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„emerging adulthood“
It is not easy to acquire adulthood …

„The most widely-endorsed criteria for
adulthood were
• accepting responsibility for one's self,
• making independent decisions and
• becoming financially independent”
(Arnett & Padilla-Walker 2015)

Adolescence is a process …
defined as:
• The period following the onset of puberty during which a
young person develops from a child into an adult (The
Oxford Dictionary).
• Changes (Fegert & Freyberger 2017, Remschmidt 2013; Konrad 2013):
 age of criminal responsiblity, legal age,
end of applicability of juvenile law
 new cognitive skills (abstract reasoning)
 ability of introspection
 ethical values and norms
 internalisation of gained knowledgde
 to cope with developmental tasks
 maturation of brain structures at a different speed („emotions vs.
control“)
 starting phase of major psychiatric disorders

Definition and Development
• Time span for the transition from childhood to adulthood reaches from age
15-16 to 24-26; however, some authors do not state a fixed age
• physical development processes, social and individual changes:
• School education completed, vocational training or studies, transition to
working life
• Separation from parents, sometimes also marriage and first children
• “Emerging Adulthood”(Arnett): late teenage years throughout the twenties:
age 18-25
• Relative independence from social roles and normative life expectancies
• Frequent changes, few normative criteria
• Culture-specific: especially in post-industrial and highly industrialized
countries: Career entry requires higher level of education, higher life
expectancy
Wilens TE, Rosenbaum JF. Transitional aged youth. A new frontier in child and adolescent psychiatry. J Am Acad Child Adolesc
Psychiatry. 2013; 52: 887-890.
Arnett JJ. Emerging adulthood. Am Psychol. 2000; 55:469-480.

Neuro - Development
• Brain volume max: women ~ 10,5 years, men ~ 14,5 years.
• Mass of white matter; Volume of grey matter: inverted U-curve,
• Volume of white matter max: third decade of life (8,9).
• Synaptic pruning: during childhood and especially in adolescence

Paus T, Keshavan M, Giedd JN. Why do many psychiatric
disorders emerge during adolescence? Nat Rev. 2008; 9: 947-957.
Jones PB. Adult mental health disorders and their age at onset. Br
J Psychiatry. 2013; 202: s5-s10.
Giedd JN, Lalonde FM, Celano MJ, White SL, Wallace GL, Lee
NR, Lenroot RK. Anatomical brain magnetic resonance imaging of
typically developing children and adolescents. J Am Acad Child
Adolesc Psychiatry. 2009; 48: 465-470.

Hypothesis of developmental mismatch in
structural brain maturation
• Different maturation times of subcortical regions (Amygdala; N. Acc.) and
prefrontal cortex: missing balance
• Risk behaviour and sensation-seeking in adolescents
• Longitudinal study (n=33): late childhood, adolescence and early
adulthood (7-30a): distinctly different maturation processes
• Volume of grey matter Amygdala approx. 7 %  until adulthood
• Volume of grey matter N. Acc. approx. 7 % 
• Volume of grey matter PFC approx. 17 % 
• Earlier maturation of the Amygdala
Mills KL, Goddings AL, Clasen LS, Giedd JN,
Blakemore SJ. The developmental mismatch in
structural brain maturation during adolescence.
Dev Neurosci. 2014; 36: 147-160.

Adolescence according to Dahl 2001
“Starting of an engine by an unskilled Driver“

Developmental issues during
transition form adolescence to adulthood
Beginning detachment from parents
 Parents become advisers, at the same time some topics become taboo
(e.g. Talking about sexuality)
Studies in developmental psychology suggest :
later independance of young people in Europe
Orientation…
… towards peers in the identity development
 Friendships become more important („My Friends are actually the most important thing for
me“
… at rules, boundaries and structures
 Scaffolding (e.g. desire for structure) and limitations (e.g. transgression of boundaries) in
the areas of education, media, family and friends)
… towards strategies of selfpresentation
 „child-self“, „adolescent-self“ and „adult-self“

Psychiatric disorders – onset age
(Jones 2013)
Around 50% of all psychiatric disorders have their onset
during puberty, are manifest at the age of 14 years, almost
all at the age of 24.
• treatment delays (e.g. anxiety, depressive disorders)
• development steps delayed (probably)

