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About the Royal College of Psychiatrists

1. The Royal College of Psychiatrists (RCPsych) is the professional medical body responsible for supporting psychiatrists throughout their careers from training through to retirement, and in setting and raising standards of psychiatry in the United Kingdom. We work to secure the best outcomes for people with mental illness, intellectual disabilities and neurodevelopmental conditions by promoting excellent mental health services, training outstanding psychiatrists, promoting quality and research, setting standards and being the voice of psychiatry. For more information about the college click here. 

Introduction

2. Generally, a young person who is being treated by child and adolescent mental health services (CAMHS) in England will transition to adult mental health services (AMHS) when they reach the age of 18 years old. (In some areas, this transition will take place when they turn 16 years old.) Transitions come at, and can in and of themselves be, a difficult time for young people and their families.

3. Ages 16 to 25 years old encapsulate a uniquely exciting and challenging period in a person’s life, a time of major physiological, emotional and social change. We therefore welcomed the commitment in the NHS Long Term Plan to extend current service models to create a comprehensive offer for 0 to 25-year-olds that reaches across mental health services for children, young people and adults. 

4. The adolescent brain develops unevenly but during this developmental stage young people are primed to learn, develop friendships and relationships and make sense of their place in the world. The individual nature of this development stage necessitates a flexible approach. Services should be meeting the needs of each individual young person, rather than basing care around their age alone. 

5. The responsibility for successful mental health transitions sits with both CAMHS and AMHS; the RCPsych is supportive of CAMHS and AMHS working collaboratively to provide services developed to meet local needs. 
Recommendations

6. This submission, which is grouped by the six focus areas identified by the Independent Expert Panel, makes the following recommendations:

Waiting times

6.1. If a young person ages out of a CAMHS service before being seen, the length of time they have already waited to be assessed and/or treated should be reflected when transferred to the appropriate AMHS waiting list. This would be the responsibility of the AMHS that a young person is transitioning to in each instance and could be measured by a new waiting time metric for this population. The responsibility for collecting and publishing this data would sit with NHS England. 

Coordination between services

6.2. NHS England should develop metrics to collect and publish data on the proportion of young people who successfully transition to AMHS after ageing out of CAMHS. Presently, data is collected on the number of people aged 0 to 17 and 18 to 24 years old at the start of their referral who have been in contact with NHS mental services in the last year, but this does not allow us to evaluate transition outcomes in mental health services due to the difference in population sizes. Precisely what metrics could be used to monitor ‘successful’ transitions is not straightforward, but we need to find a way to get an idea of the number of young people who are falling through the cracks during the transition period. Data could, for example, be collected on the proportion of young people who have at least two contacts with AMHS after ageing out of CAMHS, and/or the proportion who are deemed to not meet the threshold for AMHS.

6.3. Continuity of therapeutic relationships and biopsychosocial formulation across transitions should be maintained over the course of the transition. This is the responsibility of both CAMHS and AMHS to maintain, with both, as much as is possible, facilitating a gradual transition. This could be measured via the introduction of a routine survey of young people before, during and after their transition which asks them about the extent to which their transition was carried out in stages or all at once. 

6.4. To inform joint commissioning of services, variances between CAMHS and AMHS need to be identified and the pathway between services mapped in each area of the country. This would be the responsibility of ICBs. NHS England could develop an outcome measure to ensure this work is undertaken in each area. This would ensure that services themselves understand the model of care a young person is transitioning from and to, therefore improving the likelihood that a young person has seamless mental healthcare.

6.5. ICBs need to ensure that strategic, operational and clinical leaders within CAMHS and AMHS are given protected time to undertake the work required to expand and harmonise services. As part of this, national and local commissioners should support joint working between leaders of CAMHS, AMHS, local authority services and third sector organisations to improve the experience for young people of transition between mental health services. This would enable leaders to ensure services better meet the needs of young people who are transitioning to AMHS. 
Involving young people
6.6. Transition plans, including details of conversations with a young person about their transition, should be written down and provided to the patient by the care coordinator or lead professional as a record of what has been discussed. Young people, their parents and carers should be at the centre of their individual transition planning and have a role in the wider service development and delivery. This could be measured via the introduction of a routine survey of young people before, during and after their transition which asks them about how they were involved in their transition planning and the extent to which their plan was followed.

