit dit
onderzoek, verder uitdiepen. We zijn ook van mening dat de sterke
waardenbasis die de 'Systems of -care'-benadering onderbouwt™
bijkomende inspiratie kan geven. De stakeholders zijn het erover eens dat
gesprekken noodzakelijk zijn. Zij beschouwen een ‘charter’ niet als een
statisch kader, maar als een levend document dat aangepast kan worden
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aan maatschappelijke veranderingen en de evoluerende noden van het
kind. De Verklaring van de rechten van het kind van de Verenigde Naties
en het Charter van de European Association for Children in Hospitals (ook
het Leiden Charter genoemd) werden aangewezen als mogelijke
referentiekaders. Het charter zou ook kunnen geintegreerd worden in een
evoluerend kwaliteitsverbeteringskader.

Op niveau van dienstverlening lijkt het logisch om cross-sectorale fora te
kalibreren op de ‘care basin’(zorgbekken)-schaal aangezien
geografische nabijheid een rol speelt bij het vormen en functioneren van
netwerken. Vanuit het standpunt van het systeem echter zou het zeker aan
te raden zijn om een ‘algemene vergadering’ te organiseren op regionaal
of nationaal niveau. De aanbeveling is dus om fora op beide niveaus te
installeren. De slagkracht van de fora zou moeten geconsolideerd worden
door een verweven financieringsmechanisme waarbij partners betrokken
zijn uit de geestelijke gezondheidszorg, jeugdzorg, gehandicaptenzorg en
andere.

Aanbeveling 8

Het verzamelen van kwalitatieve en kwantitatieve gegevens over de
nood aan en het aanbod van geestelijke gezondheidszorg bij
kinderen en jongeren, als hefboom voor doeltreffend regionaal
gespreide zorgfaciliteiten en om de vorming van regionale
zorgnetwerken te vergemakkelijken.

Het probleem en de oorzaken ervan

Beleidsmakers, zorgmanagers en zorgverleners zoeken hun weg binnen
een complex GGZ-systeem voor kinderen en jongeren. Eén van de
grootste uitdagingen bij de planning is het verkrijgen van gegevens van
goede kwaliteit over het type en de frequentie van de zorgvraag. In Belgié
is dit type informatie, behoudens algemene prevalentiecijfers, nauwelijks
beschikbaar. De stakeholders wijzen op de lange wachtlijsten om toegang
te krijgen tot de dienstverlening, maar zijn er zich van bewust dat deze
cijfers waarschijnlijk te hoog zijn en niet de realiteit weergeven. Ook de
grootte van de doelpopulaties is niet bekend. Gegevens van individuele
instellingen worden niet of nauwelijks geaggregeerd op regionaal of
nationaal niveau.
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Naast de vraag is er ook nog de uitdaging om te begrijpen wat de
werkelijke noden zijn van de kinderen en hun familie, onderscheiden van
andere noden die niet noodzakelijk best worden behandeld door
gespecialiseerde geestelijke gezondheidszorg. Er is een tendens in de
maatschappij om vrij gewone psychosociale problemen veel te snel te
vermedicaliseren.

Niet alleen vraag en nood zijn vaak een onbekend gegeven, hetzelfde
geldt ook voor aanbod. De stakeholders hadden het er vaak over hoe
moeilijk het is om een overzicht te behouden over alle faciliteiten die
beschikbaar zijn in het versnipperde GGZ-systeem voor kinderen en
jongeren.

Mogelijke oplossingen

Om de capaciteit van regionaal verspreide zorgdiensten te kalibreren,
hebben we een dieper inzicht nodig van de ‘value demand’ (d.w.z. een
vraag die nodig is, en waarvoor de dienst beschikbaar is) en ‘failure
demand’ (vraag die wordt veroorzaakt door het falen om iets juist voor de
patiént te doen).”

Een deel van de beweegreden om te pleiten voor meer ondersteunende
dienstverlening voor kinderen en gezinnen (Aanbeveling 4) ligt in het
versterken van hun vermogen om een actieve rol te spelen in het
beoordelen en uiten van hun noden. Dit moet toelaten om het gewicht van
vaste routines en protocollen te compenseren. Bovendien is al gebleken
dat de gezamenlijke beoordeling van de noden van kinderen het delen van
informatie vergemakkelijkt. Bovendien vergemakkelijkt dit het integreren
van diensten tussen verschillende sectoren en agentschappen die
diensten verlenen aan deze populatie (zie: Common assessment
frramework in the UK)°®.

Om de vorming van (cross-)sectorale netwerken te vergemakkelijken,
wordt aangeraden om de beschikbare diensten en capaciteiten in kaart
te brengen op een regionale of een 'care basin of zorgbekken'-schaal.
Het activiteitenmodel en de stakeholder mapping die in dit onderzoek
werden opgenomen bieden mogelijks ook een algemeen sjabloon om dit te
doen. Een eerste voorbeeld van dit principe zijn de Vlaamse "SEN" of
Steunpunt Expertise Netwerken, gefinancierd door het VAPH, die de
beschikbare diensten en capaciteiten op het gebied van autisme op
provinciaal niveau in kaart brengen (zie KCE-rapport deel 1 p.66). Ook hier

verwijzen we naar het VK waar een Children's services mapping service
bestond tot in 2010.°

Dingen die moeten worden overwogen in de implementatiefase

Sommige stakeholders twijfelen eraan of het mogelijk en zelfs nuttig is om
de vraag voor geestelijke gezondheidszorg in kaart te brengen en
suggereren om op de internationale gegevens te vertrouwen om de leemte
te vullen.

Aanbeveling 9

Het ontwikkelen en toepassen van evaluatiemethoden gebaseerd op
internationale ‘best practices’, die het specifieke nationale of
regionale karakter weerspiegelen, in overeenstemming met de
ethische richtliinen, met als doel het versterken van
aansprakelijkheid, professionalisme, kwaliteitsverbetering en
multidisciplinariteit bij het verlenen van geestelijke gezondheidszorg
voor kinderen en jongeren.

Het probleem en de oorzaken ervan

Het gebruik van evaluatiemethoden in GGZ voor kinderen en jongeren is
controversieel. Professionele zorgverleners waren in dit participatief
onderzoeksproces uiterst openhartig over hun frustrerende ervaring tijdens
de laatste jaren met beleidsgestuurde evaluatiemethoden. Vooral de
MPG/RPM wordt als vervelend en niet informatief afgeschilderd.
Bovendien zijn ze bang dat evaluatiekaders de therapeutische flexibiliteit
zullen beperken of hinderen. Die flexibiliteit wordt als onontbeerlijk
beschouwd, gezien het uitgebreide gamma geestelijke
gezondheidsproblemen waarmee ze geconfronteerd worden. Bovendien is
er de bijzonderheid dat de noden van het kind zullen veranderen naarmate
het in een andere ontwikkelingsfase terecht komt. Er wordt echter ook
erkend dat, op systeemniveau, het beheer van de GGZ voor kinderen en
jongeren wordt gehinderd door het feit dat er geen beoordeling is van de
totale doeltreffendheid. En op niveau van dienstverlening is het moeilijk
om (continue) kwaliteitsverbetering te documenteren zonder gepaste
evaluatiemethoden (zie ook KCE-rapport 146)11.
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Mogelijke oplossingen

In andere landen werden verschillende initiatieven genomen. In het VK is
het CORC research consortium, waarvan meer dan de helft van alle centra
in Engeland lid lis, bezig met het ontwikkelen van een model voor
routinematige evaluatie op basis van outcome-indicatoren. Momenteel
worden vijf verschillende wetenschappelijk gevalideerde meetinstrumenten
routinematig gebruikt (bijv. HONOSCA: Health of the nation outcome
scales for children and adolescents) op vrijwillige basis.’

Dingen die moeten worden overwogen in de implementatiefase

De stakeholders hebben een aantal belangrijke kenmerken van
evaluatiemethoden voorgesteld:

e Evaluatie moet rekening houden met de complexiteit van de
zorgverlening aan kinderen en jongeren met geestelijke
gezondheidsproblemen en moet het therapeutische repertorium van
de zorgverleners eerder stimuleren dan beperken;

e Evaluatie moet worden geinspireerd door internationale ‘best-
practices’, maar die moeten altijd worden aangepast aan nationale,
regionale of lokale omstandigheden;

e Ze moeten de de ethische richtliinen respecteren die worden
belichaamd door een eventueel Charter (Aanbeveling 7);

e Evaluatie kan alleen werkbaar zijn wanneer alle stakeholders een echt
gevoel van eigenaarschap hebben. Vandaar de noodzaak om hen
erbij te betrekken wanneer het evaluatieproces wordt ontwikkeld en
wanneer de resultaten ervan worden geinterpreteerd (zie ook Pires'’).

De bezorgdheid van de stakeholders met betrekking tot de noodzakelijke
flexibiliteit van de evaluatiemethoden stemt overeen met recente
internationale ontwikkelingen zoals Utilization-focused Developmental
Evaluation”’ en Reflexive Monitoring®®. Dit zijn adaptieve kaders die
werden ontwikkeld voor complexe, dynamische omgevingen waar er nood
is voor constante innovatie en experimenten. We zijn van oordeel dat dit
soort kader uitstekend geschikt is voor de complexiteitsgevoelige,
situationeel, door ethische normen geleide en op participatie gebaseerde
evaluatie die door de GGZ gemeenschap voor kinder en jongeren wordt
gevraagd. Deze aanbeveling sluit aan op alle aspecten van Aanbeveling 7
en Aanbeveling 8.
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Aanbeveling 10

Het geven van een duidelijk politiek signaal dat een cultuur van
innovatie en evidence-based practice binnen het Belgische GGZ
systeem voor kinderen en jongeren ondersteund en beloond wordt.
Dit dient tastbaar gemaakt te worden door op zeer korte termijn
implementatie initiatieven op te starten.

De professionele zorgverleners uit de geestelijke gezondheidszorg die aan
dit project deelnamen, wilden heel graag het stadium van de gesprekken
achter zich laten en een 'beter' geestelijk gezondheidszorgsysteem voor
kinderen en jongeren in de praktijk omzetten. Wat nodig is, is een duidelijk
politiek signaal dat erop wijst dat een cultuur van innovatie in het Belgische
GGZ-systeem voor kinderen en jongeren wordt aangemoedigd en
beloond. De 9 aanbevelingen die hierboven werden besproken, kunnen
worden beschouwd als een innovatieve agenda om de inspanningen in het
veld in goede banen te leiden.