Onset of Mental Disorders
• National Comorbidity Survey Replication: At age 14 most mental disorders appear first
• 50% of all mental disorders of the life span appear first up to the age of 14
• 75 % of new cases of mental disorder appear up to the age of 25
• Median of the onset for different syndrom patterns at different points in time (interquartile
distances first manifestation (25th-75th percentile)
• Anxiety disorders: 11 years (6-21)
• Impulse-control disorders: 11 years (7-15)
• Substance-use disorders: 20 years (18-27)
• Affective disorders: 30 years (18-43)
• First manifestation of mental illness:
• Impulse-control disorders: Age 7 to 15
• Substance-use disorders: Age 18 and 27

Paus T, Keshavan M, Giedd JN. Why do many psychiatric disorders emerge during adolescence? Nat Rev. 2008; 9: 947-957.
Jones PB. Adult mental health disorders and their age at onset. Br J Psychiatry. 2013; 202: s5-s10.
McGorry PD, Purcell R, Goldstone S, Amminger GP. Age of onset and timing of treatment for mental and substance use disorders.
Curr Opin Psychiatry. 2011; 24: 301-306.

Early recognition of subsyndromal conditions
• 12M-Follow-up (N = 243, female: 64 %; mAge: 18
years at inclusion (15-25 years, SD: 3): every 3 months
• Subsyndromal manifestation of a potentially severe
mental illness (affective unipolar or bipolar disorder or
psychotic disorder)
• First symptoms appeared on average at age 13
• Transition from sub - syndromal presentation to
major mental disorders: 17%
• Symptoms turn into disorder more often when :
• Not in vocational training or school education (NEET:
not in Education, Employment or Training; OR: 5,19)
• Female participants (OR sex: 0.09)
• More negative psychological symptoms (such as
social withdrawal) (OR: 1.75)

Cross SPM, Scott J, Hickie IB. Predicting early transition from sub-syndromal presentations to major mental disorders. B J Psych Open.
2017; 3: 223-227.

Normal and abnormal behaviors
in the transition phase
Crisis

Normal

Drug abuse for selfregulation and
organiser of idendity

Occasional experiments with drugs or
alcohol with peers

(Transient) promiscous sexual
relationships, sexual offensive
behavior

Experimental sexual behaviours with peers,
feelings of shyness and unsecurity in
relationship with others

Transient school refusal or loss of
interest in activities in or outside of
school

Little fluctuation of interests

Hatred towards parents and rejction of
fundamental social values and rules

Arguments about music, fashion and leisure
activities

Chaotic thinking, suicidal thoughts

Challenging rules via exaggerated
behaviour

Age of majority: legal and structural framework of care

The age of 18
• Over the last 30-40 years the threshold for reaching the age of majority has been lowered
from 21 (or 20) to 18 years in German-speaking countries.
• Age of criminal responsibility: 14 years (A, D); 10 years (CH)
• Criminal law (A, D): 18-20 or 21-year-olds can be treated as young adults or adolescents
• Transition between child & adolescent psychiatry and adult psychiatry care systems
• Change of legal situation (right of co-determination of guardians, personal responsibility)
• “Cultural“ differences between the areas of child & adoslescent psychiatry and adult
psychiatry
• Adult Psychiatry: individual clinical picture of the patient; Child & Adolescent Psychiatry:
greater emphasis on family relationships, social experiences and development processes
• Mental illness: Delay in individual or emotional development
Structural requirements
Mayr M, Kapusta ND, Plener PL, Pollak E, Schulze U, Freyberger HJ, Fegert J.M.
Transitionspsychiatrie der Adoleszenz und des jungen Erwachsenenalters. Z
Psychiatr Psychol Psychother. 2015; 63: 155-163.

Development leaps in
mental disorders
Ideal development

Current system of psychiatric
care without consideration of
developmental maturity

Two groups of specialists need to develop a
common understanding and language

Structural demands vs.
ideal development

Individual development

Common basis important for provision of care
adapted to the individual differences in development

Real maturation
Structural requirements
Development leaps in mental disorders
Ideal development

Actual development in the context of psychiatric illnessess:
it is important to consider illness specific components in the
history, recovery and development of mental illness

Barriers in transition process
and transition gap in mental disorders

Everybody talks about it: as transition to the adult care
system is partially rather well established in (somatic)
medicine, it is still the exception rather than the rule
concerning psychiatry.