6.7. Clinical information from specialist CAMHS should be shared with the young person and AMHS. To support this, joint working protocols should be developed by CAMHS and AMHS. The sharing of information could also be supported through a ‘community of practice’ approach which gives practitioners a forum to share knowledge and best practice to develop a more complex understanding of the issues facing young people and young adults. 
Training and workforce

6.8. CAMHS specialists should be offered training to work with young adults up to 25 years old and AMHS specialists to work down to young people who are 14 to 16 years old. This training should support a more developmental focus within AMHS and to allow CAMHS clinicians to provide a gradual transition at the age that is right for each young person. The development of this training should be tailored for local areas, and general adult and child and adolescent trainees respectively.

6.9. CPD activities which focus on an age range outside of a psychiatrist’s usual practice should be built into job plans. This is the responsibility of employing organisations. 

6.10. Employing organisations should provide standing arrangements for consultation or collaboration with appropriate specialists, and clear escalation path to executive level for sharing complex decisions, for psychiatrists working with patients of an age range which is different from their usual practice. This kind of integration could also be implemented by way of a ‘community of practice’ which gives practitioners a forum to share knowledge and best practice. This could prove a cost-effective approach to increasing clinical confidence and competence and the quality of care provided. 

Focus area one: Timeliness and pace of the transition to adult services

7. The prevalence of common mental health conditions has significantly increased in both young people and adults over the last decade, particularly among young adults
,
. The causes for this increase are multifactorial but include food insecurity and housing instability
,
. Both CAMHS and AMHS have seen a significant increase in demand over this period
.

8. The number of young people and adults coming forward for neurodevelopmental assessments has also increased, which has put more pressure on the system. According to a 2024 report from the Children’s Commissioner, the average time a child or young person will wait to be assessed for a neurodevelopmental condition in England is more than two years
. These long waits are unacceptable and detrimental to the young person, their family and community. 

9. Many young people are ageing out of these services before they are assessed, and are then having to transition to adult waiting lists. A young person may wait for years on a CAMHS waiting list, only to join the back the queue for an adult neurodevelopmental service once they reach the age of 18. 

10. Until such time as waiting times are reduced, the length of time a young person has already had to wait for an assessment should be taken into account by the adult service they are being transitioned to. 

Focus area two: Effectiveness of the transition process and cross-service coordination

11. Transitions to adult services can create abrupt changes in therapeutic relationships, thresholds for access, risk tolerance, and models of care at precisely the point where continuity is most important. 

Data collection

12. In England, data is collected on the number of people who were aged 0 to 17 years old and 18 to 24 years old respectively at the start of their referral who have been in contact with NHS mental services in the last year. However, this data does not allow us to evaluate transition outcomes in mental health services due to the difference in population sizes. It is also worth noting that 18- to 24-year-olds are not subject to the rollout of outcome metrics in children and young people’s mental health services. 

13. The absence of any Long Term Plan target around transitions means that data is not collected on young people who transition to AMHS. It is important that data is collected at a national level that enables us to evaluate of outcomes for transitions between CAMHS and AMHS across the population.

Therapeutic relationships

14. An effective transition generally requires a period of overlap and shared responsibility, rather than a simple transfer of care. However, AMHS sometimes receive young people with limited transition planning, incomplete formulation, or where there has been insufficient parallel working between CAMHS and adult teams. 

15. Continuity of therapeutic relationships and biopsychosocial formulation across transitions should be maintained. Transitions are not, and should never be considered, primarily administrative or referral-management exercises.

Service thresholds and alignment

16. Some young people who are being treated by CAMHS are not considered to meet thresholds for AMHS. Nevertheless, they will continue to need help. These difficulties may be further exacerbated by differences in transition age ranges for social care services and education provision. 

17. We know that some young people with ADHD who still need support from services do not successfully transition from CAMHS to AMHS, owing to different thresholds for admission and also resourcing. These young adults may present via another route, often the criminal justice system.