Tijdens het ontbreken van aanzienlijke budgetten om een hervorming van
de GGZ voor kinderen en jongeren te ondersteunen, is een pragmatische,
positieve en vertrouwenwekkende benadering nodig.

1. Het promoten en erkennen van bottom-up innovatie

In het VK heeft de National Health Service (NHS) Institute for
Innovation and Improvement een NHS Innovation Challenge Prizes
programma uitgewerkt (nu in het tweede jaar). Het Challenge
programma tracht innovaties op te sporen die kunnen bewijzen dat ze
met succes uitdagingen zijn aangegaan op zo'n manier dat ze
gemakkelijk doorheen de NHS kunnen worden verspreid. De winnaars
kunnen tot 100,000 GBP ontvangen. De ruimere agenda achter de
innovatie-inspanning van de NHS is om de doeltreffendheid van het
NHS over de volgende jaren aanzienlijk te vergroten om zo het hoofd
te kunnen bieden aan de uitdagingen van een steeds groeiende vraag
naar kwaliteitsvolle dienstverlening en verbeterde patiéntuitkomsten.

Deze promotie en erkenning van bottom-up innovatie is een principe
dat zeker de moeite waard is om over te dragen naar de context van
de Belgische GGZ voor kinderen en jongeren. Dit zou mede
gefinancierd moeten worden door de federale overheid en de
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samenwerkingsverbanden te simuleren.

2. Een veelomvattend actieplan en concrete innovatieprojecten
ontwikkelen

Het is zeer belangrijk dat de bottom-up innovatie zich kan verspreiden
en integreren in het ruimere zorgsysteem. Erkenning en beloning is
hiertoe de eerste stap. Zo heeft de NHS een veelomvattend actieplan
uitgewerkt dat sinds begin 2012 operationeel is, om ervoor te zorgen
dat innovaties en ‘best-practices’ geen geisoleerde voorbeelden
blijven, maar dat ze de hele NHS ten goede komen®. Indien dit wordt

vertaald naar de Belgische situatie zou de Interministeriéle

Conferentie Volksgezondheid een actiegroep kunnen belasten met het
omzetten van een aantal van de aanbevelingen uit dit rapport naar
een concreet actieplan, waarbij een aantal specifieke
innovatieprojecten nauwkeurig worden omschreven. Steun kan
worden gezocht bij de Koning Boudewijnstichting (Koningin
Fabiolafonds voor geestelijke gezondheid/Fonds Reine Fabiola pour la
santé mentale).

Op een tussenliggend niveau zijn de
samenwerkingsinitiatieven waarvoor in aanbeveling 7 werd gepleit,
een knooppunt waar de bottom-up en de top-down dynamische
krachten op elkaar kunnen ingrijpen en elkaar versterken door de
ontwikkeling van lokale strategische plannen, overeenkomsten tussen
instanties, wetgevende voorstellen, financieringsovereenkomsten en
aangepaste controle- en evaluatieprotocollen.

3. Idealiter moet een ondersteunende infrastructuur worden
uitgewerkt die helpt bij het opbouwen van de vaardigheden van de
professionele  zorgverleners voor het verbeteren van hun
dienstverlening. Dit kan door coaching en opleiding in het gebruik van
nieuwe technieken die gehanteerd worden bij veranderings-
management te organiseren. In het VK bijvoorbeeld, ligt de focus zeer
sterk op nieuw ontwikkelde methoden voor dienstverlening en
ervaringsontwerp.

cross-sectorale

Organisation mental health care children and adolescents

6. BESLUIT

Dit participatief onderzoeksproject gaf stakeholders de gelegenheid om na
te denken over de weg die de hervorming van het kinder- en jeugd GGZ-
systeem zou moeten inslaan. Uit een diaghostische analyse bleek dat
het systeem van GGZ voor kinderen en jongeren worstelt met een cluster
van onderling samenhangende problemen. De kern van de problematiek is
daarbij de extreme versnippering en compartimentalisering tussen
organisaties, sectoren en beroepen. De kostprijs van deze versnippering is
aanzienlijk, zowel wat menselijk lijden betreft, als op het vlak van verspilde
middelen. De zeer lange wachtlijsten zijn maar een van de meer
opvallende indicatoren van deze belasting en inefficiéntie. Deze stand van
zaken wordt door de stakeholders erkend.

De voorbije tien jaar werden verschillende initiatieven genomen om deze
problemen het hoofd te bieden. Het is echter duidelijk dat deze initiatieven
niet in staat geweest zijn om het aanpassingsvermogen van het systeem in
zijn geheel te versterken. De mislukkingen uit het verleden hebben geleid
tot wantrouwen tussen actoren en sectoren.

Bij de stakeholders was er een sterke weerstand tegen top-down
formalisering en controle. Het uiteindelijk resultaat is dat professionele
zorgverleners zich realiseren dat werken in een netwerk nodig is, maar dat
er weinig geloof is in het formaliseren van deze netwerken en het creéren
van nieuwe functies zoals netwerkmanagers en codrdinatoren.

Al deze punten leiden tot een lock-in waarvoor geen snelle oplossing kan
worden verwacht. Het veranderingsproces zal waarschijnlijk een langdurig
proces zijn, en dit onderzoek kan hieraan slechts een beperkte bijdrage
leveren.

Voor GGZ voor kinderen en jongeren, werd de relevantie van het
'Systems of care'-kader benadrukt. Dit kader toont affiniteit met het
ruimere veld van systeeminnovatie. Deze benaderingen zoeken vaak een
verbond, een co-evolutie tussen de top-down en de bottom-up
verandering. Dit vermijdt de valkuilen van veranderingen die stukje bij
beetje, gemeenschap per gemeenschap worden doorgevoerd, of van een
algemene technocratische hervorming. Dit onderzoek is een beetje in
dezelfde geest uitgevoerd zonder echter blind aan één of ande sjabloon
vast te houden.
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Wanneer we alle bevindingen uit de verschillende bouwstenen van dit
onderzoek samennemen, komen we tot 10 aanbevelingen.

e De aanbevelingen 1 tot 4 willen de aanspraken die worden gemaakt
op de schaarse en dure gespecialiseerde geestelijke
gezondheidszorg voor kinderen en jongeren in goede banen leiden.
Het doel is ervoor te zorgen dat jonge mensen de juiste zorg krijgen in
de minst restrictieve en het best aan hun noden aangepaste omgeving
die mogelijk is. Er wordt verwacht dat dit zal leiden tot een omzichtiger
gebruik van de gespecialiseerde zorg en residentiéle faciliteiten. Deze
aanbevelingen willen dit bereiken via preventie, het actief betrekken
van gebruikers en hun omgeving (families), voldoende filtering in de
eerstelijnszorg en door het versterken van het vermogen van het
systeem om crisissen gerelateerd aan de geestelijke gezondheid het
hoofd te bieden.

e De aanbevelingen 5 en 6 concentreren zich op het versterken van
het spectrum van dienstverlening dat wordt aangeboden door
professionele zorgverleners, vooral met betrekking tot de zorg
voor kinderen die lijden aan ernstige, complexe en meervoudige
mentale problemen. Deze complexe situaties kunnen al dan niet
gecompliceerd worden door gewelddadig gedrag of culturele
barrieres. Deze aanbevelingen willen leemtes opvullen op het vlak van
het opnemen van verantwoordelijkheid door hulpverleners (het niet
langer doorschuiven van de zorg naar een andere zorgverlener) bij het
omgaan met deze jonge mensen. Deze aanbevelingen moedigen een
flexibele en assertieve benadering aan bij het verlenen van zorg aan
deze kinderen in hun natuurlijke leefwereld en richten zich op het
verbeteren van de culturele vaardigheden van zorgverleners.

e De aanbevelingen 7 tot 9 zijn gericht op het versterken van het
aanpassingsvermogen van en de ethische begeleiding binnen het
toekomstige kinder- en jeugd GGZ-ssyteem. Ze willen dit bereiken
door ervoor te zorgen dat de actoren in het systeem, waaronder ook
vertegenwoordigers van kinderen en families (omgeving), deelnemen
aan discussies over de sectoren heen om het vormen van
samenwerkingsverbanden op een continue basis te stimuleren. Er
werd voorgesteld dat alle stakeholders zich ertoe zouden verbinden
om een gedeelde visie en een ethisch charter te ontwikkelen voor het
kinder- en jeugd GGZ-systeem (inclusief belendende sectoren). Er
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wordt ook aanbevolen om continu inspanningen te leveren om de
noodzaak voor en verlening van geestelijke gezondheidszorg beter te
begrijpen en in kaart te brengen. Tenslotte wordt het gebruik van
evaluatiemethoden aanbevolen die professionalisme, kwaliteit en
multidisciplinariteit zouden versterken.

e Aanbeveling 10 suggereert een aantal stappen die moeten worden
ondernomen om dit veranderingsproces op te starten.

In tegenstelling tot gefragmenteerde of top-down oplossingen, die vaak
onevenredig geinspireerd zijn door belangengroepen, legt dit onderzoek
nadruk op de noodzaak om ‘veranderingen op systeemniveau’ door te
voeren om de veranderingen in de dienstverlening te ondersteunen. We
zouden willen waarschuwen, de lessen uit systeeminnovatie en
transitiemanagement indachtig, om dit niet te zien als een lineair,
sequentieel veranderingsproces in de zin van: eerst systemen verbeteren,
dan diensten verbeteren, en uiteindelijk uitkomsten verbeteren.

Systeemveranderingen zijn weliswaar van wezenlijk belang om de
overgang naar een doeltreffender GGZKJ-systeem te ondersteunen.
Anderzijds is het belangrik om lokale experimenten te blijven
aanmoedigen en successen te koesteren, vooral wanneer ze tot stand
werden gebracht door partnerships binnen sectoren of tussen sectoren
onderling. De kennis en het relationele kapitaal dat wordt vergaard door
deze samenwerkingen is de brandstof waarop een transformatie door heel
het systeem kan gedijen. Bottom-up en top-down dynamisme moeten
elkaar versterken. De cross-sectorale managements- en
aansprakelijksheidsplatformen zijn een knooppunt waar deze twee
dynamische krachten op elkaar kunnen ingrijpen en elkaar versterken door
de ontwikkeling van strategische plannen, overeenkomsten tussen
instanties, wetgevende voorstellen, financieringsovereenkomsten en
aangepaste controle- en evaluatieprotocollen.
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1. INTRODUCTION

Internationally, the World Health Organization (WHO) has called for
national address of child and adolescent mental health concerns.”
Belgium, however, does not have an articulated child and adolescent
mental health strategy. Reforms in the past have, as in other Western
countries, focused on the adult mental health sector. This sector previously
characterised by large isolated institutions, is gradually transformed
towards a balanced care model. This implies that care is offered and
delivered as close as possible to the patient’s living environment, and only
if necessary in an institution.*

The child and adolescent mental health services (CAMHS)-sector is
different and requires a different approach. Firstly, mental health problems
in children and adolescents are not uncommon. Based on studies that
used a validated questionnaire, the WHO estimates that the prevalence of
mental problems and disorders in children and adolescents in Western
countries is about 20%, and approximately 5% are believed to require
clinical intervention.’

