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Early-intervention services for
first-episode psychosis are the
result of a service reform in-

troduced in England during the past

decade. Their purpose is to enable
earlier diagnosis, assertive manage-
ment, and sustained contact with pa-
tients aged 14–35 and experiencing a

first presentation of psychosis (1,2).
These services are now part of the in-
ternational health service landscape,
with early-intervention services in
Canada, Australia, New Zealand, the
Netherlands, Italy, Germany, and
Scandinavia (3,4). In the United
States, a number of pioneering early-
intervention services have been es-
tablished, and numerous research
projects are under way (5–7).

Early-intervention services in Eng-
land and elsewhere are encouraged to
collaborate across many diverse organi-
zational boundaries, particularly be-
tween adult mental health services
(AMHS) and child and adolescent
mental health services (CAMHS) (8).
Collaboration between these agencies
is needed because the incidence of psy-
chosis starts to rise sharply in the 15- to
18-year age range and the special needs
of this young group cannot be ade-
quately met by the skills of CAMHS or
AMHS alone. Given that CAMHS and
AMHS are often separately funded and
managed, as well as based in different
organizations, key tasks cited in policy
and practice documents for early-inter-
vention services in relation to develop-
ing the interface with CAMHS are “to
agree on ways of joint working, referral
protocols and follow-up care” and to
“develop shared training with CAMHS
to extend their expertise on develop-
mental and family issues” (9–11).

However, despite this policy empha-
sis on collaboration, evidence suggests
that the implementation of policy and
the development of “cross-boundary”
services, especially in mental health in
the United Kingdom (UK), have been
variable. Difficulties in establishing ef-
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approach was to develop a separate youth-focused service that placed mul-
tiple teams and organizations responsive to younger people’s needs (in-
cluding education, employment guidance, social activities, pregnancy serv-
ices, and peer support) under one roof. Conclusions: This study highlights
that traditional hierarchical models of policy implementation may be less
successful in achieving the goal of collaborative partnerships at the inter-
face between CAMHS and EIS. The most successful model of working be-
tween CAMHS and EIS required an innovative approach to commission-
ing, policy implementation, and service development. The findings from
this study may help determine the best model of partnership development
for EIS and CAMHS in England. (Psychiatric Services 60:1484–1488, 2009)



fective partnerships in mental health
services include incongruent geo-
graphical service boundaries, profes-
sional boundary issues, and diverse
arrangements for health and social
services (12). In the UK, collaboration
in the context of services for adoles-
cents has been particularly criticized
(13). A recent review of services has
identified that specialist services,
which include early-intervention serv-
ices, are still not available to most
young people (14). This shortcoming is
also reflected in the wider literature as
an international problem in both de-
veloped and developing countries
(15,16). At an international level, fund-
ing of health care systems, access, and
availability to public mental health sys-
tems affect how services develop and
work together (17).

The contemporary view of modern
mental health services in the UK is that
they should be community focused and
integrated with other health care, and
they should offer a seamless interface
between the different partners in-
volved. However, an evaluation of serv-
ices in development has shown under-
resourcing for a comprehensive ap-
proach to managing the patient and
family, widespread variations in service
availability, and fragmented service de-
velopment in some areas (17–19).
There is a lack of consensus as to when
CAMHS and AMHS should collabo-
rate in patient management, what mod-
el this collaboration should be based on
and what responsibility should be re-
tained by each service (20,21).

The consequences of poor commu-
nication and partnership for young
people with symptoms of psychosis are
far reaching and may disrupt many as-
pects of their life, including education,
employment, and physical and mental
well-being (22). The aims of this study
were therefore to explore, in detail,
the barriers, facilitators, and types of
relationship between CAMHS and
early-intervention services and to
highlight ways of working and best
practices that could improve the care
offered to young people with first-
episode psychosis.

Methods
The settings for this study were 20 pri-
mary care trusts (PCTs) and three
Strategic Health Authorities (SHAs).

Fourteen of the trusts were located
within the three SHAs and six were
outside these SHAs. The six additional
services were included in the study be-
cause they represented sites of particu-
lar interest either because of their
model of early-intervention services or
because of specific issues or difficulties
in establishing the service. The three
SHAs covered a diverse geographical
area with varied levels of hardship.

In the UK, primary care services are
managed by 152 PCTs. Each PCT cov-
ers a separate local area. PCTs receive
about 80% of the total National Health
Service budget directly from the De-
partment of Health. The role of PCTs
is to decide what health services a local
community needs and to provide and
commission these services. They are
also responsible for delivering national
health policy at a local level. SHAs are
responsible for larger areas of England
and incorporate a number of PCTs.
The roles of SHAs include strategic
planning of health services, monitor-
ing the performance and standards of
PCTs within their area, supporting
PCTs in implementing national poli-
cies into practice, and ensuring that
national priorities are integrated into
local health service plans.

