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A Transition Protocol for young people in Camden moving from Child and Adolescent Mental Health Services (CAMHS) into Adult Mental Health Services (AMHS) and other adult community mental health services 

This document was updated in February 2023. This should be updated regularly and when new pathways are developed.
Purpose 
This protocol stipulates the timeframes for transitions planning between CAMHS and AMHS to begin as soon as the young person becomes 17 years of age. While these timeframes are dependent on young people (YP) already being known to CAMHS suitably in advance of their 18th birthday, in the event of late notifications (i.e. when the YP is about to turn 18 and for whom no prior discussion has been possible), all parties will collaborate proactively and flexibly to expedite the steps laid out in this protocol in order to support safe and effective transition.

Aims

The protocol has five aims: 

1. To increase the number of YP who successfully transition into Adult Mental Health Services (AMHS) from both in patient and community Child and Adolescent Mental Health Services (CAMHS) and other providers of services to YP.
2. To improve young people’s experience of transition.
3. To support the work of professionals responsible for the transition process.
4. To support the identification of high risk YP (e.g. Unaccompanied Asylum Seeking Children, Transforming Care Patients, etc) and support the coordination of their transition from CAMHS to AMHS. 
5. To stipulate necessary timeframes to arrange input from adult mental health services when the young person turns 18, including inpatient admissions where necessary. 
[bookmark: _Hlk52203669]The protocol was developed in collaboration between our Young People’s Service User Board and senior clinicians from services delivering care to YP.  It applies to YP from the age of 17 years and above, and to transitions from CAMHS and other YP services into adult mental health and community services. 

Quality Statement 
· To ensure the best possible outcomes and experience for YP transitioning from CAMHS and other YP services into adult mental health secondary care and mental health community services. 
· To ensure consistency with NICE guidelines for transitions into adult services (NICE Guideline NG43[footnoteRef:1], published February 2016). [1:  https://www.nice.org.uk/guidance/ng43 ] 

· To create a protocol that is meaningful and relevant to YP.

This protocol defines a successful transition as: 

· YP engaged with AMHS treatment pathway proposed at transitions meeting. 
· Continuity of care after the YP turns 18 (timely allocation of appropriate service, timely assessment, etc.)
· YP continues to be engaged in recommended treatment after 3 months/ 6 months. Acknowledging that by 6 months some YP may not be in treatment any longer due to positive reasons (condition improved, not needing treatment anymore). 
· YP reporting improvement in goals (measured by Goal Based Measures).
· YP reporting positive experience of transitions (through feedback/ interviews/ use experience questionnaire). 

Key Principles 
Traditionally, transitions between CAMHS and AMHS have often presented challenges, with high rates of disengagement and DNAs leading to poor outcomes for young people transitioning. This is partly because transitions are inherently difficult for YP, but also due to poor communication between AMHS and CAMHS and the absence of a clear transitions protocol.  This protocol aims to address those challenges by adhering to several key principles:

· AMHS and CAMHS will strive to engage the YP (and where appropriate and as far as this is possible, with their family and carers) in the transition process and decision making about their future care. 

· All aspects of the transition process will be managed, where possible, with the young person’s consent.

· There will be a named worker in both the CAMHS and AMHS services to co-ordinate the transition. In adult services, this may be an assessor who develops an initial care plan within the adult service or a care coordinator or psychological therapist.

· The AMHS and CAMHS teams (relevant members of the respective team) will maintain good communication and regularly liaise with each other for the duration of the transition period. 

· The aim of the transition planning is that there is no gap in support for the young person when they become 18 years of age. This may sometimes require some flexibility from CAMHS to continue to work with the young person following their 18th birthday, for a jointly agreed fixed period of time. 

· If AMHS receive a referral from CAMHS that is judged to be inappropriate, then the case will be brought to the Transitions Meeting (usually by a CAMHS representative as they have most knowledge of the YP).

· YP who are not being seen in CAMHS but are engaged with other YP services (e.g. housing pathway, education, looked after children, youth offending, or with a private mental health provider, GPs) may require referral to adult mental health service providers.  These agencies will be encouraged to attend the Transitions Meetings to discuss possible referral pathways into adult services.  The protocol will provide the same quality standard for referral between these agencies and adult mental health services; though it is recognised there will be some variation due to the nature of the agencies.  

TRANSITIONS PROTOCOL
(COMMUNITY REFERRAL PATHWAY)

1. Where is it anticipated that a YP will require transition from the CAMHS team into local adult mental health services, the CAMHS team will engage the YP in discussion about the options for their future care.  The YP will be invited to involve family and carers in these discussions. This conversation will take place as soon as the YP turns 17 years of age. If it is anticipated that there may be engagement difficulties for the YP and/or there is uncertainty about the best referral pathway, the CAMHS team will arrange to discuss the case at one of the C&I transitions meetings. Please refer to Appendix 1 for more information on the Camden Minding the Gap Meeting.  

2. The CAMHS team will discuss the outcome of the Transitions Meeting with the YP to explain the options available to them.

3. The YP will be supported, if they so wish, in developing a profile or folder that provides information they feel is important about them, and that can be taken from CAMHS to AMHS.  

4. If the referral pathway is agreed, then the CAMHS team will make the referral to the relevant service. The YP will also have possession of the referral letter from CAMHS to AMHS (hard copy or digital) summarising their care plan.  

