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Abstract

Background

The transition from Child and Adolescent Mental Health Services (CAMHS)
to Adult Mental Health Services (AMHY) is a critical phase, often character-
ised by care discontinuities and high dropout rates. Approximately 45% of
CAMHS patients require ongoing care, but only a small proportion receive
further regular treatment, and only 4.4% experience an optimal transition,
which involves adequate planning, effective collaboration, and information
sharing between teams, as well as continuity of care after transfer. Key barri-
ers include rigid age limits, poor coordination and a lack of protocols. In 2018,
for example, only two out of 28 European countries reported having formal
guidelines in place. Similarly, a pilot study in Austria from 2018 demonstrat-
ed that 98.8% of the professionals rated the transition system as inadequate,
emphasising the necessity of standardised protocols, interprofessional collab-
oration, and legal regulations.

Methods

This project systematically analysed international models and policies of tran-
sitional psychiatry, focusing on structural organisation, key characteristics,
implementation approaches, and resource allocation. We carried out a multi-
step review to analyse international models and strategies. A structured doc-
ument search was undertaken to identify guidelines, frameworks, and policy
documents related to transitions in mental health. Quality appraisal was per-
formed using an adapted version of the AGREE II instrument. Data were ex-
tracted using a combined deductive-inductive framework and synthesised us-
ing narrative analysis. Furthermore, expert consultations were conducted to
provide additional information and to address missing data. Guiding start-
ing points for the further development of transitional psychiatry in Austria
were derived from the international findings, which were then validated and
contextualised in further national expert consultations.

Results

International models converge around several key principles: developmental-
ly appropriate and individualised transitions, collaborative planning across
sectors, flexible age limits, shared protocols, transition coordinators, and
structured follow-up. Person-centred approaches, including psychoeducation,
youth and parents/carers involvement, and digital tools, are emphasised to
promote autonomy and reduce disengagement. Effective governance requires
clearly defined roles, interdisciplinary cooperation and integrated documen-
tation. However, implementation is hindered by workforce shortages, restric-
tive eligibility criteria, and financing structures that do not support transi-
tional activities.

Reviewing indication-specific transition models reaffirmed the general prin-
ciples of high-quality transition and highlighted unique vulnerabilities and
structural barriers. These include limited capacity and expertise for adult
services for specific indications, misaligned eligibility criteria, reduced sup-
port intensity after transfer, the need to address stigma and medication ad-
herence, and the need for tailored psychoeducation and awareness-raising.
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Austrian experts identified additional structural barriers: limited workforce
capacity, fragmented reimbursement systems, and the absence of transition-
specific services in the national health services catalogue (Leistungskatalog).
Proposed solutions include interdisciplinary “transition boards,” dual regis-
tration systems, dedicated transition budgets, reform of training regulations,
and increased investment in research and evaluation.

Overall, both international and Austrian perspectives emphasise the need
to move from reactive, age-based transitions to proactive, structured, youth-
centred processes. Sustainable improvement will require systemic alignment
across clinical practice, education, funding and research.

Discussion

Despite the emerging consensus, systematic evaluations remain scarce, meth-
odological rigour is limited, and key issues such as sustainability, resources,
and cross-sectoral integration are insufficiently addressed. Divergences per-
sist regarding the timing and intensity of planning, the background of tran-
sition coordinators, and the organisation of services.

However, the results provide a basis for developing transitional psychiatry in
Austria to better meet the needs of young people and align with existing sys-
tem structures.

In Austria, transitional psychiatry is still in its early stages, with recent leg-
islative steps, such as raising the CAMHS age limit, constrained by staffing
and infrastructure deficits. Sustainable implementation will require dedicat-
ed resources, sectoral restructuring, workforce development, and robust eval-
uation of both health and psychosocial outcomes.

Conclusion

International models provide guidance, but there is no single universally ap-
plicable model. The findings provided in this report provide an evidence-
based foundation for further developments of Austria’s transitional psychia-
try, adapted to the local context.
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Zusammenfassung

Hintergrund und Projektziele

Der Ubergang von der Kinder- und Jugendpsychiatrie (KJP) zur Erwachse-
nenpsychiatrie (EP) ist eine sensible Phase, die hdufig durch Versorgungs-
unterbrechungen gekennzeichnet ist. Empirische Arbeiten deuten auf hohe
Abbruchquoten, ungedeckten Bedarf, unzureichende sektoriibergreifende Ko-
ordinierung und lange Wartezeiten hin. Obwohl etwa 45 % der KJP-Pa-
tient:innen eine weitere Behandlung in der EP bendtigen, ist der Ubergang
nur selten gut organisiert. Weniger als ein Drittel erhilt eine weitere regel-
maifBige Behandlung und nur 4,4 % erfahren eine optimale Transition mit an-
gemessener Planung, effektiver Zusammenarbeit und Informationsaustausch
zwischen Teams sowie Kontinuitdt der Behandlung nach dem Transfer. Zu
den Haupthindernissen gehoren starre Altersgrenzen (in der Regel 18 Jah-
re), ein Mangel an Transitionsprotokollen und Kommunikation zwischen den
Diensten sowie begrenzte personelle und strukturelle Ressourcen.

Eine randomisierte kontrollierte Studie (RCT) iiber die klinische Wirksam-
keit und Kosteneffizienz eines Managed-Transition-Modells in acht europa-
ischen Lindern im Rahmen des MILESTONE-Projekts konnte eine Verbes-
serung der Betreuungsqualitit aufzeigen. Es fehlen jedoch langfristige Daten
und allgemein anwendbare Erkenntnisse. AuBerdem hat das MILESTONE-
Projekt gezeigt, dass die Umsetzung von Transitionsstrategien uneinheitlich
ist. Eine Untersuchung von 28 Lindern ergab, dass im Jahr 2018 nur zwei
von ihnen — Ddnemark und das Vereinigte Konigreich — iiber nationale oder
regionale Leitlinien verfiigten. Ahnlich wurde in einer Pilotstudie in Oster-
reich aus dem Jahr 2018 aufgezeigt, dass 98,8 % der Fachleute die Transiti-
onsversorgung als unzureichend bewerteten. Dies unterstreicht den Bedarf an
standardisierten Strategien und Modellen.

Das Projektziel bestand darin, internationale Modelle und Strategien der
Transitionspsychiatrie systematisch hinsichtlich ihrer Unterschiede und Ge-
meinsamkeiten in Bezug auf ihre Merkmale, ihre strukturelle Organisation,
ihre Umsetzungsstrategien und ihre Ressourcenverteilung zu analysieren und
zu vergleichen. Dariiber hinaus sollten forderliche und hinderliche Faktoren
fiir eine erfolgreiche Implementierung und Umsetzung ermittelt werden. Auf
Basis dieser Analyse wurden erste Ankniipfungspunkte fiir die Weiterent-
wicklung der Transitionspsychiatrie in Osterreich abgeleitet.

Methoden

Zur Beantwortung der Forschungsfragen wurde ein mehrstufiges methodi-
sches Design angewendet, bestehend aus strukturierter manueller Literatur-
suche, Dokumentenanalyse und Expert:innenkonsultationen. Zur Identifizie-
rung von internationaler und nationaler Literatur wurde, neben dem Refe-
renzland Osterreich, in sieben ausgewihlten Lindern — Australien, Belgien,
Dénemark, Deutschland, den Niederlanden, der Schweiz und dem Vereinig-
ten Konigreich — eine strukturierte Literatursuche durchgefiihrt. Die Aus-
wahl der Liander erfolgte auf Basis eines hohen Human Development Index
(HDI = 0,926), einer strukturellen Ahnlichkeit mit dem Bismarck-orientier-
ten Gesundheitssystem Osterreichs oder einer Vorreiterposition im Hinblick
auf Strategien der Transitionspsychiatrie. Zusétzlich wurden internationale
Organisationen (WHO, OECD, UNICEF) einbezogen, um ldnderiibergrei-
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fende Leitlinien und Empfehlungen zu erfassen. Eingeschlossen wurden na-
tionale oder transnationale Dokumente (z. B. Strategiepapiere, Versorgungs-
modelle, Leitlinien) zur Transition von der KJP in die EP. Die Dokumente
mussten durch staatliche oder gesundheitsbezogene Institutionen veroffent-
licht worden sein und in deutscher oder englischer Sprache verfligbar sein
oder maschinell iibersetzt werden konnen. Zusétzlich mussten sich aus den
Dokumenten relevante Charakteristika der Transition extrahieren lassen. Die
Recherche erfolgte mittels strukturierter Suchsyntax.

Fiir die Analyse internationaler Modelle wurden insgesamt 98 relevante Do-
kumente identifiziert. Die auf Basis vorab definierter Ein- und Ausschluss-
kriterien 13 final eingeschlossenen Dokumente wurden mithilfe eines vorde-
finierten Kategoriensystems auf standardisierte Weise extrahiert. Die Extrak-
tion wurde von einer Reviewerin vorgenommen und von einer zweiten Re-
viewerin Uberpriift. Die Datenanalyse erfolgte nach einem induktiv-deduk-
tiven Prinzip, wobei vordefinierte Kategorien mit neuen, inhaltlich emergen-
ten Themen kombiniert wurden. Die Ergebnisse wurden narrativ zusammen-
gefasst und durch vergleichende Tabellen und grafische Visualisierungen er-
ginzt.

Fiir krankheitsspezifische Versorgungskonzepte wurden nur jene psychiatri-
schen Erkrankungen fiir die Literatursuche beriicksichtigt, die mindestens
zwei der folgenden Kriterien erfiillten: hohes Drop-out-Risiko oder geringe
Uberweisungswahrscheinlichkeit an die EP sowie hohe Privalenz im Jugend-
alter und typischer Erkrankungsbeginn in der Adoleszenz. Dadurch ergab
sich ein Einschluss von ADHS, Angststorungen, Depressionen, Essstorungen,
Substanzmissbrauchsstorungen und Verhaltensstérungen. Von 26 identifizier-
ten Dokumenten wurden sieben final eingeschlossen. Allerdings wurde bei
der Literaturrecherche nur fiir drei der sechs Indikationsgruppen geeignete
Evidenz zum Thema Transition gefunden.

Erginzend wurden neun internationale Expert:innen aus sechs Lindern kon-
sultiert, um zentrale Inhalte zu ergidnzen und Datenliicken zu schlieBen.

Eine strukturierte Qualititsbewertung aller eingeschlossenen Dokumente
wurde anhand einer adaptierten Version des AGREE-II-Instruments durch-
gefiihrt.

Fiir den anschliefenden Osterreich-Fokus war ein formaler Modellvergleich
aufgrund des Fehlens eines nationalen Rahmenplans nicht moglich. Statt-
dessen wurden auf Basis der internationalen Evidenz mogliche Ausgangs-
punkte fiir Osterreich zur Weiterentwicklung der Transitionspsychiatrie ab-
geleitet. Zur Validierung und Kontextualisierung der Ergebnisse wurden ins-
gesamt vier nationale Expert:innen konsultiert.

Resultate

Epidemiologische Daten verdeutlichen die erhebliche psychische Belastung
von Jugendlichen. Laut GBD-Studie 2019 leiden etwa 14 % der 15- bis 19-
Jahrigen an mindestens einer diagnostizierbaren psychischen Stérung, wih-
rend die osterreichische MHAT-Studie 2017 eine Punkt- und Lebenszeitpra-
valenz von 23,93 % bzw. 35,82 % fiir jegliche psychiatrische Storung aufzeig-
te. Diese Zahlen unterstreichen die dringende Notwendigkeit strukturierter
Transitionsprozesse.
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In der Praxis dominieren zwei Hauptmodelle: (1) Koordinationsmodelle, die
die Ubergabe zwischen der KJP und der EP stirken, und (2) jugendspezifi-
sche Dienste, die neue, altersgerechte Betreuung auflerhalb der traditionellen
Strukturen anbieten. Allerdings erfiillt kein Modell alle Bediirfnisse. Beide
Modelle erfordern eine mafigeschneiderte Umsetzung zusammen mit einer
systemischen Koordinierung und Bereitstellung von Ressourcen.

Internationale Leitlinien und Rahmenwerke spiegeln einen wachsenden Kon-
sens iiber die wichtigsten Merkmale einer wirksamen Transitionsversorgung
wider. Dazu gehoren die frithzeitige Erkennung des Transitionsbedarfs, ent-
wicklungsabhingige, flexible Altersgrenzen, sektoriibergreifende Koordinie-
rung, integrierte Betreuungplanung und Transitionskoordinator:innen sowie
strukturierte Protokolle, gemeinsame Dokumentation und partizipativ gestal-
tete Modelle. Durch die Integration von Primérversorgung, Schulen und ge-
meindenahen Unterstiitzungsangeboten kann sichergestellt werden, dass die
Transition iiber die klinischen Dienste hinaus in das breitere Umfeld der jun-
gen Menschen eingebettet ist.

Zu den Haupthindernissen fiir die strukturierte Umsetzung und Implemen-
tierung gehoren Personalmangel, isolierte Kooperationen, unflexible Alters-
grenzen sowie unzureichende Erwachsenendienste oder -kompetenzen fiir
bestimmte Indikationen.

Um die Nachhaltigkeit zu gewihrleisten, wird eine schrittweise Implemen-
tierungsstrategie empfohlen, die durch die Einbeziehung von allen Interessen-
gruppen unterstiitzt wird. Als entscheidende strukturelle Voraussetzungen
werden die rechtliche und finanzielle Harmonisierung sowie klar definierte
Zustindigkeiten und altersiibergreifende Qualifikationen genannt.

Evaluationen sollten die individuelle Ebene und die Dienstleistungs- und Sys-
temebene umfassen. Kombinierte qualitative und quantitative Ansétze, exter-
ne Evaluierungen und regelmifBige Feedbackschleifen unterstiitzen zudem
iterative Verbesserungen.

Die aus indikationsspezifischen Quellen gewonnenen Erkenntnisse untermau-
erten die allgemeinen Kernprinzipien einer qualitativ hochwertigen Transi-
tion, wobei sie insbesondere einen stirkeren Fokus auf Entstigmatisierung,
Sensibilisierung und Psychoedukation legen. Dariiber hinaus konnten gleich-
zeitig besondere Schwachstellen hervorgehoben werden. Dazu gehoren be-
grenzte Kapazititen und Fachkenntnisse fiir Erwachsenenangebote bei Auf-
merksamkeitsdefizit-/Hyperaktivititsstorung, Essstorungen und Substanzmiss-
brauch, uneinheitliche Aufnahmekriterien und eine geringere Unterstiitzungs-
intensitidt nach dem Transfer in die Erwachsenenversorgung.

Dariiber hinaus zeigen die Ergebnisse, dass die Transitionspsychiatrie in Os-
terreich sich noch in einem frithen Stadium der strategischen Entwicklung
und koordinierten Umsetzung befindet. Zwar gibt es Pilotprojekte und loka-
le Initiativen, doch es fehlt an einem umfassenden nationalen Rahmen.

Osterreichische Expert:innen stimmen den international anerkannten Grund-
satzen fiir eine effektive Transitionspsychiatrie grundsétzlich zu. Um die mit
unstrukturierten Transitionen verbundenen Risiken zu verringern, empfeh-
len Expert:innen eine friithzeitige Einbindung, Psychoedukation sowie ge-
meindenahe Dienste in Form von Tageskliniken. Zur Stirkung der Zusam-
menarbeit und der beruflichen Attraktivitit wurden interdisziplinire ,Tran-
sitionsboards” sowie gemeinsame akademische Ausbildungsprogramme vor-
geschlagen. Dariiber hinaus haben Expert:innen anhaltende Hindernisse fiir
die Umsetzung in Osterreich festgestellt. So kann die seit 2024 bestehende
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Moglichkeit KJP Patient:innen iiber das 18. Lebensjahr hinaus zu behandeln,
weitgehend aufgrund begrenzter personeller Ressourcen nicht umgesetzt wer-
den. Der Ubergang wird oft informell gehandhabt, mit fragmentierter Finan-
zierung sowie nicht erstattungsfihigen Transitionsaktivititen im Rahmen des
aktuellen Leistungskatalogs. Dariiber hinaus wurden eine nachhaltige Versor-
gungsforschung und eine gezielte Finanzierung, um die Evaluierung evidenz-
basierter Prozesse zu unterstiitzen, gefordert.

Diskussion

International lassen sich zwei Hauptmodelle fir den Ubergang unterschei-
den und die Resultate zeigen eine Reihe von wiederkehrenden Prinzipien fiir
eine qualitativ hochwertige Transition. Diese Prinzipien stehen im Einklang
mit internationalen Rahmenwerken. Zudem wurden krankheitsspezifische
Hindernisse, wie z. B. begrenzte Fachkenntnisse der Erwachsenenbetreuung
in Bezug auf Aufmerksamkeitsdefizit-/Hyperaktivititsstorung, Ess- und Sub-
stanzmissbrauchsstorungen sowie anhaltende Stigmatisierung und nicht an-
einander angepasste Zugangskriterien aufgedeckt.

In den Ergebnissen wurden Evaluierung, Nachhaltigkeit der Ressourcen und
Implementierung nur selten thematisiert. AuBBerdem gab es Diskrepanzen,
vor allem in den Bereichen Zeitpunkt und Intensitit der Ubergangsplanung,
Hintergrund der Transitionskoordinator:innen sowie strukturelle Organisa-
tion der Dienste.

Die Qualititsbewertung ergab methodische Schwichen, und es gibt nur be-
grenzte systematische Evaluierungen und Langzeitdaten, sodass die Ergeb-
nisse eher als Anhaltspunkte, denn als streng evidenzbasierte Richtlinien zu
verstehen sind.

Die Ergebnisse bieten zusammengenommen eine Grundlage fiir Uberlegun-
gen, wie die Transitionspsychiatrie in Osterreich weiterentwickelt werden
konnte, um besser auf die Bediirfnisse junger Menschen und die bestehen-
den Systemstrukturen abgestimmt zu sein.

