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MAIN MESSAGES
 Establishing and maintaining formal transition systems from child mental health services to
adult-oriented systems of care is important for recovery, mental health promotion, and mental
illness prevention. Lack of integration can jeopardize successful transition for youth.
o

Improving transition should be a priority, across sectors and between systems.

 Increased flexibility is needed when it comes to defining the age of “youth in transition,” taking
into account chronological age versus developmental age.
o

Accordingly, a more flexible approach to funding services is also needed.

 Transition planning should be initiated earlier, and care plans should be flexible enough to
adapt to different service environments and the unique needs of the youth involved.
 Transition planning needs to be viewed as a shared responsibility rather than a risk transfer.
o

Youth and their families should be involved in planning, to ensure that the
transition process is appropriate to the needs of the individuals.

 Paving a pathway to seamless care and effective transitions will require effective channels of
communication between ministries, agencies, and leadership bodies.
o

This will help ensure that the important perspectives of multidisciplinary
collaboration are reflected in decision-making.

 Evidence shows that if transition is to be effective, it needs to use a formalized framework or
model. Policy-makers need information and feedback about the best-supported models.
o

However, flexibility in applying the model of care is very important. Mental health
transition interventions need to be tailored as appropriate to recognize strengths
and meet the needs of youth and their families.

 Outcome data can be used to evaluate transition programs and to develop an effective model
of care.
o

