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Professionals’ views on the development process of a structural 
collaboration between child and adolescent psychiatry and child 
welfare: an exploration through the lens of the life cycle model  

Van den Steene, Helena 

Van West, Dirk 

Peeraer, Griet 

Glazemakers, Inge 

 

Abstract  

This study, as a part of a participatory action research project, reports the development process of an innovative 
collabo- ration between child and adolescent psychiatry and child welfare, for adolescent girls with multiple and 
complex needs. The findings emerge from a qualitative descriptive analysis of four focus groups with 30 
professionals closely involved in this project, and describe the evolution of the collaborative efforts and 
outcomes through time. Participants describe large investments and negative consequences of rapid 
organizational change in the beginning of the collaboration project, while benefits of the intensive collaboration 
only appeared later. A shared person-centred vision and enhanced professionals’ confidence were pointed out as 
important contributors in the evolution of the collaboration. Findings were compared to the literature and 
showed significant analogy with the life cycle model for shared service centres that describe the maturation of 
collaborations from a management perspective. These findings enrich the knowledge about the development 
process of collaboration in health and social care. In increasingly collaborative services, child and adolescent 
psychiatrists and policy makers should be aware that gains from a collaboration will possibly only be achieved in 
the longer term, and benefit from knowing which factors have an influence on the evolution of a collaboration 
project.  

Keywords Collaboration · Mental health · Child and adolescent psychiatry · Life cycle model · Multiple and 
complex needs · Adolescent girls  

 

Introduction  

For the promotion of health, and delivery of welfare services adapted to the needs of users, models of 
interorganizational and interprofessional collaboration have been launched for decades, all over the world [1–3]. 
Collaborative projects have also been at the core of child mental health and social services policy, since 
overcoming the fragmentation in services for the growing and challenging population of young people with 
multiple and complex needs (MCN) can only be accomplished through collaboration among child-serving 
agencies [4, 5]. Existing research identifies potential benefits of collaboration in youth care, for patients, 
professionals and organizations [6–9].  

Professionals in health and social services are increas- ingly being called to collaborate not only around 
individual patients but also at the practical and system levels [10]. Increased investment in collaborative working 
is especially relevant for mental health services, given the changing role of child and adolescent psychiatry 
(CAP) [10].  

However, while a useful and motivating concept, collaboration is challenging and is characterized by a complex 
development process [9, 11–13]. Earlier research suggests that the manner in which the development towards 
collaborative working is handled, paying attention to building trusted net- works and nurturing relationships, is 
as important as any of the decisions about goals, governance, or structures [12, 14]. As Kodner states [15], more 
efficient care is merely a ‘hope’ when engaging in collaborative projects. Hence, before making pronouncements 
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on the strategy’s cost-effectiveness, a thorough calculation and monitoring of all costs is necessary and 
collaboration projects must be reviewed systematically [16].  

Some of the frameworks for collaboration [17] describe stages in the process from initiation through 
implementation. Kagan [18] describes the development of collaborative relationships in three stages: the 
beginning stage when the collaboration is forming and making plans; the growth stage when plans are 
implemented in programs and policies; and the evaluation stage when results are examined and decisions are 
made about whether or not to make changes. In the related field of interprofessional education, a more recent 
publication by Khalili et al. [19] describes similar stages in the development of interprofessional collaborative 
person- centred practice. Other authors concentrate on the planning of interagency development and describe 
sequential steps in this process [12, 20]. Hodges et al. [21] present stages of collaboration in which agencies 
develop their capacity to plan and deliver services for a particular population, and emphasize the need for a 
parallel development of interprofessional and family-professional ties.  

However, the health and social literature seems to offer little guidance concerning the development process or 
the expected timeline of challenges and benefits when engaging in collaboration. Indeed, collaborative projects 
could benefit from knowledge on what progress should be expected during the process of the collaboration.  

Hence, our central research question is: what are CAP and Child Welfare (CW) professionals’ perspectives on 
the development process of cross-sectoral care during an intensive collaboration project? A secondary question 
is: what are the underlying factors that influence the development process of a collaboration project?  

This article aims to describe the perspectives of the different team members regarding the development of an 
intensive cross-sectorial collaboration between two organizations, but does not have any intention to evaluate 
that collaboration.  