5. The CAMHS team will forward all relevant information to the receiving adult mental health secondary care team or community services team (i.e. referral letter, personal profile, risk assessment, crisis plan and other key documents). The AMHS team will liaise with the CAMHS team (relevant members of the respective team) to discuss the referral.  

6. AMHS will prioritise YP in transition for assessment so that an AMHS care plan has been developed before the young person’s 18th birthday. 

Steps in the transition planning 

7. CAMHS and AMHS will invite the YP to a joint transition planning meeting in accordance with NICE guidance (NG43). Family members or carers should be involved in this where possible. In this meeting the following points will be worked out:    

· The length of the transition period (usually around 3 months but no longer than 6 months).
· The frequency of appointments with CAMHS and with AMHS during the transition period – it is expected that CAMHS appointments will decrease and AMHS appointments will increase.
· Clarifying for the young person and their family who the lead agency is at different points of the transition. 
· Clarifying the role of non-statutory services that might be involved in the YP’s care.
· Setting a date for another joint review with CAMHS and AMHS where possible.
· Setting an ending date for the work with CAMHS.
· Answering any questions the YP or their family or carers might have.

If, under exceptional circumstances, it is not possible to hold a joint meeting, then these points need to be worked out through regular communication between all parties. These communications should be recorded in the YP’s CAMHS and AMHS records. 

8. The transitions plan will be uploaded to the YP’s CAMHS and AMHS clinical records and copies will be shared with the YP, their family/ carers, and other relevant professionals. 

9. When the transition has been completed the AMHS team will ask for early feedback from the YP about their experience of the AMHS (to avoid unexpected drop-out), and to determine whether it has helped them to achieve the outcomes they wanted. The transition will be deemed to be complete after the young person has met regularly with the adult worker from the relevant adult service for a minimum period of 3 months. There will be another follow up of the YP at 6 months.  

10. If the YP appears at risk of dropping out of services, the AMHS team will bring the case back to the Transitions Meeting to think together about engagement difficulties and alternative or additional services that could support the work. 

11. The C&I Transitions Meeting will conduct, with support from the C&I Young People’s Board which consist of YP service users, regular audits of compliance with the protocol. 


TRANSITION PROTOCOL 
(INPATIENT REFERRAL PATHWAY)


Transition planning for young people who are aged 17 and are in inpatient/ Tier 4 care is particularly challenging. These young people usually have very complex needs, and have a wide network of professionals involved in their care across health and social care. This can make the transition planning specially challenging due to lack of clarity over roles and responsibilities, communication and the need for shared decision making. 

In order to address this, a CYP Acute Mental Health Care Discharge Pathway has been developed for this complex cohort of young people – see Appendix 5. The transition protocol for this cohort will be the same as for the community referral pathway specified above, but with the following differences: 

1. The referral pathway into AMHS for YP who are in inpatient treatment prior to their 18th birthday will be through mandatory presentation at the transitions meeting. This will happen as soon as possible after the young person turns 17. At this meeting it will be decided which AMHS service is more suitable for the young person, and a referral will be made for case management. 

2. The AMHS will offer an assessment appointment for the YP at least 6 months prior to their 18th birthday. This will entail AMHS prioritising this cohort for assessment. In the case there is a late referral all parties will work together to make sure an assessment for AMHS is offered as soon as possible. 

3. The relevant adult mental health commissioners will be included in the transition planning and professional network. 

4. If it is established the YP will need inpatient accommodation when they become 18, they will be referred to the Adult MH Quality Panel by the relevant adult mental health professional (this will usually be the professional who has completed the Care Act Assessment). 

5. AMHS will prioritise this cohort for the allocation of a care coordinator 3 months before the young person’s 18th birthday. 



 
Appendix 1: Camden Transition Meeting (Minding the Gap)

Managing the care pathway for young people (aged 17-24)

What is the Camden Transition Meeting (Minding the Gap)? 

A multiagency forum for the discussion of complex cases where:
· A young person is approaching the age of transition to adult services and the transition may be problematic (e.g. difficulty to identify an appropriate service) 
· A young person is already engaged with services but is struggling to maintain engagement 
· A young person is reluctant to engage with any services but has complex needs or is at risk 

What happens at the meeting? 

Professionals present cases for discussion (up to three per meeting) and the meeting agree a referral/care pathway plan for the young person.  Professionals are then provided support in the implementation of the plan and any issues that may arise in the process.  

Who attends the meeting?

· Senior clinicians from a wide range of adult and young people services to represent their service 
· Any clinician who works with a young person with complex needs and would like to discuss the case in a multiagency context if there are concerns about engagement, management of needs and/or identification of the appropriate care pathway 
· Camden & Islington NHS FT representation from: 
· Camden Primary Care Mental Health Teams
· Mental Health Core Team 
· Personality Disorders Service (PD); 
· Complex Depression, Anxiety and Trauma Service (CDAT); 
· Improving Access to psychological therapies (IAPT/iCope) 
· Early Intervention Service (EIS) 
· Crisis Team 
· Tavistock & Portman NHS FT representation from: 
· Tavistock Adolescent and Young Adults Service
· North Camden CAMHS
· South Camden CAMHS 
· CAISS team 
· The Hive (C&I, Tavistock and Catch-22 partnership)
· Brandon Centre
· Young People’s pathway
· Forward
· University College London (UCL)
· Other Teams, local individuals and stakeholder organisations with an interest will be invited to attend the meeting as identified

How to refer: 

Camden Minding the Gap Meeting | Camden and Islington NHS Foundation Trust (candi.nhs.uk)
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