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An evaluation of collaborative working within Child and Adolescent Mental Health Services (CAMHS) in the United Kingdom. 
Collaborative working is today either enshrined in legislation as being a necessity or strongly emphasised as being good practice to ensure that service users’ needs are being met (Care Quality Commission (CQC), 2018). This essay seeks to evaluate partnership working within the Health and Social Care sectors in relation to children and young people with particular focus on Mental Health and what challenges this brings specifically for Child and Adolescent Mental Health Services (CAMHS) in the United Kingdom (UK). It will start by offering a definition of key terms before providing relevant and contextual information in relation to CAMHS and how barriers to effective partnership working continue to affect its delivery of services. In addition, facilitators to effective partnership working and areas of good practice leading to successful outcomes will be discussed. 
Whilst the term partnership working or multi-agency working can be open to interpretation; the most common definition themes include various agencies and professionals working together to provide a holistic patient centred care service (Glasby, 2008). According to the UK Government (2013), multi-agency working is a term used for practitioners from different sectors and professions working together to provide an integrated service to support an individual. It is, as Gasper (2010) explains, multi-dimensional in its complexity.
An example of when partnership working came under considerable scrutiny was in 2003 which saw the first publication of the Lord Laming Report following the tragic death of young girl called Victoria Climbié in 2000. This report detailed a number of failings by healthcare professionals across the board who were described as being underfunded, inadequately staffed and poorly led. Ultimately all services involved in Victoria’s case had failed to recognise, report and document evidence of neglect and abuse which led to her death. Despite being known to numerous health and social care professionals, over ten agencies in total, which included social services departments, child protection teams and housing authorities and having been admitted to two hospitals where staff suspected abuse and neglect, the grim truth, as stated by Lord Laming in his  report: ‘was that these services knew little or nothing more about Victoria at the end of the process than they did when she was first referred to Ealing Social Services by the Homeless Persons’ Unit in April 1999’ (2003, p.3). Laming referred to the failings as ‘widespread organisational malaise’ (2003, p.4). A second Lord Laming Report was published in 2009 following the death of Baby P (who was later identified as Peter Connelly), evaluated the progress made since the first report to safeguard children since Victoria Climbié’s death. This report highlighted that there was still a need for more sharing of information across all services and condemned organisational boundaries being used as a justification to endanger a child’s safety and wellbeing (O'Dell & Leverett, 2011).
Health and social care systems continue to operate under increasing pressures (Scott, 2019); as regards CAMHS, one of the main contributing factors for the increasing pressures could be due to the significant increase in children and young people presenting with mental health difficulties. The World Health Organisation (WHO) (2004) defined mental health as “a state of well‐being in which the individual realizes his or her own abilities, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to his or her community”. BBC news (2019) described poor mental health amongst children and young people today as “a widespread and escalating crisis”. Mental health services for children and young people have been described as collapsing under rapidly increasing demand and the following figures confirm this; in 2017, for example, it was recorded that 338,000 children were referred to mental health services but less than a third received treatment within a year (Local Government Association, 2018). The five years between 2013 and 2018 saw an increase of 26% in referrals to CAMHS, even though in the same time frame the population declined (NHS, 2019).
CAMHS is the term used for the services which support children and young people who are struggling with their mental health and wellbeing, in the UK, CAMHS can be organized into three categories of services; universal (e.g. GPs), targeted (e.g. ‘looked after’ children’s mental health services) and specialist multidisciplinary teams comprising of psychiatrists, psychologists, social workers, nurses, support workers and specialist substance misuse workers (NHS, 2019), which are provided by governmental health, social care and education departments (Lamb and Murphy, 2013). Children and adolescents with mental health difficulties can be cared for within any one of these service levels and many may be accessing support from different services simultaneously; rarely will their needs slot into just one group of organizational boundaries  (Lamb and Murphy, 2013; Williams and Salmon, 2002).
