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Abstract

Background: The i-THRIVE Programme is a needs-based model of care, based on the

THRIVE Framework, that is being implemented across the United Kingdom with the

aim of improving outcomes for children and young people's mental health and

wellbeing. This study aimed to investigate the impact that this programme has on

accessibility and quality of care, as viewed by key stakeholders.

Methods: Interviews with professionals and service users were conducted during the

implementation of the THRIVE Framework in four sites of one mental health and

community service provider.

Results: Three themes are identified: ‘impact of needs-based groupings on referral’,
‘impact of collaborative and interagency approach’ and ‘impact of i-THRIVE on clini-

cal practice’. Findings suggest that accessibility was seen to be promoted through

the integration of a needs-based approach, flexible re-referral, signposting and infor-

mation sharing, the use of goal-orientated interventions and collaboration over risk

and treatment endings. Shared decision making was perceived to improve the experi-

ence of care for young people, as was interagency working. Goal-focused interven-

tions and upfront discussion of treatment endings were seen to help clinicians

manage expectations and discharge but could also compromise effectiveness and

engagement. Obstacles to impact were resistance to interagency working and a

shortage of resources across the system.

Conclusions: i-THRIVE is a promising approach with the potential to facilitate the

accessibility and quality of mental health care. However, a tension exists between

enhancing accessibility and quality of care, which points towards the importance of

Joanna Farr is currently based at Birkbeck University of London

Hilary Bruffell is currently based at The Open University

Received: 23 January 2020 Revised: 28 September 2020 Accepted: 3 February 2021

DOI: 10.1111/cch.12855

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium,

provided the original work is properly cited.

© 2021 The Authors. Child: Care, Health and Development published by John Wiley & Sons Ltd.

Child Care Health Dev. 2021;1–9. wileyonlinelibrary.com/journal/cch 1

https://orcid.org/0000-0003-3263-8773
https://orcid.org/0000-0001-9614-3812
https://orcid.org/0000-0002-4932-4300
https://orcid.org/0000-0002-2042-8237
https://orcid.org/0000-0001-5939-0160
https://orcid.org/0000-0003-1492-2260
mailto:joannafarr@gmail.com
http://creativecommons.org/licenses/by/4.0/
http://wileyonlinelibrary.com/journal/cch
http://crossmark.crossref.org/dialog/?doi=10.1111%2Fcch.12855&domain=pdf&date_stamp=2021-02-17


outcome and satisfaction monitoring. Obstacles to impact point to the importance of

a whole-system approach supported by sufficient resources across the locality.
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CAMHS, i-THRIVE Programme, needs-based approach, service innovation

1 | INTRODUCTION

There is an urgent need to improve the accessibility and quality of

mental health care for children and young people (CYP; NHS

England, 2015). This has led to an unprecedented level of interest in

addressing problems with the structure and delivery of services

(Glassgow et al., 2018). In the United Kingdom alone, the government

committed £1.25 billion to support the transformation of Child and

Adolescent Mental Health Services (CAMHS) over 5 years. This came

in the wake of a taskforce review of CAMHS that identified increased

demand and found that access and timeliness were key problems

despite improvements delivered by large-scale transformations, such

as Children and Young People's Improving Access to Psychological

Therapies Services (CYP-IAPT; NHS England, 2015; Edbrooke-Childs

et al., 2015).

In 2013, the average wait time for routine appointments and

urgent help in England was 15 weeks and three weeks, respectively,

with only 31% of CYP who required intervention accessing services

(NHS Benchmarking Network, 2013). For those who received help,

poor engagement was a key issue with the most usual number of con-

tacts CYP had with services being one (Wolpert et al., 2015). To tackle

this, user involvement was identified as a priority, as was the need for

CYP to be more involved in decision making about their care (Vohra

et al., 2014; Young Minds, 2014). Issues such as this led to the devel-

opment of Future In Mind (NHS England, 2015), which recognized the

need to improve quality through better access and timeliness; making

service delivery needs-based, equitable and more effective; and the

importance of enabling CYP to be involved in making decisions about

their care.