Methods  

This study is part of a participatory action research on care delivery for adolescent girls with MCN. In partici- 
patory action research, the aim is to enrich both scientific and practical knowledge, in a cyclic reflection process 
that engages all stakeholders, as the research is done with them, rather that ‘on’ them [22]. In this project, the 
professionals participated in every step of the research project: setting goals and choosing methods, discussing 
intermediate findings and directing further research steps. To describe the development process of the cross-
sectoral collaborative care project (CSCC), a collaboration project for adolescent girls with MCN, the 
perspective of involved professionals was explored in focus groups and analysed with descriptive analysis 
methods.  

Setting  

The innovative care delivery project studied in this research is located in Antwerp, Belgium, and started in 2014.  

It offers residential care for 17 girls aged 14–21 years, who have MCN. The mean age at entrance is 15.8 years. 
These girls have a combination of psychiatric problems and a family environment that does not provide safety 
and stability. A history of (physical, emotional, or sexual) abuse or neglect is very common. Most of these girls 
have a combination of internalizing (mostly depression) and externalizing (mostly conduct disorder) difficulties. 
Further group level characteristics are: high-risk behaviour (such as suicide attempts, self-harm, teen 
prostitution, and substance abuse), physical problems, and school dropout. A large majority of these girls is 
referred by juvenile court. Each of them has had multiple out-of-home placements.  

All the girls reside in the residential CW facility. From the start of the project until the time of the focus groups, 
21 girls were enrolled. Four of them completed their stay before completion of the focus groups in February 
2016 and went on to independent living (facilities). Only one of them left prematurely after disciplinary 
dismissal, but received follow-up on an outpatient basis.  

The current collaboration was initiated by the CW and CAP organizations, faced with the challenges brought 
about by youths with MCN. It received regional funding from the Flemish Government. At the start of the 
project, all staff members of the CW residential facility were offered the choice of participating in this project. 
All CW employees spent their entire working time in this CW facility. The CAP staff stayed employed in the 
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CAP hospital and were present in the CW facility at different and flexible times, but ensured 24/7 availability 
and joint decision making. In the first 8 months, four out of the 32 involved professionals left, because they had 
other professional opportunities and were replaced to complete the team. All of them were CW staff members 
and changed to another CW facility. One additional person moved to another function within the project 2 
months before the focus groups.  

In this project, CAP and CW engage in an equivalent, bidirectional collaboration, wherein all hierarchical levels 
engage in an intensive collaboration. They take joint responsibility and work simultaneously to optimize care 
delivery for these vulnerable girls, whose needs could not be met by CAP or CW in isolation. Basic agreements 
on the input of both partners were made at the beginning of the project, but the collaboration was regularly 
evaluated and roles and tasks changed according to the needs of the population served. For each of the girls, the 
final responsibility for intake and treatment planning (including crisis interventions) was shared between CW 
and CAP. The roles in the implementation are discussed together by CAP and CW professionals on an individual 
basis depending on the needs of the respective girl. Table 1 illustrates the roles of both CAP and CW in this 
collaboration project.  

Data collection and sample  

In January and February 2016, we conducted four focus groups at the CW centre, with a total of 30 professionals 
involved in the collaboration project. A literature review on MCN and collaboration assisted in the design of an 
interview guide. Examples of the starting questions were: how did the collaboration project develop? Did you 
notice changes when you compare the current situation to the beginning? What underlied those changes? Two 
researchers conducted the focus groups (moderator and observer taking field notes) and a third one joined them 
for data analysis. Each focus group lasted for about 150 min, was audiotaped, transcribed verbatim, and 
anonymized. After four focus groups, the data were rich in details of professionals’ descriptions of the 
development of the collaboration project, referred to as ‘thick description’ [23].  

To achieve an interprofessional in-depth description of the CSCC, we used a purposeful sampling strategy. 
Potential participants were professionals from CW and CAP closely engaged in the CSCC. Thirty-two persons 
were approached verbally, of whom 30 gave their written consent for vol- untary participation in the focus 
groups (94% participation rate). The distribution of professions over the focus groups was representative for the 
collaboration project. As the number of staff members involved was higher in CW than in CAP, focus groups 
were done separately for both collaborating agencies. This had the additional advantage of limiting (positive) 
social desirability bias and allowed better insight into the impact of the collaboration on each of the partners. The 
two persons who did not participate were from CW, and their reason for not participating was time constraints. 
Table 2 illustrates the composition of the focus groups.  