Secondly, the WHO states that there is a high degree of continuity
between child and adolescent disorders and those in adulthood.? The
WHO estimates that roughly 50% of mental disorders in adults begin
before the age of 14 years.® Therefore, it is argued that appropriate
interventions in child and adolescence can greatly enhance population
health while improving outcomes for the young people involved.

Thirdly, it is widely adopted that designing an appropriate mental health
policy for children and adolescents should include a developmental
perspective. The different consecutive developmental stages that children
and adolescents go through have an impact on vulnerability to disorders,
how the disorder is expressed and should be treated).”®

Finally, the CAMHS-sector on Belgium developed much later than that for
adults and does not have a tradition of large isolated inpatient service
institutions.

In Belgium two initiatives were launched in close succession to support
reforms in child and adolescent mental health services (CAMHS). Both
were commissioned by the Ministry of Social Affairs and Public Health. T he
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first initiative concerns an advice by the National council of hospital
facilities™ to the Minister of Social affairs and Public Health. This advice,
published on June 9™ 2011, points out the actual problems and the future
needs in the sector of child and adolescent mental health care in Belgium?®.
It is based on a broad consultation of stakeholders working in the domain
of CAMHS (child and adolescent mental health services). This important
document has been of considerable help in this study, and our conclusions
and recommendations will, whenever appropriate, be articulated with this
advice. A second initiative is the present KCE-study which was
commissioned by the Federal public service for health, food chain safety
and environment. The study includes two parts. The first part, evaluated
existing scientific knowledge in the area of organization of CAMHS by
conducting a narrative literature review and an analysis of recent reforms
in British Columbia (Canada); the Netherlands, the UK and France.® The
two main models found in the literature (i.e. WHO-model and ‘System of
Care’) only give main policy lines of a general nature. Each country or
community that intends to implement one of these models must
themselves work with the basic principles and develop a further policy from
there. In the countries studied, the reforms are based on theoretical
frameworks based on major ethical principles and values; these principles
and values overlap significantly between the different countries. However,
in the practical implementation of this conceptual framework, numerous
difficulties are experienced and in some cases the predefined objectives
are not achieved.’ The literature and the international overview therefore
only offer us a limited basis in the search for a better organizational
structure for the child and adolescent mental health care sector.

The second part of this KCE-study, which is the subject of this report, will
build on this (limited) evidence base. However, the data from the literature
and the examples from other countries do in fact have to be interpreted in
light of the specific Belgian context. The objective of the current
research project is, therefore, to develop a scenario for the organization
of mental health care for children and adolescents in Belgium based on a
method of stakeholder participation.

a

http://www.health.fgov.be ;
http://www.overlegplatformsggz.be/Adviezen_NRZV/284/ggz
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2. METHODS

This section of the report describes the methods and techniques employed
to develop a scenario for the Belgian CAMHS system. First the overall
logic of scenario development and the tools used to conceptualize it are
clarified. Then the constituent elements of the participatory process are
discussed. Finally, there is a note on the evidence base relied on during
this research, and on the limitations of the methodology used in this report.

Figure 1: Conceptual outline of research process

Participatory
process

Root definition
& activity model

Diagnostic
analysis

Stakeholder
mapping
Solution
elements

Recommen-
dations

Evidence review
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2.1. Scenario development
2.1.1. Introduction

In the setting of this particular study, the aspect that concerns us is an
institutional and organizational reality: the way mental health services for
children and adolescents will be organized and delivered in Belgium. We
therefore see a ‘scenario’ as a policy scenario, meaning a description — a
qualitative ‘model’ - of a future service system (defined as “a configuration
of technology and organizational networks designed to deliver services
that satisfy the needs, wants, or aspirations of customers"b). Such a model
will be a mix of narrative elements and visual representations (diagrams)
that explains the functional logic of that envisaged service system and
makes reference to relevant formal and informal actors, and connections
between these actors (through formal agreements and all kinds of flows,
such as finances, people and information). The task is, therefore, to
describe, using textual and visual means, how future mental health
services for a specific target group will be organized. The basic purpose of
this description is to provide policy makers with guidelines for system
reform.

The study relies on two main lines of enquiry: a participatory process to
solicit input from a range of stakeholders, and an evidence review. Both
lines of enquiry will feed two main areas of attention. First, a diagnostic
analysis to understand what are strengths in the existing CAMHS system
and what could be improved. Second, a series of solution elements that
could be integrated in a future, more effective system. The diagnostic and
solution elements are used to develop two sets of outputs. On the one
hand a number of visual, conceptual models are developed that delineate
the contours of the future children and adolescent mental health care
system.

The aim of these models is not to give a final picture of what the future
CAMHS system will look like but to lay down the contours of that system to
be given substance by carefully designed interventions in the existing
system. This set of recommendations for intervention in the CAMHS
system, based on the diagnostic and solution elements identified, is the

b http://en.wikipedia.org/wiki/Service_system
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other output generated by this study. The logic is diagrammatically shown
in Figure 1.

2.1.2. Conceptual modeling

In developing conceptual models that lay down the contours of a future
CAMHS system, the apEJroach adopted in this research is inspired by Soft
Systems Methodology.3 32 Soft systems methodology is one of a range of
general, systemic problem solving approaches.33 The purpose of Soft
systems methodology is basically to organise a process of ‘learning for
action”™ the aim of which is to intervene in an ‘organisational setting’ in
order to improve it. Distinctive for the Soft systems approach is the fact
that it tends to anchor a process of change in what is (cultural and
managerial) feasible for those participating in it. Other approaches, such
as Interactive Planning for instance, are oriented towards identifying more
visionary (but also more long-term) interventions. For the present study the
focus on pragmatism and feasibility was deemed more appropriate.
Another potentially strong point of the Soft systems approach is the fact
that it is designed to reflect the different framings (or worldviews) that
stakeholders rely on in making sense of a complex problem in multiple
scenarios. The methodology then allows to identify a single way forward by
seeking accommodation between these different scenarios. The possibility
of the emerging of different scenarios from the research process has been
anticipated from the very start of the research process. However, as the
process unfolded it became clear that one single scenario was able to
capture the issues identified by the stakeholders.

The Soft systems methodology makes use of conceptual representations
(or scenarios) for systems to guide the efforts to streamline or re-design
the system under study. The basic orientation of the methodology,
therefore, fits hand in glove with the basic aim of the study. The elements
drawn from Soft systems methodology are a diagnostic Rich Picture, a
Root Definition, and an Activity Model. In this study this set of tools has
been complemented by a Stakeholder Mapping. Each of these instruments
will be discussed in turn.
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Rich Picture

A rich picture is a visual aid to learn about ill-defined problems by drawing
detailed ("rich") representations of them. Its orientation is diagnostic as it
makes explicit the perceived structure of a problem. Typically, rich pictures
follow no fixed syntax, beyond consisting of pictorial elements and text,
and can be drawn by hand or by means of more specialized tools.* In this
particular case, the rich picture has been developed as a so-called
‘influence diagram’, which relies on a simple visual syntax of ‘factors’ and
arrows that denote interlinkages between factors. >

Root Definition

A root definition is a textual description of the unique contribution (the
‘purpose’) that the system is meant to deliver.

Typically, in a soft systems approach the ‘system’ considered is not an
organizational entity with a recognized boundary, legal status, resources,
power and so on. Instead, it is a notional or an idealized system. This has
also been referred to as a ‘work system’ or a ‘human activity system’.*® A
work system consists of people jointly engaged in recognizable activities to
realize a shared purpose. These people can easily belong to different
formal organizations. Once it is clear what the purpose of the ‘work system’
is and what the requisite activities are to support it, one can start to inquire
how people, potentially from different organizations, can contribute to the
work system in order to realize its purpose.

The essence of a system in Soft Systems Methodology is captured by a
root definition.
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An activity model is a notional model. It does not represent an actual,
existing system but it is a conceptual representation of an idealized
system that is able to deliver that unique contribution as
encapsulated by the root definition. It consists of ‘activities’ and
logical dependencies between those activities.

A root definition is a precise statement that takes the following
generic form: “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”**

Activity Model

The root definition expresses what the human activity system under study
is intended to do. It is the basis for developing an activity model that shows
how the system will realise its purpose.

This instrument considers key functionalities and their interdependencies
without becoming sidetracked by the complexity of the existing CAMHS
landscape. It does not embody an organizational logic, but a functional
one.

Stakeholder Mapping

A stakeholder map is a visual representation of how actors that have a
role, interest or stake in a particular system (or problem) relate to that
system.37 Various formats are in use. In this study a format was developed
that arranges the stakeholders in concentric circles around the child
(suffering from psychosocial or mental problems). The distance to the child
and the relative positioning of the actors to one another are significant
features of the map. Four types of relationships between actors are
visually codified: collaborating, funding, caring, and defending interests. In
contrast with the activity model which represents a notional model, the
stakeholder map reflects how the actual CAMHS system is perceived.
However, once the map is linked to the activity model - by visually coding
into the map the activities (from the model) where actors might potentially
contribute to — it assumes a hybrid character and becomes in fact a
pendant to the activity model.