The THRIVE Framework for system change (Wolpert et al., 2019)

provides a set of principles for establishing a person-centred and

needs-based approach that puts shared decision making at the heart

of all choices. It is designed to complement existing transformation

programmes but recognizes the limitations of evidence-based inter-

ventions and the shortage of existing resources. The THRIVE Frame-

work distinguishes between Getting Help (or ‘treatment’) and Getting

Risk Support, emphasizing the need for young people and communi-

ties to build on their strengths. Need is conceptualized according to

five categories: Getting Advice and Signposting, Getting Help, Getting

More Help, Getting Risk Support and Thriving. The first four represent

the needs and choices of CYP experiencing mental health problems,

whereas ‘Thriving’ represents proactive prevention and promotion of

mental health and wellbeing for CYP with mental health problems and

for all CYP in the wider community. Rather than categorizing CYP

based on diagnosis or type of problem, their needs are agreed through

a shared decision between patient and service providers. This collabo-

rative style supports another of the THRIVE Framework's key tenets:

the requirement for a whole-system approach to the provision of CYP

mental health and well-being support. The premise is that by grouping

needs by similarity, services from all sectors can be tailored and

commissioned to better meet those needs and facilitate an integrated

and effective delivery of care.

To enable implementation, the THRIVE Framework has been trans-

lated into the model of care, i-THRIVE (i-THRIVE: implementing the

THRIVE Framework, n.d.). i-THRIVE was initially rolled out nationally

as part of the NHS Innovation Accelerator Programme, and pro-

gramme support is now commissioned individually by sites. The

National i-THRIVE Programme aims to provide a mechanism to deliver

a whole-system approach to improving accessibility and outcomes,

offering tools, training, consultation and support for services to orga-

nize their provision of care. It builds on the approach taken by

CYP-IAPT that focuses on partnerships within and between NHS,

health and social care providers and aims to move towards a popula-

tion health model that works across entire communities encompassing

education, health, voluntary and local authority sectors (NHS

England, 2014). The i-THRIVE Programme aims to establish a

‘THRIVE-like’ system by tackling transformation at three levels:

commissioning and population health at the macrolevel; organizing

Key messages

• A needs-based and integrated approach is reported to

facilitate the accessibility and quality of mental health

care and support for children, young people and their

families.

• Shared decision making and multi-agency working are

seen by clinicians and service users to improve quality of

care provision.

• A needs-based and integrated service model, supported

by information sharing and collaboration over ending

treatment, is seen by a range of professionals to facilitate

accessibility of mental health care.

• Barriers to programme impact identified by professionals

included insufficient resources and resistance from

sectors outside CAMHS to multi-agency collaboration

• Further evaluation of the National i-THRIVE Programme

is needed to fully assess impact on clinical practice
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services around needs-based groupings at the mesolevel and interac-

tions between CYP, families and professionals at micro level.

To date, the National i-THRIVE Programme has worked with over

70 cross sector organizations, and over half (63%) of CYP in England

live in localities implementing the framework (National i-Thrive

Programme, 2019). However, despite this scope, no published evalua-

tion has focused on i-THRIVE, nor examined how it has been received

by professionals and service users. This study aims to explore how

changes introduced during the implementation of the programme are

viewed by key stakeholders, with a focus on their perception of inno-

vations in service structure and clinical practice and how this is seen

to impact the accessibility and quality of care for CYP.

2 | METHODS

2.1 | Setting

The study was conducted in four London boroughs. Each consisted of

a ‘site’ (CAMHS and services from Clinical Commissioning Groups)

and providers from the ‘wider system’ (education, third sector and

local authority). Although the i-THRIVE implementation was led from

within the NHS, quality improvement (QI) projects had a focus on

education and integration with the wider care system. The THRIVE

Framework was implemented across a four phased approach:

• Phase 1: engagement, understanding the system, re-design and

planning.

• Phase 2: building capacity within the system, workforce planning

and training.

• Phase 3: implementation of QI changes, technical assistance and

coaching.

• Phase 4: learning, embedding and sustaining

Practical support was provided by the i-THRIVE Academy practice

and development modules in five areas: ‘Shared Decision Making’,
‘Using i-THRIVE Grids to improve shared decision making’, ‘Getting
Advice, Assessment and Signposting’, ‘When to Stop Treatment:

building confidence in letting go’, and ‘Risk Support’. Transformation

efforts were facilitated by an implementation support team and the

i-THRIVE Toolkit.