 

Table 1 Input of CW and CAP in the collaboration project  

 Child welfare  Child and adolescent psychiatry  
Joint input  

 

Joint intake: establishing goals and planning with youths (and relatives) who start 
the program 
Joint team meetings: decision making and evaluation for all cases: 2.5 h, every 2 
weeks 
24/7 permanency of CW supervisors and child and adolescent psychiatrist: 
dialogue, advice, crisis assessment Communication with external partners 
(schools, adult services, ...) 
Stakeholder meetings to evaluate the project together with other partners in youth 
care or related domains: every 6 months  

 
Input from each partner  Safe and stable daily living 

environment, group care setting 
Independent living skills 
Contextual working, focus on 
relationship with relatives, building a 
social network 
Focussing on safety, reducing high-risk 
behaviours Focussing on societal 

For youths 
Short consultations: 2 h every 2 weeks 
Diagnostic testing 
Ambulatory therapy (verbal and 
nonverbal, individual, group, family) 
Residential or semi-residential crisis or 
treatment service  (including time-
outs) 
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integration (including administration, 
school work,...)  

 

Psychopharmacological treatment and 
medical coordination  

For staff 
Participation in management meetings: 
1.5 h every month Advice or 
participation in case evaluation 
meetings Super- and intervision: 1.5 h 
every 2 weeks 
Training on CAP specific topics: 3 h 
every 2 months  

Staff  

 

24 persons investing full working days 
in the CW facility Administrators: 3 fte 
Team coordinators (social workers): 3 
fte 
Psychologists: 2 fte  

Family social workers: 3 fte Social 
workers: 13 fte  

 

8 persons investing part- time working 
days in the CW facility but providing 
24/7 permanency  

Coordinating child and adolescent 
psychiatrist: on-site approxi- mately 2 
days a week, ensuring permanency  

Second child psychiatrist: part time, in 
the facility on indication, ensuring 
permanency  

Psychologists: 4 fte, in the facility on 
indication Dietician: on indication, 
working in CAP Social worker: on 
indication, working in CAP  

 

fte full time equivalent  

 

Table 2 Composition of the focus groups  

Focus group number  Focus group 1  Focus group 2  Focus group 3  Focus group 4  
Group 

Number of 
participants  

Professions  

 

CW  

8  

CW administrator (n 
= 2) Psychologist (n = 
1) Social worker (n = 
5)  

 

CW  

8  

CW adminis- trator (n 
= 1) Psychologist 
(n=1) Team 
coordinator (n = 2) 
Social worker (n=3) 
Family social worker 
(n=1)  

CAP  

8  

CAP (n = 2) 
Psychologist (n = 4) 
Social worker (n = 1) 
Dietician (n=1)  

 

CW  

6  

Team coordi- nator (n 
= 1) Social worker 
(n=3) Family social 
worker (n = 2)  

 

This table illustrates the composition of the four focus groups and for each focus group details the number of professionals 
and their background  

 

Data analysis  

The theoretical framework underpinning this research pro- ject is descriptive content analysis, as described by 
Sand- elowski [24]. We followed the procedure for systematic text condensation, following Malterud [23]. In 
this approach of qualitative analysis, four sequential steps are performed: (1) the three researchers read the 
transcripts multiple times to obtain an overall impression and each of them identified preliminary themes. 
Discussion between the three researchers led to agreement on the final themes (e.g., ‘development process at an 
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organizational level’ or ‘factors driving the development’); (2) each researcher identified units of meaning that 
characterize diverse aspects of the development process of the collaboration and coded for these, whereas parts 
of the transcript not relevant to the research question, were removed from the analysis; (3) after discussion 
between the researchers, the content of each of the code groups was summarized into a condensate; and (4) data 
were re-conceptualized, and an analytic text with useful quotations was written. Re-reading the original 
transcript ensured goodness of fit with the final code groups and themes. These texts and quotations were 
translated from Dutch to English. Review by a researcher fluent in both languages assured language equivalency. 
NVivo 11 (QSR International, Doncaster) assisted with coding and management of data.  