Die Transitionspsychiatrie in Osterreich ist noch in einem frithen Stadium
der strategischen Entwicklung und koordinierten Umsetzung. In Zukunft
sollte die Entwicklung einer nationalen Strategie kooperativ erfolgen und
Grundsitze der offentlichen Gesundheit wie Partizipation, Empowerment,
Privention, frithzeitige Intervention und Stigmatisierungsabbau einbeziehen.
Auch wenn die hier identifizierten Modelle als Grundlage fiir Osterreich die-
nen konnen, sind die Abstimmung mit bestehenden Rahmenwerken fiir die
Gesundheit von Kindern und Jugendlichen sowie die Anpassung an den Os-
terreichischen Kontext dennoch von entscheidender Bedeutung. Eine nach-
haltige Umsetzung erfordert eine sektorale Umstrukturierung, zweckgebun-
dene Finanzmittel, die Aus- und Weiterbildung von Fachkriften und eine in-
tensive Zusammenarbeit zwischen Gesundheits-, Bildungs- und Sozialdiens-
ten. Die kiirzlich erfolgte Anhebung der Altersgrenze fiir CAMHS iiber 18
Jahre hinaus ist ein wichtiger Schritt in die richtige Richtung, verdeutlicht
jedoch die Grenzen gesetzgeberischer Anderungen ohne ausreichende perso-
nelle und finanzielle Ressourcen.
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Um die gesundheitsokonomischen Argumente fiir strukturierte Transitions-
modelle zu untermauern, sind strenge Evaluierungen erforderlich, die lang-
fristige gesundheitliche und psychosoziale Ergebnisse beriicksichtigen. Dar-
iiber hinaus fehlen in Osterreich zuverlissige Daten dariiber, wie viele junge
Menschen direkt von problematischen Transitionen betroffen sind. Diese Lii-
cke zu schliefien ist fiir gezielte politische Mainahmen unerlésslich. Schlief3-
lich sollten kiinftige Forschungsarbeiten Transitionen innerhalb neu entste-
hender Versorgungsmodelle in Osterreich untersuchen, wie beispielsweise
Home Treatment. Dariiber hinaus wirft die Priorisierung in Osterreich digi-
taler und gemeindenaher Versorgung gegeniiber stationdrer Behandlung neue
Fragen fiir die Transitionspsychiatrie auf, wie beispielsweise die Unterstiit-
zung der Kontinuitit bei digitalen Konsultationen.

Limitationen

Bei der Interpretation der Ergebnisse dieses Berichts sollten mehrere metho-
dische und konzeptionelle Einschrinkungen beriicksichtigt werden. Die Li-
teraturrecherche war zwar umfangreich, aber nicht systematisch. Sie konzen-
trierte sich hauptsichlich auf graue Literatur, was das Risiko einer unvoll-
stindigen Suche erhoht. Die Datenverfiigbarkeit zwischen den ausgewihlten
Liandern war sehr unterschiedlich, was zu potenziellen Ungleichgewichten in
der vergleichenden Analyse fiithrte. Zudem wurden einige relevante Doku-
mente aufgrund ihres unspezifischen Fokus ausgeschlossen. Expert:innen-
konsultationen reprisentieren zudem moglicherweise nicht alle Perspektiven
vollstindig. AuBBerdem wurden in allen Lindern Liicken in der Dokumenta-
tion festgestellt, vor allem in den Bereichen Finanzierung, personelle Res-
sourcen und Evaluierung.

Schlussfolgerung

Zwar bieten internationale Modelle Leitprinzipien fiir die Transitionspsychi-
atrie, jedoch gibt es kein universal anwendbares Modell. Dennoch kénnen
die in diesem Bericht beschriebenen Best-Practice-Grundsitze als Evidenz-
basis fiir eine kontextspezifische Entwicklung der Transitionspsychiatrie her-
angezogen werden. Die Entwicklung einer nationalen Strategie, die in Rah-
menwerke fiir die psychische Gesundheit von Jugendlichen eingebettet ist
und durch spezielle Ressourcen unterstiitzt wird, wird von entscheidender
Bedeutung sein. Zu den groBten Herausforderungen in Osterreich gehéren
begrenzte Personalkapazititen, fragmentierte Strukturen und Finanzierung.
Die Ergebnisse sollen eine Wissensbasis darstellen und die strategische Pla-
nung fiir ein kohdrenteres, integratives und nachhaltiges System der psychi-
schen Transitionsversorgung fiir junge Menschen unterstiitzen.
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1 Introduction

1.1 Background

In adolescent development, the transition phase refers to the developmental
period between the ages of 15 and 25, thus marking the transition from child-
hood to young adulthood [1]. Adolescence and young adulthood represent
critical developmental periods, during which most psychopathologies occur
[2]. On one hand, massive changes are happening in the neuronal systems [3].
On the other hand, the transition phase is usually characterised by important
life changes for young people (YP), such as those related to education, rela-
tionships and life circumstances [4]. In fact, mental health accounts for 45%
of the total burden of disease in people aged ten to 24 and is the leading cause
of disability in this age group [5]. Epidemiological data consistently demon-
strate high prevalence rates of depression, anxiety disorders, attention deficit
hyperactivity disorders (ADHD), and substance use disorders (SUD) in this
age group [6, 7].

The transition in healthcare is described as a ‘multifaceted, active process
that attends to the medical, psychosocial, and educational/vocational needs of
adolescents as they move from the child-focused to the adult-focused health-
care system’ [8]. This definition was originally formulated for pediatric chron-
ic somatic care and later applied by analogy to transitions from child and
adolescent to adult mental health care services. The understanding of transi-
tions in healthcare has evolved from a narrow focus on administrative hand-
overs between paediatric and adult services to a broader developmental pro-
cess, with emphasis on preparing and empowering YP and shared responsi-
bility between paediatric and adult teams [9]. It is important to distinguish
between transfer, which refers to the moment when a young person moves
into adult care, and transition, which encompasses the entire continuum of
support [9]. Transition is not complete at the point of transfer but only once
the young person is successfully integrated and functioning within the adult
care system. Accordingly, transition should not be understood as a single time
point, marked by reaching a specific age, but rather as a developmentally ap-
propriate process [9]. The transition can occur at various service levels, in-
cluding inpatient and outpatient settings within hospital departments and
clinics, as well as private practice with general practitioners (GPs) and spe-
cialists [10].

Transitional psychiatry is a joint area of child and adolescent psychiatry and
adult psychiatry that provides YP with an appropriate framework for navi-
gating the developmental tasks associated with adulthood [11]. The distinc-
tion between child and adolescent mental health services (CAMHS) and adult
mental health services (AMHY) is deeply rooted in European psychiatric care
and tradition [12, 13]. Although there is no clear international consensus on
where one ends and the other begins [14], the switch between them becomes
necessary for many YP usually on their 18" birthday [12, 13]. However, im-
portant development processes, such as grey and white matter cortical prun-
ing, ongoing white matter tract development, and the later maturation of pre-
frontal regulatory areas compared to the nucleus accumbens and the amyg-
dala, continue into the mid-to-late twenties. These processes have significant
effects on executive functioning, attention control, and emotion regulation [15].
Furthermore, mental disorders frequently result in developmental delays [16],
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which could indicate that these young individuals often have not yet attained
adult maturity. Consequently, this developmental transition into adulthood
requires expertise from both CAMHS and AMHS [10, 17]. This is also the
reason why many models have sought to ease the transition by extending the
CAMHS boundary beyond the age of 18 [18, 19].

Although transitional psychiatry research commonly frames the population
as youth engaged with CAMHS at the transition boundary to adult services,
it is essential to acknowledge the substantial cohort of adolescents and emerg-
ing adults who develop first-onset or previously unrecognised mental health
needs during this developmental window. Many of these individuals do not
have prior contact with CAMHS and/or a diagnosis. Many modern service
models (e.g., Forward Thinking Birmingham [18], Norfolk Youth Service [20],
or Headspace Centres in Australia [21]) have been explicitly designed to im-
prove early access and prevent disengagement for this second group.

In addition, YP are sometimes unprepared when confronted with the ap-
proaches to care of AMHS, which are considered demanding, patient-centred,
and diagnosis-oriented, while CAMHS is described as relationship-oriented,
development-promoting, and milieu-accommodating [22]. Alongside this sit-
uational transition, those affected are also confronted with a developmental
transition [23], with many of them placing lower priority on the transition in
healthcare compared to other aspects of this transitional period, such as ed-
ucation, work, housing, relationships, and leisure [24].

Findings from the British TRACK study (2010) revealed significant fragmen-
tation of care during the transition phase. Of 154 individuals that crossed the
transition boundary, only 90 (58%) were formally referred to AMHS, while
64 (42%) were potential referrals but did not complete the transition [25].
From the 64 potential referrals, 52 (One-Third of the whole study popula-
tion) were not referred due to various reasons, although the vast majority (42
individuals; 80.8%) still required ongoing psychiatric care. Even among those
formally referred, only 49 (59%) participated in regular AMHS treatment.
Overall, the findings suggest that a significant proportion of YP who require
ongoing mental health support after CAMHS do not successfully transition
to or receive adequate care in AMHS [25]. This means that, for most YP, the
transition was poorly planned, performed, and experienced [25]. Further-
more, a systematic review (2019) found that only one-quarter (24%) of YP
transitioned from CAMHS to AMHS, and 42% were not even referred to
AMHS, despite still being categorised as needing care [26]. Similarly, a more
recent study (2021) from the United Kingdom (UK) reported that less than
20% of YP were referred to AMHS [27]. Another study (2013) from Spain
demonstrated that 56% of patients discontinued care immediately before the
potential transfer to AMHS [28].

Additionally, the TRACK study showed that, among those who transitioned
to AMHS, only four out of 90 (4.4%) experienced an optimal transition, de-
fined as adequate transition planning, good information sharing and collab-
oration between teams, and continuity of care after transition [25]. So, merely
transferring to AMHS is far from a successful transition.

Furthermore, data from the 2022-2023 National Survey of Children’s Health
in the United States demonstrated that 82% of children did not receive ser-
vices to prepare for the transition into adult care [29], and 78% of clinicians
did not discuss the shift with adult professionals [30].
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Numerous studies have highlighted both diagnosis-specific and systemic
challenges for various mental health conditions, e.g. behavioural disorders,
indicating that such disorders may require particular or heightened atten-
tion in the transition process [25, 28, 31, 32]. The risk of dropout increases
inversely with the length of contact with CAMHS and is higher for individ-
uals not receiving any pharmacological treatment and for those without a
formal diagnosis in their medical history [28]. In addition, people with less
severe disorders have a higher risk of drop-out before transition [28]. There-
fore, YP with severe and persistent mental health disorders, those with comor-
bidities, or YP on medication or who have been hospitalised are more likely
to be referred to or predicted to transition to AMHS [25, 32]. Similarly, YP
who have a higher need for immediate treatment or a higher degree of urgen-
cy are more likely to transition into AMHS [31]. The Irish IMPACT study in
2019 [33] also showed that the dominating factors associated with transfer to
adult services relate to diagnosis, with those with a risk assessment and psy-
chotic disorders being more likely to be referred to AMHS.

Consequences of poor transition can lead to increased emergency admissions
[34] and hospitalisations [35], reduced quality of life [35], poor treatment ad-
herence [36], and a general deterioration in health [36, 37]. Additionally, ex-
periencing a negative transition of care can contribute to the burden and dis-
tress of both the caregiver and the family [36]. Generally, untreated or inad-
equately treated mental health disorders are linked to loss of productivity,
unemployment, absenteeism, homelessness, involvement with the criminal
justice system, reduced quality of life, and a general decline in health and
other physical health conditions [38]. There are additional significant finan-
cial burdens to consider when transitioning YP from CAMHS to AMHS. For
example, when YP move to AMHS, they are more likely to be uninsured be-
cause they are frequently unemployed [39]. All of this could limit YP’s ac-
cess to Mental Health Services (MHS). Furthermore, these circumstances
appear to occur at an age when YP are generally less inclined to utilise many
health services [39].

1.2  Barriers to Effective Transitions

As demonstrated, the transition from CAMHS to AMHS often results in high
drop-out rates and disruption of care for YP due to significant barriers. Such
abrupt treatment ends are often referred to as “transition cliffs” [40]. Both
international research and Austrian national studies highlight the challeng-
es and emphasise the urgent need for structured models in transitional psy-
chiatry.

In the literature, several reasons for dropping out during adolescence are de-
scribed. Key challenges are the severity and chronicity of disorders [23], fail-
ure to recognise own mental health problems, lack of motivation, the stigma
associated with psychiatric treatment and preference for self-management
[23, 28]. Dissatisfaction with services can also play a role — if adolescents per-
ceive treatment as ineffective, they may choose to discontinue care [13, 23,
28, 41]. Structural challenges within the transition process itself exacerbate
these issues. Long waiting times, poor organisation of transition pathways,
and difficulties in establishing a trusting relationship with new providers in
AMHS create significant obstacles for YP [13, 23, 41]. Adolescents are fur-
thermore often required to repeat their medical history multiple times, which
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can be frustrating and discouraging [23, 41]. Additionally, many YP receive
treatment initially because their parents seek help on their behalf [23]. As
parental involvement decreases, those who lack personal awareness of their
mental health needs may disengage from care altogether [23]. Controversial-
ly, another reason is the desire for parental non-involvement [41].

Another qualitative study explored the experiences of YP transitioning from
CAMHS to AMHS [42]. The results demonstrated that YP’s main concerns
centred on the loss of continuity in their relationship with CAMHS providers.
Other key themes included a lack of information and involvement in plan-
ning, confusion over roles and responsibilities, and worries about potential
gaps in MHS after the transition [42]. The need for an individualised ap-
proach that allows for flexible timing of transitions, collaboration, and en-
gagement was highlighted by young patients [43].

Family barriers may include resistance to change, challenges in switching pro-
viders since the previous provider is a familiar and trusted figure, the belief
that the previous practitioner is the most knowledgeable doctor, or overpro-
tectiveness that makes it difficult to let the young person take control [9].
Furthermore, during the transition, the lack of coordination, information, and
support (including funding) to access equipment and supplies, such as es-
sential medical supplies, can result in delays in receiving equipment that YP
used to receive routinely, which can be frustrating for families [44].

Healthcare professionals responsible for managing transitions also face sig-
nificant challenges. The child and adolescent care team may be overly protec-
tive, failing to encourage self-management sufficiently or adequately educate
the patient and family about the specific condition, and the adult care team
may not be trained to engage with YP, may not involve the family enough, or
may expect the patient to achieve autonomy too soon [9]. Key issues between
the services encompass ineffective communication between CAMHS and
AMHS [45], insufficient transitional training and education in adolescent and
young adult health for clinicians [9], unclear responsibilities due to the fre-
quent absence of standardised transition protocols, service fragmentation [45],
and the lack of specific services to which patients could be referred [13]. In-
flexible policies, structures, and entrenched cultures were also cited as bar-
riers, as was funding [46]. Legal, logistical, and clinical differences, time and
resource constraints, and a lack of understanding of the different services pre-
vent the services from working together, contributing to referrals not being
made despite an ongoing need for care [47].

Numerous studies from various Western healthcare systems show problems
with the process in terms of preparation, coordination, communication, and
regulation [13, 48-52]. Similarly, a pilot study about transition processes in
Austrian psychiatry from 2018 [41] revealed significant deficits. 98.8% of the
professionals surveyed rated the system as inadequate, and only 16.3% stat-
ed that their workplace had a structured transition protocol from CAMHS to
AMHS. To date, this study remains the most recent and only one on this
topic.
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1.3 Findings from Transitional Psychiatry Evaluations

Evaluations of transitional psychiatry models are scarce [26, 53]; to date, only
one randomised controlled trial (RCT) with short follow-up has been con-
ducted.

The MILESTONE project is the sole RCT-based evaluation of a transition in
mental healthcare. The study assessed clinical effectiveness and cost-effec-
tiveness of the Managed Transition (MT) model across eight European coun-
tries [54]. MT is a multi-component intervention in which YP and their care-
givers are closely involved in preparing for the transition from one service to
another, with intensive information sharing and adaptation of services to
maintain therapeutic continuity. The model included CAMHS training, sys-
tematic identification of YP approaching the upper age limit, a structured as-
sessment and feedback. The results showed improved mental health and well-
being, and benefits manifested more swiftly than with standard care. It was
also deemed cost-effective, costing €17-€65 per patient for direct implemen-
tation and €22-€176 per clinician for training [54].

Similarly, the Youth Transition Project adopted a shared management mod-
el when transitioning from CAMHS to AMHS [31]. The goal was to develop
individualised transitional care plans that promote coordination and conti-
nuity of care. While this model demonstrated reduced transition times and
improved service engagement for 60% of referred patients, it still left 40% of
YP on waiting lists or without care. Mental health status and a higher level
of urgency were directly related to AMHS utilisation. YP with behavioural dis-
orders, however, tended to stay on the waiting list, and those who cancelled
services exhibited more pronounced antisocial behaviours and anxiety dis-
orders. The project also revealed systemic barriers to coordinating services.
Different agency mandates allowed service providers to refuse or delay refer-
rals based on eligibility criteria [31].

The Forward Thinking Birmingham model represents a whole-system ap-
proach to youth mental health, aiming to integrate services across sectors for
0-25-year-olds and their families through early intervention, collaborative
care, capacity building, and the provision of evidence-based treatment and
community services [18]. The results of an evaluation indicated that the mod-
el improved access to MHS for all ages; however, it faced significant work-
force shortages, infrastructure gaps, incompatible data management systems
and concerns regarding the skill mix and the service’s capacity to meet de-
mand. YP reported negative experiences with repeated changes in staff, re-
sulting in delays and a feeling of being ‘passed around’ the system [18].

Another example is the Norfolk Youth Service in the UK [20], which aimed
to create a non-stigmatising, recovery-focused mental health service for 14 to
25-year-olds. The aim was to provide a stepped service for the mental health
of YP that is tailored to individual needs, emphasising that people should
not remain in the service longer than necessary, and allowing for flexible re-
referrals to the service. The intervention successfully increased referrals by
68%, likely due to improved awareness and accessibility. Also, the average
number of contacts per referral decreased. However, the proportion of refer-
rals accepted has decreased. This may be due, at least in part, to the increased
number of referrals clashing with the limited capacity of services — a conse-
quence of increasing access to services while resources remain limited [55].
However, there is a possibility that such new service models may create a new
service boundary [54, 55].
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Overall, the available evaluations show that structured, coordinated, youth-
centred transition models can improve access, engagement, and continuity.
However, they also reveal systemic barriers, like workforce constraints and
limited scalability. Significant resources are required; if capacity is not met,
patients may still face service refusal and disengagement. Furthermore, some
commissioners feel that the ‘transition’ issues are merely being delayed until
age 25 [44]. Due to the scarcity of rigorous long-term evaluations, the evidence
base is insufficient to draw firm conclusions about the effectiveness of these
models.

1.4  Policy Context of Transitional Psychiatry

Despite the high burden of psychiatric disorders in YP and the well-docu-
mented risks associated with poorly managed transitions from CAMHS to
AMHS, transitional psychiatry remains fragmented. The MILESTONE sur-
vey of 28 countries found that only two countries, Denmark and the UK, had
national and/or regional strategies or guidelines for transitional psychiatry at
the time of the survey [13]. To our knowledge, this review remains the most
comprehensive and current survey on the state of transition in mental health
service policies across several countries. Similarly, a WHO report from 2018
on the situation of child and adolescent health in Europe indicated that only
half of the member states had some guidance in place for the transition from
CAMHS to AMHS [56].