2.1.3. Gap analysis and recommendations

Policy recommendations are a second key output from this study. These
are suggestions for interventions in the current CAMHS system with the
aim to help it transition to a system that works ‘better’. They are informed
by a number of inputs:

e The diagnostic elements highlight a number of key service and
system-level problem areas in the Belgian CAMHS system.
Recommendations need to address those challenges.

e The participatory process and the literature review (see section 2.2
and 2.3) point towards a number of potential solution elements that
may be integrated into the recommendations.
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e The conceptual modeling will highlight key characteristics of a future,
desirable CAMHS system. The recommendations will have to be in
alignment with these characteristics.

e 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 five participation events:

e An exploratory round of interviews (July — September 2011) to
explore stakeholder views on the current problems and bottlenecks in
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 unfolding
evidence review (see section 2.3). But they also fit in what Checkland
and Poulter refer to as Analysis Three in a Soft Systems-driven
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 process.

e 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).

e A validation workshop to discuss and improve the emerging root
definition and activity model (18 October and 20 October 2011 for
Dutch and French-speaking groups respectively). The audience for the
validation workshop is also primarily geared towards expert,

Organisation mental health care children and adolescents

professional and institutional representatives, and patient
representatives.

e A consultation round of interviews (mid-November 2011-early
January 2012) 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
include a number of complementary perspectives, particularly from
professionals in other youth-serving sectors than CAMHS.

e A consolidation workshop, again for a similar audience, to discuss
the draft policy recommendations (16 and 17 January 2012 for French
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-based tracks is both
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 Table 1. A
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 sources
(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
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government in 2003 for young offenders with both psychiatric and
behavioral problems who require educational and social protectionist
measures. The unit receives 14 adolescents between 14 and 18 years old.

of the complexities associated to making an innovative therapeutic
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

The purpose of the observation was primarily to get a firsthand experience

Table 1: Stakeholder engagement process

Exploration
round
interviews

Rationale

To explore stakeholder views
on the current CAMHS system;

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

Questions

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

observation stay is in Appendix 1.

Face-to-face interviews

Participants

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

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

e What are essential characteristics of the
existing CAMHS system?

e 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 group38

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

Validation
Workshop

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

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

How can they be improved?

Custom-designed %2

day workshop (Agenda:

Appendix 2)

Cross-section of 12-20
stakeholders per
language group

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.

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

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

Consolidation
workshop

To reflect on and improve the
final draft of policy
recommendations

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

Custom-designed %2

day workshop (Agenda:

Appendix 2)

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

In this study stakeholder engagement focuses on professional, expert
and institutional stakeholders. 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
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®. It is possible to give youn%
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.”® 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.

Based on Part | of this study9 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 (education, juvenile
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). Desk
research and punctual information collected from key informants from our
existing network were used to compile a long list of relevant CAMHS
stakeholders. The 1st draft of the long list was screened using profile
criteria (i.e. Practitioner, NGO, admin and Geographic distribution).

e 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);

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

Organisation mental health care children and adolescents

e Administrators: managerial functions in public/private institutions
(including government agencies, public hospitals, schools,
organisation like Zorgnet® 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 15-20
participants in each language group. Second, it was aimed to have a mix
of profiles. An overview of participant profiles for the three interactive
participation events (roundtables and workshops) is shown in Table 2.

A relatively high number of child and adolescent psychiatrists participated
in the workshops as 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
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-appearances.

www.zorgnetvlaanderen.be
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Table 2: Stakeholder profiles in interactive participation events

Roundtables Validation workshops Consolidation workshops

Stakeholders NL FR NL FR NL FR
16/09/2011 14/09/2011 18/10/2011 20/10/2011 17/01/2012 16/01/2012

Child psychiatrists 3 7 7 9 6 5
Psychologists 1 1 3 3 2 3
General practitioners 1 1 1 1 1+(1)
Paediatrician 1 1
Ambulatory: CGG/SSM/AIGS (8] (2) 3 1+(1) 2
Juvenile Justice 1 1 1 1+ ()
Education 1 1 1
Youth Care 1 1
Patient/Child/Family rights 1 1 2 1 2 1
Network coordination 1+(1) 4) 1
Prevention (1) 3) 2)
Administration (federal) 2 2 2 1 2
Administration 3 3) 1 (2) 1 3
(Community/regional)
Disability care 1 1 1
Social profit employers organisation 1 1
Scientific institutions 1+(3) 1+(3) (6) 2+(4) 1 1+ (5)
Total 13 17 20 23 17 17

Target 12 12 20 20 20 20
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Interviews

For the exploration round interviews and consultation round interviews
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-to-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 system and are likely to
have an important influence on their peers (opinion leaders). They were
selected from the long list of candidate participants (see section 2.2.2).

The consultation round followed up on the validation workshops (section
2.2.1.). Altogether 18 interviews — 9 FR and 9 NL - were done between
mid-November 2011 and early January 2012. Representatives from
specialized mental health services were 7 child psychiatrists (5 FR, 3 NL,
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. The other interviewees
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.
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Table 3: Overview of people interviewed

Exploration round Consultation round

Stakeholders

Child psychiatrists 3 3 4 5
Psychologists 1 1 1
General practitioners 2

Paediatricians

Ambulatory: CGG/SSM/AIGS Q)

Juvenile Justice

Education 1 1
Youth Care 1
Patient/Child/Family rights 1

Network coordination

Prevention 1

Administration (federal) 1

Administration (8] Q)
(Community/regional)

Disability care 1
Social profit employers organisation 1

Scientific institutions 3 1) (5) 3
Total 5 5 9 9

Target 5 5 5 5
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2.2.3. Data analysis

The semi-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 system. All
conversations were face-to-face, recorded and fully transcribed (around
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’.** The framework proposes a hierarchy of 12 so-called ‘leverage
points’, inspired by the concepts and language of the discipline of system
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 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
“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.
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11 - 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
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 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.

8 - 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;

7 - 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);

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. This refers to the explicit
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.



52 Organisation mental health care children and adolescents

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 CAMHS
system, as indicated by the stakeholders and 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
bring some measure of order to the interview output and stakeholder
perceptions as a basis for a next step in the analysis.

Also the consultation round interviews were face-to-face, with one
exception which was done over telephone. A very open list of questions
was used to guide the conversations (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-
November and early-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.

Also the 3 workshops were tape-recorded. These recordings were,
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-depth literature
review impracticable. Furthermore, in Part | 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:
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e The first part of the present KCE project9 including: a narrative review
of organizational aspects of CAMHS; an international comparison
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 landscape in Belgium.

e  Other KCE-reports related to CAMHS: the evaluation of ‘therapeutic
projects’ in mental health care'’; psychiatric emergency care for
children and adolescents.™

e Arecent 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-based analysis
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 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 CAMHS
SYSTEM

The first step in the conceptual modeling is the development of a root
definition of the envisaged CAMHS system (section 2.1.2). This root
definition succinctly captures the purpose (the ‘raison d'étre’) 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 3.1-3.3 are based
on statements of stakeholders. The quotation marks, and the
synthetic headings and text fragments reflect stakeholder
perceptions, not verified facts.
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3.1. Diagnostic output from the roundtables

Two roundtable discussions were held - one for French-speaking and one
for Dutch-speaking participants (Table 1). Participant totaled 17 for the
French-speaking round table and 13 for the Dutch-speaking session (cf.
Table 2).

The roundtables were organized around three key questions, of which only
the first is diagnostically oriented: “What image or metaphor captures,
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 Appendix 4.

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

Strengths:

o Complexity, diversity;

o  Pockets of goodwill, creativity, and efficiency.
Weaknesses:

e Lack of accountability, control, instability;

e Rivalry, lack of collegiality, coordination;

e Congestion and saturation leading to frustration, confusion, isolation
and loss of meaning;

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

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

e Lack of resources;

e Inability to adapt, dwindling degrees of freedom;

e Inability to cure, to fulfill its most basic purpose;

e Inability to resolve the tensions of a stressful, contemporary society;
e  Source of stigmatization.
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The images summoned by the participants to the Dutch-speaking
roundtable point to the following strengths and weaknesses of the CAMHS
system:

Strengths:

e Diversity, goodwill, expertise;

e Potential for learning, potential for establishing new connections;
e Pockets of efficiency;

e Adiscernible desire for reform.

Weaknesses:

e Overall ineffectiveness of the system;

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

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

e Complexity, fragmentation, chaos;

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

e 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-optimally, and the
effectiveness and efficiency of the system is compromised. The
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 difficulty in
accessing the system, which is considered remote and inhospitable.
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Young persons and their families that are associated with the system are
easily stigmatized.

There are isolated pockets of good, state-of-the-art practice and
efficacy 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.

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 exploration round interviews

An exploratory round of interviews with 5 FR and 5 NL stakeholders was
held early on in the study (July-September 2011; table 1). They were
intended to explore interlocutors’ views on the current weaknesses and
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 people to develop
confidence in the participatory process.

To structure the rich output of the interviews, the diagnostic framework of
‘Meadows Ladder was used.** 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
guotation 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 stakeholdersd)
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 is significantly
underfunded

e [1] “I once calculated that only three percent of the total federal budget
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 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.
However, they are not recognized as ‘health workers’ and hence not
reimbursed by social security. The supply of other, perhaps less traditional
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.

e [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. | really think there is still a
taboo around mental illness in our society. It is not seen as a genuine

This figure is widely cited and is based on WHO (World Health
Organization) estimates (WHO. Atlas: child and adolescent mental health
resources: global concerns, implications for the future. Geneva: WHO;
2005).
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illness. People do not have the same respect for it as for a cardio-
vascular disease.”

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

e [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 children that do not have too
complex problems.”

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

e [7] “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 t0o.”

The official reimbursement of clinical psychologists remains a
controversial point.

o [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 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.
e [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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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 the key
factor that compromises the effectiveness of the system and that
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-based mental
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.

e [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. | 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

e [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.”

KCE Reports 175

Ambulatory services are underpowered

e [16] 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
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-and-flow
structures, balancing feedback loops, reinforcing feedback loops).

3.2.5. Balancing feedback loops

The mental health care system is 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
to these pressures is ‘passing the buck’, whereby saturated services
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, stakeholders point out
that typically these new capacities also are quickly saturated. The
proliferation of these isolated initiatives, however well intended and
executed, contributes to the fragmentation of services and of available
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 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
mechanisms that command too many of already scarce resources.
Furthermore, also the absence of a strong voice of an empowered



KCE Reports 175

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

e [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.”

e [20] “So | 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
under resourced

e [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

e [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 thought through.”

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

e [23] “What | 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.”
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There is no patient organisation that works for and with parents of

children with mental health problemse. There is no support (training)
for advocacy and support organizations either.

e [24] “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.”

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 desirable,
stable level of performance.