Verification of findings was increased [25] by different procedures: discussion of the focus group interview 
guide between researchers; observator taking field notes during the focus groups; debriefing after the focus 
groups; discussion and negotiation of themes and interpretations until agreement was achieved; member 
checking by providing the opportunity to check the transcripts; and by feeding themes and interpretations back 
to participants to ensure that participants’ own perspectives are represented and not curtailed by the researchers’ 
background. Researcher triangulation by means of in-depth discussion between researchers occurred right after 
the focus groups and after coding.  

Author reflectivity  

Main researchers were a clinical psychologist, a Ph.D. student in CAP training, and an anthropologist. The 
educational background of the first author is closer to the CAP setting than to CW. However, as a part of the 
participatory action design, a close contact with the CW setting has taken place since the start of the 
collaboration project. Participants knew the researchers and the research project, without researchers being 
involved in the daily practice of the CSCC.  

Results  

Our findings outline the development process of the collaboration and are structured by describing the changes 
on the professional, team, and organization levels. Professionals also described what they considered to be the 
underlying factors driving the maturation of this collaboration.  

Description of the development process of the collaboration  

Individual professional level  

For the professionals, core elements of the change process were: a change in attitudes and the process of getting 
to know the target population of the collaboration and the professionals in the other agency. Through the first 
months, an attitude change towards more acceptance of the psychiatric needs and enhanced belief of the value 
and feasibility of helping this population in a child welfare setting occurred. At the start of the project, CW staff 
members were not familiar with psychiatric problems and considered them as ‘not fitting in CW’. These girls 
were indeed announced as presenting—besides the contextual issues that CW was used to focusing upon—a 
comprehensive traumatic history, problematic personality development, behavioural problems, self-harm, and 
suicide attempts. This initial attitude was illustrated as:  

‘That’s not for us, she’s a girl for psychiatry’ (Social worker, focus group 1)  

Despite the intent to take joint responsibility in a collabo- ration project, there was initially much doubt 
regarding the feasibility of care delivery to this population within a CW setting. At the time of the focus groups, 
professionals were convinced of the benefit for the girls to stay in CW despite psychiatric problems:  

We have a different feeling compared to when the pro- ject started. A team that exudes something like ‘that’s a 
tough case here, that’s one for psychiatry’, the girls feel that immediately. In addition, that attitude does not 
exist here anymore. There you see the change in attitudes towards these young people, and they feel that, too. 
(Psychologist, focus group 3)  

The changing attitudes due to the evolution of the collaboration project also led to a destigmatization of 
psychiatry.  
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The difference is that now psychiatry is visible, and accessible for the girls. Before this collaboration project, 
when we previously spoke of psychiatry, their reaction was ‘I’m not crazy huh, I just have problems’. Now, that 
is no longer what they say. Sometimes, the girls say that ‘I’m not enthusiastic’, but they do not see the contact 
with psychiatry as adding an additional ‘label’. That is thanks to the presence of child psychiatry in our centre. 
(Family social worker, focus group 4)  

A second process that professionals describe at the individual level is getting to know each other. At the start of 
the project, CW and CAP professionals were not familiar with each other’s vision and procedures. Getting to 
know each other’s setting and goals supported the aforementioned change in attitudes and ameliorated the 
collaboration. The process of getting to know each other and engaging in formal and informal communication 
facilitated joint working and the development of common routines.  

It was the perception of the professionals that, as the investments in the collaboration were so large and all 
routine was lost due to the large organizational change, the care delivery and client-centeredness were 
diminished.  

In that first period, we had to invest so much time and energy into making that collaboration work! Making 
appointments, discussing everything, adapting to all changes—we spent so much more time enabling that 
collaboration than actually seeing the girls together or having them in therapy sessions. (Child and adolescent 
psychiatrist, focus group 3)  

Team level  

Professionals explained that some of their colleagues left in the early stages of the project (see “Methods” 
section), due to large organizational changes and the challenges set by the new way of working. At the time of 
the focus groups, the team was constituted of very motivated people who actively chose to work with these 
adolescents with MCN. Clarity about ‘who are we’ (identity) and ‘what do we do’ (approach) further helped the 
development of a team spirit. ‘Taking care of the team’, however, is still of great importance:  

Every single professional working here wants to work with these girls. I think that is very bonding. We are more 
like one team, while not so very long ago that was a different situation. I think we really need attention as a 
team, because I think a further positive evolution is possible. (CW administrator, focus group 1)  

The team appears as an important catalyst of the collabo- ration project. Truly being one team, crossing CW and 
CAP boundaries, strengthens and supports professionals in the face of the severity of problems presented by 
these adolescent girls.  