In Austria, as in many other countries, the lack of standardised transition pro-
tocols, workforce shortages, and structural misalignment between CAMHS
and AMHS result in gaps in care [10]. Various concepts are being employed
in Austria to bridge this care gap. Starting in autumn 2025, Gesundheit Os-
terreich GmbH will compile a detailed overview of transitional psychiatric
services in Austria. In Vienna, for example, two transition units are operated
by the adult psychiatry department, whereas in Tyrol, a day clinic is run in co-
operation between CAMHS and AMHS [10]. However, these efforts are main-
ly based on own initiatives, and there are no standardised concepts through-
out Austria. In addition, the University Hospital Tulln has established an in-
terdisciplinary research centre for transitional psychiatry [57].

With the implementation of the healthcare reform ‘Zielsteuerung Gesundheit’
[58] and the ‘Children’s and Youth Health Strategy 2024’ [59], the importance
of transitional psychiatry has been formally recognised. There is, therefore,
an urgent need for structured strategies to guide this transition process, in
order to enhance the psychiatric care of individuals in the transition phase
and, simultaneously, secure the necessary resources to meet the increased de-
mands in transition from CAMHS to AMHS.
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1.5  Project Aim and Research Questions

The aim of this project is to systematically analyse and compare internation-
al strategies and models addressing transitional psychiatry for differences and
similarities in structural processes, characteristics, implementation strategies,
and resource allocation, as well as to identify factors that promote and hin-
der successful implementation. Based on this analysis, the project aims to as-
sess their relevance for Austria and derive starting points for further develop-
ment of transitional psychiatry in Austria. By addressing these critical gaps,
this research supports Austria’s national mental health policy objectives and
contributes to the development of transitional psychiatric services.

The aim of this study is not to develop a detailed implementation plan or car-
ry out an impact analysis for specific interventions or a budget-impact anal-
ysis. Instead, the study will focus on structural comparisons and provide a
knowledge base for decision-making.

To achieve the aim of the project, the following research questions (RQ) will
be addressed:

B RQI: What international and cross-national strategies and models of
transitional psychiatry exist, and what are their similarities and diffe-
rences?

m RQ2: What are the particular challenges and considerations for tran-
sitioning young adults with specific mental health conditions?

B RQ3: How does Austria’s current approach to transitional psychiatry
compare with international models? What recommendations can be de-
rived to harmonise Austria’s transitional psychiatry with these models
and strategies?

To address these research questions, the project combined a structured liter-
ature review with expert consultations. International sources were analysed
and synthesised to identify common principles and implementation aspects
(hindering and enabling factors). Building on this synthesis, starting points
for further development of transitional psychiatry in Austria were derived and
validated through additional national expert consultations. The structure fol-
lows a flow from international evidence to national application, supporting
the report’s overarching goal of providing an evidence-informed basis for
strengthening transitional psychiatry in Austria.
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2 Methods

To identify and analyse international models of transition from CAMHS to
AMHS, a structured multistage approach was adopted. The design consisted
of three main phases: document search and data extraction of international
models and strategies in transitional psychiatry (RQ1 & RQ2), analysis and
derivation of starting points for Austria (RQ3), and expert consultations to
validate findings and gain additional insights.

The following sections describe the methods used to answer the three RQs:

2.1 Methods for Research Question 1 and 2:

3 Phasen:
Dokumentenanalyse,
Expert:innenbefragung,
Ausgangspunkte fiir
Osterreich

International and Indication-Specific Models and Strategies

Country and Cross-National Institutions Selection

This study focused on two groups of countries: (1) early-adopting countries
with structured guidance in the field of transitional psychiatry, as outlined
in the European MILESTONE study [13] and the WHO report (2022) about
transforming mental health [60]. In addition, (2) countries with a healthcare
system comparable to Austria, which share the Austrian model of social health
insurance and face similar governance and workforce challenges (Bismarck-
like health care systems, for further information see [61]). Finally, a popula-
tion threshold of = 5 million was applied to ensure comparability in terms
of healthcare system scale and service demand, and a Human Development
Index (HDI) equal to or higher than Austria (= 0.926, 2022 [62]) was neces-
sary to ensure comparability of health system capacity, workforce availabil-
ity, and overall socio-economic conditions. Ultimately, seven countries were
included in the analysis. The complete inclusion and exclusion criteria used
for the country selection are listed in Table 2-1.

Table 2-1: Inclusion and Exclusion Criteria for Country Selection

Kriterien fiir
Landerauswahl:

2 Landergruppen im
Fokus: Vorreiterlander und
Gesundheitssysteme mit
Ahnlichkeit zu Osterreich

Einschlusskriterien:
>5 Mio. Einwohner:innen;
HDI > 0,926

Criteria Inclusion Exclusion

1. Established/Early Adopted
Strategies or Models for
Transitional Psychiatry

Countries with national policies/strategies
on transitional psychiatry according to
MILESTONE [13] or WHO report [60]

Countries without structured policies or
transition frameworks

2. Healthcare System
Similarity

Bismarck-based health systems

Countries with highly centralised or
heterogeneous health systems (unless adopted a
transition policy at an early stage (see criteria 1))

3. Research and
Documentation

Countries with accessible data or
published reports

Countries with limited or unavailable data or
policy documentation

4. Population Size

Countries with a population over 5 million

Countries with a population under 5 million

5. Geography

European countries

Non-European countries, unless they provide
robust policy insights and were early adopting
countries (e.g., Australia)

6. Human Development
Index

Countries with an HDI equal to or higher
than Austria’s (= 0.926, 2022 [62])

Countries with an HDI below 0.926

Abbreviations: HDI ... Human Development Index; WHO ... World Health Organization.
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Finally, we included the following countries for analysis (see Figure 2-1):
Australia (AU), Belgium (BL), Denmark (DK), Germany (DE), the Nether-
lands (NL), Switzerland (CH), and the United Kingdom (UK).

Unterstitzt

n Bing
© Australian Bureau of Statistics, GeoMarnes, Geospatial Data Edit, Microsoft, Open Placo@ OpenStreetMap, TomTom

Figure 2-1: Country Selection for Analysis

The countries were selected due to their high HDI, their structural similarity
to Austria’s Bismarckian health system, which ensures policy relevance and
their early introduction of structured strategies in transitional psychiatry, pro-
viding long-standing, well-documented examples of transitional care in men-
tal health. These factors make them relevant comparison countries and ensure
that the study results are applicable and informative for the development of
transitional psychiatry in Austria.

In addition to analysing national models, we included cross-national organi-
sations and frameworks to provide a broader perspective on transitional psy-
chiatry. These bodies influence guidelines and policy recommendations, mak-
ing them relevant sources for evaluating international policies. The cross-
national organisations included were the World Health Organization (WHO,
the United Nations Children’s Fund (UNICEF) and the Organisation for
Economic Co-operation and Development (OECD) due to their central role
in shaping global (youth) mental health policies.

Austria is used as the reference country in this review, as the analysis and
resulting starting points are specifically tailored to the Austrian context (the
project was initiated at the request of Austrian decision makers at the feder-
al and state level, including the Federal Ministry of Social Affairs, Health,
Care and Consumer Protection (Bundesministerium fiir Soziales, Gesundheit,
Pflege und Konsumentenschutz BMSGPK) and the Salzburg Health Fund
(Salzburger Gesundheitsfonds SAGES), to support the development of tran-
sitional psychiatry in Austria).
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Selection of Specific Mental Health Conditions (RQ2)

Although the overall report adopts a transdiagnostic perspective, RQ2 com-
plements this by zooming in on specific conditions to explore insights that
may inform broader transition principles.

In light of the broad spectrum of mental health conditions requiring transi-
tional support, we recognise the importance of considering additional diag-
noses beyond those included in the analysis. However, for methodological
and feasibility reasons, the literature search was limited to conditions that
met predefined inclusion criteria. These criteria were developed to ensure
focus and feasibility in addressing the research question, rather than to im-
ply a prioritisation of certain disorders over others. This focus allowed the
identification of condition-specific challenges and mechanisms that may oth-
erwise remain obscured in broader, transdiagnostic analyses.

The selection of disorders for RQ2 was guided by their empirical relevance
to the transition context and by quantitative indicators from the Global Bur-
den of Disease (GBD) Study [7]. To ensure transparency and consistency,
inclusion was based on three predefined criteria:

1. High Dropout Rates or Low Referrals to AMHS:

The disorder is associated with elevated dropout rates or low referral
likelihood during the transfer from CAMHS to AMHS. Evidence in-
dicates that young people with anxiety or conduct disorders, ADHD,
borderline intellectual functioning, autism spectrum disorder, or emerg-
ing personality disorders are particularly likely to disengage from care,
whereas those with psychosis or severe mental illness are more con-
sistently transferred [25, 28, 31, 32].

2. High Burden of Disease or Prevalence in Adolescents (15-19):
Disorders ranking among the four highest conditions in either years
lived with disability (YLDs) or prevalence in the GBD Study [7].

3. Emerging or Occurring Disorders during Late Adolescence:
The condition exhibits a steep increase in prevalence from early to late
adolescence, indicating that it peaks during the transition phase, as per
data from the GBD Study [7].

Finally, conditions were included if they met at least two of the above criteria:

Table 2-2: Evaluation of Inclusion for Mental Health Conditions

genauere Analyse
bestimmter Konditionen

Kriterien fiir den
Einschluss von psychischen
Erkrankungen:

(1) hohe Drop-out-Raten
oder geringe
AMHS-Zuweisung

(2) hohe Krankheitslast
oder Pravalenz bei 15- bis
19-Jahrigen laut GBD-Study

(3) Erkrankungen mit
steigender Pravalenzin
der spateren Adoleszenz

Inklusionskriterium:
Erfiillung von mindestens
2 der 3 Auswahlkriterien

Inclusion in

Condition Key Criteria Literature Search
Anxiety Disorders m High dropout rates [28]

m Low chances of being referred to or accepted by AMHS [25, 31, 32]

m High burden of disease (YLD)/prevalence rates [7]

m Disorders emerging/occurring in late adolescence [7] 4
Autism Spectrum Disorder m Low chances of being referred to or accepted by AMHS [25, 32] X
Attention Deficit m Low chances of being referred to or accepted by AMHS [25, 31, 32] v
Hyperactivity Disorder m High burden of disease (YLD)/prevalence rates [7]
Bipolar Disorder m Disorders emerging/occurring in late adolescence [7] X
Conduct Disorder m Low chances of being referred to or accepted by AMHS [25, 32] v

m High burden of disease (YLD)/prevalence rates [7]
Depressive Disorders m High dropout rates [28]

m High burden of disease (YLD)/prevalence rates [7] v

m Disorders emerging/occurring in late adolescence [7]
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Inclusion in

Condition Key Criteria Literature Search
Eating Disorders m Low chances of being referred to AMHS [25] Y

m Disorders emerging/occurring in late adolescence [7]
Substance Use Disorders = High burden of disease (YLD)/prevalence rates [7] v

m Disorders emerging/occurring in late adolescence [7]
Schizophrenia = NA X

Explanation:

Inclusion in Analysis: Conditions were selected if at least two predefined criteria were met: V... included; X ... not included.

Abbreviations: NA ... not applicable.

Therefore, we focused on Attention Deficit and Hyperactivity Disorder, Anx-
iety Disorders, Conduct Disorder, Depressive Disorders, Eating Disorders
and Substance Use Disorders for the literature search.

Background information on the selected inclusion criteria and the underlying
epidemiological data from the GBD study is provided in Appendix 1. The
appendix also details the operational thresholds and decision rules used to
determine inclusion.

Although RQ2 focused on specific conditions, its insights were subsequently
synthesised with the broader findings from RQ1 to establish a wider frame-
work that emphasises transition principles across diagnostic categories.

Search Strategy

A structured hand search was conducted from February 13" to March 10%,
2025, to identify relevant strategies, policies, guidelines, and models of tran-
sitional psychiatry in the following databases and websites of the included
countries and the reference country, Austria:

m TRIP database (https://www.tripdatabase.com/),

Guidelines International Network (https://guidelines.ebmportal.com/),
Google/Google Scholar,

WHO MiNDbank (https://extranet.who.int/mindbank/),

Youth Wiki — Europe’s Encyclopedia of National Youth Policies
(https://national-policies.eacea.ec.europa.eu/youthwiki),

® National websites of ministries of health, public health institutions,
and guidelines,

m  Websites of cross-national bodies (WHO, UNICEF, OECD).

In line with the policy-oriented objectives of this report, we conducted an ex-
tensive, structured hand search rather than a systematic review of the peer-
reviewed literature in biomedical and psychology databases. This approach
was selected because national strategies, policies, and service models in tran-
sitional psychiatry are rarely published in scientific journals and are mainly
accessible as grey literature, such as ministerial reports, guidelines, or strat-
egy papers. The selected databases and websites were therefore considered
the most appropriate and comprehensive sources to capture current policy
frameworks and models across countries.

In addition, a backward-search was conducted to review the reference lists of
all identified studies and identify further potentially relevant studies.
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A search syntax was developed for keyword searches, focusing on key concepts strukturierte Suchsyntax
(e.g., transition, adolescents, MHS) combined with the respective country and mit Schliisselbegriffen,
relevant keywords, such as guidelines, action plans, models, strategies, etc. Synonymen und

Each area of the key concepts also included synonyms. In addition to brain- booleschen Operatoren zur
storming, these were determined through German-English dictionaries and gezielten Literatursuche

by reviewing other relevant literature. Boolean operators and truncations (*)
were used to create the search strings.

In those databases where many hits were found, the first 100 results were erste 100 Treffer nach
checked for relevance by title and/or abstract (if available) screening, as sorted Relevanz gepriift
mainly by relevance. Additionally, in the Google and Google Scholar searches,

the first 100 search results were reviewed for eligible publications to ensure

that more recent publications were identified. This is due to the fact that the

number of citations is the most heavily weighted factor in Google Scholar’s

ranking algorithm, making it more suitable for searching standard literature

than for new and recent research [63].

The complete search protocol is outlined in Appendix 2.

Literature Selection

First, the search hits were checked for relevance based on their title and ab- insgesamt
stract (if available). All search results (RQ1 = 92, RQ2 = 30) were then col- 98 relevante Quellen
lected in Excel. After removing 24 duplicates, the final sample comprised 98 nach Deduplizierung

documents for full-text screening.

The identified literature was then screened for eligibility and thematic rele- Screening mit

vance based on the predefined inclusion and exclusion criteria. The first re- unabhangiger
viewer (RS) screened all full-text documents for inclusion or exclusion. The Zweitpriifung und
second reviewer (YH) independently assessed a random 20% subsample of Konsensverfahren bei
the full texts. Since there was complete agreement for this subsample, the re- Unstimmigkeiten

maining decisions made by the first reviewer were accepted. Any disagree-
ments between reviewers or uncertainty regarding inclusion were resolved
through discussion and consensus. If consensus could not be reached, a third
reviewer (R]) was consulted; this was necessary in two cases. The original ar-
ticles were saved in an EndNote library. The results of the full-text review
were managed independently and separately in an XLSX file by both review-

ers.

Documents were included if they presented national or transnational transi- diverse Ein- und

tional psychiatry strategies or models and were published by government bod- Ausschlusskriterien fiir
ies, public health institutions, or international health organisations. We in- Dokumenteninklusion
cluded national documents that described a strategy or model of care specif- (z. B. Modellart, Inhalte,
ic to the transition of CAMHS to AMHS. In cases where no specific document Sprache, Zeitraum etc.)

was available for a country, we included a general strategy or model for tran-
sition between health services that had a subchapter for transition between
CAMHS and AMHS (e.g., DK). In the case of RQ2, we included a general
disorder guideline if there was a subchapter specific to the transition from
child to adult services (e.g., AU). Only documents that explicitly covered as-
pects such as structural organisation, service integration, implementation
strategies, and resource allocation were included to ensure applicability. Ad-
ditionally, documents had to be available in English, German, or a language
that can be translated into one of these languages to ensure accessibility. If a
country did not have a relevant document available in German or English,
we used the automated translation tool DeepL. (www.deepl.com) for document
translation. Documents were excluded if they focused solely on regional mod-
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els, where national models existed, or lacked a clearly defined policy frame-
work. The full inclusion and exclusion criteria are presented in Table 2-3.

Table 2-3: Inclusion and Exclusion Criteria for Document Selection

Criteria

Inclusion

Exclusion

1. Type of Model

National or transnational strategies and
models for transitional psychiatry published by
government bodies, health organisations, or
academic institutions

Regional strategies or models (if national
models exist), informal or unofficial policies

2. Scope of Transition

Transition from child and adolescent mental
health services to adult mental health services

Policies addressing transitions in other sectors
(e.g., school-to-work) or policies limited to
children (<18) or adults only (>25)

3. Publication Language

Policies available in English, German, or national
languages (if no official translation exists,

Policies published only in languages where
neural machine translation using DeeplL
(www.deepl.com) is not feasible for technical

neural machine translation will be applied)
interpretation

No restriction - all historical and current
policies are included if still applicable

4. Publication Period
replaced

Policies explicitly marked as outdated or

Models must describe relevant characteristics
(e.g. age range, target groups, treatment
approaches)

5. Model Characteristics

Policies that fail to specify key characteristics

This study prioritised national models where they were available. However,
in cases where national frameworks were absent or insufficient information
was provided, regional models were considered to prevent data gaps. These
models were identified through an unstructured hand search, and the same
inclusion criteria as for national models were applied to maintain consisten-
cy in the analysis.

Data Extraction

The data from the included studies were extracted into an XLSX data sheet
that was tailored explicitly for this report to ensure a systematic comparison
of key characteristics across the identified models. The data extraction sheet
was piloted on two randomly selected references and revised accordingly. One
researcher (RS) extracted the data from the included articles, and the second
researcher (YH) verified them. Any divergence between the authors was re-
solved through discussion and consensus. The extracted data for each country
were then categorised according to the dimensions listed in Table 2-4 and
Table 2-5. The complete data extraction protocol is outlined in Appendix 5.

Table 2-4: Predefined Categories for Data Extraction (RQI)

regionale Modelle nur

bei fehlenden nationalen
Modellen beriicksichtigt

Datenextraktion

in standardisierter
XLSX-Tabelle anhand
vordefiniertem
Kategoriensystem

Categories Extracted Data Points

Basic Model Information Country, year, type of policy, governing body

Scope and Target Population
vulnerable populations

Stakeholder involvement, target user, setting, eligibility, age ranges,

Service Integration and

Coordination continuity of care

Referral and transition process, integration between CAMHS and AMHS,

Treatment Approach

Provided services, care pathways, therapeutic model, participation

Workforce, Training and
Infrastructure Requirements

sustainability strategies, infrastructure resources

Defined responsibilities, multidisciplinary involvement, specific training and
qualification requirements, collaboration strategies, workforce retention and
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Categories Extracted Data Points

Implementation and Governance

Implementation process, evaluation, governance, key enablers and hindering factors

Costs and Resource Allocation

Funding source and cost estimation, economic evaluation

Evaluation and Effectiveness Quality indicators, evaluation methods, timeframe

Abbreviations: AMHS ... adult mental health services; CAMHS ... children and adult mental health services.