CAMHS provide support for a wide range of disabilities which includes mental health difficulties such as anxiety, depression and eating disorders, personality disorders, psychosis, obsessive–compulsive disorders, as well as Autistic Spectrum Condition (ASC), learning difficulties and Attention Deficit Hyperactivity Disorder (ADHD) (Lamb and Murphy, 2013). CAMHS also provide support for children and young people who are at risk of developing mental health difficulties on account of their difficult life circumstances, for example because of their involvement in the care or criminal justice systems or because they are experiencing   neglect and abuse (Lamb and Murphy, 2013). Due to the varied nature of the services and the wide and range of issues, often complex, experienced by children and young people at different points in their lives, it is no wonder that in almost every published guidance document relating to children’s services, the necessity for effective multi-agency collaboration continues to be emphasised (Salmon and Rapport, 2005). The External Working Group (2003) similarly highlighted the essentiality of multi-agency partnership working for delivering integrated services, particularly for children who have mental health difficulties, since there is a recognition that the complex needs of these children are often neglected because of services that are fragmented and because the classifications around which these are arranged often overlap, are fluid and, at times, nebulous (Salmon, 2004; Salmon and Rapport, 2005). 
The government’s Every Child Matters (DfES, 2003) Green Paper which was published following the inquiry into Victoria Climbié’s death (Hodes, 2003), was clear in its statement that the mental health and wellbeing of children and young people is the business of everyone and every agency and service involved in their care and it proposed a range of recommendations for improvement and reform. These included the need: to provide more support to families and caregivers, to intervene before a crisis point is reached, to address the fundamental problems of weak accountability and deficient integration which were identified in the Victoria Climbié inquiry report and to ensure that every person who works with children and young people feels valued, is rewarded for their work and receives appropriate training and support (DfES, 2003). 
Nolte and Pitchworth (2014) also cite the rising incidence of mental health difficulties alongside the increase in complexity which necessitates the input of a range of professionals from both health and social care divisions, as adding to the pressures under which health and social care systems have to operate. Glasby (2017) argues that when individuals have complex needs that require a holistic provision of care via various health and social care professionals, it is often the case that the individual can fall into ‘no man’s land’ due to organisational barriers that prevent the agencies working collaboratively and this can have devastating consequences in some cases, as seen in Lord Laming’s Report. Coulter et al (2013) explain that one of the biggest challenges that CAMHS face is to improve not only the treatment and management of long-term mental health conditions but also the preventative measures that can be taken, moving from a reactive approach to more of a proactive one. There is the need for improved partnership working across multidisciplinary teams on a wider level covering both health and social care sectors (Coulter et al, 2013). Bitter and Gooszen (2013) agree and state that for an organisation such as CAMHS, it is vital to function on a multidisciplinary level and this includes with other staff with different specialisms. 
Findings have documented that many young people fall through the gap when they transition from child mental health services into adult mental health services (AMHS) (Lamb and Murphy, 2013). A study that analysed the transition process from CAMHS to AMHS found that whilst 93% of these referrals were accepted by AMHS, 25% of these were discharged without being seen, as they were not deemed to meet the criteria set by AMHS.  Birchwood and Singh (2013) explain that there is distinct difference between the two services and that whereas CAMHS implement a more nurturing approach and focus on developmental and emotional disorders,  AMHS concentrate on more complex conditions such psychosis and bipolar disorder meaning that individuals who do not have these diagnoses are not expected to be accepted. Such findings suggest that much still needs to be done to strengthen the links between CAMHS, AHMS and other agencies in order to see improvements within the service.
The HM Government (2018) published a document named Working Together to Safeguard Children and this again stipulated that it is everybody’s responsibility to safeguard children and that a more coordinated approach is needed from all practitioners that come into contact with the child or young person. Both the Children Act 2004, which was amended by the Children and Social Work Act 2017, placed additional duties on agencies to make arrangements to work with each other in the interests of the child; this not only includes the health and social care professionals but also educational services and local police authorities (HM Government, 2018). As aforementioned, children with complex needs do not slot conveniently into health, social or educational categories into which the different services are divided; nor can one profession be expected to have the knowledge and skills to deal with all complexities (Williams and Salmon, 2002).