Capacity problems and bottlenecks in CAMHS have been signalled under
‘stock-and-flow structures’. These capacity problems reinforce one
another. Stakeholders acknowledge that there is indeed a dynamic of
‘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 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
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 increasing
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, stakeholders noted that the
presence of mental health problems appears to be increasing and
presenting problems are increasingly serious and complex.

e 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
TDA/H - vzw Centrum Zitstil (for parents of children with ADHD), vzw VVA
Vlaamse Vereniging Autisme.
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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 to providing
mental health services, whereby services are targeted to particular
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 behavioural problems.
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’étre). This approach tends to limit
services to particular priority groups and constrains the availability of help
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. Disparities in access
to and in the quality of care are experienced as a continuing problem for
the CAMHS system, both in terms of the three communities and in terms of
geographic disparities.

By their very existence, 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
realistic proportions. 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
on the buck.

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

e [29] “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
residential facilities.”

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

e [31] “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
families.”

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

e [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.

e [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. 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 directed
towards children.

e [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-based
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 behaviour
as a pretext for putting people in FOR-K beds).

e [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 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.

e [38] “We are probably the only bi-lingual hospital in Brussels. French-
speaking hospitals are having a hard time with Dutch-speaking
patients. | 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.”

3.2.7. Information flows

The fragmentation of the CAMHS system is reflected in a lack of
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 is a reliable assessment of what the
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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.

e [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.

e [44] “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
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-centric CAMHS system is governed
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). This leads to complexity,
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 (i.e. residential
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.
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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-existent or
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.

e [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 you in a
bed, make you better and send you home. We're not talking about
pre-care and post-care. | 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 easier than in
Flanders — that not all partners are involved.”

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

e [47] “Nowadays hospitals keep thinking in terms of units, the staffing
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.”

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

e [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 is
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
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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
into judicial language.”
Fragmentation is also embedded in legal frameworks and in
responsibilities allotted to different institutional levels.

e [52] "When you have all these 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
with emergency cases.”

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

e [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 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
health.”

There is a lack of appropriate evaluation methods.

e [56] “We have been doing the RPM (Minimum Psychiatric Data) for 10
years and it has absolutely no added value. It takes me a quarter of
my time as a psychiatrist to fill that into the 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
jobs that have been created by it.”
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There is no assessment of the overall effectiveness of the existing
CAMHS system.

e [58] “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
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 fragmentation and
compartmentalization. This makes it difficult for users and professionals
to navigate the system, to exchange information (see: information flows)
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

adjusting to changing conditions'.

The CAMHS system’s compartmentalization is to a significant extent
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
often make a positive contribution, at the same time they make the care
system even more difficult to navigate (see: balancing loops).

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
networks were established and financed
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Furthermore, the fragmentation is to an extent also rooted in the training of
medical and other mental health professionals. This training typically
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 and to seek
specialized services when indicated.

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

e [60] “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
manage globally.”

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

e [63] “Radically adopting a networks structure implies that you have to
let go of financial resources. 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
stumbling block when moving towards a regional coordination.”

The growing differentiation in mental and behavioral problems leads
to institutional fragmentation which is harder to govern and co-
ordinate.

e [64] “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
this centrally? Who is evaluating all these partial contributions?”
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The medical professional needs to be trained to collaborate with
other parties.

e [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 early
signals related to mental health and behavioral problems.

e [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 the scope of services
provided by the system: is it focused on the child only or is it focused on
the child, family and relevant social environment? Several stakeholders in
the interview sample were 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
community).

A second key dimension relates to a developmental perspective. The
needs and challenges of young persons evolve as they move from early
childhood to young adulthood. To what extent is a mental health care
system willing and able to adapt interventions to different stages of the
developmental spectrum (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.

A third key choice revolves around the distinction between a ‘target
group’ approach - catering for young people with an already identifiable
disturbance or pathology - 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,
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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
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 clearly defined desired outcomes for
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.

e [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 handle a normal child, much less a child
with complications. And there psychiatrists need to accept to work a
little more ‘orthopedagogically’ with a family. Because one loses a lot
of time with very child-focused treatments whilst disregarding the
psycho-educational context with the family.”

There is very little in terms of initiatives or infrastructures that take
into account a developmental perspective.

e [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). | continue: 15-21 is the period of orientation, life
choices, partner choice, etc. And 18-24 is the category of ‘young
adults old adolescents’. These age brackets have to be served by
specific projects. But | see very few of these specific projects.”
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At this stage much of CAMHS (and youth care in general) is driven by
a clinically-oriented target group approach. A population-oriented
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.

e [73] “In the population paradigm, 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
think ADHD. If nothing works and it breaks down, than a clinical
intervention maybe appropriate. Also | dont 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.

e [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
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 institutions rather than by children’s
needs.

e [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 disappointment.
Because the government 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.”
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3.2.11. Paradigms

The shape of the CAMHS system is a reflection of fundamental views held
by the medical profession (and by extension by the entire society), with
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 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
troubles, and hence as partners and co-creators of their own care
trajectory. The existing mental health care system is traversed by the idea
of guilt (of parents, of society vis-a-vis children) and victimhood. It would
be more appropriate to relinquish these notions in favour of a concept of
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.

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.

e [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 involves the
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.”
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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.

e [83] “Indispensable value for me: adolescence is a time of the social,
S0 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
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.

e [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 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.”

e [87] “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 citizenship is so conspicuous in
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.

e [88] “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.”

3.2.12. 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
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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. 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
than taking a pro-active approach to implementing a well-designed and
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 (that are not
integrated in the wider system) hamper structural reform. These ad hoc
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 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
challenged by stakeholders. Rather than considering children as young,
helpless versions of adults, a perspective is advocated in which young
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 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
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.
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Table 4: Overview of issues affecting the existing Belgian CAMHS system arranged in accordance with ‘Meadows Ladder

Leverage/Intervention Points

Organisation mental health care children and adolescents 65 I.

y 41

Systemic Problems

12- Numbers ¢ Lack of financial resources
e Inappropriate allocation of resources to CAMHS relative to the investment in mental health services for adults
11 — Buffers e Lack of a workforce (provider network) that is prepared to provide state-of-the-art services and supports

10 - Stock-and-flow

e Lack of service capacity
Structures ¢ Limited range of service
e Lack of home and community-based services
e Overreliance on inpatient services
9 — Delays e 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 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

7 - Reinforcing feedback loops

Continued 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 in care services for young peopl.
Lack of strategies to address cultural and linguistic differences and disparities in access to and the quality of services

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 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 the system and service
delivery levels

4 - Self-organization

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 environmental context
Lack of training of mental health professionals on a family focused and “ecological” approach to service delivery




.. 66 Organisation mental health care children and adolescents KCE Reports 175

Leverage/Intervention Points  Systemic Problems

3 - Goals 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

e Lack of specification of a value-based practice approach for the entire CAMHS system

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

1 - Transcending paradigms e Not Applicable
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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. 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.
The diagram shows how ‘friction points’ influence one another (as
indicated by arrows). The wiring is based on stakeholders’ perceptions as
captured by the interviews. It is, therefore, not a picture of ‘reality’ but a
reflection of the complexity embedded in stakeholders’ opinions.

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 increased demands
for child and adolescent mental health services (left-hand side of the
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-specific care,
haphazardly structured care trajectories and long residence lengths of stay
for children in psychiatric hospitals occur, which in turn lead to suboptimal
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 are associated with it).
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 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
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(between regions and confessional pillars), and by medical professionals’
lack of collaborative perspectives and skills.

The sectoral fragmentation leads to inertia and a lack of capability to
reform. The stasis is reinforced by vested interests (those who wish to
maintain the status quo) and 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
landscape and resources. 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
caretakers. This further contributes to their suboptimal experience.

The sectoral and institutional fragmentation, the negative mental health
sector image (still loaded with stigma and taboo) and the absence of an
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 political champion for
reform of the CAMHS system. Fragmentation and lack of political support
engender the absence of 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,
coordinated, family-driven and youth-guided services.

Fragmentation is also tantamount to a deficient inter/cross-sectoral flow
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 target group approach that currently
undergirds the CAMHS system. It has some unintended consequences.
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 comes at the cost
of serving all young persons with mental health treatment needs as well as
preventive interventions (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 system in the context of
the development of care networks as envisaged by Article 11 of the
Hospital Law.™® The recommendations are based on an assessment of the
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. The points
raised by the group need to be understood against the background of an
understanding of what constitutes state-of-the-art, cost-effective mental
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 activel
implicated in shaping a strength-based, multi-systemic care trajectory. 3
The group’s key diagnostic observations are:

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

e  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 60-70% of that required
care capacity is realized - the benchmark figure is the 6% of youth
population that typically requires clinical intervention for mental health
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;

e 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 with
complicated difficulties);
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e 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;

e There is lack of a skilled workforce. Incentives have to be put in place
to attract more child psychiatrists. The contribution of clinical
psychologists and ‘masters in educational sciences’ need to be
officially recognized. Outreach work needs to be rewarded,;

e 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
CAMHS sector;

e 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-child nexus - need to be
consolidated and expanded.

It seems there is a significant overlap with the observations from the
roundtables and interviews (see Appendix 4, 5 and 6). Compared to our
own assessment, the National Council's advice puts a heavier emphasis
on the lower-numbered leverage points in Meadow's* Systems Ladder:
the lack of financial resources (Numbers), the lack of skilled workforce
(Buffers), the lack of service capacity (particularly in outpatient and
crisislemergency services; Stock-and-Flow structures). Within-and cross-
sectoral fragmentation is acknowledged and seen as an important hurdle
to realizing a more cost-effective, coherent, strength-based, youth-guided,
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 system to transcend the current
fragmentation and limitations in service offering to move towards a more
effective care system.
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4. DEVELOPMENT OF A POLICY
SCENARIO FOR THE ORGANISATION
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 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
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-to-face interviews and
roundtable discussions. Additionally, based on the insights of Part | of this
study® and other related KCE-projects'® **, the ‘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
highlighted.
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4.1.1. Solution elements identified from the roundtable
discussions

The two roundtable sessions (Flemish/Walloon) assembled a group of 30
stakeholders in total (17 French-speaking, 13 Dutch-speaking cf. Table 2)°.
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 metaphors:
cf. section 3.1). Two further questions submitted to roundtable participants
were solution-oriented:

e What is the purpose (i.e. ‘raison d’étre’) of a CAMHS system? And
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 CAMHS system
(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.

e 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'étre” of a CAMHS-system?