The togetherness, feeling that you are not alone— that we form one team with CAP and not two separate 
services. We have a totally different outlook and approach, but we really are one true team, we all feel that now. 
(CW administrator, focus group 2)  

Organizational level  

At the level of the organization, after a period of changing procedures and roles, accompanied by a loss of 
efficiency, an evolution towards more effective communication, clear joint routines and role definition, and a 
balance between the two complementary ways of working, is described.  

When I see how it evolved, how the crisis situations we are constantly confronted with are handled now—the 
initial anxiety ‘how are we going to tackle that?’ compared to what is achieved now—incredible how much 
progress was made. (CW administrator, focus group 1)  

A lot of effort was put into developing an approach that meets the needs of these girls with MCN, and which 
both partners in the collaboration can endorse. Only after several months and with considerable effort, joint 
procedures became clearer, certain routines were streamlined, and the care delivery has shifted from an ‘ad hoc’ 
approach to a more proactive action.  

In the beginning you desperately seek answers to ‘oh my God, how do we do this?’ Back then, we went to the 
team meeting the same day to find some solutions. But now, we really have a proactive approach as a team. We 



	 7	

know how to handle crises and certain behaviours, how to address our population, we have the procedures. 
(Social worker, focus group 2)  

At the start of the collaboration project, professionals’ roles were not sufficiently clear, but with time the various 
tasks and responsibilities were better defined.  

In the beginning it was not really clear who was going to have which role and task. Because we already had 
psychologists here, I thought—‘there are psychologists and [psycho]therapists coming from CAP? Why?’ ...—
On the other hand, the role of the psychiatrist was clear from the start: giving advice and attending team 
meetings, doing consultations and medication monitoring... But now ... the roles are clearer, and we see that the 
collaboration certainly has benefits. (Family social worker, focus group 4)  

From the very start of the project, a lot of effort was put into communication between and within both agencies. 
At the time of the focus groups, still, much time and energy was spent on dialogue, exchange, and coordination. 
Initially, a common language and communication pathways had to be developed. According to these 
professionals, collaboration is most effective when both formal and informal communications are used and face-
to-face consultation as well as mail and telephone communication takes place. A lot of communication efforts 
were invested in conditions that enable the therapy and strengthen the collaboration.  

Everything surrounding it, to enable that contact between you and the girls and to maintain, to nurture this 
collaboration, you need to spend an incredible amount of time to achieve that. (Child and adolescent 
psychiatrist, focus group 3)  

At the time of the focus groups, there is such a far-reaching integration that a new professional identity, specific 
to the CSCC project, is being formed.  

So you’re creating your own culture, and that culture, I think you can also see it in what we are currently 
proclaiming. (Social worker, focus group 1)  

Factors driving the evolution of this collaboration  

In these focus groups, a shared vision and value base seem to anchor the collaborative efforts. The professionals 
express their motivation to make a difference in these complex cases and relate this to the collaboration.  

These girls have been in many institutions. Because of their problematic behaviour they did not belong in 
psychiatry; and they cannot stay in a regular institution because of the problematic behaviour and the 
psychiatric behaviour. So where could they get proper help? Nowhere! Then it’s nice to know that some of the 
girls who previously got stuck, can now be helped here. (Social worker, focus group 1)  

From the start of the collaboration project, there was a clear and common goal, guided by the urgent needs in 
service delivery for adolescents with MCN. The commitment and focus on a common goal increases the 
willingness of all partners:  

We are no longer looking at each other and waiting— previously everyone had their own agenda—now it is just 
one shared goal. (Child and adolescent psychiatrist, focus group 3)  

Participants describe a person-centred attitude as the core of the shared vision.  