18. In addition, improving access to psychological therapies (IAPT) is rarely a separate service in CAMHS and comprehensive dialectical behaviour therapy (DBT) services are currently the exception rather than the rule for young people under the age of 18. CAMHS community teams are rarely linked to a social care team; there is limited access to therapeutic or supported accommodation outside of an inpatient admission and there may be no access to specialist learning disability services.

19. Transitions between services are guaranteed to fail if there is no appropriate service into which young people can transition. ICBs should identify variances between CAMHS and AMHS across the country, and then map the pathways between these services in each instance; this information could then be used to inform joint commissioning of services.  

20. Strategic, operational and clinical leaders need to be given protected time to undertake the work required to expand and harmonise services to better meet the needs of young people who are transitioning to AMHS, which must include proactive efforts to develop a common language to describe services and bridge cultural differences across CAMHS and AMHS.

Higher education institutions 

21. Achieving better outcomes in transitions for young adults entering higher education is an important area of focus. This group are at risk of falling through the gaps when they leave home at a time of significant transition and experience challenges in accessing care. As with many other transitions between services, collaboration across health specialities, education and third sector is just as important as the involvement of the student voice, teaching unions and parents or carers. 

22. There are various pathways to care that may be accessed when a student is experiencing psychological distress. Some students will access specialist psychiatric care through referral by their GP, while others will seek help through counselling and services provided by the third sector and higher education institutions. But there is often a lack of coordination and integration between these services.

23.  Many universities have signed up to Student Minds’ Mental Health Charter, which covers what universities should be doing about students who are struggling with their mental health. There is currently no equivalent for other health services, including NHS services, whose work directly deals with the mental health of students.

24. Transitions can be even more complicated when a person moves to a different city. However, in some cases it can be easier if a person is going to a university, given the links in place. It is clear that challenges become more pronounced when someone moves cities at a transition age but is not attending a higher education institution.

Focus area three: Meaningful involvement of children, young people and their carers

25. Any transition between services is difficult but the move to AMHS at 18 years old comes at a time in a young person’s life when they are dealing with many different transitions at once and can be made more vulnerable due to a change in their mental health service provision. 

26. The way in which the voices of young service users are involved in shaping models of care will vary between regions and services. Young people, their parents and carers should be at the centre of their individual transition planning between specialist mental health services and have a role in the wider service development and delivery. 

27. Clinical information from specialist CAMHS should be shared with the young person and AMHS. This could be achieved through the development of joint working protocols between CAMHS and AMHS. The sharing of information could also be support through a ‘community of practice’ approach which would give practitioners a forum to share knowledge and best practice to develop a more complex understanding of the issues facing young people and young adults. Different IT systems are a challenge, but this should not be a barrier to good information sharing.

Case study

28. ‘B’ is a 17-year-old looked after young person with a history of childhood neglect, multiple placement breakdowns, trauma, emerging emotionally unstable personality difficulties, and episodes of self-harm and suicidal ideation. They had intermittent engagement with CAMHS and support from social care, although relationships with professionals were frequently disrupted due to placement changes and workforce turnover.

29. As B approached 18, several transitions occurred simultaneously: transfer from CAMHS to AMHS, movement from children’s social care towards adult social care arrangements, changes in housing provision, and loss of support from familiar professionals. Adult mental health services assessed that B did not meet criteria for ongoing secondary care involvement, despite persistent emotional dysregulation, high relational vulnerability, and recurrent crisis presentations.

30. B described adult services as ‘starting again with strangers’ and felt unprepared for the expectation of increased independence. Following discharge from CAMHS, there was a period with no clear lead professional or coordinated care plan. During this time B experienced homelessness risk, disengagement from education and employment, increasing substance misuse, and repeated attendance at emergency departments in crisis.

31. A later intervention involving a jointly coordinated, trauma-informed approach between AMHS, housing, and social care, alongside greater continuity of relationships, helped stabilise B’s situation and reduced crisis presentations.

32. This case highlights how transitions for looked after young people often involve multiple overlapping system changes at once, and why continuity, relational practice, and cross-agency coordination are so important during the transition into adulthood

Recommendations from young people

33. In our work with young service users on transitions, we have been told of the importance of the following:

33.1. Good communication and transparency, with young people sharing their experiences of poor communication from services before and during transitions, including not being told they were being discharged or moved between services until right before it was about to happen

33.2. Robust preparation for transition, with young people feeling that they were not sufficiently prepared for the differences between CAMHS and AMHS; that transitions even came as a surprise to services; and that risk and hospitalisation are seen inevitable for those young people who struggle with change. Some felt that being allowed to transition is sold to them as a privilege.