Table 2-5: Predefined Categories for Data Extraction (RQ2)

Categories Extracted Data Points

Basic Model Information
type of policy, governing body)?

What is the basic information of this model (e.g., country, year of implementation,

Scope and Target Population What is the aim and target population of this model?

Transition Approach How is the transition managed for this condition?

Transition Challenges

What makes the transition challenging for this condition?

Additional Recommendations

Are there any other points to consider? Do gaps still exist?

Thematic Analysis and Data Synthesis

To answer RQ1, an inductive and deductive coding framework was applied
for analysis. The deductive approach was based on a pre-selected set of cate-
gories (see section on data extraction), while the inductive approach allowed
new, emerging themes to be captured from the dataset. Initially, relevant sec-
tions of the extracted documents were assigned to the initial categories. These
categories were then further refined and adapted throughout the data extrac-
tion process to ensure detailed coverage of relevant aspects. The final catego-
ry system is presented in Appendix 6. Although the analytical process com-
bined inductive and deductive elements, it did not follow a qualitative con-
tent analysis; instead, it applied a structured framework for categorising and
synthesising model characteristics across countries.

The final synthesis involved comparing the main categories across countries
to highlight key trends and differences. Following a visual comparison of the
data extracted from the included documents and expert consultations, such as
comparative tables or dot matrix charts indicating the presence or absence of
certain categories, a narrative synthesis approach was employed to summa-
rise the data. The category system provided the framework for cross-country
comparisons to identify both shared elements and areas of divergence. The
analysis aimed to highlight features commonly associated with higher-qual-
ity transition processes, including structured planning, coordinated referral
pathways, continuity, and youth participation. Where the data was not con-
sistent enough to allow a structured comparison, a descriptive summary of
the key points was undertaken instead. In the results tables, findings from
written sources and expert consultations are presented together without ty-
pographical distinction to ensure readability and synthesis at a glance.

To answer RQ2, a scoping approach was applied, focusing on mapping exist-
ing policies, guidelines, and service adaptations for the selected conditions.
The findings were presented as a narrative synthesis, rather than a direct com-
parative analysis. One author (RS) developed the thematic narrative synthe-
sis based on the extracted data. The preliminary findings of the synthesis were
subsequently reviewed and discussed with the second researcher (YH). Alt-
hough the synthesis was not conducted independently by both reviewers, re-
gular team discussions and consensus-based revisions were performed.
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For each thematic category, the type and number of contributing sources were
documented to assess the breadth and provenance of the evidence base. At
the end of each results subsection, a brief synthesis summarises the composi-
tion of the evidence base and the relative content coverage. These summaries
are descriptive and intended to illustrate the extent and diversity of available
information, rather than to quantify the quality or certainty of the evidence.

An assessment of whether the recommendations in the strategies/models are
already implemented in the respective countries was beyond the scope of this
report.

Quality Appraisal

An adapted version of the Appraisal of Guidelines for Research & Evalua-
tion IT (AGREE II) instrument was used to evaluate the quality of the includ-
ed documents outlining transitional psychiatry models and policies. AGREE
II comprises 23 key elements divided into six domains: Scope and Purpose,
Stakeholder Involvement, Rigour of Development, Clarity of Presentation,
Applicability, and Editorial Independence. Each element is assessed using a
7-point scale (1-7), with higher scores reflecting better quality.

For the purposes of this study, we adopted an 11-item appraisal scheme,
adapted from Reinsperger et al. (2022) [64] and Jeindl et al. (2022) [65]. This
enabled a structured evaluation of formal guidelines and other policy-rele-
vant documents, including position papers, reports, and frameworks. Alt-
hough the AGREE II instrument recommends using all 23 items across its
six domains, a modified version was used in this review. This was due to the
heterogeneity of documents included, which comprised formal clinical guide-
lines, as well as position papers, strategy reports, and other policy-relevant
frameworks. Due to the broader range of documents, certain AGREE II items
were not applicable to all sources.

Eleven selected AGREE II items were used for this project to assess the
quality and scope of the identified policy documents, spanning over five key
AGREE II domains:

® Domain 1: Scope and Purpose
(clarity of objectives and intended audience),

Item 1: The overall objectives are clearly stated.
Item 3: The intended audience is clearly defined.

® Domain 2: Stakeholder Involvement (representation of relevant
professions, user involvement, and definition of target users),

Item 4: The development group includes representatives from
all relevant professional sectors.

Item 5: The views and preferences of the target audience have
been considered.

Item 6: The target users of the document are explicitly defined.

® Domain 3: Rigour of Development (use of systematic evidence and
explicit links to recommendations),

Item 7: Systematic methods have been employed to search
for evidence.

Item 12: There is a clear connection between recommendations
and evidence.
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B Domain 4: Clarity of Presentation (visibility of key recommendations
and identification of implementation barriers and resource implica-
tions), and

= Item 17: Key recommendations can be easily identified.

m Item 18: The document identifies facilitators and barriers
to implementation.

= Item 20: The potential resource implications of implementation
are addressed.

B Domain 5: Applicability (inclusion of monitoring and evaluation
criteria).

= Item 21: The document includes monitoring and/or audit criteria.

The quality assessment was conducted by both reviewers (RS and YH) inde-
pendently. In accordance with AGREE II guidance, domain scores were not
aggregated into a single overall quality score. Instead, quality within each do-
main was measured by summing the individual item scores provided by both
reviewers and then scaling the total score as a percentage of the maximum
possible score for that domain. The results of the quality assessment of the
included documents are presented in Appendix Section 4.

To extract and appraise the data, supplementary materials, including the An-
nexe, the complete guidelines, and the associated implementation strategies,
were reviewed.

Expert consultation

Experts from the countries included were selected through purposive sam-
pling to complement the literature search and fill potential data gaps. They
were invited to participate in semi-structured written or oral consultations.
A total of 37 experts were contacted (see Figure 2-2). Of these, twelve respond-
ed, and ten agreed to participate, although two had to cancel after initially
accepting. Ultimately, we consulted eight experts from six countries — AU, BL,
CH, DE, the NL, and the UK - who contributed either through oral inter-
views (n=7) or written questionnaires (n=1).

oK -
m——
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0 1 2 3 4 5, 6 7

m NoResponse mAgreed mMRejected mLosttoF/U

Figure 2-2: Overview of Expert Consultation by Country
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The experts were selected to ensure a broad, multidisciplinary perspective
that encompasses research, clinical expertise, health policy, and service de-
velopment. Our panel comprised clinicians (two specialists in adult psychia-
try, as well as three child and adolescent psychiatrists), researchers, and pol-
icymakers with extensive experience in transitional psychiatry, including the
development of young adult inpatient units, the creation of national mental
health strategies, and pioneering research projects such as MILESTONE. The
sample furthermore consisted of slightly over 60% female participants.

For the expert consultation, we developed a questionnaire covering the follow-
ing thematic areas: (1) General information on the organisation of transition-
al psychiatry in each country, (2) best or good practice models, continuity of
care, disorder specifics, and patient and family involvement, (3) evaluation
procedures and indicators, (4) workforce sustainability, (5) implementation,
(6) cost estimates, and (7) recommendations for national strategies. The full
expert questionnaire is available in Appendix 7.

The expert consultations took place between April and July 2025 via Zoom
or Microsoft Teams and lasted 30-60 minutes each. The consultations were
recorded with the respective expert’s consent for internal documentation pur-
poses and were subsequently deleted after the relevant information had been
extracted. The consultations were transcribed, and the insights gathered dur-
ing these consultations were clustered into themes and systematically com-
piled into a structured narrative summary of responses. This summary was
subsequently sent to each expert for optional verification to ensure the accu-
racy of the collated data.

2.2  Methods for Research Question 3:

breite, multidisziplindre
Perspektive

Kliniker:innen,
Forscher:innen
und politische
Entscheidungstrager:innen
mit umfassender Erfahrung

Fragebogen zu

7 Themenfeldern:
Organisation,
Versorgungskontinuitat,
Evaluation, Arbeitskrafte,
Kosten, Umsetzung,
Empfehlungen

Konsultationen zwischen
April und Juli 2025

Antworten in
strukturierten Fragebogen
zusammengefasst
eingefiigt

Austrian System Analysis and Guiding Starting Points

Literature Search

A structured hand search was conducted to collect relevant documents that
provide an overview of the Austrian psychiatric transition landscape, follow-
ing the same strategy as in section 2.1, “Search Strategy”. No eligible records
were identified through the TRIP Database, the Guidelines International Net-
work (GIN), the WHO Mindbank, or Youth Wiki. One relevant document was
retrieved via Google Scholar. The majority of the included Austrian docu-
ments (n=4) were sourced from national websites, specifically those of health
ministries and public health institutions. Additionally, one document was
identified through backward citation searching.

Development of Starting Points for Austria

The initial methodological approach involved structured data extraction and
expert consultation, followed by a structured policy mapping that systemati-
cally compared Austria’s current national framework with the key policy di-
mensions identified through the analysis of international documents (RQ1).
However, Austria currently lacks a dedicated national framework that explic-
itly defines standards for transitional psychiatry; as such, no formal model
comparison was suitable. In light of this, the analytical strategy was modi-
fied. Based on the international evidence synthesised under RQ1, preliminary
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“starting points for further development of transitional psychiatry in Austria”
were created and organised according to the key policy dimensions identified
in RQ1 and RQ2. These starting points were then presented to Austrian ex-
perts for validation and contextualization.

Due to the varying national approaches to transitioning from CAMHS to
AMHS and the limited availability of comparative effectiveness data, this
report refrains from making prescriptive recommendations. Although cross-
national syntheses have identified recurring principles, the evidence base re-
mains insufficient to justify favouring certain models over others. Further-
more, potential conflicts of interest among experts, combined with the con-
text-dependent specifics of health system structures, require a cautious ap-
proach when drawing normative conclusions. To maintain methodological
rigour and policy relevance without overstepping the available evidence, the
project used international evidence to establish guiding starting points for
Austrian stakeholders, enabling informed decision-making and context-spe-
cific adaptations rather than one-size-fits-all solutions. The starting points
were derived by identifying recurring themes and reported implementation
challenges across international documents, as well as expert consultations
with international and national stakeholders. Particular attention was given
to the transferability of strategies to the Austrian setting, guided by insights
from national experts.

Expert consultation

In addition to the international consultation, a second round of expert input
was conducted between late June and July 2025 via Zoom and Microsoft Teams
for approximately 60 minutes each. Austrian experts were identified through
purposive sampling, including policymakers, clinicians, and researchers. This
national consultation aimed to critically reflect on the feasibility and relevance
of the proposed measures in the Austrian healthcare context.

A total of seven experts were contacted in Austria. Three responded, all of
whom agreed to participate in the study. Although these responses were for-
mally counted as three, two of the experts were involved in one participating
organisation, effectively resulting in four individual contributions. The sam-
ple consisted of % female participants from two federal states, Vienna and
Lower Austria. One expert preferred to complete the questionnaire in writ-
ten form, the rest participated orally. The sample was multidisciplinary in
nature, comprising one senior specialist in psychiatry, neurology and psycho-
therapeutic medicine, two transition coordinators, and one researcher in the
field of transitional psychiatry. Expertise is, therefore, imparted through clin-
ical leadership, practical implementation of transition programmes, and ac-
ademic work in this field.

The consultations and written questionnaires covered six thematic areas: (A)
general areas of international consensus, (B) models of transitional psychiatry,
(C) sustainability of the workforce, (D) facilitators and barriers to implemen-
tation, (E) costs and resource allocation, (F) evaluation and effectiveness.

The consultations were transcribed, narratively summarised, and the collect-
ed summaries were clustered with a focus on areas of convergence, concerns
regarding feasibility, and context-specific implementation conditions. The re-
sults were then used to refine the Austria-specific starting points. The com-
plete questionnaire is available in Appendix 7.
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3 Results

In the following sections, the results of the respective RQs will be presented. Prasentation

der Ergebnisse

3.1 International Approaches to Transitional Psychiatry

This chapter presents the key findings for RQ1, organised into the six over- Synthese organisiert nach
arching categories: (1) service integration and coordination, (2) treatment ap- thematischen Kategorien
proaches, (3) workforce, training, and infrastructure requirements, (4) imple-
mentation and governance, (5) costs and resource allocation, and (6) evalua-
tion and effectiveness. The chapter draws on international sources, as well as

expert consultations, to identify key structures and hindering factors.

Although this review did not follow a systematic protocol, a PRISMA-style Flussdiagramm
flow diagram [66] (see Figure 3-1) was used to improve transparency in re-
porting the number of records identified, screened, and included from the

structured hand search.

( )\

c Records identified through Additional records identified through

Z database searching: other sources:

g TRIP, GIN, WHO Mindbank, Youth Wiki Websites (Google, Google Scholar) (n=33)

= (n=17) Organisations (health ministries, public health

= institutes, guidelines institutes) (n=28)

- Citation searching (n=14)

\ J
v v
Records after duplicates removed

g, (n=72)

=

: v

L%

v Records screened

(n=72)
Records excluded
> (n=0)
)
A 4

= Full-text articles Full-text articles excluded, with reasons

% assessed for eligibility (n=59)

=2 (n=72) General health reforms without focus on

= > mental health or transition in MHS (n=33)
No identifiable transition framework/

— missing key transition characteristics/
\ 4 regional model only (n=14)
o
Transitions in non-mental-health sectors
(n=3)

5 . Policies for children <12 or adults only/

3 Reports included statistical reports only (n=4)

E (n=13) Not from formal institutions/outdated/
non-scalable initiatives/training
guidelines (n=5)

—

Figure 3-1: Flow of Literature Identification, Screening, and Inclusion for RQI1. Adapted from [66].
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Out of 72 screened documents, 13 were included for final analysis (see Table
3-1. The UK led with six included documents. AU (three included docu-
ments), CH, DE, DK, and the NL (one document each) also contributed rel-
evant literature. In contrast, no eligible documents were found for BL or cross-
national organisations (OECD, UNICEF, WHO).

Upon reviewing the available national policy and strategy documents, we
found that in AU and BL, even though national mental health frameworks
discussed transitions for YP, neither provided a structured national transition
model for YP transitioning from CAMHS to AMHS. Given this absence, we
have extended our approach to regional models in those two countries. How-
ever, none of the regional documents met the inclusion criteria for BL. Alt-
hough some policy-level discussions recognise the importance of continuity
of care for child and adolescent psychiatric patients, these documents lack an
operational framework that defines transition criteria, coordination mecha-
nisms, or implementation guidelines.

To investigate why these countries lack national transition models, we con-
sulted experts from each country during the data collection process. In AU,
for example, one national expert indicated that Headspace is widely regarded
as the country’s primary response to transitional care needs, which may ex-
plain why separate, formal transition frameworks are absent. In contrast, the
complex and decentralised nature of BL’s healthcare system was identified by
a Belgian expert as a significant obstacle to creating national transition strat-
egies. MHS are organised at the provincial level, and the country’s linguistic
and regional divisions further complicate policy implementation. Similar is-
sues have been reported in CH, where MHS are managed by the cantons, and
there is no unified national strategy for transitional psychiatry. In all these
cases, the decentralised governance structure seems to obstruct the develop-
ment and implementation of nationwide transition guidances.
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Table 3-1: Included Documents per Country for Analysis (RQ1)

improving transition: A resource for health and social
care commissioners

to plan and commission improved transition
from CAMHS to AMHS

Development Unit (NMHDU)

Resource Guide

Country Title Document Aim Publishing Body/Institution | Year | Type of Document | Language | Reference
AU - Australia Supporting young people during Outline responsibilities of NSW specialist mental | NSW Health — Ministry 2023 | Guideline English [67]
transition to adult mental health services health services to ensure continuity of careand | of Health
safety are maintained during the period of
service transition
Transition of care for young people receiving mental Provide guidance and recommendations to Queensland Health 2021 | Guideline English [68]
health services support effective transitional care planning for
young people in mental health services
South australian youth mental health system of care Implement a state-wide youth mental health Government of South 2014 | Guideline English [69]
operational guidelines system of care for 16-24-year-olds Australia. SA Health
DK - Denmark Anbefalinger for transition fra berne- og ungeomradet | Ensure well-organised transition pathways for | Danish Health Authority 2020 | Recommendation | Danish [70]
til voksenomradet i sygehusregi young people with chronic or long-term
conditions
DE - Germany Richtlinie des Gemeinsamen Bundesausschusses (iber | Regulate interprofessional, coordinated, and Gemeinsamer 2024 | Guideline German [71]
die berufsgruppentibergreifende, koordinierte und structured care, especially for severely mentally | Bundesausschuss (G-BA)
strukturierte Versorgung insbesondere fiir schwer ill children and adolescents
psychisch kranke Kinder und Jugendliche mit
komplexem psychiatrischen oder psycho-
therapeutischen Behandlungsbedarf (KJ-KSVPsych-RL)
NL - Netherlands | Jongeren in transitie van kinderzorg naar Better organisation and content of transition Federation of Medical 2022 | Quality Standard Dutch [72]
volwassenenzorg care for young people Specialists
CH - Switzerland | Stationdre und tagesklinische Angebote der psychia- Overview and evaluation of inpatient and day | Ziircher Hochschule fiir 2020 | Government German [73]
trischen Gesundheitsversorgung an der Schnittstelle clinic offers at the interface of youth and adult | Angewandte Report
des Jugend- und Erwachsenenalters in der Schweiz psychiatry in Switzerland Wissenschaften
UK - United Transition from children’s to adults’ services. Define measurable standards for effective National Institute for Health | 2023 | Quality Standard English [74]
Kingdom Quality Standard transition from children’s to adults’ services and Care Excellence (NICE)
Delivering better outcomes for children and young Identify challenges and propose service models | Royal College of Psychiatrists | 2022 | Position Statement | English [75]
adults — new service models and better transitions to improve transitions from CAMHS to AMHS
across mental health
Meeting the needs of young adults within models of Describe new models for young adult mental National Collaboration 2022 | Service Planning English [76]
mental health care health care, and identify challenges and Centre for Mental Health and Development
principles for service design
Transitions from adolescent secure to adult secure Give clear guidance for the positive transition of | NHS England and NHS 2020 | Practice Guidance | English [77]
inpatient services young people from adolescent secure inpatient | Improvement
units to adult secure inpatient units
Transition from children’s to adults’ services for young | Support effective and person-centred transitions | National Institute for Health | 2016 | Guideline English [78]
people using health or social care services from children’s to adult’s health and social care | and Care Excellence (NICE)
services
Planning mental health services for young adults — Support health and social care commissioners | National Mental Health 2011 | Commissioning English [79]

Abbreviations: AMHS ... adult mental health services; CAMHS ... children and adult mental health services; NSW ... New South Wales; SA ...

