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[bookmark: _Toc217464181]Purpose
This procedure provides best practice information for managing the transition of young people from Child and Adolescent Mental Health Services (CAMHS) to Adult Community Mental Health Services (ACMHS) within Canberra Health Services (CHS).  
Back to Contents
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This procedure applies to all Mental Health, Justice Health, and Alcohol and Drug Services (MHJHADS) professionals involved in the care of young people transitioning from CAMHS to ACMHS.
This procedure pertains to situations where a transition to ACMHS is required because of the young person’s age and the need for continued mental health care and support. 
Step down from inpatient care, transfer, transition to non-government service providers or other external providers, or discharge from CAMHS in other circumstances are not covered by this procedure (local business rules located on the CAMHS SharePoint site and local drives apply). CAMHS clinicians are expected to apply the principles outlined in this procedure to guide transitions to all other providers, ensuring consistency and continuity of care (relevant referral pathways apply). 
For the purpose of this document, transition is defined as the coordination and continuity of care process that starts with preparing a young person to leave a CAMHS service and finishes when the transfer of care has occurred and the responsibility for the person's care has shifted to ACMHS. 
For the purpose of this document, a CAMHS service includes those that support young people up to 18 years old (up to 25 years old in the case of the Specialist Youth Mental Health Outreach Team - SYMHO), not services that provide support across the life span. 
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It is the responsibility of all clinicians working with young people during the transition period to ensure that this procedure is adhered to.  
CAMHS Team
Ensure that one member of the CAMHS clinical team takes responsibility for the transition process and acts as a single point of contact for the young person and their parents, carers and family.
Lead transition planning in collaboration with the young person and their parents, carers and family and coordinate the delivery of agreed actions.
Identify relevant adult services and initiate contact to discuss suitability where possible and prepare for the upcoming transition.
Remain the primary responsible team during the transition period.
Monitor progress during the transition period and address any emerging issues.
Maintain ongoing communication with ACMHS to ensure continuity of care.
Provide comprehensive handover to ACMHS.
Conduct or send the transition evaluation surveys to the young person and their parents, carers and family if appropriate on the day of transition and three months post transition or on discharge, whichever occurs first.
Monitor feedback and make recommendations for service improvement if required.
ACMHS Team
Provide timely outcomes of referrals made by CAMHS.
Consider priority allocation to young people transferred from CAMHS.
Nominate a case manager that is the contact/coordinator for the transition process. 
Attend joint meetings with CAMHS, young people, their parents, carers and family, and any other relevant services to discuss handover of care. 
Ensure readiness to accept young people transitioning from CAMHS, including understanding of complex care needs.
Maintain ongoing communication with CAMHS during the transition period to ensure continuity of care.
Support the recovery goals of the young person as identified in the Mental Health Care Plan.
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For young people going from CAMHS to adult services, the transition is crucial for their mental health recovery. In 2023, the ACT Audit Office assessed the effectiveness of CHS’s planning, accessibility, and performance monitoring of mental health services for young people with moderate to severe mental illness and recommended that CHS review its transition policies to ensure positive outcomes for young people.
Transition support is a national and state priority. The 2020-2030 National Action Plan for the Health of Children and Young People (available on the Department of Health, Disability and Aging website at: https://www.health.gov.au/resources/publications/national-action-plan-for-the-health-of-children-and-young-people-2020-2030?language=en) emphasises preventative activities, early intervention, and support for transitions, especially for at-risk individuals. The ACT Legislative Assembly’s Inquiry into Youth Mental Health (2020) (available on the ACT Legislative Assembly website at: 9. Youth Mental Health in the ACT - ACT Legislative Assembly) also highlighted the challenges and risks associated with the break in support services during the transition to adulthood. 
The transition from CAMHS to an adult service is a critical phase in a young person’s life, as adolescence and young adulthood are times of significant developmental change. During this period, young people move towards greater independence, including managing their own health. Research has consistently highlighted the risks of poor transitions [1] such as increased crises, disengagement from services, and worsening mental health. However, effective transition planning has been shown to improve long-term mental health, social, and vocational outcomes by ensuring that young people are well-prepared for the shift to adult services and continue to receive the necessary care and support.
Continuity of care is emphasised in numerous guidelines, such as those from the NSW Health Department [2], which stress the importance of a coordinated, planned approach to transition. Similarly, the National Institute for Health and Care Excellence (NICE) recommends a strengths-based approach, focusing on hope, recovery, and active engagement from the young person and their family [3].