33.3. Safety, including young people sharing that there did not seem to be a ‘right place’ for young people aged 18 to their early 20s, particularly in inpatient settings.

33.4. Adult mental health services knowing how to support young people, with some young people feeling as though there was an expectation from services that they should ‘behave like adults’ as soon as they turned 18. 

33.5. Autonomy and involving the young person in their own transition, with young people wanting to be involved in their transitions but sharing experiences of their choices being ignored.

34. Young service users recommended the following:

34.1. Transition plans, including details of conversations with a young person about their transition, should be written down and provided to the patient as a record of what has been discussed. 

34.2. Training be provided to members of staff in AMHS so that there is a better understanding of CAMHS.

34.3. Staff from AMHS having allotted time with a CAMHS staff member to go over specific information, in situations where the young person wishes this to happen, as well as meetings where the young person is included so they do not feel like strangers.

34.4. Appointments where possible being in non-clinical settings, such as a walk or a place that feels safe for the young person.

34.5. Strong safety plans with the young person’s involvement should be made before all transitions (attending A&E or calling a crisis line is not an adequate plan). 

34.6. The thoughts of the young person should be held as the most accurate source of information.

Focus area four: Workforce and training

35. Between child and adolescent psychiatry and general adult psychiatry, there are cultural and training differences in areas such as family working, neurodevelopmental presentations of patients, trauma-informed care, and relational approaches. Joint training and shared clinical forums can help bridge this divide.

36. In core psychiatric training, the focus is mainly adult psychiatry. Usually, all three years in training are spent in adult services except for six months in developmental psychiatry with a placement based either in CAMHS or intellectual disability services. It is not until higher specialist training that a significant amount of time is spent in CAMHS for those who choose to specialise in child and adolescent psychiatry. The RCPsych, however, manages a child and adolescent psychiatry run-through training programme (supported by NHS England) which includes a six-month placement in child and adolescent psychiatry and one in a paediatric linked post; the learning outcomes from this run-through programme include an ability to take a detailed developmental history and how mental health conditions present in the different age groups, including in young people aged between 14 and 18 years.  

37. However, a solution would be to develop and offer CAMHS specialists training to work with young adults up to 25 years old and AMHS specialists to work down to young people aged 14 to 16 years old. This training could support a more developmental focus within AMHS and to allow CAMHS clinicians to provide a gradual transition at the age that is right for each young person. Additionally, training on transitions could be developed locally, tailored for general adult and child and adolescent trainees respectively. 

38. This will require additional funding, training time and resources to be made available so that the workforce can adapt and provide effective and safe services. (Training for general adult psychiatry brings a broad range of demands, so requirements for general adult psychiatrists should not be extended without provision of more time and resource would not be a solution.) Similarly, there would need to be resource made available to make sure that trainees can access training pathways and appropriately trained clinical supervisors so that they may be employed in such services.

39. We also recommend that some of a psychiatrist’s CPD activities each year focuses on a different age range from their usual practice, in keeping with their job plan, identified learning objectives and area of clinical expertise. This supports deeper understanding of how mental illness, neurodevelopmental conditions and intellectual disability present across the lifespan, and supports improved transitions between services.

40. Psychiatrists are required to be competent in the area they are practicing in. Some psychiatrists may have competence outside of their certificate of completion of training (CCT). This may apply to general adult psychiatrists who treat young people between the ages of 16 and 18, or child and adolescent psychiatrists who treat young adults. A psychiatrist's scope of practice should be discussed in their job planning meetings and appraisals, and training should be offered to psychiatrists where needed.

Focus area five: Enabling developmentally appropriate independence

41. There is little difference in the values or aims of CAMHS and AMHS; both are based around the provision of holistic care that meets all of the patient’s needs and focus on ensuring that there is multi-agency working where required. However, the developmental focus and different legal aspects of some care with children and young people can make the services appear very different.