South Australia.
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3.1.1  Synthesis

This chapter presents the results of the study, obtained through two comple-
mentary data sources: (1) analysis of written documents identified via a struc-
tured literature review and (2) expert consultations conducted aimed at pro-
viding context and enriching the evidence base. The results are organised by
thematic categories, including the deductive framework based on predefined
categories, as well as the additional inductive categories that emerged during
the data review. The full data extraction table in Appendix 5 provides detailed
source attribution to enable full traceability for all reported items. As shown
in Table 3-1, the national findings are based on the following documents:
AU [67-69], CH [73], DE [71], DK [70], the NL [72], and the UK [74-79], sup-
plemented by insights from expert consultations.

Two main models of transitional mental healthcare can be identified across
the included countries: the coordination of transition model (e.g., the UK) and
the specific care for youth model (e.g., Headspace in AU and DK). The UK
approach emphasises strengthening collaboration between existing CAMHS
and AMHS without altering their structures. It aims to ensure continuity of
care through coordinated protocols and joint responsibility across services.
In contrast, the youth-specific service model introduces dedicated youth MHS
for individuals typically aged 16 to 24 (sometimes up to 30). This model ex-
pands access by tailoring services to the specific developmental and psycho-
social needs of YP.

Regardless of the applied model, the following results present general char-
acteristics of transition that apply to all models.:

Stakeholder Involvement in Policy Development

The literature review revealed that service providers, professional organisa-
tions, and researchers consistently participated in the design of transition-
related policies and practices across all countries. Most documents also in-
cluded government stakeholders, and to a lesser extent, patient and user re-
presentatives (AU, NL, UK). Non-governmental organisations and advocacy
groups were less represented overall.

2 komplementare
Datenquellen:

(1) strukturierte Analyse
von schriftlichen
Dokumenten und

(2) Expert:innen-
befragungen

narrative Darstellung der
Ergebnisse, geordnet nach
thematischen Kategorien

2 Hauptmodelle

der psychischen
Transitionsversorgung:
das Modell der
Koordinierung der
Transition und das Modell
der jugend-spezifischen
Services

allgemeingiiltige
Transitionsprinzipien

breite Einbindung

von Fachakteur:innen

bei der Gestaltung von
transitionsbezogenen
MaBnahmen und Praktiken

Table 3-2: Point Matrix of Stakeholder Involvement in Policy Development Across Included Countries

Governmental Service Providers/Professional Patient/Service User NGOs/Advocacy
Actors Associations/Researcher Representatives Groups
Australia ° . ° °
Belgium NA NA NA NA
Denmark ° ° o o
Germany o ° ° o
Netherlands ° . ° o
Switzerland ° . o o
United Kingdom ° . . °

Explanation: Points indicate the involvement in policy formulation processes.
Empty circles mean that no evidence of involvement was found in the reviewed documents.

Abbreviations: NA ... not applicable.

Sources: National documents (see Table 3-1); full details in Appendix 5 (Data Extraction Table).
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Target Users of Policy

Documents from AU, CH and the UK were aimed at policymakers, commis-
sioners, local authorities and users of public health services. YP and their fam-
ilies were furthermore targeted by DE and the UK. Some documents did not
specify individual target groups but appeared to assume broad applicability
across all audiences. The UK addressed all four target groups: clinical pro-
viders, policymakers, YP and families, and broader system actors. Overall, the

documents were primarily intended for clinicians and professionals in the
fields of mental health and social care.

Adressat:innen
meist Fachpersonal

Table 3-3: Point Matrix of Target Users in Policies Across Included Countries

Clinical Providers/Mental Health Policymakers/ Local Authorities/ | Young People/
or Social Care Professionals Commissioners Public Health Families
Australia ° o ° o
Belgium NA NA NA NA
Denmark ° o o o
Germany ° o o °
Netherlands ° o o o
Switzerland ° ° o o
United Kingdom ° . ° °

Explanation: Points indicate whether each group is targeted or mentioned in the policy documents.
Empty circles mean that no evidence of targeting was found in the reviewed documents.
Abbreviations: NA ... not applicable.

Sources: National documents (see Table 3-1); full details in Appendix 5 (Data Extraction Table).

Setting

All the reviewed countries describe transitional mental healthcare in inpatient Versorgungssetting
and/or outpatient settings. Several countries (AU, DE, UK) describe multi- meist stationar und
sectoral settings that involve health, social care, education, and specialist ser-
vices. The NL describes the setting as ‘joint transition clinics’ in a document,
which directly bridges CAMHS and AMHS. In contrast, documents from
countries such as CH and DK outline hospital- or inpatient-based settings.

ambulant

Table 3-4: Point Matrix of Service Settings Addressed in Transitional Psychiatry Policies Across Included Countries

Multisectoral
Inpatient/ Outpatient/ Community-Based (e.g., rehabilitation, education,
Hospital-Based Care | Ambulatory Care Services Joint Clinics social care, home care)
Australia . . ° o °
Belgium NA NA NA NA NA
Denmark ° o o o o
Germany ° ° ¢} o °
Netherlands o . o . o
Switzerland ° o o o o
United Kingdom . . o o °

Explanation: Points indicate whether the setting is mentioned as context for the policy.
Empty circles mean that no evidence of involvement was found in the reviewed documents.
Abbreviations: NA ... not applicable.

Sources: National documents (see Table 3-1); full details in Appendix 5 (Data Extraction Table).
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Eligibility

A specific focus was placed on mental health conditions in AU and DE. This
provides guidance aimed at young people transitioning within psychiatric
care systems. In contrast, documents from DK and the NL take a broader

approach to chronic conditions, addressing both physical and mental health
needs. The UK is unique in having guidelines that integrate general health and

social care.

thematischer Fokus

der Strategien/Modelle
(z. B. psychische oder
somatische Erkrankungen
etc.)

Table 3-5: Point Matrix of Eligibility Focus in Transitional Psychiatry Policies Across Included Countries

Mental Health Chronic Conditions General Health
Conditions (Somatic and/or Psychological) or Social Care
Australia ° o o
Belgium NA NA NA
Denmark [¢) ° o
Germany [ o o
Netherlands o (] o
Switzerland o o o
United Kingdom ° o °

Explanation: Points indicate which domain is covered in the policy documents.
Empty circles mean that no evidence of focus was found in the reviewed documents.
Abbreviations: NA ... not applicable.

Sources: National documents (see Table 3-1); full details in Appendix 5 (Data Extraction Table).

Age Range

Some documents suggest that they adopt a broader life-course approach, in-
tegrating transition planning into a wider continuity of care strategy (DE,
UK). The age range starts in all countries between the ages of twelve and 16.
Some documents (AU, DK, NL) start at 12-13 years old, and others (AU,
CH, UK) focus on the later adolescent stage at approximately 16 years. No-
tably, the ages associated with transitions extend beyond 18 in all reviewed
countries, either through formal policies or flexibility based on individual
circumstances. This acknowledges that developmental maturity varies and
that strict age thresholds may not be suitable for all YP.

in allen Landern
flexible Obergrenzen
der Altersspanne iiber
18 hinaus

Table 3-6: Point Matrix of Age Ranges Addressed in Transitional Psychiatry Policies across Included Countries

Life-course approach Early adolescence Later adolescence Transition Flexible/no defined
(starts from zero) (starts from 12-13 years) (16-17) beyond age 18 age ranges
Australia o ° ° ° °
Belgium NA NA NA NA NA
Denmark [¢) ° o ° o
Germany [ o o ° o
Netherlands o . o ° o
Switzerland o o ° ° o
United Kingdom ° o ° ° o

Explanation: Points indicate whether the setting is mentioned as a context for the applicability of a policy.

Empty circles mean that no evidence of focus was found in the reviewed documents.
Abbreviations: NA ... not applicable.

Sources: National documents (see Table 3-1); full details in Appendix 5 (Data Extraction Table).
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Vulnerable and High-Risk Population

Documents from various countries highlight the specific challenges faced by
vulnerable youth populations during the transition from CAMHS to AMHS.
These groups include YP in disadvantaged situations, such as those in out-of-
home or foster care, or those under state protection. They also encompass YP
who are homeless or lack residency status. Furthermore, young offenders and
those living in remote or rural areas face particular barriers to access. Cultur-
al and linguistic minorities, including refugees, culturally and linguistically
diverse (CALD) populations, and Aboriginal and Torres Strait Islander youth,
are also recognised as requiring culturally sensitive and inclusive approach-
es. Likewise, LGBTIQ+ youth frequently encounter discrimination and may
need additional psychosocial support.

Health-related vulnerabilities affect YP with chronic disorders, intellectual
disabilities, or neurodevelopmental conditions, as well as those with physical
and psychological comorbidities (many transitions at once). Those particular-
ly at risk are YP who are diagnosed with a chronic or long-term condition for
the first time between the ages of 16 and 17. YP in special education, those
with low health literacy, or those requiring adapted communication formats
are also at risk. Transitions sometimes involve healthcare services, as well as
municipal and social systems. This is particularly true when a condition ne-
cessitates intensive social interventions in conjunction with medical treat-
ment. This is notably relevant for YP with a history of trauma, abuse, or sub-
stance use.

Service Integration and Coordination

Referral and Transition Process
Timing of Transition

All of the countries examined endorse early and individualised planning as a
cornerstone of successful transitional care. Most systems (AU, CH, DE, NL,
DK, UK) begin planning six to twelve months in advance. Furthermore, the
countries highlight the need for early identification, planning and prepara-
tion. Identification and planning can begin as early as 13 or 14 years of age
in some cases (DK, UK), with an extended transition period of several years,
depending on the young person’s pace. The use of the Transition Readiness
Assessment Questionnaire (TRAQ) is recommended (AU).

Transitions are not only age-triggered but also guided by clinical need (se-
verity, complexity of condition, and degree of risk), as well as developmental
readiness, cultural identity, education, employment, family and caregiver sup-
port, housing, community environment, availability of services, and access
(UK, AU). Flexibility includes the option for YP to remain in CAMHS beyond
the age of 18, or to move to AMHS prior to 18, when appropriate. Similarly,
CH and DK promote flexibility through an elastic age limit (21-25 years). YP
over 18 who present with a mental health problem for the first time should
ideally be given the choice, where possible, of receiving care from a youth ser-
vice for people up to the age of 25 or an adult service (UK). That the trans-
fers should only take place at a relatively stable point in terms of emotional
well-being and disorder was also emphasised (AU, DE, UK).
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Coordination Mechanism

In AU, coordination mechanisms highlight the exchange of concise and rel-
evant information, service matching, and integrated planning that involves
YD, their parents, peers, and medical and psychosocial teams. Additionally,
the importance of summaries from CAMHS, which provide medical and oth-
er relevant information, was highlighted (DK). Interprofessional case discus-
sions, joint consultations, and individual transition plans are widely recog-
nised as coordination mechanisms in the countries. The UK furthermore re-
commends flexible, person-centred transition protocols. These plans must be
tailored to individual needs, incorporate built-in decision-making flexibility,
link to existing care plans, and be coordinated across services.

Preparation and Support Actions

The intensity and scope of preparation for transition through support struc-
tures vary across countries. AUs approach focuses on risk-informed prepara-
tion, including reviewing care plans, conducting risk assessments, establish-
ing crisis management protocols and creating safety plans. DK endorses a ho-
listic assessment of both maturity and disorder stage. This model is unique
in its use of health literacy tools, such as questionnaires designed to support
dialogue, to foster informed decision-making and engagement. In the NL,
preparation focuses on joint decision-making and offers materials and tools
for transition care, as well as evaluative tools to guide YP and their families
through the process. In the UK, preparation involves joint meetings and as-
sessments by both services, with goal-setting across various life domains (e.g.,
employment, housing, and education), and consideration of personal, proce-
dural, and relational safety needs. The UK also includes an evaluation of self-
confidence, self-management, and transition readiness.

Table 3-7: Comparative Overview of Referral and Transition Processes
in Transitional Psychiatry Policies Across Included Countries

individuelle
Ubergangspline,
interprofessionelle
Zusammenarbeit und
sektoriibergreifende
Abstimmung

Vorbereitung auf

die Transition durch
ausreichend Planung und
gemeinsame Zielsetzung

Timing of Transition Coordination Mechanisms Preparation and Support Actions
Australia Early identification; planning Clear protocols; stakeholder Care plan review; intervention
>6 months prior; emotional identification; relevant information | review; safety and crisis plans;
stability as trigger; assessment of sharing; selection of appropriate risk assessment
developmental, psychosocial, and service
health needs; use of TRAQ; focus on
education, housing, medication,
and communication needs
Belgium NR NR NR
Denmark Transition at age 18-20; planning Joint planning with YP, parents, Holistic readiness and maturity
6-12 months prior; early planning peers, and adult services; sharing of | check; transition only during stable
from age 12-14 in some cases; medical summary and key iliness phase; use of dialogue-
multi-year structured process information oriented HL questionnaire
paced by young person
Germany Early, structured planning, based Interprofessional case discussions NR
on the development and disorder
stage, together with the patient
and caregivers
Netherlands Early intervention Joint consultation, individual Joint selection of materials and
transition plans; institutional tools; evaluation tools; transition
policies and strategies coaches; integrated care systems
Switzerland Early planning; flexible upper age NR NR
limit (21-25)
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Timing of Transition

Coordination Mechanisms

Preparation and Support Actions

United Kingdom

Flexible models based on needs
(0-25); adolescent services up to 25
or transition earlier; choice for YP
entering late in youth/adult services;
early identification; early and flexible
pathway planning; planning

Clear protocols; person-centred
plans; use of local service maps to
support transition; shared decision-
making; coordination by both
services; agreement by YP and
carers

Joint assessments; goal setting;
self-management assessment;
consideration of all domains
(education, employment, inclusion,
health, housing); procedural and

>6 months prior (in some cases
from age 13-14); focus on education,
employment, housing, identification
of support or carers; timing at
emotional stability; involvement of
all relevant parties (incl. GP, carers)

relational safety needs

Abbreviations: AMHS ... adult mental health services; CAMHS ... child and adolescent mental health services;
HL ... health literacy; TRAQ ... transition readiness assessment questionnaire; YP ... young people; NR ... not reported.

Sources: National documents (see Table 3-1) and expert consultations; full details in Appendix S (Data Extraction Table).

The body of evidence regarding service integration and coordination was broad,
informed by all included documents (guidelines, quality standards, practice
guidance, policy recommendations, government reports, position statements,
resource guidance, and service planning), and further supplemented by inputs
from three expert consultations.

Integration between CAMHS and AMHS

Transition Coordination Roles

A key element of all systems is the existence of a designated transition coor-
dinator to oversee the process. This position could alleviate some of the ad-
ministrative burden of managing transitions from clinicians, allowing them
to focus on patients’ mental health needs. In most countries, this function is
embedded within existing care structures and is often assigned to medical
staff, such as doctors or nurses. In DE, however, it is recommended that it be
assigned to a non-medical person. The NL and the UK emphasise tailoring
the coordinator’s role to the developmental needs and abilities of each young
person, sometimes involving professionals with whom they already have a re-
lationship. YP could also be involved in selecting their coordinator, as sug-
gested by documents from the NL and the UK. The coordinator’s main tasks
include planning and coordinating the transition process, communicating
with different services, representing the patient’s interests, and monitoring
and implementing the process. They should be the primary point of contact
and support, accompanying patients and their families throughout the tran-
sition process for at least six months before and after the transfer. Further-
more, they should act as a link between the young person and the profession-
als involved, arranging appointments (including GP appointments) and as-
sisting with navigating services, as documented in UK reports.

Joint Working Mechanisms

Several countries highlight the importance of structured collaboration and
formal cooperation agreements that outline shared responsibilities and the
organisation of transitional care pathways for information exchange and con-
tinuity. Most countries (AU, DK, DE, NL, CH and UK) recommend using
structured jointly commissioned transition plans between CAMHS and AMHS,
based on guiding principles and service-level agreements with agreed-upon
transition protocols. The need for regular discussions to ensure patient-cen-
tred planning and coordination was endorsed (DE). The UK recommends
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that parallel planning, which should start months before handover, should
include joint assessments, face-to-face meetings between lead professionals,
planning the timing of the handover, appointing a new lead carer or care co-
ordinator, and ensuring the availability of services, including crisis and on-
call services. The Danish model highlights continuity of care through provid-
ers, i.e. ensuring that the same clinician provides care until the patient reach-
es the age of 24. Other strategies included shared documentation, as well as
feedback mechanisms, shared digital infrastructure, and routine joint reviews
of systems and processes to support collective responsibility. Intersectoral col-
laboration, particularly with schools, social services and educational coun-
sellors, was also endorsed.

Information Sharing Processes

In terms of information-sharing, AU emphasises structured inter-agency strukturierter
communication that includes a clear and accessible plan, risk assessment, Informationsaustausch
and regular updates. The UK recommends a personal transition folder con- und personliche

taining medical, social, and psychosocial data, which is created months be- Ubergabedossiers mit
fore transfer. This folder should include profile, health status, educational medizinischen, sozialen
and social care needs, preferences for parent and carer involvement, emer- und krankheits- und
gency care plans, history of unplanned admissions, strengths, achievements, behandlungsspezifischen
and goals. Additionally, written information about what to expect from ser- Daten

vices and the support available should be easily accessible to YP and carers,
including details about available benefits and financial support (UK).