The Transition from CAMHS to Adult Mental Health Services (TRACK) study [4] evaluated the transition process and found that effective planning and well-executed processes are key to ensuring a positive transition experience. A dedicated professional to guide young people through this process was identified as one of the most important factors in successful transitions. 
This transition period is critical. Not managing this transition effectively can lead to disengagement, disruption in care, and negative mental health outcomes. However, a well-managed transition ensures continuity of care, reduces the risk of crisis situations, and supports the young person’s long-term recovery.
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The transition of mental health care for young people needs to be a planned, systematic and formal process that provides for a gradual and generous timeframe reflective of the young person’s needs, strengths, and cultural connections. Transition is a process, not an event, requiring therapeutic interventions, which ultimately results in established and meaningful engagement of the young person with adult services [5] [6] 
The following principles are the foundation of a successful transition process. They have been adapted from the NICE guidance on transition for young people [7] and the NSW Agency for Clinical Innovation/Trapeze key principles [8]. 
Systematic and formal process: The transition process must be systematic, with clear, structured steps, timelines, and responsibilities to ensure consistency and thoroughness. 
Continuity of care: Continuity of care is a fundamental principle of effective clinical practice [9] Transition may include parallel care periods with both CAMHS and ACMHS.
Engagement: Actively involve young people and their parents, carers and family where possible during the transition process. Young people and their parents, carers and family are listened to, engaged, and guide the transition process.
Person-centric: The transition process is strength-based, recovery-focused, empowering, engaging, and enabling, with a focus on the young person’s goals, aspirations, and cultural connections. 
Early transition planning: Start planning early, when the young person is still in CAMHS, to build connections with the ACMHS.
Flexibility: Provide flexibility in the transition timing and approach based on individual needs, including developmental age, diversity and cultural needs. While flexibility is critical, the process remains structured and clearly documented, ensuring that flexibility does not result in delays or lack of clarity in the transition planning.
Services collaboration: Collaboration between CAMHS, ACMHS, other support services, and parents, carers and family is crucial for ensuring a successful and smooth transition. This collaboration is formalised with joint meetings where possible, and clear communication channels to ensure there are no gaps in care during transition.
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The process for transitioning from CAMHS to ACMHS is structured around a series of carefully planned steps. The process of transition includes negotiation between the current CAMHS treating team and the receiving team, engaging with the young person, their parents, carers and family, and any other involved support network/services, in a coordinated way with timely exchange of information. 
[bookmark: _Hlk172532356]Alert
The needs of the young person, not of the service, should come first and foremost. 
A flowchart is available in Attachment 1, outlining the key steps in a typical transition process from CAMHS to ACMHS. 
Step 1 - Early preparation 
A young person requiring transition from CAMHS to ACMHS needs to be identified and discussed as early as possible. The duration of the transition period should be determined based on clinical judgment. However, discussions about the transition period and process should occur approximately three to six months prior to the actual transition (e.g. as the young person approaches the age of 18, or up to 25 for SYMHO, or is identified as needing transition to ACMHS). These discussions are an extension of the ongoing care provided by CAMHS, where regular reviews include consideration of whether continued CAMHS involvement is needed, and where discussions and planning of the transition process are integrated into the young person’s regular CAMHS appointments. 
The initiation of the transition by a psychiatrist or by clinical staff is to be discussed and agreed at a multi-disciplinary team (MDT) meeting. Once initiated, the transition status is to be added on the young person’s Digital Health Record (DHR) using the ‘Transition of care’ episode status.
The young person’s readiness to commence the transition process needs to be taken into consideration (e.g. developmental age, current mental and physical health, existing support networks available, and psychosocial needs).
A relevant member of the CAMHS clinical team (e.g. allocated clinician) needs to be identified as being responsible for the planning and coordination of the transition process, and as the key contact point for the young person, their parents, carers and family, and ACMHS. The allocated clinician is identifiable in the DHR case team.
The CAMHS clinical team needs to engage the young person and their parents, carers and family and discuss the typical transition process, the young person’s preferences, needs, concerns, and any potential barriers to transition. Involving parents, carers and family in transition planning and support is considered best practice whenever possible. The TRACK study found that parental involvement significantly improved the likelihood of a successful transition. However, such involvement should always be guided by the young person’s consent. If the young person does not consent to parent, carer or family involvement, the transition process must be adapted accordingly.