Glasby (2017) explains that multi-agency collaboration continues to be challenged with bureaucratic, organisational and historical barriers, specifically the regulating policies that each organization brings to the table and how conflicts can arise when professionals fail to understand each other’s perspectives, practices and policies. In relation to obstacles to collaborative working between CAMHS and other organisations, Miller and Ahmad (2000) identified several issues, namely, the continued dominance of the medical model of disability whereby the ‘problem’ is situated within the individual and a cure is needed, an inadequate understanding of different professional roles and cultures and of different agencies and the absenteeism of a common language. As regards the latter, Miller and Ahmad (2000) and Salmon and Rapport (2005) point out that difficulties arise when different professionals have different understandings of terminology and definitions and because clarification about meaning is not sought at the outset, this leads to an assumption that all professional groups are in concordance when in actual fact this is not the case. 

Whereas much has been written about the barriers to collaborative working, so also has much been written in relation to factors which contribute to successful multi-agency collaborative work. A theme that is common across all of the literature as being a facilitator to multi-agency work is that of effective information sharing and communication (Atkinson, Jones and Lamont, 2007) and a shared common language (e.g. Lord Laming, 2003) the latter, of which, as commented upon above, is often absent. Other factors include being part of a cohesive team working towards a common goal with a sharing of power which is founded on knowledge as opposed to role or title. Also conducive is agencies having a mutual understanding and shared values and purpose. Recognising the boundaries of one’s discipline, being able to work across these and having respect for, and trust in, others, also leads to successful multi-agency collaboration (Salmon, 2004).  Findings in a report published by the Care Quality Commission (CQC, 2018) which reviewed the mental health services for children and young people in the UK showed that there were ‘pockets of excellence across the system’, where high quality person centred care was provided. Fox and Butler (2004) contend that increasing service users’ involvement offers many advantages to multi-agency working. The Care Quality Commission’s (2018) review documented that when children and young people were actively involved in their care and felt that they were being listened to, given information and choices and having a say, they were more likely to remain engaged in their care and reported feeling a sense of empowerment. An example given was that of a young boy who had requested for his school not to be involved in his therapy and was instead able to choose a location for his therapy himself which maintained his engagement with the mental health services (CQC, 2018). 

Arnstein’s (1969) Ladder of Participation enables an understanding of empowerment.  The ladder is displayed visually by eight rungs, with each rung analogous to the degree of a citizen’s power in being able to determine the end result. The two bottom rungs are titled ‘manipulation’ and ‘therapy’ referred to as non-participation. At these levels, citizens are not able to participate; rather the emphasis is on education or a cure. In relation to mental health, an example of this would be where an individual is diagnosed with a condition and given medication or treatment with the view to cure the condition with the individual holding no power to make decisions about their care. As pointed out by Miller and Ahmad (2000) above, the continued dominance of the medical model of disability and the search for a cure is a barrier to effective multi-agency work. The next category comprises of three rungs titled ‘informing’, ‘consultation’ and ‘placation,’ described as ‘tokenism’; citizens are heard but do not have the power to ensure that the more powerful will take heed of their views. Those in power retain the right to make decisions. The top three rungs ‘partnership’, ‘delegated power; and ‘citizen control’, referred to as the ‘citizen power’,  lead to a shift of power to include both the decision makers and the individual.  It is within this section that power is redistributed via negotiation between citizens and decision (Collins and Ison, 2009). 
In relation to Arnstein’s Ladder of Participation, person centred care is increasingly taking a primary focus within CAMHS to ensure that young people and their families are listened to and can take part in the decision-making process of their healthcare. This is not only empowering young people to speak up for themselves and be heard but it allows professionals to provide a service that is really tailored towards the individual and can allow the staff to feel like they are doing the best they can within their roles (The Health Foundation, 2019).

In conclusion, it can be seen from the above that challenges to multi-agency working, together with facilitators and good practice have been extensively researched and examined in the literature and there is a large body of evidence at hand in relation to good practice that practitioners can draw upon to embed in their work. The research findings are not novel and have been consistently documented since Lord Laming’s report in 2003. However, what is clear is that being able to achieve effectual multi-agency working is, because of its complexity, not without its difficulties and that it is a process that takes time. Without doubt, multi-agency working is a necessity; for children and young people and their families, too many are having to work around complex and fragmented systems which do not place them or their needs at the centre of their care and this is something that has to be remedied.  
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