Service Alignment Strategies

Service alignment is pursued through structured ‘warm handovers’, where »+Warm Handovers” mit
transition planning includes joint meetings with the receiving adult team gemeinsamen Treffen mit
prior to the transfer taking place. This should be along with written materi- dem aufnehmenden Team
als about the new treatment centre (DK). The number of meetings varies from vor Transfer, parallele

at least one in DE to annual consultations with all parties involved in the NL. Planung und stufenweise
In the UK, service alignment is recommended through parallel planning and Uberginge

graded transitions, where CAMHS and AMHS participate in preparation sim-
ultaneously several months before the anticipated transfer. During this time,
multiple joint appointments are arranged where YP meet key members of
the adult team. Discussions should cover what is working well in the transi-
tion planning and what can be improved, the young person’s clinical needs,
psychological status, social and personal circumstances, caring responsibili-
ties, educational and vocational needs, cognitive abilities and communication
needs. The UK also recommends a phased transition of therapy, including
attending individual and/or group psychological therapy sessions, as well as
integrated pathways that comprise joint meetings, training and education op-
portunities, and the development and implementation of a coordinated care
plan. Furthermore, the NL highlights that CAMHS and AMHS need to sen-
sitise professionals to the problem of the different cultures of adult and child/
adolescent psychiatry, to avoid a ‘culture shock’ for YP. The UK, further-
more, proposes Integrated Care Systems, and CH and DK propose institu-
tionally integrated structures where CAMHS and AMHS services could be
managed under the same umbrella or department.
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Table 3-8: Comparative Overview of Integration Mechanisms

Between CAMHS and AMHS Across Included Countries

(healthcare provider)
supports and supervises
process, acts as advocate,
builds trust, draws up plan,
coordinates services

planning

information-sharing

with all parties to

prepare and sensitise
professionals; reduce
“culture shock” for YP

Transition Joint Working Information Service
Coordination Roles Mechanisms Sharing Processes | Alignment Strategies | Other
Australia Designated transition Joint working teams; | Structured planning; | ‘Warm handovers’; NR
coordinator; involvement of | joint planning; accessible introduction to adult
all partners in care planning | collaboration documentation; service
and delivery regular and timely
documented
exchange; risk
assessment; referral
information; joint
communication
Belgium Designated liaison (referee | NR NR NR Shared outpatient
person) to allocate resources, settings, where
accompany patients and possible
families through the process
Denmark Contact persons/ Cross-department NR Prior meetings/visits; NR
coordinators to manage collaboration; written handover
roles, coordinate transition | continuity with same about new treatment
planning, act as point of doctor/nurse until centre
contact age 24
Germany Non-medical coordinator Structured cross- NR At least one joint case | NR
to oversee implementation, | sector collaboration; discussion between
ensure treatment continuity, | regular discussions; referring and receiving
continuous exchange of intersectoral doctor
information collaboration
Netherlands | Transition coordinator Individual transition | Structured Annual consultations NR

transition, takes away
administrative burden,
supports handover,
arranges appointments
(incl. GP), helps navigate
services, supports family,
provides advice for minimum
of 6 months before and
after transfer (healthcare
provider with meaningful
relationship with YP)

face-to-face
meetings between
professionals;
information on
existing and available
services, including
crisis or out-of-hours
services; jointly
review systems and
practices to identify
needed changes

and medical data,
education,
preferences, risks,
treatment needs,
legal rights,
expectations; adult
provider information

(multiple visits, meeting
key members of adult
team, phased transition
of therapy, e.g. via
attendance in
individual and/or
group psychological
therapy sessions);
focus on goal setting,
self-management
support; planning
across education,
employment, health,
and housing,
procedural and
relational safety

Switzerland | Clinical case manager, Joint transition Shared plans; joint NR Psychiatric clinics
monitors severe cases, planning; shared documentation; managing both
screens risk, coordinates protocols; integrated | information-sharing CAMHS and AMHS
planning and treatment, working; agreed may operate
long-term case mission statement shared adolescent
management section under one

management

United ‘Named worker'/transition | Parallel planning Shared transition Staff introduction; Development

Kingdom coordinator, coordinates >3 months prior; folder with personal | graded transitions of integrated care

systems;

joint clinics;
cross-CAMHS/
AMHS staffing

Abbreviations: AMHS ... adult mental health services; CAMHS ... child and adolescent mental health services;
GP ... general practitioner; YP ... young people; NR ... not reported.

Sources: National documents (see Table 3-1) and expert consultations; full details in Appendix S (Data Extraction Table).
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The evidence base for integration between CAMHS and AMHS comprised
all thirteen included documents (guidelines, quality standards, practice guid-
ance, policy recommendations, government reports, position statements, re-
source guidance and service planning), as well as content from four expert
consultations. The evidence base is, therefore, extensive and cohesive, reflect-
ing a combination of document-based and expert-based input.

Continuity of Care

Parallel Care During Transition

AU supports parallel care for three to six months before transfer, emphasis-
ing the early involvement and collaboration of the receiving team. A similar
approach is taken in DK, where an overlap between paediatric and adult care
is emphasised. Even if responsibility can be transferred midway through the
process, both parties should be involved in the transition for a while. Accord-
ing to the perspective of a German expert, ‘track models’ offer a possible ef-
fective approach, whereby the same professional continues to provide care in
all settings, regardless of institutional affiliation.

Post-Transition Follow-Up

AU recommends open re-entry to CAMHS, as well as continued post-trans-
fer care coordination. Maintaining some level of post-transition communica-
tion with the referring service is also seen as key to system responsiveness.
DK recommends that YP have several follow-up meetings with the same coun-
sellor immediately after transition. The focus should shift towards self-mana-
gement and health literacy, including education on understanding the dis-
order and making healthy lifestyle choices. Similarly, the NL recommends
at least one evaluation meeting with the same practitioner in the first year
after transfer, where possible, and further periodic consultations are encour-
aged. DE supports ongoing monitoring through regular assessments of treat-
ment goals and outcomes. The UK also specifies that the same practitioner
should be present for at least the first AMHS appointments after transfer,
and that a plan review meeting should be held at least once a year. Addition-
ally, joint pre- and post-transfer Care Programme Approach (CPA) meetings
should be held, alongside Care, Education and Treatment Reviews (CETR),
beginning up to six months before the transition and continuing afterwards.

One expert from the NL endorsed during the consultation the importance
of follow-up monitoring. According to the expert, the MILESTONE project
showed that around half of adolescents may experience resolution of symp-
toms without requiring further care. However, simply receiving care, even
without intensive treatment or visible improvement, can help stabilise men-
tal health and prevent deterioration. The therapeutic effect of monitoring,
support and structured contact can be particularly valuable during this de-
velopmental period. This is particularly relevant for conditions with a high
potential for relapse, such as eating disorders, where symptoms may improve
only to re-emerge shortly after recovery. Similarly, prodromal symptoms of
severe mental illnesses (SMI) such as schizophrenia require ongoing obser-
vation to detect early warning signs. In such cases, continuity of care acts as
a buffer against escalation. Conversely, service discontinuities or long wait-
ing periods can aggravate symptoms and disrupt recovery trajectories.
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Disengagement and Re-entry Strategies

It is recommended that adult services follow up on missed appointments
and, if necessary, involve other professionals, such as GPs, school nurses, or
youth workers (NL, UK). A referral can be made to the transition coordina-
tor or CAMHS services. Guidance must be provided on supporting reinte-
gration and identifying alternative support and involvement opportunities

(e.g., self-help groups). There is a strong emphasis on shared responsibility
for monitoring, where GPs are given guidance on what to monitor and when
to refer back. In AU, CH, DE, and DK, no structured reintegration proce-
dures are reported.

Table 3-9: Comparative Overview of Continuity of Care Strategies Across Included Countries

Nachverfolgung
versaumter Termine
und strukturierte
Reintegration, wenn
notwendig

Parallel Care During Post-Transition Disengagement and
Transition Follow-Up Re-entry Strategies Other
Australia Parallel care for Post-transition contact with CAMHS; | NR NR
3-6 months; receiving | continued care with open re-entry
care team engaged
pre-transition; joint
involvement of CAMHS/
AMHS, YP and family
Belgium NR NR NR NR
Denmark Joint transition phase Multiple follow-up sessions with NR NR
between CAMHS and same counsellors; immediate post-
AMHS (e.g., shared transition meeting, focus on self-
outpatient services); management, lifestyle and disorder
transfer of responsibility | education
during process
Germany Track models; same Regular treatment and goal NR Early detection centres
practitioner continuity | assessment; individual and group for psychologist/specialist;
across settings therapy for YP for inpatient and appointments as support
outpatient continuity for inpatient admission if
needed
Netherlands | NR At least one evaluation within first GP or other providers NR
year with same practitioner; periodic | coordinate re-referral if YP
consultation and monitoring; regular | misses appointments; clear
monitoring (being in care) might help | guidance on monitoring,
prevent symptoms from worsening, | and referral to adult care
even if no visible improvement
Switzerland | NR NR NR NR
United NR Annual plan review; six-month Adult services initiate NR
Kingdom post-transition contact; continuity contact after missed
with same practitioner for firsttwo | appointments;
attended appointments; re-engagement efforts;
CPA and CETR meetings pre- and GP or child/adult service
post-transition; joint case meetings | involvement; assessment
of readiness to re-refer if
further support required

Abbreviations: AMHS ... adult mental health services; CAMHS ... child and adolescent mental health services;
CETR ... care, education and treatment review; YP ... young people, CPA ... care programme approach;
GP ... general practitioner; NR ... not reported.

Sources: National documents (see Table 3-1) and expert consultations; full details in Appendix S (Data Extraction Table).

Evidence on continuity of care was drawn from all included written sources
(guidelines, quality standards, practice guidance, policy recommendations,
government reports, position statements, resource guidance and service plan-
ning), as well as three expert consultations. The topic is well-represented

across written sources, with expert input providing contextual detail.
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Treatment Approach

Provided Services

Psychoeducation/Empowerment

All countries integrate psychoeducation and empowerment to varying degrees
and in different forms. Most emphasise self-management skills, decision-mak-
ing skills, and autonomy, as well as how to deal with the differences between
CAMHS and AMHS. DK also focuses on patient rights, confidentiality, and
informed consent. The NL emphasises the importance of providing clear, oral
and written information about adult care services, including a description of
the transition process, counselling options, and the differences between child
and adult care. The UK recommends the use of advocacy tools and welcome
packs (provision of written information) to provide high-quality information
about AMHS in various media and languages.

Clinical Assessment/Treatment

AU recommends developmental and psychosocial assessments, trauma-in-
formed care, and coordination and navigation of care. DE emphasises the
need for individualised treatment goals as part of a detailed treatment plan
that includes medication and early warning systems. It also integrates crisis
prevention and planning. DK emphasises ‘youth hours’ and ‘youth pathways’,
focusing particularly on the needs of YP and minimising contact with much
younger patients or adults.

Peer Support/Mentoring

Peer mentoring is recognised as a valuable form of support and an effective
means of exchanging experiences, and is recommended in several countries
(AU, DK, NL, UK). Furthermore, the UK recommends it for various areas,
including education, employment, housing, health, and social inclusion. As
highlighted by one expert from DE, YPs with affective disorders, such as anx-
iety and depression, as well as emerging personality or maturation disorders,
often respond well to peer-based settings; they tend to engage quickly in group
environments and benefit from shared experiences. In contrast, YP with con-
ditions such as schizophrenia or psychotic disorders often struggle to inte-
grate into peer-oriented care structures, as their symptoms may limit their
social engagement.

Use of Digital Tools

Digital technologies are recommended to engage YP where appropriate (or for
YP who move as an opportunity to stay in the same service). These include
referral to online support services, online consultations and the use of evi-
dence-based apps or other devices as either an adjunct to therapy or as a tool
to facilitate therapeutic outcomes (AU, DK, DE, NL, UK). Furthermore, digi-
tal tools should be used as alternatives to meet written and verbal communi-
cation needs, providing age- and literacy-level appropriate, jargon-free infor-
mation materials and communication tools (e.g., social media) (AU, UK).
Mobile treatment for clinical case management, which serves a relational,
supportive, and coordinating function to continuously accompany the tran-
sition phase and span interfaces between CAMHS and AMHS, was also rec-
ommended (CH).
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Table 3-10: Comparative Overview of Treatment Approaches Across Included Countries

counselling

plans, including therapy
goals, medication needs,
crisis planning

Psychoeducation/ Clinical Assessment/ Peer support/ Use of
Empowerment Treatment Mentoring Digital Tools
Australia Education on service Coordination and Peer support; group-based | Digital tools for age and
delivery differences, skills navigation of care; interventions literacy level appropriate
development, self- assessment of mental state, communication (e.g., social
determination, self- safety, and risk; psychiatric media) with accessible,
management; review; therapy and trauma- jargon-free information
psychoeducation for YP, informed care tailored to materials; online support
families, and carers developmental and services such as use of
psychosocial needs evidence-based apps, as
adjunct to therapy
Belgium NR NR NR NR
Denmark Empowerment sessions; ‘Youth hours’, ‘youth tracks’; | Group programmes or Digital tools for
disorder education support for autonomy, consultations with peersto | communication and
(resilience, independence, | communication with share experiences counselling
coping with disorder); professionals
rights; confidentiality;
consent; psychosocial
support
Germany Psychoeducation; training; | Individualised treatment Peer support valued by Use of media and digital

patients with anxiety/
depressive disorders and
personality/maturational
disorders;
underrepresentation

in conditions such as
schizophrenia due to
integration challenges

applications to supplement
care

Netherlands

Education on self-
management; shared
decision-making; self-
confidence; verbal/written
information on adult
services (process and care
differences); psychosocial
care; transition preparation

NR

Peer mentoring, coaching

E-health support tools

education on service use;
promotion of autonomy,
decision-making; welcome
packs

planning (e.g., education,
housing, wellbeing)

Switzerland | NR Treatment-integrated NR Mobile treatment for
clinical school support clinical case management,

relationship and
coordination support,
continuous coverage across
CAMHS and AMHS

United Advocacy; multilingual Transition coordination Peer support, coaching, Mobile technology for

Kingdom high-quality information; meetings; life domain mentoring; support across | online consultations;

education, community,
health, and independent
living

information-sharing via
social media

Abbreviations: AMHS ... adult mental health services; CAMHS ... child and adolescent mental health services;

NR ... not repo

rted.

Sources: National documents (see Table 3-1) and expert consultations; full details in Appendix S (Data Extraction Table).

Care Pathway

Phased Integrated Care Pathways

Most countries recommend phased, integrated care pathways that include
structured preparation, transfer, and follow-up stages to ensure continuity of
care. These models highlight early planning, personal handovers, and collab-

oration acros
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Individualised Planning

Where reported, countries emphasise developmentally appropriate, personal-
ised transition planning, often co-produced with the young person. The focus
lies on tailoring pathways to meet individual mental health needs, readiness,
and autonomy. AU and DE, furthermore, explicitly highlight the importance
of avoiding multiple simultaneous transitions (e.g., school, housing).

entwicklungsgerechte,
personalisierte
Ubergangsplanung

Table 3-11: Comparative Overview of Care Pathways for Transitional Psychiatry Across Included Countries

Phased Integrated Care Pathways Individualised Planning Other

Australia Review of care; personal handover; contact with | Developmentally appropriate, Avoidance of multiple
family and providers; clear referral pathways; peer-driven, individualised plans | simultaneous transitions
support pre-, during, and post-transfer

Belgium NR NR NR

Denmark Early transition, transfer, follow-up phases NR NR

Germany Structured, phased treatment plan NR NR

Netherlands NR NR NR

Switzerland NR NR NR

United Kingdom | Integrated care pathways; clear access pathways | Personalised, developmentally NR
across services; significant relationship building; | appropriate pathways based on
strong communication; collaborative working mental state

Abbreviations: NR ... not reported.

Sources: National documents (see Table 3-1) and expert consultations; full details in Appendix S (Data Extraction Table).

Therapeutic Model

Nearly all countries endorse person-centred principles to align care with in-
dividual preferences and to foster shared decision-making. AU incorporates
this alongside cultural sensitivity. The UK also mentions the importance of
non-stigmatising and youth-friendly care. The UK integrates developmental
needs into person-centred and age-adapted, youth-led and strengths-based
care, which emphasise empowerment and engagement. AU and DK adopt a
recovery-oriented framework, and AU additionally adds a layer of trauma sen-
sitivity. AU is the only country that explicitly references trauma-informed
practice in multiple sources.

patientiinnenzentrierte
entwicklungs- und
jugendgerechte
Versorgung

Table 3-12: Point Matrix of Therapeutic Models Referenced in Policies Across Included Countries

Patient-Centred Care (Developmentally and Recovery-Oriented Trauma-Informed
Youth-Appropriate/Culturally Sensitive) Care Care
Australia ° ° °
Belgium NA NA NA
Denmark o . o
Germany ° o o
Netherlands ° o o
Switzerland (] o o
United Kingdom ° o o

Explanation: Points indicate whether and which therapeutic model was referenced in the policy.
Empty circles mean that no reference was found in the reviewed documents.

Abbreviations: NA ... not applicable.
Sources: National documents (see Table 3-1) and expert consultations; full details in Appendix S (Data Extraction Table).
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Participation

Shared Decision-Making Mechanisms

Most countries recommend the active and full participation of YP in deci-
sions and plans related to transition, with AU and the UK applying co-pro-
duction principles to encompass service design and evaluation. The UK’s re-
commendations prioritise the principle of co-production, as this provides the
appropriate context for effectively implementing the other principles.

Family Involvement

Across countries, family and caregiver involvement in planning and decision-
making is encouraged, but it is usually adapted and customised to the young
person’s age, development, and preferences.

Support, Training, and Feedback

Several countries recommend structured support and training opportunities
for YP and their families, such as groups, events, and feedback loops (AU,
DK, UK). DK recommends a ‘split-visits’ approach. This involves separate
and joint conversations with YP and their parents, to prepare them for meet-
ings with the healthcare provider alone. The UK also recommends separate
care conversations for YP and carers to raise concerns and questions. After
the transition, it is advised to continuously evaluate if the support provided
is adequate and appropriate.

aktive und umfassende
Partizipation junger
Personen an
Entscheidungen

und Planen

aktive Einbeziehung
der Familie, angepasst
an der jungen Person

strukturierte
Unterstiitzung und
Bildungsmoglichkeiten
fiir junge Menschen
und Familien

Table 3-13: Comparative Overview of Participation Strategies Across Included Countries

Shared Decision-Making Mechanisms Family Involvement Support, Training, and Feedback
Australia Full involvement in care planning, Age-appropriate, culturally sensitive | Feedback opportunities
service design, evaluation; co-production; | involvement; involved in care
tool development; decision-making planning
Belgium NR NR NR
Denmark NR Active inclusion; partner involved | individual and joint sessions, e.g.,
post-transition ‘Split Visits’; family training; group
events; post-transition support review
Germany NR Age- and development-appropriate | NR
involvement of relevant persons
from social environment
Netherlands | YP leads care decisions Parental role adjusted over time; NR
agreement on individual transition
plan
Switzerland | Involvement as early as possible Customised involvement based NR
on family relationship and patient
preference
United Full, equal involvement at all stages; Ongoing family involvement, Feedback mechanisms; separate
Kingdom co-production in care, design, evaluation; | based on YP preferences sessions for YP and carers
CPA and CETR participation
Abbreviations: CETR ... care, education and treatment review; CPA ... care programme approachs

YP ... young people; NR ... not reported.

Sources: National documents (see Table 3-1) and expert consultations; full details in Appendix S (Data Extraction Table).