Moving forward, all key stakeholders – youth, caregivers and care providers –
should be engaged to assess the model and provide feedback.
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EXECUTIVE SUMMARY
Evidence
Within healthcare, the development of a coordinated transition system linking pediatric services to adult
systems of care is expected to pose one of the most significant challenges this century (Viner & Keane
1998). This is particularly evident in the area of mental health, since achieving continuous care requires
the highest degree of interpersonal contact between service users and service providers (Haggerty et al.
2003).
Positive intervention at the transition stage between child/adolescent mental health services and adult
mental health services is one of the most important ways to facilitate recovery, mental health promotion,
and mental illness prevention. However, in Ontario, there is an absence of an integrated, coordinated
system of care between child and youth-serving and adult-serving mental health agencies. A lack of
integration is believed to “jeopardize the life chances of transition-age youth (aged 16-25) who need to be
supported to successfully adopt adult roles and responsibilities” (Pottick et al., 2008, p. 374).
Ontario is not alone in identifying fragile links between agencies. Research shows that in the United
Kingdom, Australia and the United States, for example, the greatest financial and institutional
weaknesses in mental health services occur during the transition between child and adolescent mental
health services and adult mental health services (Singh et al., 2005; Pottick et al., 2008; McGorry et al.,
2007).
Empirical evidence supports the establishment of formal transition services from child services to adultoriented systems of care. Evidence indicates that using a model of care focused on shared
responsibilities in planning is considered necessary to achieve effective transition (McGorry et al., 2007;
Hamdani, Kingsworth & Healy., 2006). While the development of transition services needs to be informed
by common protocols and best practice guidelines, flexibility in the application of the model of care is
important. In other words, mental health transition interventions need to be tailored to fit the needs and
strengths of individuals and their families.
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Considerations from the Literature on Transitions and Policy Perspectives
In Ontario, the care and support of children and youth is the collective responsibility of many agencies
and providers. Youth with mental health concerns interface with many systems, including hospitals,
community-based agencies, educational and vocational training institutions, primary care, the child
welfare system, and the justice system. In preparing this document, input was obtained from stakeholders
representing the ministries responsible for providing mental health services for this population.
The literature and policy perspectives indicate that paving a pathway to effective transitions from child
and adolescent mental health services (CAMHS) to adult mental health services (AMHS) will require:
1. Clear channels of communication to be established between Ministerial leadership bodies.
This will serve to:
A. Make mental health transitions from CAMHS to AMHS a priority.
B. Facilitate the adoption of a model of care that is informed by best practice guidelines and
research on transitional planning for youth.
C. Align the ministries with the shared goal of adopting a model of care and monitoring outcomes of
the selected model.
D. Encourage inter-ministerial collaborations for CAMHS to AMHS transitions at the policy level.
2. The selected model of care to maintain a youth-centered approach where transitional planning
is completed proactively rather than reactively. The selected model needs to:
A. Be collaborative, involving multidisciplinary perspectives and communication between CAMHS
and AMHS agencies. This will need an holistic approach that emphasizes the importance of a
number of variables, including medical and psychosocial factors.
B. Provide care that is coordinated, comprehensive and seamless. This care needs to be flexible
and should be driven by the needs and developmental age of the youth.
C. Acknowledge resilience factors and encourage the inclusion of parents and caregivers while
balancing/fostering a sense of independence and responsibility in youth.
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3. The transition program that is selected should be guided by current evidence in knowledge
translation and implementation science. This will serve to:
A. Enhance levels of knowledge of health team leaders and healthcare providers within a
developmental context.
B. Encourage all allied health professionals to recognize that acting to improve mental health
transitions is a priority.
C. Facilitate future uptake of the program along with the monitoring and evaluation of outcome data.
Recommendations:
Policy-Level Recommendations
1. The CAMHS/AMHS transitional model should reflect the policy goals for mental health in Ontario and
Canada.
2. Policy-makers would like to help shape clinical practice rather than impose standards. To make key
decisions about which transitional model might work best for CAMHS/AMHS transitions, policy leaders
need information about the best-supported models for CAMHS/AMHS transitions as well as feedback
from stakeholders.
3. Policy-makers agree there needs to be increased flexibility related to developmental age for youth
transitioning from CAMHS to AMHS. Accordingly, a more elastic approach to funding services is needed
for services related to transition-age youth.
4. Longitudinal outcome data are required to evaluate future transitional programs/models of care.
Changes will need to be made to legislation in order to link ministerial data in an effort to support a
coordinated model of healthcare.
5. Policy-makers require more information from youth to determine how to best serve transition-age youth
and prevent crisis-driven reconnection.
6. The CAMHS/AMHS transition could be considered as a model for reform in healthcare.
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Practice-Level Considerations
1. Developmental considerations should play a major role in helping to direct the transitional process for
youth.
2. Transitional planning needs to be initiated earlier, and transitional care plans need to be flexible to
adapt to different service environments and the needs of the youth involved.
3. Transitional planning needs to be viewed as a shared responsibility rather than a risk transfer.
4. AMHS perspectives need to be engaged at both the policy and service levels in order to support a
successful model of transition for youth.
5. Families are important stakeholders and need to be engaged in the transition process while still
respecting the burgeoning autonomy of youth in transition.
Recommended Model of Care
Flexibility is required when selecting an appropriate transitional framework to support youth mental health
transitions. The model of choice should be flexible and built around the context of the service
environment as well as the transitional goals and needs of policy leaders, care providers and service
users in the region. In this region of Ontario, a shared management model is being carefully considered.
The shared management model has been applied (e.g., The LIFE Span) elsewhere in Canada and is
identified as a leading process in healthcare (Accreditation Canada, 2008). Applying the gold standard of
care from health focused transitional areas to mental health is a logical extension of the model. Although
this model requires a high level of stakeholder investment and necessitates that funds be secured to
provide for a transitions coordinator, the selected framework aligns with recent recommendations made
by the SCMHA of Ontario (2010) advocating for system navigators to support youth and families moving
between CAMHS and AMHS systems of care.
Future Direction
Moving forward, key stakeholders (youth, caregivers and care providers) will need to be engaged to
assess the appropriateness of the shared management framework for CAMHS/AMHS transitions. In order
for the shared management framework to function as described in the literature, investments must be
made in “transition resources, such as (but not limited to) a transition coordinator” (PCMCH, 2009, p. 14).
Any transitional model applied to mental health must be monitored. Summative and formative evaluations
of short- and long-term outcomes are required to support effective transitional programming from CAMHS
to AMHS.
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ABBREVIATIONS AND KEY DEFINITIONS
AMHS: Adult Mental Health Services
CAMHS: Child and Adolescent Mental Health Services
MCYS: Ministry of Child and Youth Service
MHCC: Mental Health Commission of Canada
SCMHA: Select Committee on Mental Health and Addictions
Transition: Blum et al., (1993) refers to transition as “the purposeful planned movement of adolescents
with chronic physical and mental conditions from child-centered to adult-oriented health care systems” (p.
570) the goal of which “is to provide health care that is uninterrupted, coordinated, developmentally
appropriate, psychosocially sound, and comprehensive” (p. 570). The literature suggests that the ideal
transition should be: “A way to enable and support a young person to move towards and onto a new life
stage” (Beresford, 2004, p. 584) and “A dynamic process with a beginning, middle and end” (McDonagh,
2006, p. 3), that is “coordinated, planned, efficient and smooth” (Conway, 1998, p. 210).
Transfer: Two types of transfer processes are described: formal transfer and informal transfer.
A formal transfer of care is synonymous with the definition of a transition described above. An informal
transfer is regarded as “termination of care by a children’s health provider which is re-established with an
adult provider” (Burke et al., 2008 as cited in Singh et al, 2010). Implicit in the distinction between these
concepts is an absence of coordinated movement.
Transition Age: Currently, most mental health researchers subscribe to the dominant view that youth in
transition are people between the ages of 16 and 25 who have emotional disorders (Davis, 2003; Pottick
et al., 2008). It is important to recognize, however, that some researchers have adopted a more flexible
view of youth in transition by identifying them as 12 to 24 year olds (McGorry, 2007; Patel et al., 2007).
For the purposes of this paper, “youth in transition” will be described as young people between the ages
of 16 and 25. However, there is an understanding that, at the level of policy planning and service
provision, flexibility related to chronological age demarcations is necessary, and that developmental age
is an important factor that will undoubtedly inform the transition.
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1.0 BACKGROUND AND STATEMENT OF THE
PROBLEM
It is estimated that at least 70% of mental health problems in Canada have an onset occurring in
childhood or adolescence (Statistics Canada, 2002). These results are consistent with reports from the
U.S. and U.K. showing that approximately three-quarters of all adult mental illnesses have an age of
onset before 24 and 18 years, respectively (Kessler et al., 2005; Kim-Cohen et al., 2003). The outcome
data uniformly demonstrate that in the absence of appropriate treatment, children and adolescents with
mental health concerns become “more vulnerable and less resilient” with time (Wattie, 2003, Web).
In order to interrupt a cycle perpetuating youth mental health concerns, it is necessary to target families
as well as youth, as research clearly demonstrates that parental mental illness is a risk factor for youth
mental illness (Rutter, 1989). Recently, the Mental Health Commission of Canada (MHCC) responded to
this growing public health concern by formally identifying young people as a vulnerable group. In an effort
to improve prevention rates and maintain the well-being of young people, the MHCC is advocating for
dedicated resources to be invested in this population (2009). It is the MHCC’s belief that this focus will
help build the capacity for a more resilient youth population and a future marked by well-being for all
Canadians.
It is estimated that between 15 and 21% of young Canadians have at least one diagnosable mental
health disorder (Waddell & Shepherd, 2002; Shaffer et al., 1996; Offord et al., 1989). However, evidence
suggests that only one out of every six children and youth affected with mental illness in Ontario actually
received any kind of mental health service for their condition within the previous six months (Offord et al.,
1989). The scope of this problem was highlighted in the Ontario Policy Framework for Child and Youth
Mental Health that identified a fragmented youth mental health system fraught with gaps in service
delivery (2006). One of the primary concerns articulated in the framework document focused on youth
transitions in mental health (MCYS, 2006). Other provincial policy documents have identified the lack of
connection between mental health services for children and youth with the adult mental health and
addictions sector as a significant systems problem that persists to date (Government of Ontario, 2009;
Select Committee of Mental Health and Addictions, 2010).
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The absence of an integrated, coordinated system of care between child and youth-serving and adultserving mental health systems represents one of the weakest linkages within the Ontario mental health
care system, resulting in significant barriers at a point when effective transition of services is necessary to
achieve the recovery-oriented reform described by the MHCC (Government of Ontario, 2008), the MCYS’
framework initiative (2006) and the Select Committee on Mental Health and Addictions in Ontario
(SCMHA; 2010). As noted in Out of the Shadows at Last: Transforming Mental Health, Mental Illness and
Addictions (2006), a complex network of mental health services are currently delivered through federal,
provincial, and municipal jurisdictions, and private providers. In Ontario, for example, provincial mental
health service delivery for transition age youth is diluted across the Ministry of Health and Long-Term
Care, the Ministry of Children and Youth Services (2009) as well as several other provincial departments
that provide funding for social and community programs that have strong links to mental health and well
being. Quite often, however, this spread of resources results in a lack of coordination
(http://www.policyresearch.gc.ca/page.asp?pagenm=2009-0018_08 ) and a diffusion of responsibility
(Policy Leader, 2011).
Ontario is not alone in identifying fragility in the linkage between child and adolescent mental health
services (CAMHS) and adult mental health services (AMHS). Research in the United Kingdom, Australia
and the United States indicates that the greatest financial and institutional weaknesses in mental health
services occur during the transition between CAMHS and AMHS, affecting individuals between the ages
of 16 and 25 (Singh et al., 2005; Pottick et al., 2008; McGorry, 2007). This is problematic, since this lack
of integration is believed to “jeopardize the life chances of transition-age youth (ages 16-25 years) who
need to be supported to successfully adopt adult roles and responsibilities” (Pottick et al., 2008, 374).
One of the world’s leading experts in youth mental health, Patrick McGorry, explains:
Public specialist mental health services have followed a paediatric-adult split in service
delivery, mirroring general and acute health care. The pattern of peak onset and the
burden of mental disorders in young people means that the maximum weakness and
discontinuity in the system occurs just when it should be at its strongest (2007, s53).
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2.0 PURPOSE AND SCOPE FOR THE MENTAL HEALTH
TRANSITIONS PAPER
This report has four principal objectives:
1. To provide an overview of current knowledge on CAMHS/AMHS transitions, including identification of
barriers and facilitators to successful CAMHS/AMHS, and to review the current situation in Ontario.
2. To identify bodies of evidence supporting optimal transitional pathways for youth.
3. To engage policy leaders and key stakeholders in a discussion regarding CAMHS/AMHS transitions in
Ontario, and report on their perspectives concerning CAMHS/AMHS transitions.
4. To collate information from the literature and policy perspectives and make recommendations for an
appropriate model/approach to care for CAMHS/AMHS in Ontario.
This paper addresses mental health transitions for a continuum of youth service users. However, the
assumption underscoring the scope of this paper is that at some point in their mental health journey,
youth will have had contact with the mental health system through a publicly funded institutional care
provider. As a result, this paper and the recommended model of transition are intended to best address
the needs of youth who present with moderate-to-severe emotional disturbances as primary diagnoses.
Since this paper aims to address the needs of youth who have had contact with the institutional care
providers, it does not focus exclusively on community models of care. Instead, the mental health
transitions described in this paper often bridge publicly funded institutional systems of care with
community-based systems of care. Although institutional and community systems of care are often
dichotomized, this paper takes the perspective that care-providing institutions are part of the larger mental
health community, and the recommended model of care reflects this viewpoint.
Findings from this paper are best generalized to youth populations who present with moderate-to-severe
mental health concerns, and who have had contact with institutional care providers and potentially
bridged care with community providers The results of this policy-ready paper may not be appropriate for
more populations with different sets of needs or those who require more specialized care. Such out-ofscope populations include youth who have primary diagnoses of a physical health condition and
concurrent mental health concerns, youth with addictions and concurrent mental health disorders, and
youth who interface with the justice system.
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OBJECTIVE 1: To provide an overview of current knowledge in CAMHS/AMHS transitions,
including identification of barriers and facilitators to successful CAMHS/AMHS transitions
and to review the current situation in Ontario.