During Phase 1, transformation priorities were identified with

each site and an implementation plan created. This included training

to build capacity, as well as QI projects targeted at developing ser-

vices related to two needs-based groupings: ‘Getting Advice and

Signposting’ and ‘Getting More Help’. This was seen as a mechanism

to improve the priorities of access to services, waiting times, effi-

ciency, engagement with services, experience and participation.

2.2 | Participants

The sampling strategy aimed for maximal variation in terms of staff

roles and stakeholder groups, and participants were identified through

ethnographic fieldwork. The implementation team and service leads

also identified informants. The resulting sample was heterogeneous,

reflecting the main stakeholders. It included CAMHS clinicians, com-

missioners, service leads, service users and their parents or carers.

Participants from the wider referral pathway and implementation

team were also included. The eligibility criteria is indicated in Table 1.

Of 80 participants, 13 contributed during both first and second

data collection periods (Table 2). The first period (Time 1) consisted of

16 interviews and 4 focus groups (n = 15); the second (Time 2) con-

sisted of 32 interviews and 9 focus groups (n = 30).

2.3 | Ethical considerations and procedures

The University of Roehampton (Approval number PSYC 16/257) and

the HRA (Approval number 17/LO/0609) gave ethical approval and

written consent was given by all participants and written parental

consent for children. Data was collected through semi-structured and

focus group interviews during two time periods: (a) Time 1: Phases

1 and 2 of implementation, and (b) Time 2: Phases 2 and 3. Interview

schedules were adapted for each participant group and phase. All pro-

fessionals were interviewed either in person or by telephone, and a

proportion of clinicians were interviewed in focus groups. Service

users and parents were interviewed in person at a time that coincided

TABLE 1 Recruitment eligibility criteria for participant groups

Criteria Service users Parent/carer Professionals and implementation team

Service users nearing end of treatment ✓

Aged at least 13 ✓

Willing to be interviewed and audio recorded ✓ ✓ ✓

Have parental consent ✓

Assessed as Gillick-competent ✓

Not at serious risk of harm to self/others ✓

Able to speak English ✓ ✓ ✓

Aged 18+ ✓ ✓

Parent/carer of service user near end of treatment ✓
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with meeting their clinician. Interviews and focus groups lasted on

average 37 min (range: 9 to 105 min).

2.4 | Analysis

All data were transcribed verbatim, anonymized, imported into NVivo

software and analysed thematically (Braun & Clarke, 2006). The

analysis used an inductive-deductive approach (Fereday &

Muir-Cochrane, 2006) where initial codes were generated prior to

analyses that were framed by the research questions. These codes

provided a guide but, during the process of analysis, inductive codes

were assigned that either expanded existing codes or introduced

unanticipated topics. This was consistently applied to all data and the

resulting codes were grouped into themes that reflected the substan-

tive experiences and perceptions of participants. Data from both time

points were analysed independently and compared before being mer-

ged to create a table of themes.

Coding was conducted by two members of the research team and

thereafter all themes and codes were reviewed by a third member.

3 | RESULTS

Three superordinate themes, each with associated sub-themes, were

identified (Table 3).

3.1 | Impact of needs-based groupings on referral

3.1.1 | All-inclusive approach leads to positive
engagement

CAMHS staff responded positively to the concept of the THRIVE

Framework of needs-based groupings, which they perceived as more

inclusive. One triage manager said:

I quite like the whole idea of the i-THRIVE model: the

fact that children could be in the place that they need

to be to get the right help … especially ‘quadrant four’
[the Getting Risk Support needs based grouping] and

for children who need that extra help the services can

come together. (CS47, Time 2)

3.1.2 | Incorporating needs-based groupings into
the referral process

Inclusive response to need through discussion and signposting

The primary change identified by CAMHS staff was that referrals

began to be considered according to the needs of CYP rather than

solely by whether they met CAMHS criteria. If deemed unsuitable, a

young person was not rejected but given advice and signposted to

alternative forms of support. One triage nurse said:

We used to say, ‘It doesn't make the criteria for “tier
three.” Send it back.’ Now we're a bit more thoughtful

and saying, ‘Well, we need to signpost this one. We

need to talk to the referrer. We need to let the family

know and we need to give them something back.’
(CS29, Time 2)

TABLE 2 Number and percentage of
participants by stakeholder group and
interview phase

Stakeholder group Time 1 (n) Time 2 (n) Total (n) Total (%)

CAMHS commissioners (COM) 3 3 6 9.7

CAMHS service team leads (CS) 5 5 10 10.8

CAMHS operation managers (CS) 1 0 1 1.1

Provider staff (N) 0 3 3 3.2

CAMHS clinicians (CS) 16 36 52 55.9

Wider referral pathway (WR) 1 5 6 9.7

Service users (SU) 0 3 3 3.2

Parents/carers (SU) 0 1 1 1.1

Implementation support team (IT) 5 6 11 11.8

TABLE 3 Superordinate themes and subthemes

Superordinate theme 1: Impact of needs-based groupings on referral

All-inclusive approach leads to positive engagement

Incorporating needs-based groupings into the referral process

Superordinate theme 2: Impact of collaborative and interagency

approach

Mapping resources and referrals helps connect the system

Promoting an integrated approach to care

The challenges of instigating interagency collaboration

Superordinate theme 3: Impact of i-THRIVE on clinical practice

Integrating shared decision making into clinical practice

Focusing on episodes of care and treatment endings

Improving clinical capacity by focusing on discharge
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At some sites, initial telephone contact and discussion with refer-

rers was prioritized, engendering a more collaborative approach that

could increase efficiency. CAMHS STAR (Support Time and Resilience)

workers were employed to focus on outreach in schools and

signposting. One commented: ‘All the schools, they can pick up the

phone and they can call us before the referrals. That saves them time

and that saves us time.’ (CS25, Time 2).

Building flexibility into the referral process

At some sites, clinics were introduced to allow flexible care that

enabled self-referral and top-up support. One service lead described

the way this could be used to support changing need over time:

If the child is not ready to engage or they've had

enough sessions and they're not reacting, we give the

clinician the ability to say, ‘OK, guys, have a conversa-

tion with the young person.’ If they want to be dis-

charged from CAMHS, we can do that and we give

them the option. Any time they need help … they can

book themselves in on a self-referral. (CS03, Time 1)

3.2 | Impact of collaborative and interagency
approach

3.2.1 | Mapping resources and referrals helps
connect the system

With greater emphasis on signposting, participants highlighted the

importance of identifying the availability of support in schools, local

authorities and the third sector that could provide alternative forms of

care for young people. One STAR worker commented: ‘We only sign-

post to services STAR workers have gone and had a meeting with. We

know 100% these services exist, they're in a good place financially

and they can support the young people's needs’ (CS63, Time 2).

Mental health staff in schools welcomed i-THRIVE and the infor-

mation provided on the CAMHS referral process. Pathway mapping

tools were used to facilitate appropriate referrals and one school men-

tal health worker said: ‘It just brought a bit of clarity to what was

expected of us … it just made it very clear the partnership which it is

… so we can do what will help the child get the referral quickly’
(WR05, Time 2).

3.2.2 | Promoting an integrated approach to care

Developing collaboration between CAMHS and other agencies was

noted by several commissioners and CAMHS staff who reported a

shift towards building stronger relationships with partners and sectors

that improved client care. A CAMHS mental health worker said:

In the past, I would do my therapeutic work solely on

their symptoms and condition. […] But now I am

helping the parents to understand that input from the

school is equally important and, when the child has got

physical conditions as well, the connection with other

professionals is also important. (CS32, Time 2)

New multi-agency forums were established to facilitate collaboration

between sectors (social care, education and health) and services.

Some CAMHS staff emphasized the benefits of these forums in

enabling regular time and space to build relationships, share knowl-

edge and develop a joined-up approach.

3.2.3 | The challenges of instigating interagency
collaboration

Although participants recognized the value of improving interagency

collaboration, it was impeded by specific barriers.