The evidence regarding treatment approaches was informed by all thirteen
documents (guidelines, quality standards, practice guidance, policy recom-
mendations, government reports, position statements, resource guidance and
service planning) and two expert consultations. However, it is generally based
on less content than the preceding categories.
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Workforce, Training and Infrastructure Requirements

Defined Responsibilities

Most countries do not explicitly define strategies about who is responsible
for what in ensuring a smooth transfer between CAMHS and AMHS. Only
DE and the NL mention role-based delegation. DE assigns responsibility to
a reference doctor or psychotherapist with delegated coordination to a non-
medical staff member, and the NL formalised clearly defined responsibilities,
with a transition coordinator coordinating roles.

Multidisciplinary Involvement

Countries with formalised transition frameworks (e.g., AU, UK) have broader
stakeholder inclusion, including, apart from CAMHS and AMHS teams, tran-
sition coordinators, families, nurses, primary care providers, social workers,
peer workers, education/vocational providers, the voluntary sector, and other
agencies such as those involved in substance use or justice sectors, or other
providers like physiotherapists or dietitians. In contrast, others focus primar-
ily on medical and direct care staff.

Table 3-14: Point Matrix of Multidisciplinary Involvement Across Included Countries

1 Person im Team fiir
delegierte Koordinierung

breite multidisziplinare
Integration von Disziplinen
in Teams

CAMHS Nurses and Transition Other | Educational/ Family/Carers/
and AMHS | Other Clinical | Coordinator/ | Primary | Social | Relevant | Vocational Peer Significant

Teams Staff Case Manager | Care | Work | Services | Providers | Worker others
Australia ° ° ° ° ° ° ° . .
Belgium NA NA NA NA NA NA NA NA NA
Denmark . . ° o ° ° . o °
Germany ° o ° o ° ] o o .
Netherlands . o . ° o o . o °
Switzerland o o . . o . o
United Kingdom ° ° ° ° ° ° ° ° °

Explanation: Points indicate whether and which disciplines are mentioned as part of the transitional care workforce.

Empty circles mean that no evidence of involvement was found in the reviewed documents.
Abbreviations: NA ... not applicable.

Sources: National documents (see Table 3-1) and expert consultations; full details in Appendix S (Data Extraction Table).

Training and Qualification Requirements

Professionals with cross-cutting competencies in child, adolescent, and adult
mental health are required. Several sources recommend the need for training
in developmental and person-centred practices, as well as training across age
ranges, to engage with the unique needs of priority populations and under-
stand age-appropriate options and flexibility. To support cross-sector collab-
oration and foster a shared understanding of transitional needs, it was rec-
ommended that joint interdisciplinary training be provided to professionals
from CAMHS and AMHS. Such training aims to establish a common knowl-
edge base, foster interprofessional communication and encourage flexible,
age-appropriate responses. Proposals included additional qualifications and
postgraduate programmes in transitional psychiatry. Notably, the proposals
involved training child and adolescent psychiatrists to work with YP up to the
age of 25, as well as equipping adult psychiatrists with the necessary skills to
engage with adolescents. Suggested formats for specialised postgraduate ed-
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ucation included master’s programmes and additional qualifications in tran-
sitional psychiatry. One expert recommended reciprocal placements, such as
child and adolescent psychiatrists completing one-year rotations in adult psy-
chiatry and vice versa, to foster early familiarity with patient needs across dif-
ferent age groups. Other training methods encompassed shadowing, reflective
case-based learning, and structured engagement with YP’s perspectives.

Furthermore, it was mentioned that training is necessary for professionals re-
sponsible for coordinating transitions. Recommendations varied from requir-
ing formal clinical qualifications to ensuring a minimum of two years of rel-
evant experience. Some countries specify that transition coordinators should
possess a medical background.

Training and support needs were also highlighted for professionals across ser-
vices to enable them to identify emerging mental health issues and provide
appropriate care. Training needs were also mentioned for peer workers and
mentors.

Workforce Retention and Sustainability Strategies

In light of staff shortages in the workforce, the sustainability of transitional
psychiatry services depends on strategic staff retention and optimising roles.
Key factors supporting retention, according to experts, include meaningful
work, recognition, appropriate remuneration, and engaging roles, particular-
ly in youth-focused care.

According to experts, promising models emphasise needs-based care rather
than diagnosis-driven approaches, promoting community-based interventions
and reducing reliance on specialist services. Strengthening interprofessional
trust and referral acceptance (e.g., CAMHS professionals should avoid un-
necessary referrals, and AMHS should take GP or CAMHS referrals serious-
ly and prioritise them) was identified by an expert as crucial for the sustain-
able delivery of care, especially between CAMHS, AMHS, and GPs.

Financial incentives, such as relocation bonuses, time-bound commitment
payments, and housing support, were also mentioned as effective in address-
ing regional workforce shortages.

Sharing tasks across professional groups — for example, involving nurses, so-
cial workers, and occupational therapists alongside psychiatrists and psycho-
therapists — was highlighted by one expert as a way to optimise resources and
maintain quality. Clear role definitions and professional boundaries are es-
sential, as tasks must remain within the areas of expertise of the respective
professional groups to ensure quality and safety.

Infrastructure Resources

Transitional care requires supportive infrastructure and accessible digital tools.
For infrastructure, there is a need for youth-friendly physical environments.
Recommendations include creating dedicated waiting areas with age-appro-
priate information materials and spaces for private use. Key components fur-
ther include integrated clinical documentation systems and shared informa-
tion platforms, as well as digital resources such as e-learning modules, flow-
charts and video materials.

Evidence for workforce, training, and infrastructure requirements was derived
from ten documents (guidelines, quality standards, policy recommendations,
government reports, position statements, resource guidance, and service plan-
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ning) and six expert consultations. Compared to other themes, the proportion
of expert input was higher. The evidence base is therefore mixed, combining
document-based input with a strong reliance on expert perspectives.

Implementation and Governance

Implementation Strategies and Lifespan Approaches

A phased implementation roll-out was recommended (AU, DK). Effective im-
plementation requires promoting transition psychiatry care at a national level
as part of high-quality, person-centred services. Key strategies include secur-
ing recognition from health authorities, mobilising role models, and engaging
YP and their families through schools and associations. Recommended mea-
sures include appointing transition leads, updating digital infrastructure (In-
formation and Communications Technology/Electronic Health Record Sys-
tems), incorporating standards for transition services into training programmes
across medical and paramedical disciplines, enabling joint consultations, inte-
grating the quality standard into local protocols and care pathways, and provid-
ing institutional support for extended consultation times and interprofession-
al meetings (e.g., double consultations by both child and adolescent and adult
provider). Toolkits, peer support structures, and the visible dissemination of
standards (e.g., on institutional websites) will also help increase uptake. Con-
tinuous feedback from working groups, families, and youth councils is also
recommended.

Early investment in child and family services through prevention and early
intervention, as well as parenting support and early family services, is consid-
ered vital by experts for reducing long-term demand on mental health sys-
tems. Adult services are also encouraged to consider the needs of their pa-
tients’ children in order to improve intergenerational outcomes. Additionally,
experts endorsed the importance of adopting a lifespan approach.

Governance

Governance responsibilities should be shared across partner organisations
and should explicitly include YP and their carers. Each participating entity
should align its internal strategies and key performance indicators with the
overarching system goals. To ensure seamless information flow and minimise
discrepancies in care cultures across sectors, cross-organisational governance
mechanisms are recommended.

Key Enablers

The practical implementation of transitional psychiatry models is supported
by strong leadership, stakeholder engagement and co-production processes
that encourage buy-in. The establishment of local transition forums, compris-
ing representatives from CAMHS, AMHS, the voluntary sector, and service
users, was mentioned as a means of jointly reviewing, monitoring, and im-
proving transition protocols, as well as providing an arena for debate and ser-
vice development. Joint Strategic Needs Assessments and a shared language
across services were also considered beneficial tools for aligning service de-
livery with population needs.

Favourable structural conditions include adequate resource availability, such
as infrastructure, staffing and financial resources, as well as clear legal and
regulatory frameworks. As adult units are often not designed to meet the le-
gal conditions and requirements of minors (e.g., supervisory duties), expand-
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ing the framework of legal possibilities is necessary. Financial incentives, such
as specific remuneration for cross-service consultations, were also recom-
mended to initiate and support collaboration. Furthermore, seen as benefi-
cial were binding quality standards that align with international guidelines,
along with users being aware of the quality standard and feeling competent
to apply it.

Additional facilitators included strategic communication and the dissemina-
tion of clear and actionable recommendations. Data-driven planning and com-
missioning, informed by population health, were advised to help implement
models aligned with local needs.

Considering the entire care journey, personalised care models and care nav-
igation support were considered vital for helping YP access the right services.
Emphasis was placed on early detection and intervention, which can prevent
the need for specialist care, prevent severe illness and reduce treatment costs.
Primary practitioners and paediatricians should be involved in early detec-
tion and informed about transition services to choose appropriate care path-
ways directly (e.g., adult treatment instead of CAMHS for older adolescents).

A German expert involved in this consultation shared a detailed concept pa-
per outlining the criteria and quality standards for establishing a transitional
psychiatry unit in DE, established by the Deutsche Gesellschaft fiir Kinder-
und Jugendpsychiatrie, Psychosomatik und Psychotherapie and the Deutsche
Gesellschaft fiir Psychiatrie und Psychotherapie, Psychosomatik und Nerven-
heilkunde [80]. Several parameters define the structural quality of such a unit.
The recommended maximum number of beds is 18, and a dedicated crisis
intervention protocol must be in place that complies with international child
rights standards, particularly avoiding the joint admission of minors and
adults under coercive circumstances. The unit should be jointly managed by
both CAMHS and AMHS, ideally under a binding cooperation agreement be-
tween both services. Shared medical leadership is encouraged, although ul-
timate responsibility may rest with the clinical department to which the unit
is structurally assigned. The unit must provide access to education and vo-
cational programmes through schools or training institutions connected to the
hospital. Regarding staffing, the document recommends a multidisciplinary
team composed of professionals from both CAMHS and AMHS. Staffing
levels should comply with the standards for youth psychiatric care (PPP-
Richtlinie KJ2/K]3), regardless of the patient’s age, and without resulting in
reduced staffing in other services. Medical, psychological, and nursing per-
sonnel must be drawn from both disciplines, and specialist psychiatric care
must be jointly provided by board-certified physicians in both CAMHS and
AMHS [80].

In the outpatient setting, the framework calls for structured handovers from
CAMHS to AMHS practitioners, with parallel treatment provided by both for
a minimum of six months in complex cases. The model also emphasises the
need to prepare families for the transition and provide closely timed appoint-
ments after the transition to ensure continuity and prevent treatment drop-
out [80].
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Hindering Factors

Numerous structural and systemic barriers hamper the effective realisation
of transitional psychiatry models. The most notable include a shortage of spe-
cialist personnel, especially in rural and underserved regions, high vacancy
levels, lengthy waiting times, and overwhelmed professionals. An ageing work-
force, high staff turnover, housing shortages, and the perception of poor work-
ing conditions in healthcare environments worsen these challenges. Further
obstacles include limited inpatient capacity in CAMHS, insufficient adult
service programmes for specific indications and fragmented service delivery.
Sectoral and financial divisions between CAMHS and AMHS, such as differ-
ing billing systems and funding responsibilities, also complicate coordina-
tion. The absence of formal implementation strategies leads to variability and
a lack of standardisation across local systems. Finally, low health literacy al-
so impedes service navigation and continuity of care.

At the service level, achieving an accurate diagnosis during adolescence can
be challenging and often results in delays or inappropriate referrals. Poor in-
tegration between services, long waiting lists, limited continuity and inade-
quate care coordination across regions (e.g., if a YP moves) further hinder
transition pathways.

The body of evidence regarding implementation and governance consisted
of ten documentary sources (guidelines, quality standards, policy recommen-
dations, government reports, position statements, and resource guidance), as
well as several expert consultations. The written evidence is limited in scope,
with experts providing most contextual and practical insights. The evidence
base is therefore predominantly consultation-driven.

Costs and Resource Allocation

Funding

Clear, sustainable funding mechanisms are required for implementation. An
expert highlighted that current age-segregated financing structures should
shift towards family-centred models that support coordination across life
stages. Reimbursement might require adjusted tariffs, bundled payments, and
adapted contractual agreements between health insurers, municipalities, and
care providers. Compensation mechanisms should also account for the inten-
sive coordination required across the health, education, and social sectors.

Notably, a German expert emphasised that adult psychiatric care budgets
are considered inadequate and should, at the very least, be equivalent to those
for child and adolescent psychiatry.

Economic Evaluation

Evidence from the NL provides an initial understanding of the direct health-
care costs associated with structured transition care. A budget impact analy-
sis of depression treatment estimated additional costs of €6,507 per patient.
This includes activities such as joint consultations, coordination, and warm
handovers, but excludes expenses for medication and productivity loss. With-
in the set of interventions calculated, the transition coordinator is the inter-
vention with the highest cost. Expanding this type of care nationwide would
require an estimated investment of over €880 million over five years.
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The direct costs of transition care are relatively easy to quantify; however, the
potential indirect benefits, such as the possibilities for reduced treatment in-
terruptions, fewer hospitalisations, lower risks of suicide and improved edu-
cational and occupational outcomes, are more challenging to measure and
monetise but are expected to generate significant long-term savings and pub-
lic health benefits. There are also expected effects on savings through a re-
duction in costly treatment interruptions caused by inadequate care.

Economic Feasibility

Although incentives may appear costly in the short term, they are more eco-
nomical in the long term. The importance of early detection and continuity
of care in reducing long-term costs is widely recognised. As an expert high-
lighted, promising cost-benefit projections from AU, the UK, and the United
States suggest a reduced incidence of SMI, improved educational and voca-
tional integration, shorter hospital stays, and fewer high-intensity treatments.
Although formal economic evaluations are still limited, experts emphasise
that investment in structured transition care is likely to yield improved out-
comes and a substantial return on investment for society.

Evidence on costs and resource allocation was derived from four documents
(including one quality standard containing a budget-impact analysis [72], a
government report, a position statement and service planning) and five ex-
pert consultations. Written sources, therefore, provide only partial informa-
tion, and most findings rely on expert input. The evidence base is therefore
narrow and primarily derived from consultation input.

Evaluation and Effectiveness

Quality Indicators

To assess the effectiveness of transitional psychiatry services, multidimen-
sional indicators are necessary at clinical, service, and system levels. Key met-
rics for processes and continuity include the proportion of YP who start tran-
sition planning at age 13 or 14, if they have a designated care coordinator, the
number of joint planning meetings they attend, indicators of continuity of
care (such as the absence of care gaps and completed handovers), the pro-
portion who met an adult service practitioner before transfer, those who had
a meeting in the past twelve months to review transition planning, and satis-
faction with the transfer. Post-transfer engagement is measured through met-
rics such as attendance at adult service appointments, missed visits and fol-
low-up rates after missed visits, age upon discharge, and crisis episodes with-
in the first year after discharge.

Clinical and psychosocial outcomes include health status indicators (e.g., dis-
ease control and frequency of unplanned hospitalisations or emergency vis-
its), as well as broader functioning metrics such as quality of life, education,
employment, and adherence. Parental involvement and outcomes, as well as
health literacy, are also considered relevant.

System- and policy-level indicators assess whether transition care objectives
are being met. These include structural quality (e.g., availability of equip-
ment and trained staff), visibility of transition in education and policy, and
observed changes in care delivery. Evaluation should also identify barriers,
unintended effects, and areas for improvement.
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Evaluation Methods

An Australian report recommended the use of both quantitative and qualita-
tive methods. These include patient experience surveys, mirror meetings, in-
terviews with YP and their families, and routine data from health records.
For a thorough evaluation, research designs that include comparison groups
and external evaluations are encouraged to reduce bias. Additionally, long-
term cost-effectiveness studies were advised, as the benefits may not be im-
mediately apparent but could result in lower costs over the long term. A Bel-
gian expert recommended the Quebec Self-Learning Tool to provide regular
feedback, allowing for adaptive improvements.

Timeframe

Evaluation is recommended at various times in reports, with both short-term
and long-term review cycles. Comprehensive evaluations should be scheduled
to take place at regular intervals (e.g. annually (AU) or every three to five
years after implementation (DE, NL)). Individual transition programmes are
also expected to incorporate continuous monitoring, including periodic treat-
ment reviews every six (DE) to twelve (AU) months after transfer.

The primary objectives of the evaluation should include recognising the
strengths of YP, promoting engagement with new services, addressing ser-
vice gaps, evaluating adherence to guidelines, identifying the need for work-
force training, and enhancing data sharing. For example, a Belgian expert in-
volved in the consultations explained that a retrospective analysis uncovered
unexpected referral patterns (e.g., from schools and GPs rather than child
psychiatrists), prompting reflection on models of continuity of care. Further-
more, indicator frameworks should be dynamic and reviewed periodically to
ensure continued relevance.

The body of evidence on evaluation and effectiveness was informed by nine
documentary sources (guidelines, quality standards, policy recommendations,
government reports, position statements, resource guidance and service plan-
ning) and four expert consultations. However, most sources discussed the
evaluation conceptually, and the available content was limited in scope.

3.1.2  Quality Appraisal (AGREE II)

The results of the quality appraisal of the included documents are visualised
in Figure 3-2. Overall, Domain 1 (Scope and Purpose) has the highest median
and the narrowest interquartile range, showing high scores and low variabil-
ity across documents. Domain 4 (Clarity of Presentation) also has high scores
and a relatively small spread. Domain 5 (Applicability) also performed rela-
tively well in several settings. Domain 2 (Stakeholder Involvement) showed
some lower values and greater variability, with many documents lacking evi-
dence of participatory development processes. In contrast, Domain 3 (Rigour
of Development) showed considerable variation and had the lowest median
scores. This reflects the limited use of systematic methods when developing
recommendations, particularly in non-guideline documents. Country-specific
distributions are presented in Appendix 4.3.
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Figure 3-2: Quality Appraisal of Studies Included in RQ1 Across Five Domains

(Box Plot)
Overall, the structural quality of the documents included was moderate to Qualitat der einbezogenen
high, particularly in terms of clarity and defined scope. Deficiencies were ev- Dokumente insgesamt

ident in the use of systematic methods and participatory design. This might maBig bis hoch
be explainable by the inclusion of formal guidelines, as well as other policy-
relevant texts, which must be considered when interpreting the results.
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3.2 Indication-Specific Models and Strategies

Although six indication groups were defined a priori for inclusion in this re- Evidenz zu Transitionen
view, the literature search identified eligible transition-related evidence for fiir nur 3 der 6 inkludierten
only three of these, despite comprehensive search and screening procedures Indikationsgruppen

(see Appendix 2.2). Consequently, this chapter presents the results of the anal- gefunden

ysis of transitional psychiatry models and strategies across three of the in-
cluded mental health conditions: ADHD, depression, and conduct disorder.

The number of records identified, screened, and included from the structured
hand search are presented in Figure 3-3.