Suitable and relevant services within ACMHS are identified by the CAMHS clinical team and discussed with the young person and their parents, carers and family. All CAMHS clinicians need to understand entry/referral criteria of adult services. Refer to Adult Community Mental Health Services (ACHMS) Operational Procedure (available on the CHS Policy and Guidance Documents Register) for more information.  
Depending on the service and the level of complexity and risk, the CAMHS clinical team (e.g. the allocated clinician or the team manager) may wish to directly contact the identified ACMHS team to discuss if the service is suitable to the young person’s needs prior to further engagement in the transition and referral processes. 
Note: if a young person is first referred to CAMHS and their 18th birthday is less than six months away, the CAMHS clinical team may consider referring them to ACMHS directly if deemed appropriate. 
Step 2 - Transition planning
Planning and documenting the transition 
The transition process and timelines need to be developed in partnership with the young person and their parents, carers and family, as part of the regular CAMHS appointments with the young person, and recorded within the Mental Health Care Plan in DHR. Guidelines are available in Attachment 2. 
When planning the transition, the CAMHS clinical team needs to gain a thorough understanding of the young person’s mental health needs, developmental stage, and readiness for transition and should consider how long the young person has been engaged with CAMHS, including their level of relationship with their current treating team. The unique circumstances and goals of the young person should guide the transition process. When relevant, a referral to the MHJHADS Cultural Specialist Service may also be made to assist with the transition planning and process and to promote cultural safety and support.
Transition timeframes are developed to reflect an individual approach to transition. If the young person is undertaking a course of therapy, for example dialectical behavioural therapy (DBT), a transition/handover of care should not occur until the therapy has been completed. When setting the transition date, the young person’s engagement with the education system also needs to be taken into consideration. When relevant, it is preferable to set the transition date after the school year ends, particularly if the young person is completing Year 12. 
Service providers should recognise the potential differences in service delivery models / models of care between CAMHS and ACMHS. Transition planning should include educating the young person and their parents, carers and family, and significant others about these differences to ensure they are informed and able to make the most suitable choice regarding service options. It is important to ensure that the young person and their parents, carers and family clearly understand the changes to expect, such as differences in the frequency of engagement or the level of support provided. 
Transition planning needs to include strategies for monitoring the young person’s progress and engagement with ACMHS. The CAMHS clinical team should ensure the young person is introduced to the ACMHS before the transition day, with clear identification of their key contact.
Additionally, transition planning needs to include a crisis management strategy, outlining which service will manage crises and the steps to be taken (e.g. CAMHS remains responsible until the formal handover of care). This can be documented in the Mental Health Safety Plan. Transition should not occur if the young person is in hospital or in crisis. 
The Transition Consumer Handout and the Parent/Carer/Family Handout, available on the Policy and Guidance Documents Register, should also be provided to and discussed with the young person and their parents, carers and family as part of transition planning. 
Referral and transition discussion
To progress the referral to ACMHS, the allocated clinician should discuss the transfer at a CAMHS MDT meeting to seek formal endorsement of the transition, which is documented in DHR. 
Following MDT endorsement, the CAMHS allocated clinician should commence the referral process in DHR to the identified ACMHS team(s) through sending a ISBAR (Information, Situation, Background, Assessment and Recommendation) referral, as per the Clinical Handover Procedure, available on the Policy and Guidance Documents Register, including information on suicide risks and any other serious events. This should be done as a direct referral to the relevant ACMHS team(s) and is not required to go to Access Mental Health. For example, if the young person is being referred to the Therapies Team, the referral is to be sent to the Therapies Team at the same time as the referral to the Adult Community Recovery Service (CRS) team when relevant (the allocation of a CRS case manager is not required for the referral to the Therapies team to proceed). 
The CAMHS referral will be discussed at the ACMHS MDT meeting and the outcome documented in DHR. All referrals from CAMHS will be accepted by the ACMHS. 
Once the referral has been accepted by ACMHS, the CAMHS clinical team will meet with the relevant ACMHS team members, including the ACMHS allocated clinician, and if appropriate any other involved services (e.g. Alcohol and Drug Services) to discuss the transition process. The conference should include the young person and their parents, carers and family, if possible. The purpose of the meeting is to introduce the ACMHS team to the young person and their parents, carers and family, and to discuss the transition process and timeline.  