Our girls are the core of this collaboration. And that’s what connects us. (CW administrator, focus group 1)  

The target population is central in this whole CSCC project and is described as a ‘unifying factor’ between the 
professionals. Therefore, they are not only the focus of the collaborative efforts, but the solidarity a person-
centred approach entails, is also a facilitating factor for common efforts.  

Participants describe how the collaboration project strengthens them by making them feel supported by the 
collaboration partners when facing the challenges of working with adolescents with MCN, and by enhancing 
their knowledge and skills. Empowerment, with a focus on enabling professionals to gain confidence, appears as 
guiding in the evolution of the CSCC project.  
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A key element in the empowerment process is the training by the child and adolescent psychiatrist in the CW 
setting, which enhances knowledge and expertise among care providers. This cross-sectoral training contributes 
to understanding the background of certain problems and provides guidelines for addressing them, making the 
professionals more confident. The need to have a framework to understand behaviour is also related to the 
gravity of problems presented by these adolescent girls with MCN.  

You have to find a reason for their behaviour, I guess. These girls are very cool ladies, but their behaviour ... 
You get scolded, there is suicidal behaviour, yes it is really hard work. If you don’t have an understanding of 
‘what is this?’, ‘why is this happening?’, then I think you couldn’t manage it. While now, thanks to working 
together with the child and adolescent psychiatrist, you have more background and you know more about, say, 
self-harm ... (Team coordinator, focus group 2)  

The child and adolescent psychiatrist also describes these trainings as empowering for the CW professionals:  

The goal is to give the CW team training on CAP topics, to make them strong enough to handle these girls. 
Therefore, there is a lot of training, but in those weekly meetings, we also give a lot of psychiatric advice. (Child 
and adolescent psychiatrist, focus group 3)  

The working relationship was also strengthened by the joint meetings and training. Having a shared reference 
frame lowers the threshold to inform each other, facilitates the development of a shared care delivery plan, and 
increases the possibilities for mutual support.  

During joint meetings or trainings, we speak the same language. That increases the trust we have in each other. 
In addition, it makes it easier to call each other and ask ‘hey, what do you think?’ (Social worker, focus group 2)  

Besides the training, the relational aspects of the CSCC project also have a positive effect on the (self-) 
confidence of the professionals, and in this way are also empowering. Thanks to the partnership, the 
professionals feel supported when confronting problems.  

We now dare to keep a girl in our facility rather than to send her away, because we get support, we are not 
alone. I think it really makes a difference if you have to evaluate those cases on your own, without psychiatry. Or 
when it is a psychiatrist who actually doesn’t know the setting, the team and the case, who judges it ... Here, as 
we gain confidence, we trust CAP and, therefore, are more confident in ourselves. (Team coordinator, focus 
group 4)  

In addition, not only CAP and CW, but also the rest of the network feels this empowerment and is influenced by 
it. Thanks to the good basic care and continuity offered, and because CAP is available for advice for partners 
too, schools, juvenile justice institutions and juvenile court are also strengthened.  

You find yourself pushing back the juvenile court into their position, almost saying please, for once, take your 
responsibility and do not fear the psychiatric problems. And there we also have a really vital role to get 
everyone to act normal again, facing young people who make everyone back away. (CW administrator, focus 
group 1)  

Discussion  

Collaborating is an integral, but complex and challenging part of the role of a CAP, both on the case and systems 
level [10]. Professionals’ perspective on the development process and driving factors of CSCC, an intensive 
collaboration between CAP and CW in care delivery for adolescent girls with MCN, was explored in this 
research project. As the development path of the CSCC became clear after data analysis, we found it especially 
striking that after a first phase, characterized by the consequences of rapid organizational change, a second phase 
was perceived as yielding the benefits of collaboration. After data analysis, a theoretical framework to assist in 
understanding these findings was sought. We did not find information about the development process of a 
collaboration in the health and social literature and, therefore, referred to the management literature.  

The life cycle model (LCM) describes the development process of a shared service centre (SSC) organization 
[26]. The first curve in the LCM, depicting sequential evolution of an SSC into a ‘mature’ organization, is 
particularly relevant in understanding the process of developing collaborative projects, as its steepness is an 
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indicator for the intensity of change perceived by customers and clients (Fig. 1). The second curve shows the 
evolution of customer satisfaction, whereas the third one depicts revenues. In the LCM, the collaborative 
development process occurs in three periods (Fig. 1).  