Resistance to interagency working

A complaint made by some CAMHS staff was that there was resis-

tance from outside agencies to building relationships and sharing

knowledge. A service lead described her experience: ‘I've got some of

my leads going in to spend time with the local authority team, the

social services team. But I'm not getting that kind of support back. […]

It cannot be a “one-way street”’ (CS05, Time 1).

During Time 2 interviews, one school mental health officer com-

mented on the continuing lack of collaboration between social care

and CAMHS: ‘My experience of mental health and social services

working together with students … is not good. The communication

between them seems pretty awful at times. There doesn't seem to be

collaboration. There's almost competition’ (WR07, Time 2).

The THRIVE framework not embedded within the wider system

A small proportion of CAMHS staff involved in outreach activities felt

they had limited scope to influence the wider system towards a

THRIVE-like approach. One family therapist expressed the need for

the THRIVE Framework to be embedded, top down, within individual

sectors:

I wish i-THRIVE would be not just a CAMHS thing […]

what it's proposing should be something that not just

CAMHS leads on. If you think about it, education, the

local authority should have i-THRIVE embedded in the

way they work and think. (CS54, Time 2)

Consistent with this, when participants from the wider referral

group were asked about implementing the framework, they often

viewed it as a CAMHS-specific transformation.

Lack of resources in the system

Participants across the sectors highlighted the lack of resource in

schools to offer support for CYP outside CAMHS. One school mental

health lead explained: ‘I'm not sure there's enough out there, certainly

FARR ET AL. 5



in Borough C, and I'm not sure many schools feel equipped to deal

with lots of these things’ (WR06, Time 2).

A major challenge to system change was a shortage of resources

in the community to facilitate signposting. Three of six commissioners

recognized the priority to build support in the system.

3.3 | Impact of i-THRIVE on clinical practice

3.3.1 | Integrating shared decision making into
clinical practice

Both clinicians and service users described a shift towards greater use

of shared decision making in clinical practice and its positive impact.

One CAMHS triage nurse explained: ‘I try to think about it in a differ-

ent way. Rather than sitting down as “the experts”, it's about collabo-
ration and, “What do you want to get out of coming here?”’ (CS29,
Time 2).

One CAMHS service user reported greater involvement in deci-

sions, which increased her sense of ownership and motivation over

the therapeutic process:

I know that if we [CAMHS clinician and Service User]

started dealing with it in a way that I didn't like, I

would be able to have some control over changing

how we were looking at it. Whereas before I used to

feel like if I said something it would be taken out of

my control. The way they chose to try and help me

with it would be completely up to them. (SU03,

Time 2)

3.3.2 | Focusing on episodes of care and treatment
endings

The i-THRIVE Programme offered a framework to develop a more

boundaried role for CAMHS, with a change in clinical focus towards

episodes of care supported by goal-oriented and evidence-based

interventions.

Freeing capacity by making CAMHS a boundaried service

For several CAMHS staff, changes were positively received because,

not only did they respond to need, but they had the potential to free

up capacity. Some CAMHS staff emphasized a positive shift. One psy-

chologist said: ‘It [i-THRIVE] is helpful in terms of standing back and,

[saying] ‘What does this young person need right now?’ It doesn't

mean that we have to cure, do you know what I mean? It's actually

intervening at the given time’ (CS08, Time 1).

Positive and negative impacts of goal-focused interventions

CAMHS staff and service users described contrasting impacts of the

upfront discussion of treatment endings. One psychologist described

an improvement in engagement: ‘There is less drift. They tend to

come more. I think they tend to do the goal work a little bit more,

because they know it is very time-limited’ (CS33, Time 2).

However, one service user described the demotivating effect of

being presented with a limited number of sessions: ‘At the beginning, on

my first assessment thing, it was said that we'd only need three sessions.

That didn't make me feel good, because it was like I'd just waited and

then they were like, ‘Oh it's still not serious enough’ (SU03, Time 2).