Die Transitionslücke

Lindgren et al., 2014

Barriers at the transition
between Mental Health Services
• Differences in the historical development of services and their
separation
• Different perspectives on mental health (e.g. developmental
vs. categorical; custodial vs. protective)
• Diagnostic uncertainty with changing phenomenology of
psychiatric presentations, e.g. borderline, addiction, eating
disorders
• Different support systems
(Social/educational services vs. Rehabilitation services) with
different funding sources
• Availability of transitional options
• Lack of „common language“ and conceptional desintegration
• Lack of connection between physical and mental health services

Current state of research
Topic has not received much attention in basic and clinical research
(nationally and internationally)
High risk group: Young people in transition (16-25 y) with pychiatric
disorders have:
• Lower educational and occupational levels
• Higher rates of poverty
• Higher rates of unplanned pregnancies
• Higher rates of substance use
• Higher rates of homelessness and contact with criminal systems
• Higher than chance frequency of parents with mental illness
During the transition phase many young people drop out of the mental
health services and end up in supported living or within the forensic
psychiatric system. In AMH the in-patient or day-care psychiatric
treatments are often less successful, than in other age groups

Health Care Models
• Review by Reale und Bonati: 33 studies on transition psychiatry
• Use of assistance for the mentally ill between the ages of 18 and 19 only
half as high as the rate of use between the ages of 16 and 17
• Transition problems: care for young people with intellectual disabilities:
>50% no specific transition plan, a quarter satisfied with treatment in the
transition phase; only few offers for adults
• Externalizing disorders: Difficulties in transition:
• Key components of good transition from the young patients‘ perspective:
• At least one transition-planning meeting with both the child and adult clinicians
• Continuity in the therapeutic relationship with their CAMHS keyworkers before,
during, and after the transition
• Limited waiting time to initiation of treatment at the adult service
• Communication between services
• Flexibility concerning transition-age thresholds
Reale L, Bonati M. Mental disorders and transition to adult mental health services:
a scoping review. Europ Psychiatry. 2015; 30: 932-942.

Effetiveness of Interventions targeting
transition between child and adult services
for chronic psychiatric disorders
Systematic review of 10 studies
Intervention

Strategies

Patient

Illness realated
information giving
Skills-Training

Delivered in individual or group
settings, printed material, web-based
information
Internet or one-to-one;

Treatment

care-coordinator during Administrative support only or more
conprehensive support
transition

Service

Joint clinical service

Presence of representatives of both
services

Separate ward for
young people

„out patient consultation model“

Telephone suppport
beyond working hours

Telephone consultation or reminder
calls for non-attended appointments

Crowley et al., 2011

Psychiatric disorders – almost
no continuity of care?
• Prospective population-based study in the USA
(Copeland et al. 2015):
• 1297 participants between 13 and 16 years (1993 and 2000) and 1273
young adults (1999 and 2010) – several surveys:
• During early adulthood, only 28,9% of the participants fulfilling DSM-IV
criteria received any treatment, whereas 50,9% of the adolescents did.
• Northitalian study on clinical and demographic factors linked to a
continuity of care (Stagi et al. 2015):
• Starting from 8239 adolescents who underwent treatment in Child and
Adolescent Psychiatry, 821 (19.4 %) moved to the adult system.
• Frequent diagnoses: schizophrenia, personality disorder, pervasive
developmental disorder.
• Further predictive factors: not to live in the parent’s house, psychiatric
inpatient treatment, medical treatment during the last 24 months.

Challenges of Transition: UK
Singh et al., 2010
• N=154: Transition from CAMHS zu AMHS (in GB):
More likely:
• Severe psychiatric disorder
• Medication
Less likely:
• Neurodevelopmental disorders
• Emotional and behavioral symptoms
• Developing personality disorder
• Optimal transition: (<5%): planning, exchange of information between
teams, paralell care during least 3 months of treatment after transition

Singh et al., 2010

Care Systems and Transition
• Transition: systematic, planned process, away from a child-centered to
an adult-oriented health care system
• “Transition is a lengthy and seamless process with a beginning, middle,
and end marked by joint responsibilities in multidimensional and
multidisciplinary work to ensure a way to enable and support young
patients continuing on into adult care.“
• 4 Ps: (Paul et al.)
• People: Adolescents/young adults in transition, as well as the
participating guardians or parents, caregivers, as well as physicians
• Process: Process of transition itself and its evaluation
• Paper: Informational resources and administrative support
• Place: Place where the transition can take place
Rosen DS, Blum RW, Britto M, Sawyer SM, Siegel DM. Transition to adult health care for adolescents and young adults with chronic
conditions. J Adolesc Health. 2003; 33: 309-311.
Reale L, Bonati M. Mental disorders and transition to adult mental health services: a scoping review. Europ Psychiatry. 2015;
30: 932-942.
Paul M, Ford T, Kramer T, Islam Z, Harley K, Singh SP. Transfers and transitions between child and adult mental health services. Br J
Psychiatry. 2013; 54: 36-40.