From these different sites, 97 exec-
utives with a responsibility for mental
health and 75 leaders and team mem-
bers from early-intervention services
and CAMHS were invited to partici-
pate. Four focus groups were held
with PCT executives from different
managerial levels and two were held
with team leaders and team members
from early-intervention services and
CAMHS.

For each set of interviews and focus
groups, topic guides were constructed
to reflect the variety of expertise
among stakeholders but with common
core questions relating to early-inter-
vention service roles and responsibili-
ties, partnership facilitation, planning,
finances, commissioning issues, and
challenges associated with implement-
ing and establishing early-intervention
services. Each interview and focus
group (conducted by EE) was fully au-
diotaped and transcribed, and field
notes were written up.

The constant comparative method,
guided by the Framework approach,
was used to analyze the data (22). This

method is based on a grounded-theory
approach to data analysis in which the-
ories are generated from the data.
Each transcript was read and reread
with the field notes and analyzed con-
currently with data collection. Discon-
firming evidence was sought through-
out, and emergent theories were mod-
ified in response. Interviews contin-
ued until data saturation was achieved
and no new themes were emerging.
Respondents were sent a copy of their
transcript and emerging themes; they
were invited to comment, and their
views were then incorporated into the
analysis.

Results
The 172 individuals in roles identified
as key to the study were approached
and invited to participate, and a total of
142 agreed to a semistructured inter-
view. Four PCT mental health com-
missioning positions were vacant at the
time of the interviews. Other reasons
cited for nonparticipation included ill
health, a lack of time, and unfamiliarity
with the role. Six focus groups involv-
ing 31 participants, including PCT ex-
ecutives and joint commissioners as
well as team leaders and team mem-
bers from early-intervention services
and CAMHS services, were held be-
tween February 2004 and September
2007. Interviews took place with senior
executives, directors, chief executives,
children’s service directors, mental
health leaders, joint commissioners of
AMHS and CAMHS, commissioners
of children’s services, middle manage-
ment executives, and early-interven-
tion and CAMHS leaders, managers,
and team members.

This article discusses the key themes
emerging from the data that are di-
rectly relevant to the implementation
of early-intervention services and the
development of collaborative working
partnerships between early-interven-
tion services and CAMHS: communi-
cation, joint learning strategies, the in-
terface facilitators, and the develop-
ment of innovative service models.

In general, most individuals, at both
the operational and strategic manage-
ment levels, recognized that poor
communication between early-inter-
vention services and CAMHS present-
ed a potential barrier to working as
partners. Some CAMHS leaders ap-
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peared to justify their lack of commu-
nication because of what they per-
ceived as a lack of need for early-inter-
vention services, with one comment-
ing that “There is something about the
relative infrequency and the incidents
of first-episode psychosis in children.”
Another CAMHS leader added, “I
have had absolutely no involvement
with early-intervention services, so I
couldn’t possibly comment or add any-
thing of use at all.”

A lack of understanding between
the CAMHS and early-intervention
services often appeared to impede
working together. However, CAMHS
and early-intervention service team
members who had participated in joint
training and educational initiatives de-
scribed how an improved awareness of
each other’s priorities, philosophy of
care, and ways of working had helped
in breaking down some of these barri-
ers. Two early-intervention service
leaders commented on the value of
joint training: “Through this [joint
training] we have better knowledge
and understanding of the needs of a
young person being transferred from
CAMHS, not just ‘Here you are, your
new team—goodbye!’ ” and “[Without
joint training sessions] it would have
been harder to convince people inter-
nally and at the practitioner and direc-
torate level about the need to bring to-
gether adult and CAMHS teams as
some sort of transition service based
within early-intervention service.”

One of the most important facilita-
tors at the interface between early-in-
tervention services and CAMHS was
senior support either from an individ-
ual, such as a senior PCT or SHA exec-
utive, or through the involvement of an
individual who had greater expertise in
the area of mental health and early-in-
tervention service development. Such
persons appeared to facilitate the ex-
change of information and resources
and to help those involved at the inter-
face to negotiate past any difficulties
that arose. One early-intervention serv-
ice manager commented about an indi-
vidual who had helped: “He’s very use-
ful because he’s clicked in to all of the
services right across the region. Be-
cause of his involvement he is aware of
some of the barriers that other services
have come across when trying to work
with CAMHS.” A senior SHA leader

identified how useful a facilitator could
be: “The chairman of one of the trusts
regularly attends the early-intervention
network, and that’s good because chair-
men meet chairmen and he’s quite a
champion for mental health and early
intervention.” A CAMHS leader
agreed, reflecting on the value of facil-
itation and support: “Our manager—
our direct manager above me—is very
supportive and so are some of the PCT
commissioners higher up within the
trust, and I think we’ve even got a
champion in the chief exec.”