3.0 CURRENT KNOWLEDGE
Youth now demonstrate the highest distress levels in the population (Stephens, Dulberg & Joubert, 1999).
Mental health problems are expected to continue to rise dramatically among children and youth, with
current predictions estimating increases in incidence rates of at least 50% (European Commission, 2003,
U.S. Department of Health and Human Services, 2000) by 2020. A decade from now, mental illness is
projected to be one of the five most common causes of morbidity, mortality and disability among children
(U.S. Department of Health and Human Services, 2000).
Intervening at the level of the transition represents one of the most important ways to facilitate recovery,
mental health promotion, and mental illness prevention. However, the development of a coordinated
transition system linking pediatric services to adult systems of care is expected to pose one of the most
significant challenges to the healthcare system this century (Viner & Keane 1998). This is particularly
evident in the area of mental health, where achieving continuous care is considered the most demanding
transition area, since it requires the highest degree of interpersonal contact between service users and
healthcare providers (Haggerty et al. 2003). Feedback from stakeholders involved in the transition
between CAMHS and AMHS in Canada suggests that the child and adolescent mental health system
appears to operate in silos in relation to adult mental health structures (MHCC, 2009; Government of
Ontario, 2009). However, despite the complexity of establishing this type of transitional model of care, the
research indicates that
Early, effective intervention, targeting young people aged 12–25 years . . . is required if
we wish to reduce the burden of disease created by these disorders. A strong focus on
young people’s mental health has the capacity to generate greater personal, social and
economic benefits than intervention at any other time in the lifespan and is therefore one
of the “best buys” for future reforms (McGorry, 2007, p. s6).
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3.1: COMPONENTS OF THE TRANSITION
The literature on transitions has identified at least three co-occurring transitional components that directly
affect the CAMHS/AMHS transition: the institutional (systems-level components); the developmental
transition (individual variables); and multiple transition factors (representing the interface between
systems, community and individual factors).
3.1.a: Institutional or Healthcare Transition (Systems Level)
At the systems level, the transition can be regarded as an administrative event (Vostanis, 2005). This
process is often informed by bureaucratic and legal variables that are intended to direct service delivery
and eligibility and assist in the management of service capacity and limitation (Mallory, 1995; Singh et al.,
2010). Aging out is an example of the institutional transition process, whereby an event results in a
change in status that renders the individual ineligible for the previous service and displacement from that
service environment follows (Mallory, 1995). While institutional transitions are extremely effective from a
management perspective, they also restrict access to services (Singh et al., 2010).
3.1.b: Developmental Transition (Individual Variables)
The institutional process associated with the transition from CAMHS to AMHS often overshadows a
separate but equally important transition occurring in the lives of young people negotiating the interface.
Most young people navigating institutional transitions will be experiencing a co-occurring developmental
transition. This shift is directed by a maturational process and includes a number of social changes
intended to increase competence. Within the definition of the developmental transition, there is an explicit
acknowledgment of the importance of the developmental age of the client or patient (Singh et al., 2010).
Research has demonstrated that understanding the impact of this developmental transition will better
inform policy planning and coordination of care involved in the institutional transition (McGorry, 2007; Kirk,
2008).

Young people with mental health problems are particularly vulnerable, as evidenced by the fact
that they have the highest rates of long-term morbidity and mortality (Royal College of Paediatrics
and Child Health, 2003). Among 10-19 year olds, suicide is the second leading cause of death in
Canada, representing approximately 19.7% of deaths (Statistics Canada, 2009). In Canada, the
suicide rate of 15 to 19 year olds is one of the highest in the world ranking 4th amongst the 29
countries belonging to the Organization for Economic Co-operation and Development (OECD,
2009).
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3.1.b.i: Adolescence.
Adolescence is now regarded as a process that is initiated at puberty and that concludes when adult roles
are adopted. During this time, changes in emotional, physiological, psychosocial and personal growth
represent efforts to assume more adult-based competencies (Lee, 2001). Adolescence is also associated
with increased risk-taking behaviours. The etiology of such behaviours is attributed to changing “biological
(such as neuroendocrine influences and pubertal events), biopsychosocial (within which risk-taking is
understood in relation to exploration, individuation and achieving autonomy) and psychological (related to
establishing a locus of control)” factors that affect development (Rolison and Scherman, 2002 as cited in
Singh et al., 2010). This period in the lifespan is also marked by higher psychological morbidity, and
described as a time when more serious disorders such as psychosis emerge (Lamb et al, 2008). Not only
is the transition age a period of heightened risk for the onset of psychological disorders but, for young
people with existing mental health concerns, it is also the time when the development of co-occurring
disorders, including substance abuse, is most likely (Pottick et al., 2008).
3.1.b.ii: Emerging Adulthood.
Emerging adulthood is a distinct period of lifespan development occurring between adolescence and
adulthood, experienced by young people in industrialized societies. This is a culturally constructed
transitional period in societies that have observed delays in markers of adulthood such as parenthood
(Arnett, 2000). During emerging adulthood, the developmental competencies that began to form in
adolescence are continued (Arnett, 2000). Optimal development in this phase is balanced between
autonomy from and relatedness to the family of origin, and successful transitions are marked by both
capacities (Chisholm & Hurrelmann, 1995; O’Connor et al., 1996). Peak incidence of several types of risk
behavior occurs during emerging adulthood (ages 18-25) including unprotected sex, most types of
substance use, and risky driving behaviors such as driving at high speeds or while intoxicated (Arnett,
2000; Bachman, Johnston, O'Malley, & Schulenberg, 1996).
3.1.b.iii: Protracted Adulthood and Implications for CAMHS/AMHS
Although critics have argued that considering developmental factors and including emerging adults in the
CAMHS/AMHS transition prolongs the transitional process, there is good evidence to suggest that
delaying this transition is in the best interest of youth. For instance, the literature on risk-taking behaviours
demonstrates that declines in these types of behaviours occur between adolescence and adulthood due
to maturation of the cognitive control system (evidenced by structural and functional changes in the
prefrontal cortex), which allows for longer-term planning and improved abilities in the inhibition of
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impulsive behaviors. Furthermore, maturation of connections between cortical and subcortical regions
facilitates the coordination of cognition and emotion. This shift results in increased capacity for modulating
socially and emotionally aroused thoughts with deliberate reasoning (Steinberg, 2008). Steinberg (2008)
explains:
“To the extent that improved coordination between the cognitive control and socioemotional networks facilitates this regulatory process, we should see gains in resistance
to peer influence over the course of adolescence that continue at least into late
adolescence (when maturation of inter-region connections are still ongoing). This is
precisely what we have found in our own work, in which we show that gains in selfreported resistance to peer influence continue at least until 18 (Steinberg & Monahan,
2007), and that the actual impact of the presence of peers on risky behavior is still
evident among college undergraduates averaging 20 years in age (Gardner & Steinberg,
2005)” (p. 100).
The neurocognitive evidence presented above, combined with data supporting the developmental
trajectory of risk-taking behaviours and the sociological evidence of a protracted adulthood in this culture,
all suggest that many young people do not develop the skills necessary to negotiate effective mental
health transitions before their mid-twenties. As a result, the expectation that youth can successfully
negotiate CAMHS/AMHS transitions without embedded supports and in the absence of an appropriate
model of care is a rather unrealistic idea, and one that is not well informed by the literature in the area.
Recognition of the importance of mental health system navigation for youth and families has been
highlighted by the Select Committee on Mental Health and Addictions (SCMHA) (2010).
3.1.c: Multiple Transitions (The Interface)
For a young person with mental health concerns, the challenge of negotiating the CAMHS/AMHS
transition is compounded by a series of transitions that take place in concert with the mental health
service transition. These include transitions in personal, interpersonal, and social domains (see below).
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In many respects, the CAMHS/AMHS transition is a significant life event in the world of the young person.
In order “to achieve effective transition, it must be recognized that transition in health care is but one part
of a wider transition from dependent child to independent adult” (Viner, 1999, p. 271). One of the most
significant barriers to successful CAMHS/AMHS transition is a mismatch between the institutional
transition and the developmental transition. This lack of fit typically translates to care that is driven by the
system rather than by the needs of the client/patient (Singh et al., 2010). Just as supports have been
embedded in other systems to help support youth in transition, the mental health system, including
hospital and community based care providers, needs to respond accordingly in an effort to recognize the
significance of various transitions in the lives of young people.
The Mental Health Commission of Canada’s vision, as communicated in its Framework for a Mental
Health Strategy in Canada, states “ the mental health system must respond to the diverse needs that
arise from evolution across the lifespan” (2009, p. 61). For young people, this means attending to many
transitions in their lives. Bridging the gap between dependence and independence necessitates a good fit
between the institutional and developmental CAMHS/AMHS transitions, which invariably translates to
attending to the transitions highlighted above. The importance of these transitions is reflected in the vision
of the MHCC’s framework that specifies “it will be essential to break down silos within the mental health
and health care systems and to coordinate efforts with people working in areas that are not usually
thought to be part of the mental health system such as broader primary health care services, schools, and
workplaces” (MHCC, 2009). Other systems, including housing services, are also considered important to
the transitional process.
3.2: THE IMPORTANCE OF FAMILIES AND CAREGIVERS
The vision of a person-centred mental health system necessitates an understanding of the person in their
context (MHCC, 2009). This is particularly relevant for youth in transition, since connections to family are
often tied to the mental health and well-being of young people (Singh et al., 2010). Families of youth in
transition have a “role to play in fostering mental health and well-being, and can be an invaluable
resource in promoting recovery from mental health problems and illnesses” (MHCC, 2009, p. 58). The
MHCC’s framework document recognizes that families can play a critical role in the lives of people with
mental illness and should be considered in terms of treatment planning (2009). This vision is supported
by research demonstrating that families are often considered the best resource in the lives of transition
age youth due to their continuity in the lives of young people (Davis, 2003). However, family involvement
must be tempered with consideration of dynamics and youth competency. To prepare for successful
transition, it is essential to provide education to youth in transition, as well as to their families, about
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changing legal status and factors that should be considered (guardianship and competency, for
example).Youth and families must also be educated about the self-advocacy skills required to make
mental health decisions and issues related to confidentiality.
3.2.a: Philosophical Shift
In the pediatric system, there is an expectation that families and guardians will be involved with aspects of
treatment (e.g., Davis et al., 2003). The perspective concerning family involvement shifts drastically as
youth enter the adult systems of care, where the general expectation is one of autonomous decisionmaking with minimal family involvement. For some youth this can be an intimidating experience and
families often report feeling alienated during the transition (Por et al., 2004). This can be a difficult
adjustment and youth can sometimes feel unprepared to make treatment decisions as they move to adultoriented systems of care. However, research evidence clearly indicates that disengagement by youth in
the CAMHS/AMHS transition is significantly reduced when collaboration with families occurs (Dixon,
Adams and Lucksted, 2000; Pitschel-Walz et al, 2001, as cited in Mottaghipour, Woodland, Bickerton and
Sara, 2006).
3.2.b: Competency and Confidentiality
Many youth in transition require ongoing support from their families as they move into the adult system.
However, within this group, there exists a great deal of variability in terms of competency to make
independent decisions (McGorry, 2007). As young people navigate the CAMHS/AMHS transition, their
legal status changes. The effect of this shift is that youth are afforded more responsibility in their care,
and the legal decision-making rights of the family decrease and are often eliminated altogether. Tensions
are often created between youth and parents over confidentiality and privacy issues; these dynamics can
have a powerful impact on treatment and efficacious transition. Sometimes this tension is explicit, such as
when legal status changes and structures that were designed to protect the privacy of people living with
mental health problems and illnesses are enacted. In many instances, as a result of privacy legislation,
“family members have frequently been shut out of the treatment and recovery process. As a result, family
members often feel helpless when they are denied access to information about the care and treatment of
a loved one, or when information they want to share is dismissed out of hand” (MHCC, 2009, p. 59).
However, there is a reluctance to strengthen the mental health act, since this would have an impact on
the autonomy of those who interface with this system (SCMHA, 2010).
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3.2.c: Complex Family Dynamics
At other times, familial tensions are more implicit. For instance, families differ in terms of their ability to act
as a source of strength or resiliency in the life of the young person affected with mental illness.
Oftentimes, circumstances within families may affect the level of support they are able to provide a
transition-age youth (Perkins, 2001; Garland, Lewczyk-Boxmeyer, Gabayan and Hawley, 2004). It is
important to acknowledge the delicate balance between the needs and perspectives of the youth in
transition and their families, while recognizing that the relationships youth have with their families are
connected to their mental health (Davis, 2003).
Youth and emerging adults may desire an increased level of confidentiality between themselves and their
care providers, while parents – many of whom may have acted as advocates for their children when they
were younger – may want to provide support to youth, particularly if they are living in the same
environment, and have a desire to be included in care as a result. This tension is becoming more salient
as adulthood becomes increasingly protracted; many youth continue to live with their parents during the
transition.
3.3: FACILITATORS TO EFFECTIVE TRANSITIONS
A single set of empirically supported best-practice guidelines informing service delivery during
CAMHS/AMHS transitions has yet to be produced (Pottick et al., 2008). Despite this, the literature scan
demonstrated a high level of agreement regarding facilitators engendering more successful
CAMHS/AMHS transitions (McDonagh, 2006; Singh et al., 2010). McDonagh (2006; see Table 01) has
summarized a set of best practice recommendations currently being applied by various international
service providers in attempts to improve the CAMHS/AMHS transition. At present, limited outcome data
exist to support the use of these recommendations for mental health transitions. However, findings from a
seminal evaluation of the headspace transition program evaluating the use of transitional guidelines were
promising (Muir et al., 2009). Additionally, empirical outcome studies investigating the impact of Transition
to Independence Process (TIP), which is specific to emotional and behavioural disorders, demonstrated
that the implementation of these best practice recommendations resulted in improvements in real-life
outcomes for young people negotiating a CAMHS/AMHS transition (Clark, Pschorr, Wells, Curtis, &
Tighe, 2004; Haber, Karpur, Deschênes, & Clark, 2008; Hagner, Cheney, & Malloy, 1999; Koroloff,
Pullmann, & Gordan, 2008).
“You know, when you’re growing up . . . you’re learning. At an adult hospital you get no support
and . . . . you don’t know who you’re supposed to go to, it’s really a scarey place if you’ve never
been there before.” Youth in Transition, 19 years old.
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Table 1: Facilitators to successful transitions for youth with mental health concerns