Systematic review of the effectiveness of transition in
health systems: six studies analyzed

•

Barriers in the transition process

• Logistical (costs, system communication), organizational (incentives) factors
• Cultural and clinical governance issues (clinical responsibility) which resulted in a lack of
communication and collaboration between the systems of child and adolescent psychiatry
and adult psychiatry
• Lack of experience working with the other mental health system
• Differences in beliefs, approaches, attitudes and last but not least language
• Child and adolescent psychiatry: more proactive, family-oriented, inclusive and holistic
• Adult psychiatry: exclusively focused on the individual and how s/he deals with the illness
• Factors that facilitate transition:
• Transition-related meetings between caseworkers, youth and parents
• “Wrap around“ process: medical issues, school and work topics.
• Training opportunities
• Transition facilitators: between the systems of child and adolescent psychiatry and adult
psychiatry: provide a forum for these concerns: Case manager: improved level of life
functioning, reduced risk of homelessness and increased chances of employment
Embrett MG, Randall GE, Longo CJ, Nguyen T, Mulvale G. Effectiveness of health system services and programs for
youth to adult transitions in mental health care: a systematic review of academic literature. Adm Policy Ment Health.
2016; 43: 259-269.

Nguyen T, et al. 2017

Review necessary factors for a successful transition process:
• Youth and their families must be actively engaged in every step of
the transition process.
• Services must be tailored to developmental needs and personal
goals.
• Young people must also be assisted in dealing with other areas of
life: Education, social security, housing supports, rehabilitation

Nguyen T, Embrett MG, Barr NG, Mulvale GM, Vania DK, Randall GE, DiRezze B. Preventing youth from
falling through the cracks between child/adolescent and adult mental health services: a systematic review
of model care. Community Ment Health J. 2017; 53: 375-382.

Pre‐,peri‐ and post‐ transition
Review of qualitative studies (n=40) on adolescents transition phase
Transition phase

Recommendations

Pre‐Transition
(Child and Adolescent Psychiatry)

 CAMHS clinician qualities (ex. tenacity, flexibility,
instilling hope, providing support and
reassurance, non‐judgmental, good listener)
 Preparation (ex. early notification of transition to
AMHS)
 Youth involvement in transition planning

Peri‐Transition
(Child and Adolescent Psychiatry,
Adult Psychiatry)

 Individualized care plans geared towards youth
goals of functioning
 Increased autonomy in decision‐making
 Community supports and primary care physicians
who provide “scaffolding” across the transition
from CAMHS to AMHS
 Gradual and flexible timing of transition
 Care continuity (ex. “Joint working” or “Parallel
Care”between CAMHS and AMHS)
 Relational care continuity to reduce fear of
losing relationships with pre‐transition staff
and to promote comfort with AMHS
 System‐level continuity to reduce gaps

Post‐Transition
(Adult Psychiatry)

o
o
o
o

Staff support and practical structure
Autonomy in treatment decisions
Choice about parental involvement
Physical care environments geared toward young
adults
o Informational continuity (ie. sharing of clinical
information between CAMHS and AMHS)

Broad KL, Sandhu VK, Sunderji N, Charach A. Youth experiences of transition from child mental health services: a
qualitative thematic synthesis. BMC Psychiatry. 2017; 17: 380.

Broad KL, Sandhu VK, Sunderji N, Charach A. Youth
experiences of transition from child mental health services:
a qualitative thematic synthesis. BMC Psychiatry. 2017; 17:
380.