The CAMHS clinical team will provide clear, accessible information to the young person and their parents, carers and family about the ACMHS, including their contact details, information on how the services will operate, what they can expect, and differences compared to their experience with CAMHS. 
Consent and confidentiality
As part of the transition process, CAMHS clinicians must actively engage with the young person and their parents, carers and family to support continuity of care while respecting the young person’s rights. In accordance with the ACT Child Safe Standards (available on the Human Rights Commission website at: ACT Child Safe Standards Scheme - HRC), staff must ensure that children and young people are provided with information in language they can understand, are supported to give informed consent. In the ACT, young people above 16 with decision-making capacity have the legal right to make decisions about their mental health care, including who is involved and what information is shared. Clinicians must respect the young person’s privacy, meaning that details about diagnosis, treatment, or medication cannot be shared without their consent, unless there is a serious risk to their safety or the safety of others.
CAMHS clinicians should initiate a discussion with the young person and their family or carers about consent and information sharing as part of transition planning. This includes revisiting any previous decisions around confidentiality. If the young person has not provided consent in the past, the transition process presents an important opportunity to explore their preferences again. The young person should be asked at appropriate regular intervals whether they wish to share any information with their parents, carers and family and which information they would like to share with them. 
Clinicians should also inform the young person about the option to nominate a trusted person to support them with their care, document this in the Mental Health Care Plan or Advance Agreement, and review the nominated person’s involvement as appropriate, ensuring the young person’s preferences and rights are respected while facilitating parents, carers and family participation where possible.
It is also important to prepare parents, carers and family for the differences in how adult services engages with parents, carers and family. Adult services typically place greater emphasis on the autonomy of the young person and may limit direct communication with parents, carers and family unless consent has been provided. Parents, carers and family should be encouraged to speak with the young person and the care team about what level of involvement feels appropriate and helpful. 
Step 3 - During the transition period
Collaboration and joint appointments 
During the transition period, the CAMHS clinical team retains the primary care responsibility and continues to provide care, supporting the young person and their parents, carers and family on their goals and build readiness for transition. In addition, the CAMHS and ACMHS clinicians work collaboratively to provide the support the young person needs during the transition period. 
When possible, joint appointments between CAMHS, the young person, their parents, carers and family, relevant support network/services, and the ACMHS team need to occur during the transition period, to discuss the young person’s goals and progress, expectations, support provided by the adult service, and the Mental Health Care Plan. These joint appointments may be in addition to regular therapy appointments with CAMHS and will focus on the transition process and relationship building with the new service – no additional assessment is required. Ideally, they should happen at the location of the adult service, or a location chosen by the young person.  
Appointment frequency 
During the transition period, clinical judgment and input from the young person should be used to determine frequency, format, and content of joint appointments. The CAMHS clinical team may consider gradually decreasing the frequency of CAMHS appointments as the young person prepares to move to adult services. This approach aligns with the likely reduction in the frequency of appointments under the ACMHS Model of Care, which typically involves less frequent contact than the more intensive support provided by CAMHS. The goal is to ease the young person into the expectations of adult services, helping them adjust to a more independent care model while maintaining sufficient support throughout the transition.
The transition process should remain flexible and responsive to the young person’s evolving needs and preferences. It may be paused or the destination service reconsidered at any stage, depending on changes in the young person’s circumstances or clinical presentation. 
Waiting list 
CAMHS should consider early referral to the adult Therapies team if there is an extensive wait list, at the same time as a referral to the CRS team. ACMHS should consider priority allocation of a young person referred to their team to support best practice for continuous mental health care. 
Risk and crisis management 
A clear protocol for communication about deterioration or increasing risks needs to be established. As part of the transition process, the CAMHS and ACMHS clinical teams   should collaborate to update the Mental Health Care Plan, the Mental Health Safety Plan, and the Suicide Vulnerability Assessment Tool (SVAT), addressing potential risks throughout the transition period. These are all found in DHR. The young person and their parents, carers and family need to fully understand who to contact in case of a crisis.