Several interviewees described how
they had developed a particularly col-
laborative relationship with CAMHS.
With support from their PCT or other
trust, these early-intervention service
leaders and teams had created innova-
tive solutions to the problems at the in-
terface between early-intervention
services and CAMHS. Diverse meth-
ods of making the partnership work
emerged, each requiring various levels
of collaboration, innovative thinking,
and commitment and each with differ-
ent levels of success. These methods
included basic protocol development,
requiring the least commitment and
innovative thought; hiring a generic
children-adult service link worker;
creating a position for a link worker
who would focus on the interface be-
tween early-intervention services and
CAMHS; and the most successful
method, the development of a new
service model altogether. This fulfilled
all of the criteria set forth in the Men-
tal Health Policy Implementation
Guide (MHPIG) from the Depart-
ment of Health but also went above
and beyond that guidance, developing
the service into what might be termed
a “youth-focused model.”

The youth-focused model was the
development of a service that was nei-
ther CAMHS, nor AMHS, nor early-
intervention services but included ele-
ments from all of these teams. This
was the most complex method of
bridging the early-intervention serv-
ice–CAMHS divide. It required inno-
vative thinking, senior support, and
considerable commitment of re-
sources, time, and energy. Diverse
age-appropriate services were gath-
ered in one place, which facilitated ac-
cess and enhanced continuity of care
for patients. In addition, housing mul-

tiple teams and organizations under
one roof was beneficial for staff too,
enabling access to each other for
meetings, advice, and training. This
type of model lessened the need for
more formal service support, and al-
though a number of youth services had
considered the development of proto-
cols, few had yet found the need to do
so. In addition, some of the barriers to
a workable partnership that early-in-
tervention services had experienced
with CAMHS, such as historical, geo-
graphical, and philosophical differ-
ences, were overcome because there
was a greater sharing of knowledge
and working practices with team
members because they were at the
same site. Two senior managers de-
scribed the underlying processes that
resulted in the development of the
youth-focused model: “Social enter-
prise is very much the focus. You look
at . . . who we want to set up a youth-
focused service with to deal with these
young people with psychosis or what-
ever. Who are the partners they want
to be engaged with? You might want to
consider something like pregnancy ad-
vice services, but there are loads of key
agencies that need to be coordinated
and pulled in. That’s where these
youth centers can fill the gap” and “I
think the strength in developing this
one-stop-shop service is this group-
ing—this peer support group—they
swap and support each other.”

Discussion
This study adds to the relatively small
body of literature exploring the inter-
face between CAMHS and early-in-
tervention services. We have de-
scribed how poor communication can
affect many areas of service develop-
ment, including strategic planning and
the ability of teams to work in partner-
ship. In addition, this study has identi-
fied that the gap that exists between
CAMHS and AMHS is also present at
the interface between CAMHS and
early-intervention services. This dis-
covery is important because one of the
underlying premises of early-interven-
tion services is to strengthen collabora-
tion between CAMHS and early-inter-
vention services.

However, this study also offers some
optimistic findings, with actions and
behaviors from CAMHS and early-in-
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tervention services that encouraged
the development of good working rela-
tionships. Innovative early-interven-
tion and CAMHS services collaborat-
ed more effectively through joint
training and educational initiatives, the
development of a youth-focused mod-
el of working, and the involvement of
key individuals who acted to facilitate
this process.

A number of limitations were identi-
fied in this study, one being that per-
haps too many interviews were carried
out during the data collection period.
However, midway through the study,
SHAs and PCTs underwent major re-
organization, so we felt it important to
continue to interview throughout this
time of significant change. During the
data collection, relatively few individu-
als from social care were interviewed
and no service users were interviewed,
which might also influence the useful-
ness of the findings.

The findings of this study share sim-
ilarities with the findings of other stud-
ies of partnership at the interface be-
tween AMHS and CAMHS in that
communication tends to be generally
poor, there is difficulty in engaging the
services to develop a collaborative part-
nership, there is a lack of strategic plan-
ning, and the liaison between agencies
is poor (23–26). In addition our find-
ings reflect the findings of recent stud-
ies that have explored potential service
models for early-intervention services
and identified how a greater focus
should be placed on neglected areas
such as relapse prevention, functional
recovery, vocational recovery, youth-fo-
cused services, or a specialist youth
mental health model (27–30).