1. An active, future-focused process
2. Young-person-centered
3. Inclusive of parents/care-givers
4. Starts early
5. Resilience framework
6. Multidisciplinary, inter-agency
7. Involves pediatric and adult services in addition to primary care
8. Provision of coordinated, uninterrupted health care
 age and developmentally appropriate
 culturally appropriate
 comprehensive, flexible, responsive
 holistic – medical, psychosocial and educational/vocational aspects
9. Skills training for the young person in communication, decision-making, assertiveness, self-care
and self-management
10. Enhance sense of control and interdependence in health care
11. To maximize life-long functioning and potential

(Permission was obtained from Dr. Janet McDonagh and the Department of Health of England for the use
of this table).
In addition to these guidelines, Viner recommends that in order for this transition to be successful,
“institutional and management support must be assured at both ends of the . . . chain” and that
“resources such as administrative . . . support must be available to ensure the efficient organization of
appointments and the transfer of medical records” (1999, p. 273).
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SECTION 3.4: BARRIERS TO EFFECTIVE TRANSITION
The interface between CAMHS and AMHS is composed of a number of barriers that create challenges for
stakeholders – youth in transition, families, and service providers – in negotiating the gap between
systems. Silver (1995) has demonstrated that youth between the ages of 17 and 20 are more interested
in receiving mental health services than are their younger counterparts. However, the largest declines in
service utilization are found in people between the ages of 17 and 24 (Government of Alberta, 2006).
Given the enormous disparity between this desire and actual service provision, Davis (2003) asserts that
the missing link is most likely to be a result of barriers to appropriate supports encountered by youth as
they exit child-based service environments. Table 2 summarizes the most common barriers and provides
strategies to improve transitional pathways:

I think at CAMHS its more of a ‘lean on me and we’ll walk down this road together’ where out of
CAMHS its kind of like, ‘take a hike, there’s the road- that’s all you get’ ” – Youth in Transition, 18
years old.

Table 2: Barriers to CAMHS/AMHS transitions and strategies to improve transitional pathways
Barrier

Strategy

1. Time

1. Time is one of the most significant barriers to providers being
involved. Clinic appointments for adults are often shorter than
pediatric/youth appointments and are not always tailored to the
complex needs of youth in transition. Some flexibility is needed
related to scheduling appointments for youth and developing
realistic treatment plans for their developmental stage.

2. Different Care
Philosophies

2. Youth in transition often feel displaced between the pediatric
model of service delivery (where responsibilities are limited and
family is considered a central part of delivery of care) and adultoriented systems (that privilege autonomy and often disregard
family concerns). This lack of fit between the model of care and
the service can result in disengagement and poor transition in
young people with mental health concerns (Davis, 2003). The
most significant limitation of a mental health system that follows
a pediatric/adult split in service provision is that it ignores
emerging adulthood as an important period of development. This
inevitably leads to the service environments that are not youthcentered by CAMHS and not family-oriented by AMHS.
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3. Training

3. The pediatric/adult split in the system is exacerbated by
training programs for mental health professions that emphasize
this split in their educational models. The result is that most
service providers, upon graduating from programs, lack the
necessary competency to work with youth in transition. Many
mental health professionals may lack an understanding of the
approaches of the professionals on the opposite side of the split.
A complicating factor in this process is a documented lack of
communication between pediatric and adult health service
environments. The combined effect of these variables is often
that 1) service providers feel unprepared or unable to provide
adequate mental health services for youth in transition; and 2) a
culture of mistrust between pediatric- and adult-based providers
is likely to develop (Sawyer et al., 2007; Davis, 2003; Blum et al.,
1993; Singh et al., 2010; Por et al., 2004).
Health professionals require training regarding evidence-based
practices for transitions. It is necessary to disseminate
information about the developmental period of emerging
adulthood and how we can best serve this population.