Transition phase

Pre-Transition
(Child and Adolescent
Psychiatry)

Recommendations

•

CAMHS clinician qualities (ex. tenacity, flexibility, instilling
hope, providing support and reassurance, non-judgmental,
good listener)

•

Preparation (ex. early notification of transition to AMHS)

•

Youth involvement in transition planning

Broad KL, Sandhu VK, Sunderji N, Charach A. Youth
experiences of transition from child mental health services:
a qualitative thematic synthesis. BMC Psychiatry. 2017; 17:
380.
Transition phase

Recommendations

Peri-Transition
(Child and Adolescent
Psychiatry,
Adult Psychiatry)



Individualized care plans geared towards youth
goals of functioning



Increased autonomy in decision-making



Community supports and primary care physicians
who provide “scaffolding” across the transition
from CAMHS to AMHS



Gradual and flexible timing of transition



Care continuity (ex. “Joint working” or “Parallel
Care”between CAMHS and AMHS)

o Relational care continuity to reduce fear of losing
relationships with pre-transition staff and to
promote comfort with AMHS
o System-level continuity to reduce gaps

Broad KL, Sandhu VK, Sunderji N, Charach A. Youth
experiences of transition from child mental health
services: a qualitative thematic synthesis. BMC
Psychiatry. 2017; 17: 380.
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Recommendations

Post-Transition
(Adult Psychiatry)



Staff support and practical structure



Autonomy in treatment decisions



Choice about parental involvement



Physical care environments geared toward young
adults



Informational continuity (ie. sharing of clinical
information between CAMHS and AMHS)

Transition in
German-speaking countries
• Analysis of hospital treatment data of 15-25-year olds (2003-2012)
• Overall: significant increase in in-patient treatments (F-diagnoses)
• No significant increase in F0 (organic, including symptomatic, mental disorders) and F5 (behavioral
syndromes associated with physiological disturbances and physiological factors)
• Decrease: F2 (schizophrenia, schizotypal and delusional disorders).
• F5, F8 and F9: significantly more frequently in-patient treatment in 15-<20-year-olds
• Survey with employees of the health care system in Austria (N = 86):
• Transition system: 98.8% "unfavourable", 16%: expressed at the workplace: a well-planned and
regulated procedure.
• Child and Adolescent Psychiatry 85 %: transition from child and adolescent psychiatry to adult
psychiatric treatment was poorly or soemwhat poorly tolerated by patients: Adult Psychiatry: 61 %.
• Child and Adolescent Psychiatry : more frequently confronted with transition issues (17-24 times per
year)
• Complication: 63% of the Adult Psychiatry patients: insufficient information: unnecessary repetition of
diagnostic and therapeutic measures led to inadequate information.
Plener PL, Groschwitz RC, Franke C, Fegert JM, Freyberger HJ. Die stationäre psychiatrische Versorgung Adoleszenter in Deutschland. Z Psychiatr
Psychol Psyychother. 2015; 63: 181-186.
Pollak E, Kapusta ND, Diehm R, Plener PL, Skala K. Tranistions- und Adoleszenzpsychiatrie in Österreich: eine Pilotuntersuchung zur Sicht von
Expert(innen). Z Kinder Jugendpsychiatr Psychother. Epub 2017; doi: https://doi.org/10.1024/1422-4917/a000559.

EU milestone project

MILESTONE – Managing the Link and Strengthening
Transition from Child to Adult Mental Health Care –
European research project

•

Assessing the state of transitions from CAMH to AMH within
Europe

Projektcoordinator:
Prof. Swaran Singh
(University of Warwick, U.K.)

•

Consideration of ethical aspects

•

Development of tools for asssessming and quantifying the
need for care during transition
Purpose of study= Results will form basis for development
of costeffective models for transition

Duration: 5 years (until
31.01.2019)

•

Dissemination: communication with service users, relatives,
service providers, politicians

•

Teaching: Integration of new knowlege into specialist training

Cooperation with:
UK, Netherlands, Croatia,
Irland, Italy, Belgium, France,
Germany
(http://milestonetransitionstudy.eu/de)

The research leading to these results has received funding from the European Community‘s
Seventh Framework Programme (FP7/2007– 2013) under grant agreement n° 602442

The MILESTONE project
•Coordination: University of Warwick, Prof. Swaran Singh
•Start: February 2014
•Time span: 5 years

This project has received funding from the European Union's Seventh Framework Program for
research, technological development and demonstration under grant agreement no 602442

MILESTONE – Managing the Link and Strengthening
Transition from Child to Adult Mental Health Care

• Participants: N =1000
• Intervention: 200, Controllgroup: 800 young people
• Questionnaires: TRaM und TrOM:
Readiness for transition, actual process of transition
• Data collection: Baseline + 3 Follow-up appointments over 27 months with
young people, parents und care providers
• Comparison between groups with and without transtion to AMH, as well
as supported transition und TAU
• Current mental state and physical health, quality of life
The research leading to these results has received funding from the European
Community‘s
Seventh Framework Programme (FP7/2007– 2013) under grant agreement
n° 602442

Development of (measurement)
instruments TRANSITION
TRAM (Transition Readiness and
Appropriateness Measures)
 Evaluation of the need for transition: on
the basis of different risk and protective
factors the clinician can estimate the
need for transition and help the young
person direct to further caregiving
 Result: no further psychiatric care
necessary or a low, moderate, or high
care need

TROM (Transition Outcome Measures)
 Evaluation of the outcomes of transition:
to measure the quality of transition and to
register the evolution of the young people in
this phase of life.