In some cases, the transition may need to be paused or delayed due to the young person’s mental health acuity or a crisis that arises during the transition process. The primary concern must be the young person's safety and well-being, and the transition date should be adjusted if their condition requires stabilisation or additional support. Clinical judgment should be used in determining whether the transition needs to be paused or delayed, and the CAMHS allocated clinician is to discuss potential significant transition delays with their team manager and/or at an MDT meeting. 
If the transition process is paused or the transition date is delayed, all parties involved, including team managers, must be kept informed and updated regularly about the reasons for the delay, expected next steps, and any adjustments to the transition timeline through discussions at MDT meetings. Reviews should be conducted with the young person, their parents, carers and family, and both service teams to assess progress, mental health stability, and readiness for transition. However, it is essential to ensure that the transition does not continue indefinitely and that there are clear parameters in place to guide decision-making.
Dispute resolution
Should there be any dispute about the transition process, including timelines and responsibilities, the relevant senior managers from CAMHS and ACMHS are to be involved and if a final decision cannot be made, the matter is to be escalated to the CAMHS and ACMHS Clinical Directors.
Step 4 - Handover of care
On the agreed transition date, the responsibility for the young person’s care is transferred from CAMHS to ACMHS. The handover of all required documentation, including the Mental Health Care Plan, the Mental Health Safety Plan, and the SVAT, need to occur as per the usual process. The case is closed in accordance with the CAMHS discharge processes. 
A meeting involving the young person, their parents, carers and family, relevant support network/services, and both CAMHS and ACMHS should take place to formalise the handover of care.
Step 5 - Evaluation 
The transition process is evaluated using the post-transition evaluation surveys (available on the CAMHS SharePoint page), which include gathering feedback from the young person and their parents, carers and family on the day of transition and three months after the transition date.
The CAMHS allocated clinician is responsible for conducting the first evaluation survey with the young person on the day of transition, either by phone or face-to-face. The survey may also be sent electronically or by mail, depending on the young person's preference. On the same day, the clinician should also send the survey to the parents, carers and family via email, if appropriate. Survey responses will be reviewed by the CAMHS Governance committee. 
The CAMHS clinician is also responsible for the second evaluation survey, to be completed with the young person three months post-transition or upon discharge from ACMHS post-transition, whichever comes first. This can be conducted over the phone or sent electronically or by mail if preferred. The second survey should also be sent to the parents, carers and family via email, if appropriate. 
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[bookmark: _Hlk170467190]To ensure the success of the transition process, measures outlined below are recorded and monitored. Ongoing evaluation ensures that the transition process remains responsive and person-centred and provides valuable feedback for refining the transition process. Regular data on the inclusion of the transition process information as part of the Mental Health Care Plan are reported as part of the CAMHS governance. Feedback from staff and the transition evaluation survey results are examined every six months by CAMHS and ACMHS and used to refine this procedure.
The CAMHS Governance Committee monitors how this transition procedure is implemented, as well as compliance and evaluation feedback. This document and related documents will be reviewed six months post first implementation, and every three years thereafter.
CAMHS and ACMHS Senior Managers have regular meetings to discuss the implementation of this procedure and associated processes to ensure that they lead to successful outcomes for all parties. 
Outcome
[bookmark: _Hlk170467240]The young person continues engagement with the adult service as needed.
The transition of young people from CAHMS to ACMHS is managed according to this procedure
Measures
100% of CAMHS young people transitioning to ACMHS have their transition process recorded in their Mental Health Care Plan in DHR. 
Satisfaction ratings from young people and parents, carers and family about the transition process, as measured by the transition evaluation surveys, at transition and three months post transition.
Number of complaints or compliments related to transition, including through the Your Experience Survey (YES) and Carer Experience Survey (CES). 
Percentage of young people who have transitioned from CAMHS to ACMHS who remained engaged to ACMHS for at least three months post transition. 
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[bookmark: _Toc217464108]Policies
· Child Protection
· Clinical Records Management
· Comprehensive Care
· Consumer Privacy 
· Information Privacy 
· Partnering with Consumers and Carers
· Recognising and Responding to Acute Deterioration
· Risk management 
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Adult Community Mental Health Services Operational Procedure
· Clinical Handover
· Clinical Records Management
· Initial Management, Assessment and Intervention for a Person Vulnerable to Suicide
Mental Health Triage Scales - Use within MHJHADS
Multi-agency Response Guide (MARG) - Mental Health
Sharing Information with Carers - Mental Health Adult Inpatient Units