4. Financial – insurance,
resources for service
provision

4. One of the biggest challenges faced by the mental health
system is bridging the financial split between pediatric and adult
mental health services. Funding is a critical issue; just as the
responsibility for transitions needs to be shared, so too does the
funding envelope.

5. Different perceptions
of young person,
parents, providers

5 & 6. People involved in care often have different goals for
treatment and outcomes. Developing a transition plan represents
a necessary step in identifying shared goals and in providing
education about rights and responsibilities of stakeholders
engaged in the transition.

6. Attitudinal
7. Discomfort of
professionals involved

7. Fostering a dialogue about the importance of mental health
transitions within the healthcare system is necessary and will lay
the foundation for mutually shared goals across the
pediatric/adult split.

8. Difficulty accessing
resources

8. To promote successful transitions, an elastic approach,
whereby the changing needs and perspectives of youth are
privileged over institutional factors, is preferred.

9. Poor intra-agency
coordination

9. Developing common goals will facilitate streamlined
communication within, and between, service environments (Por
et al., 2004).
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10. Poor interagency
coordination

10. There is a great deal of diagnostic uncertainty for youth in
transition since this developmental period marked by an overlap
of normative turmoil, prodromal symptoms, and, in many cases,
substance use (Singh et al., 2005). Even when the diagnosis is
clear and recognized by CAMHS, there are no guarantees that it
will result in service provision in AMHS. Oftentimes, the
nomenclature fails to translate across the split, meaning the
threshold for severity is not reached or the mandate of the AMHS
does not recognize a diagnosis. In these cases, the most
common outcome is a loss of service. In most instances this
inspires a crisis-driven reconnection with the mental health
system that proves costly for the individual as well as for the
system. For the CAMHS/AMHS transition to be successful, the
system-level responsibility has to be shared by pediatric and
adult service environments.

11. Difficulties
addressing parental
issues

11. Families are often one of the best resources, but their
involvement must be tempered with consideration of dynamics
and youth competency. Research has demonstrated that families
of youth in transition feel ignored and disrespected (Davis &
Vander Stoep, 1996).

12. Adolescent
resistance

12. Young people commonly endorse feelings of being misled
and misunderstood by care providers during the transition
(Hatter, Williford & Dickens, 2002). Patients and families must be
educated in the self-advocacy skills required to make mental
health decisions.

13. Family resistance

13. It is essential to provide education to youth in transition, as
well as to their families, about the changing legal status and
factors that should be considered (guardianship, competency) in
preparing for the transition.

14. Lack of institutional
support /lack of local
protocols and
procedures to guide
transition

14. A number of administrative supports are needed to guide the
transition process, including:
1) a formalized transition checklist or plan for the individual
client;
2) agreements between service systems regarding transitions;
3) accessible communication channels for service providers; and
4) resources such as administrative support to manage
appointments and to ensure that pertinent case information is
shared amongst appropriate mental health professionals.
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15. Lack of planning

15. All stakeholders (youth, parents, care providers) need to be
made aware of the transition and be informed about roles and
responsibilities in this process. For youth identified with
childhood diagnoses, care should be taken to make sure that
they receive the proper assessments in advance of the transition
so that their eligibility for service provision is maintained.
In addition to the need for flexibility, there has to be a period of
preparation. This should target the needs of youth in transition,
families, as well as professionals at both ends of the
CAMHS/AMHS transition. This preparation period should be
characterized by 1) didactic counseling for youth and families; 2)
anticipation of assessments and changes in nomenclature to
help ease the transition; and 3) a formal transition plan that is
agreed to by all parties involved.

16. Lack of appropriate
adult specialists

16. Limited training opportunities in adolescent mental health are
available in Canada and there are shortages of health
professionals who are knowledgeable about transitions (Kirby,
2006). In order to create a pathway for effective transitions,
training opportunities must be created that emphasize the
important goal of having adult providers who can meet youth at
the transition.

17. Arbitrary age
restrictions

17. Flexibility is required related to age cut-offs to ensure that
the system is not driving the needs of the client, rather than the
other way around. This approach respects the developmental
period of emerging adulthood rather than serving to pathologize
it, particularly in cases when diagnoses are not straightforward.
Maintaining this elastic approach demonstrates a more youthdriven focus, whereby the changing needs and perspectives of
youth are given priority over institutional factors.
Although consideration of developmental age is certainly
important, there remains a lack of understanding about how to
assess readiness for CAMHS/AMHS transition. Some groups
have suggested that asking young people to operationalize
adulthood, and then using those individual definitions to
determine readiness to transition, is a viable option (Government
of Alberta, 2006).
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SECTION 3.5: THE EFFECTS OF POOR TRANSITIONS
The institutional transition can pose a significant threat for youth with mental health concerns if the
developmental transition is not accounted for (Vostanis, 2005). In these cases, the transition appears to
be an administrative event rather than a pathway to well-being (Vostanis, 2005). The evidence
demonstrates that the most common outcome of poor transition is that young people with enduring
mental health concerns and continuing needs disengage from service (Crawford et al, 2004; HarpazRotem et al., 2004). Estimates suggest that this occurs in as many as 60% of known cases (HarpazRotem et al., 2004). The most vulnerable youth disengage at higher rates. For example, young, socially
isolated males with high levels of service needs are the group most likely to disengage from services
(Crawford et al, 2004). Disengagement is more likely in young people, since they are typically less likely
to collaborate with clinicians about treatment-related issues both during the pre-transition and transition
phases (Laugharne and Priebe, 2006).

It’s kind of a cold water in the face feeling when you first hear that you’re not going to
have anything here and you’re going to start fresh with someone else. You don’t know
what to expect, you don’t know who it is and they don’t know who you are. – Youth in
Transition, 18 years old
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OBJECTIVE 2: To identify bodies of evidence supporting efficacious CAMHS/AMHS
transitional pathways for youth

4.0: HEALTHCARE MODELS OF TRANSITION FOR
YOUTH
4.1: MODELS OF TRANSITION IN HEALTHCARE
While et al (2004) identified four models of transition that are commonly applied in a health care context
(see Table 3):
Table 3: Transitional models applied in health service environments

1. Direct transition (communication and information sharing only)
2. Sequential transition (includes the development of new services)
3. Developmental transition (includes skill training and support system development)
4. Professional transition (transfer of expertise only)
Research on healthcare transitions clearly demonstrates that selecting one approach to transitions in
isolation from others actually exacerbates the split between pediatric and adult-oriented healthcare. The
MHCC goal of continuity of care can be achieved only when the individual models described are
collapsed. According to Blum et al., 1993, the most efficacious healthcare models to support transition of
young people share seven common principals:
1) Start early; foster healthy development in all domains
2) Involve child/youth and family in transition planning
3) Use a planned and coordinated approach
4) Ensure progressive movement towards active participation in health management
5) Ensure excellent information transfer
6) Reframe “leaving pediatrics” as an achievement
7) Continually evaluate programs/services
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Section 4.1.a: The Healthcare Team Model