A psychotherapist echoed the problems of boundaried care for

some service users:

When they have got problems with trust, have prob-

lems with making a good relationship and use of the

time because of the parental or family dynamic … I

think in those situations it is kind of hard to say, ‘We

have to cut it.’ Yet i-THRIVE says that we have to do

it. (CS32, Time 2)

3.3.3 | Improving clinical capacity by focusing on
discharge

One of the i-THRIVE Programme's key objectives was to improve

CYP's access to treatment by freeing up clinical capacity. This could

be achieved by increased discharge rates but that required changing

clinicians' attitudes towards risk and ending treatment. CAMHS staff

described being inspired by i-THRIVE Academy training days that

introduced a new approach to ending treatment. In practice, however,

this was either facilitated or hampered by two factors.

Collaboration over risk and ending treatment

The introduction of multi-disciplinary meetings designed to facilitate

team collaboration over high-risk cases was well received by CAMHS

staff who felt that approaching risk and discharge through group dis-

cussion helped build their confidence in decision-making. As one psy-

chotherapist explained:

The idea of listening to everyone's viewpoints and

coming to a coherent synthesis of that to take back

into your practice where you might be able to dis-

charge cases more easily and with less conflict because

you've really thought about it. (CS37, Time 2)

Lack of support throughout the whole system

For a small proportion of CAMHS staff, a lack of third sector support

made the discharge of high-risk cases untenable. One psychiatrist

stated:

I just don't know how you can move them [CAMHS

clients] on […] I think it would be a huge risk issue if

we were to say, ‘Actually, goodbye. You need to go on

to this other service.’ I've been trying to understand

very quickly what's available and we're very limited.

(CS49, Time 2)
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4 | DISCUSSION

4.1 | Perceived impact of programme changes on
accessibility of support

Improving CYP's access to information about existing services is one

of the key principles underpinning government policy and service

redesign (NHS England, 2015). The i-THRIVE Programme's collabora-

tive approach to implementation and service delivery was seen to

facilitate this through practices such as service mapping, signposting

and outreach. The use of signposting to redirect CYP referred into

CAMHS to services that would better meet their needs was seen by

participants as more equitable, and increased CYP and their families'

awareness of other sources of support. This finding is consistent with

literature highlighting the use of information sharing and mapping in

increasing service visibility (Champine et al., 2019; Henderson

et al., 2019).

Outreach into schools was seen to promote the appropriate use

of CAMHS and, consistent with other studies, to foster schools'

knowledge of suitable referrals and enable them to signpost (Cane &

Oland, 2015; Wolpert et al., 2013). Improved awareness, efficiency

and early identification, however, can lead to an increase in not just

appropriate referrals but the overall number of referrals

(Pettitt, 2003), highlighting the importance of increasing knowledge

about alternative services in the community, as well as targeting

waiting times.

Long waiting times are the most commonly identified barrier to

accessing mental health support in the UK and elsewhere (Anderson

et al., 2017). Goals-focused systems that aim to improve accessibility

through increasing patient flow have been found to reduce waiting

times (Clark et al., 2018; Naughton et al., 2015). In the current study,

CAMHS staff viewed the i-THRIVE Programme's boundaried, flexible

and goal-orientated approach as advantageous and highlighted the

benefits of a multi-disciplinary approach to risk in increasing their con-

fidence in ending treatment.

4.2 | Perceived impact of programme changes on
quality of care

Quality of care is a key driver of policy and service redesign, and

enhancing CYP participation in, and satisfaction with, care is associ-

ated with improved engagement and positive outcomes (Department

of Health and Social Care, 2010). Though person-centred care is

advocated across children's services, evidence indicates that service

users are rarely involved in decision-making, leading to reduced satis-

faction and engagement (Anderson et al., 2017; Coyne et al., 2015).

In the current study, some clinicians perceived their practice to be

sufficiently person-centred, but those that adopted shared decision

making reported an increased involvement of CYP in the process.

Service users reported improved experience and sense of control as

a result, findings consistent with evidence in this area (Joosten

et al., 2011).

Multi-agency working promotes a more comprehensive delivery

of care and is perceived by young people, professionals and carers as

improving treatment experience (Morgan et al., 2019; O'Reilly

et al., 2013). In the present study, multi-agency working was viewed

positively and, in accordance with existing literature, multi-disciplinary

forums were seen to deliver an integrated approach (Cooper

et al., 2016).