42. Adolescence is a time of significant brain development and can be a time of psychological turmoil and extreme emotional dysregulation which can create acute risk to the young people when combined with mental illness. Within CAMHS there is a developmental focus; the work is informed by a child protection framework and the need to review and revise a child or young person’s developing capacity and ability to give fully informed consent. This can result in intensive multiagency input with health, education, social services and the third sector involved to keep the young person safe. However, from the age of 16 years, the legal frameworks and the level of support from services can change dramatically with the young person given more autonomy over how they live their life and access to services. 

43. There is significant variation in transition points for different mental health services, which varies across the country, by service type and in line with various legislation. This creates a very complex care environment. In some areas, CAMHS services end at aged 18, whereas for others it is 16, 17 or 19. 

44. Specialist services can have even wider variation – for example, Forward Thinking Birmingham provides early intervention in psychosis services up to age 35 while their eating disorder services work with young people until age 25. This is compounded by varying provisions of the Mental Health Act, where different sections apply to young people under the age of 16 or 18. Similarly, the Children’s Act makes provisions for local authority services for under 18s, under 19s or under 25s. There are also service-specific NICE guidelines for transitions where this is the case
. It is important that these differences are mapped and recognised.

45. Within AMHS, unless the young adult meets the threshold for use of the Mental Health Act, there is no remit to provide assessment, diagnosis or treatment if they do not request it and attend appointments offered. This is in keeping with the model for adults with the capacity to accept or refuse treatment. In the case of young adults, however, this requires a significant shift in their organisational abilities and assertiveness in seeking treatment at a time when there may also be major changes in their life circumstances, such as leaving full-time education, moving home for education or employment purposes and possibly leaving the care system. 

46. There are also young adults with neurodevelopmental conditions who may not have received a formal assessment and diagnosis of their difficulties who struggle to access support within the adult model of care. This results in real challenges for developing effective, seamless services for young people and young adults as they transition between specialist CAMHS and adult provision, both in terms of ensuring developmentally appropriate and holistic care is offered to individual patients and enabling staff with different expertise, approaches and terminology to support them.

47. One of the recurring challenges in AMHS is that transition is often conceptualised as a single event at age 18, rather than as a developmental process. Many young people do not fit neatly into service thresholds or models at this stage of life, particularly those with emerging personality difficulties, neurodevelopmental conditions, trauma histories, eating disorders, substance misuse, or complex social adversity.

48. There should always be a flexible boundary between CAMHS and AMHS, just as there is between general adult and older people’s mental health services. More flexibility supports person-centred approaches which reflect the needs of a young person, rather than just their chronological age, and offers opportunities to develop collaborative practices and care pathways between services, resulting in minimal disruption to young people’s care. 

49. Training and additional staffing would need to be provided to support a more developmental focus within AMHS and to allow CAMHS clinicians to provide a gradual transition past the age of 18 years, where this better meets the needs of the young adult. This work would also need to join up with education, social care and voluntary, community and social enterprise (VCSE) organisations but, if properly implemented, could offer the best option to improve the experience of transition for young adults.

50. Services should be person-centred and work with young adults as individuals; this is particularly important given the age ranges involved and the differing requirements of individuals at different ages. Chronological age alone is a poor marker of readiness for independence. Young adults often require flexible models that balance autonomy with ongoing family/carer involvement where appropriate. Some young adults would benefit from a more CAMHS style nurturing approach but others of the same age might feel this to be infantilising.

51. People of all ages need safe, comfortable and confidential mental health facilities. These should be developmentally appropriate and children, young people and vulnerable young adults need consideration particularly regarding access to a safe and calm environment. 

52. Principally, flexible boundaries should be implemented between CAMHS and AMHS (as opposed to strict aged-based transitions), just as there is between general adult and older people’s mental health services.

Focus area six: Promoting equity of access

53. Young people who are autistic, or who have ADHD, an intellectual disability, severe mental illness or social vulnerability can experience some of the greatest difficulties during transition, particularly where local adult provision is fragmented or threshold-driven.

54. Access to advocacy should be made available to all young people. High-quality information about AMHS which has been co-produced with young adults should be provided in different media/languages for young people who are moving from CAMHS to AMHS.
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