Section 4.1.a.i: Transition Team/Shared Management Approach.
The shared management approach has previously been applied in several healthcare contexts to direct
the transitions of youth with chronic conditions from child service environments to adult service
environments. Recently, the application of this framework by Bloorview KIDS REHAB and Toronto Rehab
was recognized as a leading practice by Accreditation Canada (Accreditation Canada, 2008).
The model is typically composed of 1) a transition team to facilitate the movement of youth; and 2) a
transitions coordinator (like nurse or social worker) who is hired by both organizations to direct the
“development of a transition program while also assisting with training, evaluation, and even management
of a transition clinic, among other tasks.” (PCMCH, 2009, p.14). In a shared management framework,
creating partnerships between adult healthcare providers, child providers, and family physicians is
considered necessary to identify the most appropriate adult programs and services for youth in transition.
Typically, clinics operate out of both pediatric and youth service locations; however, in some cases,
stand-alone transitional clinics that interface with youth and adult service environments have been
created.
The shared management framework posits that the implementation of transition teams requires
establishing mechanisms to support accountability and training to all levels of healthcare providers.
Whenever possible, investments should be made in “transition resources, such as (but not limited to) a
transition coordinator” (PCMCH, 2009, p. 14). If dedicated resources to support the hiring of a transitions
coordinator or establishing a clinic are unavailable, then time needs to be allocated to select individuals or
a team of individuals within the organization who can work collaboratively to support youth in transitions.
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Examples of Healthcare Transition Teams in Canada
Hamdani, Kingsnorth & Healy (2006) developed the Living Independently and Fully Engaged Service
Model (LIFEspan), a holistic framework for providing continuity of care to youth transitioning to adult
services. The guiding principles include partnership, collaboration, communication, and shared expertise.
In 2006, Bloorview Kids Rehab and Toronto Rehab partnered to form a specialized clinic, LIFEspan, to
assist youth with disabilities to transition to adulthood. The LIFEspan clinic was designed to fill gaps in
adult services that put youth with disabilities at risk of developing preventable, secondary health
conditions as they transition from pediatric to adult service systems. The clinic is located at Toronto
Rehab and offers a single point of access for youth to receive coordinated services from a rehabilitation
team that includes a nurse practitioner, a physiatrist, occupational, physical and speech therapists, and a
social worker. The clinic is currently functioning as a demonstration project for individuals with cerebral
palsy and acquired brain injury and a program evaluation is forthcoming.
The Growing Up Ready program at Bloorview Kids Rehab also prescribes to the shared management
framework of service provision and functions as a multi-faceted program the goals of which is to provide
youth and families the tools and skills for transitioning into adult services. This program is family-centered,
and transitional planning is envisioned from an early age. Program tools include checklists designed to
assess skill development necessary for transitional planning, along with the formal program itself, which
assists youth transition into an adult rehabilitation centre with the support of a nurse practitioner who
works with the client and family across both the paediatric and adult centres, as well as with the
multidisciplinary team is in place at the adult centre. A complementary tool called MyHealth Passport is a
portable, customized document that provides patient education. The tool was designed to foster selfadvocacy, with the intention that the youth who use it will tool will gain experiences as they complete their
own medical passport (Bloorview Website, 2010)
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5.0: MODELS OF TRANSITION SPECIFIC TO MENTAL
HEALTH
5.1: PROTOCOL AND RECIPROCAL AGREEMENT MODEL.
Recent policy initiatives in the U.K. have highlighted the importance of serving transition-age youth in the
healthcare system. To support service providers in multiple health care areas, tools including protocols
and reciprocal agreements were recommended by policy leaders and introduced by government
(HASCAS, 2006). Policy-makers also advocated for the use of performance indicators to assess
transitional outcomes (Commission for Health Improvement, 2003). To date, however, the uptake of
practices to help inform transition at the level of service programs has been limited. Research has
demonstrated that less than a quarter of mental health services in the U.K. have specific agreements to
inform the CAMHS/AMHS transition (Singh et al., 2010). This lack of uptake occurs despite the
dissemination of national service framework tools that are intended to support transitions. The TRACK
study – Transitions of care from child and adolescent mental health services to adult mental health
services (Singh et al., 2010) – indicated that while the model of transition used most often for
CAMHS/AMHS is a protocol-based structure, it is not being implemented in an effective manner.
Available protocols lacked specificity and many were inappropriate to the service context. Moreover,
when protocols were available, there was a lack of awareness about their existence, and very few sites
had reciprocal agreement structures in place with partnering AMHS provider. Singh and colleagues
(2008) note that this approach to transitions reflects a pervasive policy-practice gap which, combined with
the “complexity of service structures, arbitrary service boundaries . . ., all contribute to . . . a
discontinuity of mental health care for a significant number of young people who experience no or poor
transition of care across services” (Singh et al., 2008, p.5). According to the TRACK study, the largest
gaps were noted in service for 16-18 year-olds (Singh et al., 2010).
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Statistical Analysis of Factors Leading to Optimal CAMHS/AMHS Transition.
Logistic regression analyses of the protocols revealed that the variable most predictive of transition to
AMHS was a severe and enduring mental illness that required pharmacotherapy interventions and
admission to hospital. Singh and colleagues (2010) noted that those considered “at highest risk
(Simmonds, Coid, Joseph, Marriott and Tyrer, 2001) and arguably most in need of adult mental health
services seem more likely to be achieving transition” (p. 84). However, this raises significant concerns
about the outcomes for other transition-age youth with conditions like emotional problems who have
ongoing needs but do not reach the severity thresholds to ensure transition. TRACK findings also
revealed that referrals accepted to AMHS and who remained in the system for at least three months were
significantly more likely to have attended CAMHS with their parents. This provides evidence for best
practice guidelines emphasizing the importance of family support in the lives of many young people
negotiating the CAMHS/AMHS transition. The most surprising finding to come out of the TRACK study
was that only a small percentage (4.4%) of referrals accepted from CAMHS to AMHS services
experienced optimal transition. However, TRACK results indicated that AMHS accepted most of the
referrals initiated by CAMHS. Misconceptions about the willingness of AMHS to accept referrals from
CAMHS are pervasive in the field; however, the TRACK study revealed that these misconceptions were
largely responsible for the failure of CAMHS to initiate referrals, thereby eliminating the possibility of
successful transition altogether (Singh et al., 2010).

5.2: THE TRANSITION PROGRAM MODEL
Globally, the best-known transition program for CAMHS/AMHS is headspace. This program evolved as a
community based model of care to complement Australia’s Orygen program, which is composed of a
specialized youth mental health clinical service, an internationally renowned youth mental health research
centre, and a youth mental health training and communications program (Orygen, 2010). headspace was
launched by the National Youth Mental Health Foundation of Australia in 2006 and is funded by the
Government of Australia as part of its commitment to the Youth Mental Health Initiative (YMHI). The
program was created to address gaps in service delivery, provide integrated, community-based care for
youth, and facilitate improvements in the mental health, social well-being and economic participation of
Australian youth aged 12–25 years. The goals of headspace include: 1) increasing the community’s
capacity to assist in the early identification of young people with mental health and related problems; 2)
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encouraging help-seeking by young people and their caregivers 3) providing quality services that are
evidenced-based and delivered by well-trained, appropriate professionals; and 4) enhancing coordination
and integration within communities as well as at and state/territory government policy level (e.g., Muir et
al., 2009; headspace Website, 2010).
headspace consists of service delivery sites called Communities of Youth Services (CYS) that provide
dedicated services for young people. Recently, a formative program evaluation of headspace was
completed by a group of independent researchers (Muir et al., 2009). Results revealed that the most
successful headspace sites, both in terms of client outcomes and fiscal responsibility, 1) offered all four
key service areas (mental health, physical health, AOD, social/ vocational) as part of a holistic treatment
plan; 2) had attached private practitioners; 3) contained strong leadership with both clinical and business
expertise; and 4) typically had a governance structure where a general practitioner-based agency acted
as the lead with a smaller number of consortium members. The CYS’s ability to provide a smooth,
coordinated, high-quality service experience for young people from referral to service exit was identified
as the single most important factor related to positive outcomes.

5.3: COMMUNITY CARE MODEL
SAMHSA is a co-ordinated network of community based services and supports organized to respond to
the needs of children and youth with serious mental health needs and their families. Responding to the
needs of youth and families requires many different strategies and agencies. Types of services that are
funded under SAMHSA include care co-ordination (case/care management), community-based care,
inpatient psychiatric care, and family support. One of the key components to ensuring the success of
SAMHSA programming has been its family-driven and youth-guided approach (United States, SAMHSA,
n.d.). However, the challenge for SAMHSA is supporting interagency communication at the
CAMHS/AMHS transition when services are sparse (e.g., Davis et al., 2004). The TIP framework is a
‘practice model,’ meaning that it can be delivered by personnel within different ‘service delivery’ platforms,
such as case management or in a team format (e.g., Assertive Community Treatment [ACT]). At the heart
of the TIP practice model are proactive case managers with small caseloads (i.e., transition facilitators,
aka: life coaches, transition specialists, or coaches, serving 15 or fewer youth/young adults). The TIP
transition facilitators use core practices in their work with young people (e.g., rationales, social problem
solving, in-vivo teaching, prevention planning on high-risk behaviors), to facilitate youth making better
decisions, as well as improving their progress and outcomes (Clark et al., 2008, p. 2).
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Community-Based Model for Transition: The Transition to Independence Process (TIP)
The Partnerships for Youth Transition (PYT) was a SAMSHA-funded initiative involving five community
sites in Washington, Utah, Pennsylvania, Maine, and Minnesota. This program was designed to provide a
one-year period of transitional planning followed by three years of implementation, to examine the
progress and outcomes for youth and young adults transitioning from CAMHS to AMHS. The Transition to
Independence Process (TIP) was the model that was applied to prepare youth and young adults with
emotional and/or behavioural difficulties as they move into adult roles. This model privileges an
individualized process and engages youth in the planning process. Providing developmentally appropriate
services for youth between 14 and 25 is one of the cornerstones of the TIP framework.