The benefits of a goal-orientated approach with clear communica-

tion about the number of sessions were recognized by CAMHS staff.

Yet some viewed it as compromising effectiveness and one service

user was demotivated by limited sessions. Although some studies sug-

gest that focused interventions are inappropriate for complex cases,

others indicate that goal-focused systems can improve efficiency

without reducing clinical effectiveness or user satisfaction (Fuggle

et al., 2016; Naughton et al., 2018; Robotham et al., 2010). Taken

together, this highlights the importance of monitoring clinical out-

comes and user satisfaction.

4.3 | Perceived constraints to programme changes
and their impact on accessibility and quality of care

Though a key priority in improving mental health and wellbeing sup-

port for CYP, the move towards integrated delivery of care is contin-

gent on cross-sector collaboration (Nooteboom et al., 2020). In the

current study, projects focused on multi-agency working were seen

by some CAMHS staff to be met by resistance from other sectors

and to inhibit programme impact. This finding is consistent with exis-

ting literature that highlights the challenges of promoting

cross-collaboration, in particular, if there is an absence of shared pro-

tocols, joint leadership and when change is perceived to be forced

upon staff by outside agencies (Auschra, 2018; Cooper et al., 2016;

Henderson et al., 2019). In the present study, the i-THRIVE pro-

gramme was perceived as a CAMHS-focused transformation and

CAMHS staff felt they had limited ability to influence other sectors

towards a THRIVE-like approach. Taken together, findings point to

the need for a whole system approach to promote impact (Alderwick

et al., 2015), whereby the programme is implemented across sectors

in the local system.

Lack of resources is a major challenge to policy and service trans-

formation targeting the integration of delivery of care and support

across systems (Raus et al., 2020). In the current study, insufficient

third sector resources were seen to constrain the use of signposting

and timely discharge, the impact of which relied on adequate support

in the community to promote accessibility. Geographical variations in

third sector mental health provision have been identified in UK

reports with some areas indicating falling funding in tandem with ris-

ing need (Newbigging et al., 2020). In the current study, similar chal-

lenges were highlighted by commissioners, who recognized the

priority to assess and build sufficient resource provision across the

system to support programme impact. Consistent with other transfor-

mation projects, insufficient capacity within CAMHS was seen as a

barrier to implementation, scalability and sustainability of programme
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change, particularly because signposting, outreach and mapping

required focused resources (Cane & Oland, 2015).

4.4 | Limitations and future research

The study findings need to be considered within limitations. The

results provide an early view of the impact of changes introduced dur-

ing the programme and some implementation projects were still in

their early stages during Time 2 interviews. Participant recruitment

was not equal across sites or stakeholder groups, and the data may

have provided a bias towards larger groups, such as CAMHS staff, or

towards sites that were more engaged.

Future studies should place greater emphasis on the views of

CYP and providers across the whole system as this will enable a more

comprehensive assessment of the impact and its implications for

accessibility and quality of care.

5 | CONCLUSION

As the first study to evaluate the i-THRIVE Programme, the findings

provide an early indication of a promising model of care that was per-

ceived by participants to facilitate the accessibility and quality of care.

Accessibility was seen to be promoted through integration of a needs-

based service model, flexible re-referral, sharing of information, the

use of goal-orientated interventions, and a new approach to managing

risk and treatment endings.

Shared decision making was seen to improve the involvement

and experience of CYP, while multi-agency working was viewed posi-

tively. The impact of goal-focused interventions and upfront discus-

sion of treatment endings was less clear-cut: although they were seen

to improve the quality of accessibility by helping clinicians manage

expectations and discharge, some felt that effectiveness and engage-

ment could be compromised. This tension highlights the importance

of outcome and satisfaction monitoring.

Impact was constrained by resistance to multi-agency working

along with insufficient resources in CAMHS and the system to sup-

port the implementation process, as well as to deliver the service

changes required for effective signposting and discharge, or to scale

up and sustain. Findings point to the potential benefit of a

whole-system approach that implements the full scope of the

i-THRIVE Programme across CAMHS, education, health, the voluntary

sector and local authority.
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