Fig. 1 Life cycle model for shared service centres. The life cycle model for shared service centres after Struik and Brugman 
[26] illustrates the progress of a collaboration project. The x-axis depicts the three consecutive periods of the development 
process of a collaboration. Three curves describe different aspects of the progression of a shared service centre: the thick, full 
line shows the organizational maturation, the thin, full line shows costumer satisfaction, whereas the thin, interrupted line 
describes the revenues produced by the shared service centre  

 

The first period, ‘formation of an SSC’, revolves around concentrating resources and developing the customer 
relationship. This is reflected in a combined internal and exter- nal focus, as the collaborating professionals 
focus on their own and the partner’s organization. In this first period, the maturation curve is steep, indicating 
important changes, as the whole organizational culture shifts. During these large organizational changes, service 
delivery is perceived as declining, as reflected by the customer satisfaction curve. In this initial period, very large 
personnel and financial investments must be made, but the financial revenue balance should not be expected to 
be positive. Most collaborations go through difficult times during this phase and many organizations would 
consider withdrawing from the collaboration as the efforts don’t seem to weigh up against the benefits.  

The second period, ‘perseverance’, is aimed at obtaining efficiency and operational excellence. Protocols and 
organization functioning are further developed; new roles are accepted and routine created. This means a strong 
internal focus resulting in more improvement than change. It is in this second period, where the revenue curve is 
steeper, that efficiency and revenues should appear, and user satisfaction increases. In the third period, 
‘augmentation’, the focus once again starts to shift externally towards looking at further growth possibilities.  

To our knowledge, the LCM has not yet been used to describe the development of collaboration projects in men- 
tal health and social services. We describe our findings using the lens of the LCM. When comparing the 
emerging themes, we found that the perspectives of participating professionals are coherent with the periods 
described in the LCM.  

First of all, although a common goal was clear from the start, the first period of the collaboration was 
characterized by the need for large personnel and financial investments and the feeling of chaos and uncertainty. 
On the individual level, professionals had to handle a radical change in their work habits, population served, and 
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communication procedures. They had to invest in new expertise and skills, but also in the relationships with new 
partners. The team composition changed, and tensions were described. Complementary skills and 
communication pathways had to be developed, and important financial investments were made. Difficulties 
existed where ‘two different worlds’ met, at the level of organization specific procedures and language. In this 
first period, the perception of professionals was that there was a lot of uncertainty, for themselves and for youth 
served. In summary, this fits well in the first period of the LCM, where the change is very rapidly occurring and 
felt by all concerned, corresponding to a steep maturation curve.  

When reporting about the current situation, professionals describe a different picture. On the individual level, a 
change in attitudes has occurred and professionals have come to know each other’s setting. They feel 
empowered and supported by each other. The team is now composed of people who explicitly chose this 
population and work arrangement. On the organizational level, a shared vision and global plan of action has been 
developed. Some issues are still incompletely resolved. For example, some redundant communication still 
occurs due to a lack of agreed-upon procedures and protocols.  

The situation at the time of the focus groups corresponds to the end of the second and beginning of the third 
period in the LCM, where collaboration has been established and different routines are set. The maturational 
curve is less steep, reflecting there is less change and more amelioration. The yield curve is now positive, 
reflected in the better care delivery described by the professionals. Looking out for further growth possibilities in 
terms of parent support and networking could be the first glimpse of the third period, while unresolved 
communication and procedure issues are remnants of the first period.  