In response to the question what the fundamental contribution of a CAMHS
system is, there was a consensus (across language-based sessions) that
the system ought to be oriented towards responding to the needs of young
people with mental and behavioural problems so as to enable them to
eventually take their place in adult society as well as possible.

g In the French-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
absent.
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There are three key dimensions underpinning this ‘raison d’'étre’:

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

e A broad (‘ecological’) conceptualization of needs: diagnostic
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.

e The care system's ability to learn and to adapt: at a meta-level
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 all children in
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 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
expertise. The notion of ‘evidence-based’ practice, however, is
controversial, and more so for the French-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.
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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 were derived
from the ‘System of Care’ framework™ without participants being
specifically informed about this origin. The interventions proposed were:

1. Developing comprehensive home-and community based services and
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 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:

e 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).

e 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 numbers 1, 2 and 4).
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e A third point of gravity was the strengthening of prevention, detection
and early interventions (intervention numbers 7, 8, 9). However,
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-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
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 stakeholders voiced
some additional qualifications when it comes to evidence-based (‘not
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 based’
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 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.

4.1.2. Solution elements from the exploration round interviews

The 10 interviews with stakeholders (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
elements could be. The solution elements drawn from the interviews were
categorised in four broad areas:

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

e Broadening of the service array, notably development of home and
community-based services;

e Development of additional crisis and emergency capacity;
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o 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
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 will now be discussed and
supplemented with interview quotes. Quotes in the original language are in
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 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-
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 implies
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 been put in place under the aegis of
daycare centres since 2006 are considered to be valuable precursors.

e [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: | 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.”

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

e [3]"lI 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. | believe
strongly in it, also because it appears to be able to avoid children
ending up in residence.”

e [4] "l 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.”

e [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 deal with
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 as a rule weakly
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

extent possible strengthen the young person’s natural environment —
family, peers and other supporters — in taking up an active role in care and
cure.

e [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.”

e [7] "Ideally a trajectory is made, with emphasis on outpatient services.
However, in reality we see that services are quite limited. There is
nothing for chronic patients — a young person that has to stay in a
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-made care, these
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 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
of operation). 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).

e [8] “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
of all these agencies.”

e [9] "If you leave people sitting with that crisis sentiment, then the
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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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.

e [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.”

e [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 | hear that | wonder what we are doing. But it is difficult
to get experienced care providers to take up those kind of duties.”

4.1.3. Solution elements from Part | of this KCE-study
Global overview on solution elements from KCE study Part 1

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

e more resources for prevention;

e a better integration with basic youth care services;

e amore streamlined access to the mental health care system;
e alarger emphasis on outpatient services;

e amore 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, 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
theoretical and ethically based frameworks on which the CAMHS reforms
in these countries are based.’
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The peer-reviewed literature survey focused on two influential models
for the organization of mental health care for children and adolescents:

e the World Health Organisation (WHQO) model,
e 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-cost and
frequently administered home and community-based services to
specialized, expensive residential services in psychiatric hospitals for a
small minority of complex cases (Figure 3). The model does not show how
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.”®

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

e System of Care is an exemplary embodiment of the principles of
community-based care as they are increasingly embraced in mental
health systems around the world.® The values and principles put
forward by the National Council for Hospital Facilities™® as a guideline
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).

e System of Care 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
‘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 | of this study)®.

e 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 boxzo).

e 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.’

In Belgium the System of Care approach has not yet been widely
embraced.*? However, it would be incorrect to state that there is no System
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 likely far from
exhausted.

Historical problems resulting in ‘System of Care’ concept 20:

o Little mental health care for children — large percentage unserved
or underserved;

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

e Limited service options (outpatient, inpatient, residential);
e Lack of home and community-based services and supports;

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

e Lack of interventions tailored to unique child and family needs;
e Lack or partnerships with families and youth;
e Lack of attention to cultural differences;

e Providers not skilled in state-of-the-art approaches and
practices;

e History of poor outcomes.

Introduction to the System of Care approach

The report of Part | of this study stresses that System of Care is not a
‘model’ to be replicated or a ‘program’ to be administered.® That means
that in different communities, regions or countries that embrace a System
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, what the
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 the puzzle to be solved, each of the
six faces must be a single solid color. That can be metaphorically
translated to the System of Care approach where six areas of attention
have to fit together to come to a working system.?’ The six areas are:

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

e 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;

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

e An array of evidence-based services and supports;

e 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 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
service delivery, management and policy levels, has supportive
management and policy infrastructure, and is data-driven.” o
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Table 5 summarizes key elements of the ‘System of Care’ approach:

Table 5: Key elements of the System of Care approach
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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 O to 18.

Multi-level implementation: 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
practice-level outcomes. System-level changes only will not suffice to improve child and family
outcomes.™

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

Financing: Reform of mental health systems towards a ‘System of Care’ approach usually
takes place in a setting of restricted funds. Therefore innovative fundingh options need to be
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-based financing to increase flexibility.

Services and supports: ‘System of Care’ encompasses a wide array of services, broadly
categorized as supportive services, non-residential services, and residential services. There is an
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 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
racial, ethnic, socioeconomic, linguistic backgrounds. Integrated care focuses on one plan of
services, even when multiple systems are involved, and supports the goals of continuity over time
and across systems.™

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 and
complex issues who are involved in multiple systems and are “high utilizers” of services, often
with poor outcomes. This entity may be a public agency, nonprofit, regional authority,
collaborative or a partnership of agencies.”

It should be noted that the WHO warns against the abrupt transfer of financial means from the hospital sector to the outpatient sector.

% %3 This kind of transfer is only

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 “pooling” or merging budgets from
different sectors, such as mental health care and welfare. It is img)%tant that the budget for mental healthcare remains earm arked as such, otherwise it may disappear

unnoticed into the overall budget and be used for other purposes.™
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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 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
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-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
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).'* Some key learning points that
emerged during this evaluation process are listed below:

e 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
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 the
government communicates its policy framework and its intended
objectives in a clear, coherent, consistent and continuous way to the
sector;

e 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;
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e 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;

e 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;

e 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
patient needs;

e A better understanding in how patients and family can be involved
efficiently in this interprofessional collaboration process is needed;

e 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;

e There is a clear need to evaluate integrated health services models.
This evaluation should not only focus on the policy- and organisational
level but should also include the impact of these models on social
participation and well-being of patients. This will require the
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 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.® The methods used
were a literature study, a secondary data-analysis (i.e. MPG/RPM;
MKG/RCM) and stakeholder input (nominal group techniques & focus

groups).
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Although several authors express the need for a clear definition of
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 emergency
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 presenting to
psychiatric emergency services are between 6 and 18 years old. Suicidal
ideation or suicide attempts and behavioral problems were the most
common reasons for (child and) adolescent psychiatric emergency
services presentations. The available literature that evaluated the
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 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
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:
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e to conceptualise emergency psychiatric care as separate “function”,
rather than as a specific service/department with a priority on non-
residential care;

e to embed the development of emergency psychiatric care in a larger
policy framework that guides the reform of the entire cams system;

e to coordinate at the policy level the different activities and financing
mechanisms between the different competency levels in Belgium;

e 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;

e 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;

e 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 adolescent units (i.e. K) with
a supportive function;

e 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.™

The recommendations by the National Council for Hospital Facilities

The recommendations will be summarised below. For more details the
original advice paper can be consulted:

e 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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but encompass the young person in its variegated context (including
families and schools). Services have to be provided, in so far as it is
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 environment
for youngsters with complicated difficulties).

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.
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-child nexus - need to be
consolidated and expanded.

The National Council envisages a CAMHS system that consists of 6
key functional modules:

o0 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-based (after)
care services;

O O O O
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0 A number of specialised care modules for specific target groups
(addiction, young delinquents).

The National Council of Hospital Facilities’ recommendations
considered through a ‘System of Care’ lens.

The National Council’s recommendations regarding the basic approach
and values for CAMHS are summarized below (Table 6). Congruence with
the system of care philosophy and approach is brought into relief by
associating relevant System of Care principles in the right-hand column.

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:

e Services recommended to address deficiencies do not constitute a
comprehensive array of services and supports (focus on emergency,
crisis, and assertive care).

e The envisaged system 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
develop skills needed for current system needs within the new
framework.

e 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
community-based, inpatient, residential, supports, etc.). The need for
beds declines when there is a comprehensive array of home and
community-based services that are sufficiently intensive.

e The advice suggests that different approaches are needed for early
childhood and transition age 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
the various age groups.
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Table 6: Comparing recommendations of NCHF advice with ‘System of Care’ principles

Recommendations by the NCHF

‘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
services, even provided at home

home and community-based services

Focus diagnosis and treatment at the family level, serve children and
adolescents in the context of their families

family focus

Address the challenge of cultural awareness in CAMHS tailored to emerging
diversity and increasingly complex society; address geographic and other
disparities

cultural and linguistic competence and eliminating disparities in care

Strengthen community-based (ambulatory) services and specific modules of
emergency, crisis, and “assertive” care

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

Better connect inpatient, residential, home and community-based services;
liaison and consultation across youth sectors

coordination at service delivery level

Implement a multisystem approach; regional collaboration within mental health
and among departments

cross-system collaboration

Address two poles of the age continuum — early childhood and transition age
youth;

developmental spectrum

Focus on the prevention of severe disorders; need for screening, early
identification/intervention

promotion, prevention, early identification/intervention — public health
approach

Quality care; performance indicators; subject to evaluation and scientific
research

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 organizationally embodied in
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:

e Actors A: people and organizations that are involved in actually
implementing the system’s purpose;

e Owner O: actor(s) who are able to change or stop the system and
therefore can be regarded to own it;

e Environmental constraints E: external circumstances that influence the
system’s operations;
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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 (2).”

Delivering services (X)

The CAMHS system is basically there to deliver ‘services’. These services
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-residential services, and residential
services (section 4.1.3). The roundtable discussions and interviews have
confirmed that participating stakeholders see the remit of the CAMHS
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 the general
population of 0-18 year old people, pertaining to the basic care package
offered by the CAMHS system. In addition, it outlines progressively more
specialized and involving services for youth with more complex problems. *®

The System of Care approach segments the total population 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
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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 CAMHS system
(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 CAMHS system,
however, extends beyond the child or adolescent in isolation. Stakeholders
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 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-
driven, meaning that families to the extent possible are involved as
partners and co-decision makers in developing care trajectories.

Outcomes (2)

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
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.”® The definition of the System of Care approach is in
agreement with the core purpose included in the root-definition above. Also
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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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 constraints in which
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 definition that
specify how the system should function. Throughout references are made
to the National Council advice,*® the System of Care framework,'* and Part
| 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 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.