[bookmark: _Toc217464110]Guidelines 
· Consent for Healthcare Treatment
· Deteriorating Mental State – Inpatients
Providing Physical Health Care Across Mental Health, Justice Health and Alcohol & Drug Services (MHJHADS)
Use of Psychological Interventions in MHJHADS
[bookmark: _Toc217464111]Legislation
Privacy Act 1988
ACT Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Carers Recognition Act 2021
Mental Health Act 2015
Children and Young People Act 2000
Discrimination Act 1991 (ACT)
Health Practitioner Regulation National Law (ACT) Act 2010
Ombudsman Act 1989
Public Sector Management Act 1994
Working with Vulnerable People (Background Checking) Act 2011
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Aboriginal and Torres Strait Islander Mental Health Services 2019
ACT Charter of Rights for people who experience Mental Health Issues
ACT Child Safe Standards Scheme
Adult Community Mental Health Services Model of Care
Australian Charter of Healthcare Rights
Australian Health Care Rights & Your Privacy at Canberra Health Services – Health Information Sheet
Canberra Health Services, Creating Exceptional Health Care Together – Exceptional Care Framework 2024–2029
Mutual expectations in the Child and Adolescent Mental Health Services – Health Information Sheet
National Aboriginal and Torres Strait Islander Mental Health Policy National Consultancy Report Ways Forward 2023
National Safety and Quality Health Service Standards 
National Standards for Mental Health Services 2010
National Strategic Framework for Aboriginal and Torres Strait Islander Peoples’ Mental Health and Social and Emotional Wellbeing 2017-2023
The Fifth National Mental Health and Suicide Prevention Plan 2017
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ACMHS: Adult community mental health services, delivered by CHS - MHJHADS.
CAMHS: Children and Adolescent Mental Health Services, delivered by CHS – MHJHADS.
Carer: The Mental Health Act 2015 (the Act) defines a carer as a person who provides personal care, support or assistance to a consumer who has a mental illness or mental disorder. A carer can be a domestic partner, parent, close friend, child, family member, guardian of the consumer, or someone who lives with a consumer who experiences mental illness or mental disorders. However, being in one of these categories does not automatically mean a person is defined as a carer under the Act. 
CHS: Canberra Health Services.
DHR: Digital Health Record system used at CHS.
MHJHADS: Mental Health, Justice Health, Alcohol and Drug Services Division.
Parent: The young person’s mother or father, or someone else who is presumed under the Parentage Act 2004, Part 2 to be a parent. 
Transition: the coordination and continuity of care process that starts with preparing a young person to leave a CAMHS service and finishes when the young person is engaged in an adult service (or when the transition is deemed to be completed regardless of the outcome). Transfer of care occurs when the responsibility for a person's care shifts between services.
Young person: a person who is not yet 18 years old, or a young adult aged over 18. In this context, a consumer engaged with CAMHS and transitioning to ACMHS.
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ACMHS, CAMHS, Mental Health, MHJHADS, Transition, Young people, Youth, Adult
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Attachment 1 – Transition flowchart
Attachment 2 – Transition planning guidelines 
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[bookmark: _Toc217464194]Attachment 2 - Transition planning guidelines
Transition planning information, including the process and timelines, should be included in the young person’s Mental Health Care Plan. This can be added in DHR using the Smart Text “ACT MH CAMHS TRANSITION PLAN”. 
Below is the typical transition information that should be included in the Mental Health Care Plan. 
[bookmark: _Toc217464119]Key transition information
Transition process start date
Transition destination – name of team
Contact details of relevant ACMHS team
Frequency of appointments
Anticipated transition date.
[bookmark: _Toc217464120]Transition goals
Transition and recovery goals.
[bookmark: _Toc217464121]Transition discussions
What has been discussed with the young person and their parents, carers and family e.g. reason for transfer, concerns, expectations
Factors and circumstances that have been considered and discussed as part of the transition process e.g. completion of year 12
Privacy/confidentiality/consent
Involvement of other support services and networks
Differences between CAMHS and ACMHS
Plan if transition process does not go as planned
Who to contact in case of a crisis.
[bookmark: _Toc217464122]Collaboration with ACMHS
Explanation of the role of each service during the transition, communication process and methods
When joint appointments have been scheduled and where
Who will attend the joint appointments
Goals of the joint appointments.
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CAMHS identifies need for transition


3-6 months prior to needing transition, depending on the needs and circumstances of the young person 


1. Early preparation - CAMHS


CAMHS leads this process, with the involvement of the young person and family/carer 


2. Transition planning - CAMHS & ACMHS 


CAMHS includes the transition process and timeframes within the Mental Health Care Plan


Referral and transition discussion


3. Transition Period - CAMHS & ACMHS


Collaboration and joint appointments


Identification of relevant and suitable adult services


Risk and crisis management


4. Handover of care - CAMHS & ACMHS


Transition evaluation - on the day of transition and 3 months post transition 


ACMHS is now responsible for care


5. Evaluation - CAMHS & ACMHS
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