The LCM does not describe underlying factors that influence the maturation of the collaboration project. 
However, in our findings, such themes appeared. Important driving factors in the development of the 
collaborative project were: a common person-centred vision, and the empowerment felt by professionals on 
different levels, thanks to this collaboration. Freeth [27] identified (1) a continued need to collaborate and (2) 
empowerment to do so, as favourable conditions for maintaining collaboration by describing a collaboration 
project between a medical and a nursing school in the UK. Our finding that a common vision is driving the 
development of collaboration could be related to Freeth’s [27] description of ‘continued need’, as a prerequisite 
for sustaining collaborative efforts. Likewise, our participants indicated empowerment as the underlying 
evolution of the collaboration project. Our findings are also in line with the literature pointing out that successful 
interagency collaboration requires value clarification and the development of a shared philosophy and goals [28, 
29] and that, conversely, having different understandings of children’s problems and having different goals, is 
identified as a major barrier to good col- laborative care for children and youth [30]. The literature confirms the 
importance of a person-centred perspective [31] and its role in staff working. In an integrated structure, focusing 
on improving patient care helps to overcome professional boundaries [15, 32].  

The concept of empowerment has been used in a variety of ways, and different conceptual approaches exist [33, 
34]. From the organizational and management point of view, empowerment is most often described as a process, 
and is correlated with staff well-being and commitment to their work [35], as well as increased productiveness 
[34]. According to our participants, the new organization and the training and experiences seem indeed to lead to 
more efficiency at the organizational level, and a sense of confidence in daily practice.  

In addition, cross-training of staff has been described as an important strategy for building relationships between 
staff at different agencies, and helping staff to understand how other organizations operate and ultimately reduce 
service fragmentation [29, 36]. In this project, effort is put in providing ongoing education on relevant themes in 
a very concrete way, through training and by discussing cases from different perspectives in team meetings. 
Professionals state that this helped them to have enough background to understand certain behaviours and to 
enhance skills in coping with crisis situations.  

Our findings have theoretical as well as practical relevance. On the theoretical level, it is interesting to see that a 
model originating in the management literature, can give valuable information to describe the evolution of a 
collaboration project in social and mental health sectors. Our findings add a dimension to this model, describing 
not only the sequential phases, but also the factors that appear to have driven the evolution. Further research, 
ideally combining qualitative (interviews or focus groups and observations) with quantitative data (e.g., 
questionnaires about the perception of collaboration, a measure of ‘efficacy’,...), will determine if the framework 
needs adjustment for the health or social care contexts and could investigate the time line of the phases described 
in the LCM, in a collaboration between child-serving agencies.  
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On the practical level, knowing what developmental course to expect when starting a collaboration project is 
very useful for policy makers and clinicians working in an increasingly collaborative care delivery system. The 
LCM describes that a difficult start, when the consequences of large organizational change ask for large 
investments that may not seem to yield enough benefits, is to be expected. Knowing this can assist in the 
planning and allocation of resources, and can motivate professionals to persist in the collaborative efforts, in 
spite of the challenges they meet.  

A strength of this study was that we described the collaboration process in the service delivery to adolescent 
girls with MCN as seen from the perspective of an interprofessional team closely involved in the project. This 
study also has a high participation rate (94%) and a representative distribution of the professions involved in care 
delivery. A limitation of this study is the fact that we only gathered perceptions of professionals, rather than 
combining them with observations of the collaboration. It would be interesting to consider the perspective of the 
professionals who left the CSCC project in an early stage, or to question those who do not participate in the 
collaboration project, but do take part in the delivery of care to these girls with MCN. It would be valuable that 
future research includes the view of the adolescent girls and other professionals working with these girls (e.g., 
schools, juvenile court). In addition, the timing of focus groups can have an impact on the findings [37]. 
However, collecting ‘real time’ perceptions of professionals who are still in the evolution process of a 
collaboration is valuable to make sense of the organizational change [38].  

Concluding comments  

Perspectives of professionals involved in an innovative collaboration project for adolescent girls with MCN on 
the process of this organizational change were explored through focus groups. The evolution of benefits and 
investments that follow the pattern depicted in the LCM for SCC was described. This is useful knowledge for 
those starting a collaborative project and could motivate them to maintain their efforts even when a first period is 
characterized by the impact of large investment and change. Developing a shared person-centred vision as well 
as empowerment are important aspects in the development process towards more satisfaction and efficiency in 
the collaborative care.  

On a theoretical level, it is interesting to notice that a col- laboration project between child-serving agencies 
appears to follow the predictions of a model from the management literature. On a practical level, knowing that 
large investments in collaboration projects may not pay off immediately, could inform policy makers planning 
collaborations in CAP, and could motivate those engaged in such collaboration projects to maintain their efforts.  
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