Professionally supported

Projecting the scope of the 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
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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Evidence-based

Evidence-based practice is stressed as an important value in the
international CAMHS-literature.** *® Roundtable discussions revealed that
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. There are innovative
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 adjacent sectors
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 CAMHS system.
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 and liaison’ function to
ensure the co-ordination with adjacent sectors. The international review in
Part |1 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. Also in the
interviews and roundtable discussions the argument for better co-
ordination was clearly put forward. The ‘System of Care’ model is
predicated on a personalized approach, where the services are wrapped
around in an individual in a co-ordinated way. Finally, it is also worthwhile
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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-ordinate
outpatient and residential services.**

Networked

The establishment of care networks is one way to provide an
organizational context for better co-ordination between services. Care
networks are (usually) regionally-defined clusters of different care
providers — spanning the spectrum from basic youth care to specialised,
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 ghese concepts have been
legally enshrined in art. 11 of the Hospital Law).

Personalized

It is particularly the ‘System of Care’ approach that argues for a
personalized (or ‘individualized’) way of providing care, particularly for
young people with complex mental health challenges'. ‘Wraparound’ 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-systems approach’ based
on an individualized diagnostic and care plan.

The interviews reveal a more general concern related to personalization. It
is recognized that mental health care is too often guided in ad hoc way by
capacity and services available rather than by the needs of the young
person and family.

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 example in UK health
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/personalisatio
n.htm).
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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 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.

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’ approach.
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 be provided in accord
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-justified environment
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 reliance on
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 in System of
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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point out (at the validation and consolidation workshops; see Section 4.5
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. The
‘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 National Council advice remains
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 conceptual, idealized system. The way
in which this notional system is organized is, at this stage, still an open
guestion. However, it is clear that the general purpose encapsulated by the
root definition will have to be realized by the contributions of many different
actors. There will be contributions of specialist mental health professionals
but also of many other parties. This is a non-exhaustive list of parties that
could potentially contribute to a CAMHS ‘work system’: mental health
services, social services, 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 will provide an
insight how these parties may contribute to the CAMHS work system
(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 sectorial fragmentation and an

increasingly stressful post-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, 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
and potential for development, at home, in school, in the community
and throughout life.”

4.2.4. Transformations achieved by the CAMHS system

The purpose of the envisaged CAMHS system is to increase the wellbeing
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,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
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,*
ie.

e improved wellbeing and fulfillment of child/adolescent;

e improved clinical outcomes (improvement in symptoms);

e improved functional outcomes (improved functioning in home, school,
law enforcement domains);

e increases in behavioral and emotional strengths,
e improved family youth engagement/involvement;
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e 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 efficiency i.e.
degree to which the system operates within human, financial and
infrastructural resource constraints.™

System-level Transformation

The CAMHS system is evidence-based, resilient and capable to deal with
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 ethicality,
professionalism and adaptiveness, i.e.:

o fidelity with value base (youth-guided, family-driven and focused);

e degree to which the system is able to learn and evolve with changing
demands;

e 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 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
a particular purpose (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
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 delimiting the activity model
is not an organizational boundary.
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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/lemergency 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: in
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.
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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
or outpatient centres, or in specialized facilities at psychiatric
hospitals.

Provide care coordination: 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
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: 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
extent of the care trajectory.
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Figure 4: Plan, provide and coordinate care module
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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:

e 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.

e 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 not
the activity model does not specify.

e 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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e Link youth/family to services and supports: depending on the
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
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The two modules discussed above form the service provision backbone of
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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Figure 6: Crisis Response Services module e Develop appropriate service provider network: again how this
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has been observed in the diagnostic analysis that the service array that N
makes up the current mental health care system is too narrow. Mental :
health care services are too reliant on residential infrastructures. The -
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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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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:

e 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.

e 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
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Conduct prevention and life skills development activities

The international review in Part | of this study® has shown how in the
countries surveyed there has been a consistent move towards more
emphasis on prevention. In addition, the narrative review showed that
preventive programmes or early intervention in schools may have a
positive effect on the prevention of anxiety and the development of self-
confidence.’ Also the National Council advice considers ‘prevention and
early identification’ as one of the basic functional modules in its vision on
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the CAMHS system.™ Similarly, the ‘System of Care’ approach gives a
central place to the link with prevention activities.' The prevention and life
skills development module in the activity model consists of 4 activities:

e Deploy prevention activities: this is the core prevention activity with
which many different kinds of intervention in various settings may be
associated.

e Promote mental health in schools: this is a health promotion and
prevention activity especially focused at educators and children in
schools.

e 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
children and families to reduce the vulnerability to

e Strengthen parenting skills: interviewees have pointed out that
parenting skills are being eroded, increasing the vulnerability of
children to mental health problems.

Figure 9: Prevention and skill development activities module
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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 development and on the child’s and
their family’s quality of life. Also the National Council advice argues that
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earI%/ identification is important in avoiding curative interventions later on in
life.”> Early identification activites 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
self-explanatory identification-related activities:

e Develop broad identification skills: these skills have to be
developed in parents, nannies, educators, and counceling staff in child
care and schools.

e Conduct identification in child care and schools: this activity
concerns the actual screening of children.

e 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
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Develop and refine care model
The roundtables have clearly indicated that it is important for the CAMHS

system to have a capacity for learning and self-repair. In other words, a
capacity must be embedded in the system to adapt itself and refine the
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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:

e Develop/update care model: 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.

e Understand contemporary society: the care model will have to
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.

e Assess value base: a care system reflects a particular value base (as
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.

e Understand youth’s mental health challenges: youth’'s mental
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.

e Assess state-of-the-art practices: Similarly, research is needed to
assess novel developments and techniques in the practice of mental
health care.

Again, the activity model makes no assumptions about the precise
organizational way in which this ‘develop and refine care model’ module is
embodied.
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Figure 11: Develop and refine care model module

REt EEEEEEEE T EEER ey B EEEE

i}

MENTAL HEALTH

CHMLNGES
- .

]

DEWELOR AND REFINE CARE MO-DEL

I FEFFFEE RN TR REEFE RN VY L

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
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The module consists of 5 activities:

o Define measures of performance
e  Measure performance

e  Assess resource constraints

e  Exert control action

e Implement quality improvement
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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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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 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
CAMHS system needs to assure that the suffering of the child is mitigated;
at the services level it needs to support better co-ordination; at the policy
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 realized.

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:

e A (semi-) residential care function;

e An outpatient service function;

e A prevention, detection and early intervention function;
e Acrisis, emergency and assertive care function;

e A function that liaises with home and community-based (after) care
services;

e A number of specialised care modules for specific target groups
(addiction, young delinquents).

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/lemergency 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 advice™® does refer
explicitly to residential and outpatient facilities. However, the activity model
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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
circumstances.

So, on the one hand the activity model is generic and allows for different
approaches in operationalizing it. This is a strength, as it can be readily
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 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
supporting or enabling the activities taking place in the care provision
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,
more resources can be allocated towards the prevention and skKill
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 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
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 explicity acknowledge the need for
collaboration and information exchange within and beyond the mental
health sector. The ‘develop/refine individualized plan of care with
youth/family’ points towards ‘assertive’ approaches in delivering care. So
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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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 its activities are
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 CAMHS
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 CAMHS
system as a starting point.

4.4.1. The 9 stakeholder mapping diagrams
The visual logic of the basic diagram is quite straightforward.
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Figure 14: Base diagram stakeholder mapping
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The child is put in the center as the nodal point of the CAMHS system.
Around the child, supports, services and stakeholders are arranged on a
set of concentric circles. Each actor is represented as a bubble. Part | of
this study provided the basis for an inventory of actors which was
complemented by ad hoc suggestions from stakeholders.

e Closest to the child are the supports in his natural environment: family,
school, youth work, police (also called the 0d line).

e 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.

e 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.

e 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.

e 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 association
(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 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 level of granularity that does not
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. A first
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 are linked to the actors included in
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 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
service 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
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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Figure 15: Stakeholder map with additional 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 the mapping
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, identifiable
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.
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Further, the diagrams clearly demonstrate the potential of many actors
to contribute to the diverse activities that make the CAMHS system
tick. For example, almost all actors can and should be implicated in further
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
that the access to the CAMHS 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.

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:

e Collaboration;

e Funding;

Taking care of;

o 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 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
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 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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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 CAMHS
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 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
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 feeling that
some of the questions warranted more time for discussion. Furthermore,
the workshops were attended by a number of stakeholders who had not
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

period) which would be dedicated primarily to a second round of face-to-
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 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
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 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
concern 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
workshops.
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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, sectoral, cultural
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-driven
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 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,
young delinquents from immigrant descent.

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
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-based services.
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GPs have a negative, even cynical perception of the willingness of
child psychiatrists to support and liaise with them (‘we are
‘Fremdkoérper’, ‘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 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
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. 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
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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4.6.2. Summary of solution elements

The solution elements suggested in the consultation rounds are fairly
scattered. Nobody claims to have ‘the’ solution in the pocket. The key
elements can be summarized as follows:

e First line professionals (schools, family support, social care, GPs) see
a lot of potential to improve prevention identification and liaison with
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.

e To bolster crisis and emergency services a mix of mobile teams and a
geographically distributed network of fixed units is advocated.

e 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
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.

e 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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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 their entourage, that
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 people to achieve better wellbeing
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 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
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. This child and family-level
transformation 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-



Organisation mental health care children and adolescents

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 recommendations have been
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 interviews
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:

e 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.

e In response to these pressures there is a significant dynamic of
innovation and experimentation 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
changing requirements is limited.

e 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.

e Access to the CAMHS system is diffuse and unstructured. The
effectiveness of frontline (0d and 1st line services such as school-
based counseling, youth care, GPs, community health centers) in
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liaising with specialized services is hampered by institutional and
sectoral fragmentation and by lack of mental health competences in
non-specialized supports and services.

e The CAMHS system 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
lacks home and community-based treatment modalities and supports
that are sufficiently intensive to provide alternatives to treatment in
inpatient and residential settings.

e There are 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
immigrant descent.

e There is no assessment of the overall effectiveness of the CAMHS
system. Evaluation methods are either non-existent or inappropriate,
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:

e Development of cross-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
youth sectors;

e Strengthening of the crisis/lemergency capacity: there is a clear
demand for an expanded crisis/emergency capacity connec;

e 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: an end
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
interventions;

Strengthening of capabilities at the CAMHS system'’s entry gate;
Articulating vision, goals and value base.

prevention, identification and early

5.3. Bridging the gap to a more effective, co-ordinated and

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-oriented prevention,
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;
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Recommendation 6: To improve cultural and linguistic com petences 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 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
networks;

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.