“We’re discharging you and I had never heard that term before, I didn’t know what it was.
You’re in the middle of a crisis – you’re in the hospital- and because your birthday comes
when you’re in there they’ll wheel you away” – Youth in Transition, 20 years old
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OBJECTIVE 3: To engage policy leaders and key stakeholders in a discussion regarding
CAMHS/AMHS transitions in Ontario and report on their perspectives concerning
CAMHS.AMHS transitions in the province.

6.0: WHO OWNS THE TRANSITION PROBLEM IN
ONTARIO?
The available evidence indicates that a “blind spot” in dedicated care and funding for youth in transition
persists for two reasons. First, services required by youth in CAMHS/AMHS transition are spread across
numerous ministries and public agencies, meaning that no single agency is mandated to serve this
population. As a result, accountability is diluted across agencies (Davis, Fick, & Clark, 2000). Second,
there is a financial issue related to pressures experienced in the pediatric/adult split that amounts to
“funding jealousy” between service environments (e.g., Davis, 2003).
At present, the mental health care system in Ontario is composed of disparate entities. This inhibits
effective service integration and clearly affects youth in transition, who are often moving between mental
health systems. The Select Committee on Mental Health and Addictions (SCMHA) recently released the
final report, Navigating the Journey to Wellness: The Comprehensive Mental Health and Addictions Plan
for Ontarians (2010). One of the key recommendations made by the SCMHA was for the restructuring of
mental health care in Ontario to “ensure that a single body is responsible for designing, managing, and
coordinating the mental health and addictions system and that programs and services are delivered
consistently and comprehensively” (2010, p. 19). This type of shift would help eliminate service
boundaries and foster dialogue between care providers from both the CAMHS and AMHS systems.
Systems change is important, but in order to fully address the complexity of the transition dilemma,
training programs for mental health professions must also be targeted.
Many mental health professionals lack an understanding of the approaches of the professionals on the
opposite side of the split. In part, this is a result of current mental health training/educational programs
that emphasize a pediatric/adult split. The combined effect of a lack of accountability/communication and
insufficient training results in 1) service providers that feel unprepared or unable to provide adequate
mental health services for youth in transition; and 2) the development of a culture of mistrust between
pediatric and adult based providers (Sawyer et al., 1997; Davis, 2003; Blum et al., 1993; Singh et al.,
2010; Por et al., 2004). By collecting mental health services together under the umbrella of a single
organization, it may be possible to recognize that mental health is a lifespan journey, and to place
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emphasis on the shared importance of working collaboratively during the CAMHS/AMHS transition in an
effort to produce better long-term outcomes for youth.
The research evidence also suggests that the split between pediatric and adult mental health services is
perpetuated by funding animosity between pediatric- and adult-oriented systems of as well as hospitalbased versus community models of service. In the Canadian context, where mental health care systems
are chronically underfunded (Ramanow, 2002; Kirby Report, 2006), this split places youth in transition at
significant risk (Vostanis, 2005). In order for a CAMHS/AMHS transitional model to be applied in a public
service context, the literature unequivocally supports the use of core public funding (Muir et al., 2009).
This requires a significant shift in perspective and necessitates that the rigidity of funding boundaries be
reassessed for this population. Just as the responsibility for transitions needs to be shared between
CAMHS and AMHS along with hospitals and communities, so too, does the funding envelope.
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7.0: PROVINCIAL POLICY PERSPECTIVES
With the collaborative spirit of provincial contacts in Ontario, the research team was able to conduct a
meeting with a panel of policy officials occupying various roles up to the position of assistant deputy
minister from the provincial ministries of health, education, and child and youth services, as well as
training, colleges and universities in Ontario. The research evidence was presented and policy officials
provided their informed perspectives on transitions. Several key policy- and practice-level considerations
emerged from the discussion.

7.1. MENTAL HEALTH AS A MOVING TARGET
7.1.a: Acknowledging developmental needs and special populations
Most youth who make contact with the system are treated similarly despite their differing developmental
needs. This approach lacks a best fit for the client/patient that may result in care or treatment plans that
are not well-suited to the concerns of the youth or the families involved. The lack of fit between the needs
of the youth and the potential of the system is especially compromised during the CAMHS to AMHS
transition and represents a systemic weakness in the mental health system. Moreover, the enormous
philosophical shift between youth-serving and adult-serving organizations makes the co-occurring
transition period a particularly fragile time for youth navigating mental health transitions.

7.1.b: Transitional Planning
Concerns about delays in the planning of the CAMHS/AMHS transition and the lack of coordination
between youth-interfacing institutions including hospitals, colleges, universities, housing services, and
employment were identified. Improvements to transitional planning were highlighted at both the policy and
service levels. In particular, closer communication between transitional planning groups at the ministerial
level and a more proactive approach to planning were identified as desired goals.

7.1.c: Roles and Responsibilities
Roles and responsibilities in the transition are not always salient. The danger is that communication
concerns and role confusion often accumulate at the interface between CAMHS and AMHS. When this
occurs, youth transitioning from CAMHS to AMHS may be perceived as “a risk transfer rather than a
shared responsibility.” Of note, the panel composition was primarily CAMHS in orientation and concern
over the lack of representation of AMHS perspectives was expressed. In order to promote a shared care
approach, it will be necessary to engage AMHS perspectives as well.
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7.2: RISKS AND CONSEQUENCES OF POLICY IMPOSITION
There was a reluctance to mandate professional practice in youth mental health transitions. Indeed, the
work of Singh and colleagues (2010) supports the notion that simply advocating for a protocol structure
does not translate into a better system of care. However, some policy direction at the ministerial level was
identified as a desirable output of the current project. In order for policy recommendations to be useful for
policy leaders, stakeholders (service managers, care providers, youth, families) must be involved in the
process of generating recommendations, and empirical data and information about the best available
models in the field is required. The ministries need to 1) understand what the best practices for transitions
are; and 2) evaluate the financial incentives and disincentives in order to determine feasibility and course
of implementation before any action may be taken at a policy level.

7.3: MOVING MODELS INTO PRACTICE
7.3.a: Chronological versus developmental age
Concerns were expressed about the lack of flexibility in terms of funding youth in transition, given the
chronological age demarcations that currently act as barriers within the system. An acute awareness
about the impracticality of these types of arbitrary age restrictions was identified, and other programs and
community level agencies that recognize the importance of the developmental model of care were noted.
Applying developmental age as a context for the transition was discussed, and evidence from
international groups, particularly in Australia, was convincing enough to encourage thought about some
modification to the current system. Applying developmental age as a context for the transition appeared
to be valued target for future policy development in this area.

7.3.b: Funding and accountability
Some uncertainty exists related to how implementation of a transitional model might be funded. However,
a pilot project to help determine feasibility of the desired transitional model is considered the best first
step. For a transitional model to exist in the long term, it must be appropriately supported by outcome
data. A systematic evaluation, combined with interdisciplinary and cross-ministerial data convergence of
mental health-related outcomes, would be necessary and longitudinal outcomes must be tracked. This
level of information-sharing would challenge some of the current privacy laws in Canada and require
amendments to current legislation. However, this is a central part of moving healthcare forward in Canada
and would make Ontario a leader in this regard. Denmark has adopted a leadership role in this type of
information-sharing since 1968, with personal information being stored electronically in the Det Centrale
Personregister, permitting cross-ministerial data exchange.I It is possible to use this system as a model.
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7.4: HOW TO BEST SUPPORT STAKEHOLDERS
7.4.a: The rights and needs of youth
Despite the costly nature of crisis-driven reconnection in the system some youth desire a “fresh start” as
they move forward to AMHS. Discussions surrounding ongoing projects aimed at bridging connections
between education and healthcare to support young people who are transitioning have taken place and,
at the present time, policy leaders suggest that more information from youth is required to determine how
they can be best supported in their mental health journey. Eliciting this kind of feedback from youth
currently transitioning and from those who have recently transitioned was considered essential in
informing the selection of a transitional model for CAMHS/AMHS. This policy recommendation aligns with
targets discussed in the MHCC framework with regards to the development of a person-centred mental
health system. The MHCC framework notes the importance of the engagement and empowerment of
people with a lived experience of mental health problems. To improve transitions from CAMHS to AMHS,
youth with mental health concerns must be encouraged to “actively participate in all aspects of the
design, implementation and evaluation of a comprehensive, person-centred mental health system” (2009,
p.17).