Risk & protective factors
- Psychiatric problems
- Suicide
- Care trajectory
- Place of living/ residence
- Hospitalisation: residential and crisis
- Risky behaviour
- Addiction problems
- Justice problems
- Autonomy of the patient
- Self-care, knowledge of disease
- Knowledge of care landscape
- Care continuity – care withdrawal
- Social embedding
Assessment among patients, parents
(or informal caregivers) and clinicians.

This project has received funding from the European Union's Seventh Framework Program for research, technological
development and demonstration under grant agreement no 602442

Aims of the Study
•To validate TRAM and TROM
•To study ‘transition’ processes
• Outcome on psychiatric level but also on the level of different
life areas
• During 27 months
• To detect important predictive risk and protective factors
• Cohort of 1,000 adolescents in Europe
– we were able to include 1146 participants!
•
•

200 young people = « intervention » arm
800 young people = « control» arm

Longitudinal cohort study
Case‐control study

This project has received funding from the European Union's Seventh Framework Programme
for research, technological development and demonstration under grant agreement no 602442

*
*

* Due to a prolongation of the recruitment phase, reduction to 24 months
This project has received funding from the European Union's Seventh Framework Programme
for research, technological development and demonstration under grant agreement no 602442

MILESTONE – Managing the Link and
Strengthening Transition from Child to Adult
Mental Health Care – in Europa

* Overall objective should be a flexible
system of care, which doesn‘t stick to
rigid age boundaries, but rather is
oriented to the individual needs of the
young people
The research leading to these results has received
funding from the European Community‘s
Seventh Framework Programme (FP7/2007– 2013)
under grant agreement n° 602442

• Is the interface between
CAMHS and AMHS
everywhere a problematic one?
• Europe-wide, there are
different age boundaries –
between 16 and 21 years –
determined by capacities and
limitations of care
• public / private access
• enormous differences with
regard to the quality of care

To understand
and to improve transition
for patients
from CAMHS to AMHS
in different health systems *

Aims – goals (~ work packages):
TRANSITION MODEL
Pre-conditions transition
• Inventory national CAMHs/ AMHs
• Ethical dilemmas involving transition
• Training caregivers

Transition research
• Development of (measurement) instruments
regarding transition
• Longitudinal cohort study
• Case-control study
Development of guidelines - recommendations
• Clinical recommendations
• Ethical recommendations
• Training-related recommendations
• Cost-effectiveness
This project has received funding from the European Union's Seventh Framework Program for research,
technological development and demonstration under grant agreement no 602442

conclusion

Conclusion
• The transition from Child and Adolescent (CAMH) to Adult mental health (AMH) services represents a
challenge from many perspectives (theoretically,
legally, ethically and developmentally)
• Consideration needs to be given to the specific
needs of young people with mental health problems
between the ages of 16 to 25 including
interindividual variations in developmental processes
and environmental conditions
• The disruption in care caused by the transition
between services has far reaching consequences

Lacking continuity of care or:
Lost in transition or translation?
or “Talking a different language”
different philosophies
(systematic review, Mulvale et al. 2016)
• “Findings reveal consistent differences in care philosophies between
CAMHS (developmental approach, involving families and nurturing) and
AMHS (clinical/diagnosis-focus, emphasis on client autonomy and
individual responsibility)”.
cultural separation
(Mc Laren et al. 2013)
“A cultural divide appears to exist between CAMHS and AMHS,
characterized by different beliefs, attitudes, mutual misperceptions and a
lack of understanding of different service structures. This is exacerbated
by working practices relating to communication and information transfer
which could impact negatively on transition, relational, informational and
cross boundary continuity of care”.

Advocacy and policy

Thank you for your attention
#Dazugehoeren
• „Dazugehören e.V.“
• Improve participation
• Integration and inclusion
• Against stigma and mobbing

„Ich stecke noch tief in meiner
Krankheit … Ich wollte zur Gruppe
dazugehören“