Hence, the recommendations cover three broad substantive areas:

Recommendations 1 to 4 collectively want to marshal the demands
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 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-related
crises.

e 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.

e Recommendations 7 to 9 are targeted towards strengthening the
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™ 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
recommendation — strengthening the provision of crisis/emergency care —
will address the factors ‘lack of crisislemergency capacity’ and ‘difficult
access to CAMHS system’. Table 7 provides an overview of these
connections.

KCE Reports 175

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 Rich Picture factors

Recommendation 1: Lack of crisis/lemergency capacity
crisis/lemergency care Difficult access to CAMHS system
Recommendation 2: Lack of child psychiatrists (indirectly)
deepen non-specialist competences Lack of ambulatory capacity
Recommendation 3: ‘Forgotten’ target groups
prevention infants and toddlers Lack of child/family focused services
Recommendation 4: Lack of preventive mental health care
expand formal/informal support services Increased demand for CAMHS services
Recommendation 5: Lack of child/family focused services
flexible and assertive care for children w. complex troubles Exogenous influences (family/individual resilience)
Recommendation 6: Difficult access to CAMHS system
cultural and linguistic competences ‘Forgotten’ target groups

Paternalism
Recommendation 7: Sectoral fragmentation
vision, ethical charter and cross-sectoral forums Institutional fragmentation

Ideological differences

Lack of professionals’ collaborative skills
Lack of a holistic strategic vision
Weakness of lateral care networks
Existing financial logic

Recommendation 8: Lack of reliable info on demand for CAMHS
understanding of needs and service offering

Recommendation 9: Lack of evaluation frameworks
evaluation methods
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Figure 17: Mapping of recommendations on rich picture
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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-speaking
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

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 included.

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 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
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 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.
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e 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 creation of new
labels for very specific target groups. The strengthening of mobile,
flexible and multidisciplinary teams to work with these children is seen
as a priority. In putting this into practice, however, the regional
dimension plays a more important role in the French-speaking part of
the country.

e 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).

e There is also agreement between Dutch- and French-speaking
stakeholders on the relatively low urgency of strengthening cultural
competences of care providers (Recommendation 6).

e 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.
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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 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
(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.

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
youth care and disability care - 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.

Remediating the lack of crisis and emergency capacity is subject of a
previous KCE-study™ and is also a key recommendation in the advice
formulated by the National Council for Hospital Facilities.*®* The KCE-study
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-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
with a priority on non-residential care.”® The advice of the National
Council for Hospital Facilities*® 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
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requires 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
crisis interventions.

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),
and 3) via interconnected, 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
refuse children and adolescents without an appropriate assessment of the
situation).™®

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's default K-bed
contingent.
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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 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
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 - an innovative
but still unvalidated approach that has been introduced in a number of
Belgian psychiatric hospitals - embodies this principle’.® However, many
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.° Instead, they argue
for a strengthening of basic skills in non-specialized care and counseling
services — 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

I http://www.capa.co.uk/
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This recommendation is also included in the National Council's CAMHS
advice.”® Part | of this study points out similar good practices in other
countries: for example, in the 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.
Furthermore, modalities for intra-sector collaboration have been developed
to allow specialized CAMHS professionals to advice and support CAMHS
staff of less specialized tiers.’

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 (see Recommendation 7).

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.

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, including psycho-
social and mental health complaints, themselves.® However, an evaluation
of the Belgian “therapeutic projects” learned that integrating the primary
care sector in CAMHS services was problematic.”*  The difficult
relationship between the GP and mental health services was confirmed
during stakeholder contacts in the current study. GPs complain about lack
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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.

5.5.3. Recommendation 3

To expand mental health-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
and the unborn.

This is in agreement with the insights from the international review of
CAMHS systems13 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™ 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
target the parent-child nexus.

Stakeholders have motivated the stress on the early years (prenatal to age
5) by pointing to the UK Strategic review of health inequalities18 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
first place towards disadvantaged and vulnerable groups ('selective
prevention‘g' 19). Risk sensitivity is a dynamic concept and potentially the
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consequence of many factors, including social, economic, cultural,
educational, residential and family factors.”" With those provisos in mind,
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 who suffer
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
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. Also
Part | of this study has found that mental health services, including
programs of prevention and resilience building delivered within school
contexts have proven to be effective.’

Mental health prevention falls under the remit of the federated authorities.
Particularly first line care providers - including GPs, community health
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 like
the Maison Vertes® and the emerging ‘Huis van het Kind’ (Kind & Gezin)
offer accessible places to infuse specialized mental health expertise in
prevention activities.®  Hence, partnerships with nurseries are
recommended.

Stakeholders have also pointed out potentially unwanted consequences of
early detection such as diagnostic lock-in and stigmatization.

k http://www.lesmaisonsvertes.be/
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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.

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 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.**

Support services for children and families (or children's entourage) can
take many forms. A non-exhaustive list includes™* ?°:

e mental health consultations;

e youth and family education;

e therapeutic recreation;

e therapeutic mentoring;

e after school services (for parents and children);

e integration and socialization activities (e.g. in sport and youth clubs);
e respite services (for parents and other caregivers);

e  peer youth support;

e peer family support;

e support services to facilitate the transition to adult life.

Services are offered in people's natural environment - home, school,
recreational spaces - or in community health centers. Proximity is key. This
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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,
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 by concrete assistance,
emotional support and skill building. Stakeholders were of the opinion that
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-informed
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, emotional and
developmental problems in children by enhancing the knowledge, skills
and confidence of parents.* High satisfaction and positive impact of the
program have been reported.*

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 policy, management
and service level."” This has not been a very prominent theme in this
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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
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 for children with
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 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
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 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 a la Jeunesse) belong to this
population.22
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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
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 whole to an
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.

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.”® 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
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 reinforced by a mobile child
psychiatrist if necessary.

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
mental problems.® Both can be considered promising in generating better
outcomes for children and adolescents but the scientific evidence is
considered as yet inconclusive.® 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
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approach.g' 1 A multitude of services (crisis, therapeutic, family support)

may be offered through a Wraparound approach. One international
example discussed in Part | 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.® 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.®

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
number of pilot projects have been launched (FOR-K, 2008, see part 1 of
this studyg). In addition, reportsls' 2223 yrefer 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
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 .?* 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
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-backed
set of incentives to expand the capacity of mobile, persistent and flexible
care for this complex target group.
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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 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
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 System of Care
philosophy.14

The increasing diversity of populations, especially in urban areas, has
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 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
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.

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.

¢/ To maintain and strengthen cross-sectoral forums at different
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 - around which its authors join in
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 and
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 shared professional and
value base to operate from. This has also been pointed out in the KCE-
study™ that evaluated the therapeutic projects as well as in a study carried
out by the IWSM**on service-level networks in mental health care. Blanket
consensus there will never be. But an agreement on key principles and
values, mutual respect, and the will to accommodate differences and jointly
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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-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
shared vision in system transitions.?

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 (‘a la marge’) with
procedural and institutional constraints in the interest of the child. A
commitment of each professional to embody these values in his/her cares
for the child-supported by a practice of intervision-would consolidate this
value base.

Hence there is a need for cross-sectoral forums to deepen these issues.
The principles put forward by the National Council advice™ and the root
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
the System of Care approach™ 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' and the
European Association for Children in Hospitals (EACH) Charter (also
called Leiden Charter™) 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.

http://www.unicef.org/crc/

m http://www.each-for-sick-children.org/each-charter
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In reflecting upon how to deal with children suffering from complex mental
health problems, the ISWM?* 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-level, to function as a
persistent invitation to build relations and develop new partnerships.
Stakeholders in this process suggested to organise these discussions on
clinical cases by mission (outpatient, prevention, residential, etc), and by
transversal working groups (including a representative of patients and
families, and possibly as needed specialist non-medical expertise such as
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 recommendation is,
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 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
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.
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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).”® 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
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
challenges are. Stakeholders find it hard to distinguish what is a genuine,
articulated need for mental health services from the non-articulated need
and from other needs that are not necessarily best served by specialized
mental health care. There is a tendency in society to medicalize relatively
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 the weight of
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.°

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-layered
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 map available
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 2010.°

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 Psychiatrische
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 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).ll

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 adolescents).9

Stakeholders in this process have suggested a number of important
characteristics of evaluation methods:

e 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;
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e 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;

e 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);

e 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
Pires™).

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®” and Reflexive Monitoring®. These are
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 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
indicators of these burdens and inefficiencies.
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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 that
road.

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:

e 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
visionary.

e Asecond 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.

e 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-report 14611). And
this is very understandable given the particular and ‘messy’ nature of
their work. The provision of care — basically the activity of improving
lives - is always an unruly affair that is difficult to codify.*” Providing
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
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joined-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
tangible recommendations.

e Finally, this research process has primarily focused on a meso-level
of systems complexity. This is the level of institutional fragmentation.
This is framed by a macro-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
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 experience
of patient and professional. Other methods (such as Design for
Services™) are needed to bring these elements to the fore as a basis
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-scale
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%uiding framework for systems innovation, including in health
care systems.”” It revolves around four basic pillars:

e Creating a sense of urgency by exposing the dominant regime’s
internal contradictions and its vulnerability to environmental pressures;

e Developing a vision of a more effective and sustainable system;
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e Initiating and animating a pool of innovative experiments that are
coherent with that vision;

e 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° and Part Il 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
but not conclusive).’ It has been emphasized that System of Care is not a
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
4.1.3.3.):

e An overarching strategic approach to systems design underpinned by
clear choices as regards target group, desired outcomes, and
allocation of resources;

e Aclear set of core values and guiding principles to guide the reform;

e 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;

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

e An array of evidence-based services and supports;

e 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 approaches seek an
alignment, a co-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.
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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
various ways to frame or understand the collection of 9 recommendations.
Earlier on they were described as covering three broad substantive areas:

e 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.

e 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
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.

e 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 available
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 (7-9) as
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
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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 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-
sector partnerships. 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-based practice. As mentioned
above this controversy grounds in the fear that evidence-based practice
would undermine 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
proven effective, simply because so far no research has been performed
yet. However, these programs show promise and/or are believed to be
helpful in meeting outcomes important to children, adolescents and their
families.'®> Therefore, it is recommended that innovation is promoted by
supporting research programs within this field. These research
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
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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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