7.4.b: Being accountable to the mental health strategies that are in place
Leaders suggested that using a model to help facilitate the CAMHS/AMHS transition would target key
policy-based goals, including 1) the development of a coordinated system of care with clearly delineated
service plans that are appropriate to the service user; 2) involving families in the process; and 3) reducing
stigma about mental health.

“You have to depend on yourself a whole lot more [when you enter AMHS] and that can be hard
when you’re young and you don’t have a lot of trust for yourself or faith in yourself.” – Youth in
Transition, 21 years old.
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OBJECTIVE 4: To collate information from the literature and policy perspectives in an effort
to generate recommendations for an appropriate model/approach to care for CAMHS/AMHS
in Ontario.

8.0: RECOMMENDATIONS, CONCLUSIONS, AND
FUTURE DIRECTIONS
SECTION 8.1: RECOMMENDATIONS
A list of policy and practice recommendations to support efficacious CAMHS/AMHS transitional pathways
has been compiled using evidence from the literature, best practice standards for transition, and the
perspectives of policy leaders in Ontario (see below):
Policy-Level Recommendations
1. The CAMHS/AMHS transitional model should reflect the policy goals for mental health in Canada and
Ontario.
2. Policy-makers would like to help shape clinical practice rather than impose standards. To make key
decisions about which transitional model might work best for CAMHS/AMHS transitions, policy leaders
need information about the best-supported models for CAMHS/AMHS transitions, as well as feedback
from stakeholders.
3. Policy-makers agree there needs to be increased flexibility related to the developmental age for youth
transitioning from CAMHS to AMHS. Accordingly, a more elastic approach to funding services is needed
for the funding of transition-age youth.
4. Longitudinal outcome data is required to evaluate future transitional programs/models of care.
Changes will need to be made to legislation in order to link ministerial data in an effort to support a
coordinated model of health care
5. Policy-makers require more information form youth to determine how to best serve transition-age youth
and prevent crisis-driven reconnection.
6. The CAMHS/AMHS transition could act as a model for reform in healthcare.
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Practice-Level Considerations
1. Developmental considerations should play a major role in helping to direct the transitional process for
youth.
2. Transitional planning needs to be initiated earlier in the process, and transitional care plans need to be
flexible to adapt to different service environments and the needs of the youth involved.
3. Transitional planning needs to be viewed as a shared responsibility rather than a risk transfer.
4. AMHS perspectives need to be engaged at both the policy and service levels in order to support a
successful model of transition for youth.
5. Families are important stakeholders and need to be engaged in the transition process while still
respecting the burgeoning autonomy of youth in transition.

8.1: MODEL SELECTION
The transitional models described in this report all provide a foundation for building a system of care that
is driven by the needs of youth and their families. The selection of an appropriate transitional framework
will depend largely on the context of the current service environment as well as the transitional goals of
policy leaders, care providers and service users in the region. In this region of Ontario, a shared
management model is being considered for recommendation as a framework for approaching youth
mental health transition. Depending on the service contexts, available resources, goals, and needs of
other regions, other transitional models discussed in this paper may be considered a better fit.
The shared management model has been applied (e.g., The LIFE Span) elsewhere in Canada and is
identified as a leading process in healthcare (Accreditation Canada, 2008). Applying the gold standard of
care from health focused transitional areas to mental health is a logical extension of the model. Although
this model requires a high level of stakeholder investment and necessitates that funds be secured to
provide for a transitions coordinator, the selected framework aligns with recent recommendations made
by the SCMHA of Ontario (2010) advocating for system navigators to support youth and families moving
between CAMHS and AMHS systems of care.
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As the work of Singh and colleagues (2010) has demonstrated, establishing protocols to inform service
delivery, although fiscally responsible, does not ensure continuity of care or collaboration during the
CAMHS/AMHS transition. The failure of the protocol structure was largely due to a policy-practice gap
resulting from policy imposition. However, the protocol structure is still considered important since it
provides policy leaders and care providers with a map to facilitate how care will be directed. When
applied as intended, the protocol structure can engender a sense of responsibility within the system.
Perhaps one way to close the practice-policy gap is to elicit youth, family, and caregiver feedback to help
generate protocols and tools that may be more specific to the needs of stakeholders in particular regions
and which could be used to help direct service. The shared management framework often supports that
use of “tools” that are intended to act as treatment plans and protocols adapted for the individual service
user. The adaptation of youth-, family-, and careprovider- driven tools/protocols for service users in the
mental health sector should be carefully considered as an important adaptation to the shared
management framework for CAMHS/AMHS. The protocol framework could be used as an adjunct to the
shared management model in this region.
Although the headspace program provides the most comprehensive care to youth in transition, the public
health care context cannot currently support this type of transitional model of care since the funding
model is not appropriate. Despite this, the headspace program has been extremely effective in bridging
primary and community-based care, and this level of collaboration is an important target for
CAMHS/AMHS transitions in Ontario (SCMHA, 2010). Although the shared management framework
considers the bridge between primary and community care, further collaboration through the transition
teams is considered especially important in the context of mental health (Haggerty et al., 2003). Involving
community partners as part of the transition team will be a necessary adaptation to ensure that the
shared management framework is applied successfully. The importance of including community providers
in models of care is supported by outcome data from SAMHSA’s community care program.

SECTION 8.2 FUTURE DIRECTIONS
In order to ensure that the shared management model will be a good fit for all stakeholders involved in the
CAMHS/AMHS transition, more research is needed. Our group is currently in the process of conducting a
research project involving surveys and focus groups of youth, parents, and mental health providers.
Combining the literature scan and policy perspectives collated in this document, combined with the views
of stakeholders that are directly involved in CAMHS/AMHS, will inform the selection of the framework and
any adaptations that may be required to promote effective transitions.
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A future initiative is envisioned for this project and would consist of an applied component. Combining the
best practice recommendations emerging from this literature scan with the perspectives of stakeholders
involved in the CAMHS/AMHS would inform a shared management framework for CAMHS/AMHS. The
next phase would be implementation of this framework in a pilot study to assess the efficacy of a
partnership program for transitions in youth mental health. A group of professionals bridging expertise in
community and primary mental healthcare would be assembled and these people would act
collaboratively as a transition team. The composition of the group should include a transitions coordinator,
a psychiatrist, a psychologist, a community mental health worker, and a social worker. Apart from the
coordinator position, all other professionals attached to the project would be working in kind.
The primary goal of this project would be to facilitate the successful transition of youth between
institutional and community agencies by applying the knowledge gleaned from study phases 1 and
2. Objectives of the third phase include 1) identifying a group of youth to transition; 2) providing didactic
counseling for the youth and parents; 3) facilitating the transition; and 4) ensuring that the transition was
successful for the stakeholders involved (youth, families, service providers, and community). Focus
groups of parents, youth, and providers would be conducted at the end of the pilot to help evaluate
outcomes and identify strengths and limitations of the community program. Results from this pilot study
would be used to guide the development of the permanent transition teams in mental health – a first in
Canada.
Establishing this kind of team transition program would be a first in Canadian mental health and would fit
the model of service proposed by the MHCC (2009) by helping “ to break down silos within the mental
health and health care systems and to coordinate efforts with people working in areas that are not usually
thought to be part of the mental health system such as broader primary health care services, schools, and
workplaces” in an effort to provide youth in transition with a better standard of care. The proposed
transition program is informed by best practice guidelines, empirical research in the field, and stakeholder
contributions that, if implemented, may help establish a better standard of mental health care. If
successful, this framework could hold enormous potential to act as the launching point for future program
development in the area of youth mental health transitions. Such an event would undoubtedly position
Canada as an international leader in mental health care for young people and their families.
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