This study has, however, also high-
lighted the importance of the role of
the “interface facilitator” in improving
the provision of care for young people
with first-episode psychosis. Indeed,
the role of an interface facilitator was
described by many early-intervention
services and CAMHS leaders as key to
service development. This individual
could be employed at any level of the
health service but often had a mental
health background or an interest in
early-intervention services for first-
episode psychosis and mental health.
One function appeared to be to steer
and coordinate the different individu-
als involved at the interface of early-in-

tervention services and CAMHS.
One of the most successful models of

service development in terms of reduc-
ing the gap between CAMHS and ear-
ly-intervention services was the devel-
opment of an all-encompassing youth
service. This service generally did not
require the role of a link worker as a
contact between CAMHS and early-in-
tervention services, because communi-
cation in this instance was enhanced
because both services were housed in
one building and were part of an over-
arching organization, known as the
youth service. This also promoted in-
creased frequency of contact, meetings,
joint training, and educational initia-
tives between the two services.

Many studies exploring the chal-
lenges in creating effective partner-
ships in mental health have suggested
that hierarchical policy-driven solu-
tions may be required to drive through
change (31). This study differs in that
cooperation between the different
parties involved, which were support-
ed and facilitated by a “champion”
who steered the different groups to-
ward a common goal or purpose, re-
sulted in more successful partnership
practices at the interface between ear-
ly-intervention services and CAMHS.
An important factor in that success
was that the balance of power between
the different groups appeared relative-
ly equal, with each group sharing and
participating in decision making.

This study suggests that the more
successful models of partnership at the
interface between early-intervention
services and CAMHS had a number of
shared characteristics, which included
an element of leadership and a named
individual who steered and facilitated
the relatively autonomous individual
stakeholders toward joint goals by en-
hancing communication and coordina-
tion among them. In general this indi-
vidual tended to focus on the facilita-
tive aspects, rather than on the leader-
ship aspects of their roles, thus en-
couraging the groups involved to be-
come more interdependent. Adminis-
trative direction and control were dis-
persed among the participants who
had diverse roles and who acted as or-
ganization representatives. Decisions
were made through negotiation and
were coordinated by the facilitator.
These different strategies enhanced a

number of processes, including
greater equity and sharing of funds, re-
sources, and knowledge; increased
communication and consultation; and
more inclusive decision making. All
the relevant parties involved partici-
pated in decision-making processes in
a nonhierarchical fashion, which in-
creased the concept of joint ownership
and encouraged a local focus to service
development.

At the managerial or administrative
PCT level, however, there were many
perceived challenges to providing a
youth-focused intervention embedded
within an adult mental health service.
It has been argued that early-interven-
tion services themselves are an expen-
sive treatment option, and the addi-
tional demand to develop transitional
youth-focused models of care further
adds to the costs of developing and im-
plementing these services (32,33). A
number of health care executives con-
tinued to feel that the cost-benefit ra-
tionalization of providing early-inter-
vention services was an ongoing chal-
lenge and needed more consideration
before further expenditure. It is possi-
ble that the development of service
models reflecting elements of the
youth-focused service may overcome
some of these challenges through en-
couraging negotiation and communi-
cation between the different members
of the group and the development of
potentially innovative solutions.

Early-intervention services are giv-
en clear guidance in the MHPIG and
in other key documents that support
early intervention’s developing part-
nerships with CAMHS. However,
there is little guidance on the model or
the quality of relationship expected
and little policy support to underpin
this relationship. The complexities of
the development of an interface be-
tween early-intervention services and
CAMHS have implications for policy
development and training. Future pol-
icy and guidance will need to clarify
these issues, and training will need to
emphasize the need for collaboration
and communication between the two
services.

Conclusions
The aims of this study were to explore,
in detail, the different types of rela-
tionship between CAMHS and early-

PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ November 2009   Vol. 60   No. 11 11448877



intervention services. It appears that
despite policies encouraging the de-
velopment of, and supporting the
need for, effective partnership at the
interface between early-intervention
services and CAMHS, cooperation
was rare. This study found that rather
than hierarchical policy-driven solu-
tions, cooperation between the differ-
ent parties involved, supported and fa-
cilitated by a “champion” who steered
the different groups toward a common
goal or purpose, resulted in more suc-
cessful working practices between the
two services. Elements that led to
more successful partnership develop-
ment included joint learning and
training, designation of senior-level
champions, joint operational policy or
protocol development, and use of spe-
cific link workers to facilitate the in-
terface. The most successful approach
was to develop a separate youth-fo-
cused service that placed multiple
teams and organizations responsive to
younger people’s needs (such as edu-
cation, employment services, social
activities, pregnancy services, and
peer support) under one roof. The
findings from this study may help de-
termine the best model of partnership
development for early-intervention
services and CAMHS in England.
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