( )\
- Records identified through Additional records identified through
= database searching: other sources:
E TRIP, GIN, WHO Mindbank, Youth Wiki Websites (Google, Google Scholar) (n=14)
= (n=1) Organisations (health ministries, public health
= institutes, guidelines institutes) (n=11)
- Citation searching (n=4)
\ J ¢
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Figure 3-3: Flow of Literature Identification, Screening, and Inclusion for RQ2. Adapted from [66].

Out of 26 documents screened for RQ2, seven documents were included in 7 Dokumente in die
the final analysis (see Table 3-15). The UK contributed with five documents endgiiltige Analyse
to the majority of the included documents; other countries with one document einbezogen

each were AU and the NL.
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Table 3-15: Included Documents per Country for Analysis (RQ2)

Indication Country Title Document Aim Publishing Body/Institution Year | Type of Document Language | Reference
ADHD AU - Australia Australian evidence-based Provide evidence-based clinical Australian ADHD 2022 | Guideline English [81]
clinical practice guideline for practice recommendations for Professionals Association
attention deficit hyperactivity ADHD in Australia (aadpa)
disorder
UK - United Kingdom | Attention deficit hyperactivity Diagnosis and management of National Institute for Health 2019 | Guideline English [82]
disorder: diagnosis and ADHD in children, young people | and Care Excellence (NICE)
management and adults
UK - United Kingdom | Bridging the gap: optimising Explore reasons for suboptimal European Brain Council, 2017 | Expert Policy Paper English [83]
transition from child to adult transition and development of GAMIAN-Europe
mental healthcare roadmap for improvements
UK - United Kingdom | Recommendations for the Formulate recommendations for | National Institute for Health 2016 | Guideline English [84]
transition of patients with ADHD | effective transition of patients and Care Excellence (NICE)
from child to adult healthcare with ADHD from child to adult
services: a consensus statement | healthcare services
from the UK adult ADHD network
Depression NL — Netherlands Achtergronddocument Support professionals in Kenniscentrum Kinder- en 2019 | Background Dutch [85]
Transitietool depressieve- counselling young people with Jeugdpsychiatrie Document
stemmingsstoornissen depressive mood disorder during
the transition from youth to adult
mental health care
UK - United Kingdom | Depression in children and Identification and management | National Institute for Health 2019 | Guideline English [86]
young people: identification of depression in children and and Care Excellence (NICE)
and management young people aged five to 18
Conduct Disorder | UK - United Kingdom | Antisocial behaviour and conduct | Recognition and management of | National Institute for Health 2017 | Guideline English [87]
disorders in children and young | antisocial behaviour and conduct | and Care Excellence (NICE)
people: recognition and disorders in children and young
management people

Abbreviations: ADHD ... attention deficit hyperactivity disorder.

S3DIAIS UI|ESH [IUS 3NPY 01 JUSDSI[OPY PUe PjiyD) WOy uolisuel |


https://www.aihta.at/
https://www.aihta.at/

Transition from Child and Adolescent to Adult Mental Health Services

3.2.1  Synthesis

As in the results chapter for RQ1, a narrative synthesis approach was used to
summarise the data. In this case, the focus was not on comparing countries
but on examining specific conditions more closely. Therefore, a descriptive
summary of the main points is presented. The full data extraction table, along
with detailed source attributions, can be found in Appendix 5.

Consistent with the study’s overall methodology, this chapter draws on two
complementary data sources: (1) a structured review of written documents
and (2) expert consultations. This chapter first presents the analysis of writ-
ten documents, followed by the analysis of expert consultations.

The findings are interpreted within the focused scope; however, the broader
principle remains that transitional care should be guided by developmental
and contextual needs rather than by pathology and should therefore adopt
transdiagnostic models. This focus was applied solely to identify disease-
specific challenges and mechanisms that might be less apparent in broader,
transdiagnostic documents.

Most of the literature on indication-specific transition planning referenced or
was based on the overarching NICE guidelines, particularly the 2016 guide-
line on transition from children’s to adult services in health and social ser-
vices [77]. As this guideline was already part of the analysis from RQI1, our
synthesis for RQ2, therefore, only included additional disorder-specific in-
sights.

Part I: Structured Findings from the Literature

ADHD

A total of four documents explored the transition in ADHD, three from the
UK [82-84] and one from AU [81]. The transition approach largely aligns
with the results from RQ1, yielding only a few additional insights.

The most notable insight was the recommendation that children’s services
should not discharge patients until adult services have formally accepted
them, as there are limited adult services, insufficient professional training,
and a lack of expertise in adult ADHD. Furthermore, it should be clear what
happens if AMHS is unable to accept the referral. The general practitioner
(GP) was often recommended as the primary contact for follow-up, with spe-
cific guidance on monitoring medication and assessing risk. Furthermore,
the reassessment after transition should cover personal, educational, occupa-
tional, and social functioning, as well as an evaluation of any coexisting con-
ditions, especially drug misuse, personality disorders, emotional issues, and
learning difficulties.

Secondly, since ongoing issues include medication adherence and stigma, in-
terventions should focus on building skills that enhance autonomy, self-re-
gulation, social functioning, and reduce stigma. Proposed solutions include
accessible age-appropriate information resources to aid self-management
(also for parents/carers, as the role change from ‘passive recipient of care’ to
active self-management’ and relationship-building skills may not be feasible
for a person with ADHD depending on level of impairment), training for
both specialist and non-specialist professionals, and public awareness cam-
paigns targeting ADHD recognition and treatment (for the public, parents,
and schools).
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Overall, the evidence base on ADHD was primarily guideline-driven and sup-
plemented by one policy paper, offering a coherent description of transition-
related recommendations.

Depression

Two guidelines — one from the UK [86] and one from the NL [85] — addressed
transitions in depressive disorders.

An additional insight from the Dutch guideline was the recommendation to
use a ‘treatment passport’, which contains symptoms and details of the ap-
proach used, as well as a personalised transition letter written by the YP them-
selves. This letter should outline what the new practitioner needs to know
about them. Furthermore, emphasis was placed on the continuation of prior
treatment and the utilisation of existing documented information. Both mea-
sures aim to prevent unnecessary repetition of diagnostics and interviews in
adult services.

Additionally, the Dutch Patient Federation emphasised shared decision-mak-
ing, encouraging YP to ask three core questions: (1) What are my options?
(2) What are the pros and cons? (3) What does this mean for me?

The evidence on depressive disorders was derived from one background doc-
ument and one clinical guideline, with the background document providing
the majority of relevant content.

Conduct Disorders

Only one guideline, from the UK [87], addressed transition in conduct dis-
orders.

Little additional indication-specific information was offered, but the guide-
lines underscored access barriers and the emotional burden of transition,
particularly for marginalised populations.

A single clinical guideline informed the evidence on conduct disorders. Ac-
cordingly, the evidence base for this condition is narrow.

Part Il: Expert Consultation Findings

The following findings are based on expert consultation guided by indication-
specific questions (see consultation guide in Appendix 7). These questions
were formulated broad and open and were not restricted to particular condi-
tions. As such, the findings presented here reflect the issues and conditions
that experts considered most relevant when asked to comment on indication-
specific aspects of transition. Although many of the insights provided are of
a general nature and may be transferable across conditions, this section re-
ports them in the indication-specific framing that was posed to the experts.
The synthesis presented in this chapter reflects the combined findings of all
participants.

As reported in Chapter 3.1.1, two main models of transitional mental health-
care can be identified across the included countries: the coordination of transi-
tion model (e.g., in the UK) and the specific care for youth model (e.g., Head-
space in AU and DK). However, as experts highlight, neither model univer-
sally meets the needs of all YP. A distinction must be made based on clinical
presentation and service history. YP with neurodevelopmental disorders —
such as intellectual disability, ADHD, or autism, with or without co-occur-
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ring anxiety or depression — often experience long-term engagement with
CAMHS. For this group, the coordination model may be more appropriate,
as it preserves established care relationships and prioritises seamless tran-
sitions without requiring structural reforms. Conversely, YP who first seek
help during adolescence for emerging or escalating symptoms, which may in-
dicate SMI such as bipolar disorder or schizophrenia, often present atypical-
ly and are no longer eligible for CAMHS. For these individuals, the devel-
opmentally tailored youth-specific service model can address a significant
service gap, as these YP require rapid access to specialised, age-appropriate
care that neither traditional CAMHS nor AMHS is well equipped to provide.

One expert from DE furthermore strongly emphasised the need to prioritise
early intervention for YP with SMI. If left unsupported, this group is at high
risk of becoming the “chronic patients of tomorrow”. SMI in YP can include
psychotic disorders, severe affective disorders such as major depression or
bipolar disorder, and SUDs. This highlights the need for providing early, tai-
lored interventions to prevent long-term functional decline. However, as one
expert from the UK highlighted, a significant barrier lies in the misalignment
between CAMHS and AMHS eligibility criteria. While AMHS access is usu-
ally restricted to individuals with formally diagnosed conditions such as schiz-
ophrenia, bipolar disorder, anorexia or personality disorders, CAMHS tends
to take a needs-based approach and is reluctant to make specific diagnoses
during adolescence (especially personality disorder diagnoses), due to con-
cerns about developmental appropriateness and stigma. This discrepancy cre-
ates a gap in care. Without a formal diagnosis, young people may be denied
access to adult mental health services, even when their needs are significant.
In some cases, as the expert explained, professionals often diagnose person-
ality disorders at age 18 to provide access to adult services. This controversial
workaround reflects deeper systemic tensions.

Another factor highlighted in the expert consultations is the notable gaps in
adult services for neurodevelopmental disorders like autism and ADHD, lead-
ing YP to fall through the cracks. Also, more attention is needed for severe
SUDs, as these conditions are often not included in the existing services, as
endorsed by one Swiss expert.

A further challenge arises for adolescents with disrupted social development,
such as those from unstable family environments, youth welfare institutions
or residential care, who are primarily patients with high-risk profiles, such as
those exhibiting severe self-harming behaviour, displaying emotionally un-
stable traits or experiencing repeated acute crises, as explained by one of the
experts. These individuals often require intensive, sustained child and ado-
lescent psychiatric support, particularly as inpatients. However, their transi-
tion to adult services is often characterised by a significant reduction in avail-
able support, due to lower staff-to-patient ratios and stricter admission crite-
ria in the adult sector, as highlighted by two experts.
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3.2.2  Quality Appraisal (AGREE II)

The results of the quality appraisal for the documents included in RQ2 are
visualised in Figure 3-4. Across all countries, documents consistently scored
highly in Domains 1 and 4, indicating clearly defined aims and relevant tar-
get populations. Domain 4 (clarity of presentation) has the highest median
and the narrowest interquartile range, showing consistently high scores and
low variability across documents. Domain 1 (scope and purpose) also per-
forms well, with high scores and a relatively small spread, though it has a cou-
ple of lower outliers. Domain 5 (applicability) is moderately strong but ex-
hibits some lower values and greater variability. Similarly, Domain 2 (stake-
holder involvement) was generally well addressed; however, some documents
lacked transparent descriptions of how the views of service users or profes-
sionals had been incorporated into the process. Domain 3 (rigour of develop-
ment) shows the greatest variation and the lowest minimum score, indicating
significant differences in quality. Country-specific distributions are presented
in Appendix 4.3.
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Figure 3-4: Quality Appraisal of Studies Included in RQ2 Across Five Domains
(Box Plot)

Overall, these findings indicate that presentation clarity and defined scope
are often prioritised, but many documents lack methodological transparency
and implementation planning. Again, it is important to emphasise that the
document set included formal guidelines, as well as other policy-relevant
texts, which must be taken into account when interpreting the results.
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3.3 Transitional Psychiatry in Austria

This chapter begins with an overview of mental health epidemiology. It then
examines the alignment of transitional psychiatry in Austria with internation-
al models and strategies (Chapter 3.1), identifying national documents that
reference the importance of transition-specific approaches and integrating in-
sights from expert consultations to assess national potentials and hindering
factors for advancing transitional psychiatry in Austria.

3.3.1  Epidemiology of Adolescent Mental Health

The GBD Study 2019 [7] estimated that the mean prevalence of at least one
diagnosable mental disorder among children and adolescents aged 15-19 years
was 13.96%. This translates to 351 million out of 2.516 billion people in this
age group worldwide. In this age group, the highest prevalence was recorded
for anxiety disorders, with 4.34% (109 million), followed by depressive disor-
ders (2.69%) and ADHD (2.26%) [7]. A European systematic review [6] of the
prevalence of mental disorders in children and adolescents came to similar
conclusions. The study identified a pooled prevalence rate for mental disorders
among children and adolescents aged five to 18 in Europe of 15.5%. Again,
anxiety disorders accounted for the highest pooled prevalence rate (7.9%),
followed by ADHD (2.9%), oppositional defiant disorder (ODD) (1.9%), and
depressive disorders (1.7%) [6].

In Austria, the situation seems even more alarming. The MHAT study (Men-
tal Health in Austrian Teenagers) 2017 [88] is the most recent epidemiologi-
cal study to investigate mental health disorders in Austrian adolescents. The
study included 3,477 teenagers aged ten to 18, with just over 50% of partici-
pants being female. The findings showed a point prevalence of 23.93% and a
lifetime prevalence of 35.82% for any psychiatric disorder. The highest preva-
lence rate was found for any anxiety disorder, with a point prevalence of 10.07
and a lifetime prevalence of 15.58. This was followed by ADHD, with rates of
4.04 and 5.23, any depressive disorder at 2.85 and 6.19, and any eating disor-
der at 1.56 and 3.73. Considering gender differences, the study found that
neurodevelopmental disorders like ADHD were three times more prevalent
in males than in females (15.4% and 5.2%), internalising disorders such as
anxiety disorders were twice as prevalent in females (19.53% vs. 9.52%), and
eating disorders were eight times higher in females than in males (5.47% vs.
0.64%). In addition, over 40% of individuals within each diagnostic category
met the criteria for another diagnostic category during their lifetime, most
frequently depressive disorders and anxiety disorders [88].

In addition, the WHO’s Health Behaviour in School-aged Children (HBSC)
study, conducted in 2021 and 2022 [89], assessed the mental health of Aus-
trian schoolchildren aged ten to 21. As part of this study, the prevalence of
frequent symptoms (occurring several times a week) was measured. Irritabil-
ity or bad mood had the highest prevalence at 34.8%, followed by difficulty
falling asleep at 27.9%, nervousness at 27.0%, concerns about the future at
23.2%, depression at 21.6%, and anxiety at 19.6%. Moreover, the emotional
well-being of YP was assessed. The results showed an evident deterioration
in emotional well-being with increasing age, particularly in the female cohort
[89].
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According to Statistik Austria, 450,385 people aged between 15 and 19 lived
in Austria in 2024 [90]. Applying the GBD prevalence rate (13.96%) to this
population, we can estimate that 62,874 adolescents in Austria had a mental
disorder in 2024. However, as the MHAT study [88] suggests higher preva-
lence rates in Austria, this estimate may be conservative. It is important to
note that the MHAT study includes individuals aged ten to 18 years, which
limits its direct relevance to the late adolescent age group, specifically those
aged 15 to 19 years. As a result, the GBD prevalence estimate is the best refer-
ence for this calculation. According to expert consultations in Austria, CAMHS
clinicians estimate that approximately 45% of the patients require ongoing
treatment in AMHS [41]. Applying this to the number of adolescents with a
potential mental disorder, we estimated, based on the latest prevalence data
(62,874), that approximately 28,300 individuals aged 15-19 may require on-
going mental health care in adult services at some point.

In relation to specific disorders, ADHD is, with a prevalence of 5-8% [91, 92],
considered one of the most common neuropsychiatric disorders of childhood
and adolescence. However, it is increasingly recognised that the disorder per-
sists into adulthood in a significant proportion of patients (known as “adult
ADHD?”) [93]. Around 15% of children with ADHD continue to exhibit all
the symptoms of the disorder in adulthood, and a further 50% experience
impairing symptoms, although they change over time [91]. The heterogenei-
ty of symptoms is at least partly the reason why ADHD was not recognised
as a mental disorder in adulthood for a long time [93]. It is estimated that
the prevalence is up to 3% [91, 93, 94], and of these, a third require treat-
ment [91]. However, adult ADHD service provision is inconsistent [95], cre-
ating a significant barrier to the transition in ADHD, together with a poor
understanding of long-term ADHD [96].

With a lifetime prevalence of up to 30% [97, 98], anxiety disorders are the
most common mental disorders in childhood, adolescence and adulthood.
Anxiety disorders and depression often occur sequentially or comorbidly or
are concomitant or secondary disorders of other mental disorders [97, 99].
The transition phase plays a crucial role here, as 50% of all anxiety disorders
occur by the age of 13, and almost all anxiety disorders manifest for the first
time by the age of 25 [97]. Untreated or inadequately managed anxiety dis-
orders during adolescence have been demonstrated to result in poor adjust-
ment in the workplace, strained family relationships, diminished life satisfac-
tion, inadequate coping skills, chronic stress, and substance abuse, dependen-
¢y, and anxiety in adulthood [100].

Conduct disorder affects a significant proportion of children and adolescents
worldwide. Meta-analytic data suggest an overall prevalence of conduct dis-
order of 8%, with rates ranging from 7% in females to 11% in males [101].
Conduct disorder is marked by severe antisocial and aggressive behaviour. It
often concomitantly manifests with ADHD and neurocognitive impairments
and frequently results in the development of antisocial personality disorder
in adulthood [102]. Furthermore, about one in four young people diagnosed
with conduct disorder will later go on to develop antisocial personality disor-
der as adults [103].

Eating disorders are also among the most common mental disorders in ado-
lescence and young adulthood, with an onset usually between the ages of 14
and 19 [104]. The overall proportion of children and adolescents with disor-
dered eating is estimated to be 22.36%, with girls being more affected [105].
Furthermore, the incidence rate is increasing among YP under 15. It is unclear
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whether this is because of earlier detection or an earlier age of onset [106].
Additionally, global prevalence rates increased dramatically from 3.4% to
7.8% between 2000 and 2018 [107]. In patients with anorexia nervosa, the
all-cause mortality risk is 4.5 times higher, with suicide accounting for 13.9%
of deaths and a tenfold increased risk compared to the general population
[108]. Because eating disorders are chronic and often go unnoticed, especial-
ly initially, early detection and reducing the duration of untreated illness are
crucial [104]. A particularly insidious aspect of eating disorders is the delib-
erate concealment behaviours that significantly complicate early detection and
intervention. Research demonstrates that concealment of disordered eating
is common, using methods like faking eating, hiding food, avoiding eating
with others, wearing baggy clothes to hide body shape, and falsifying weight
measurements [109]. Moreover, a wide range of somatic secondary disorders
can develop, particularly in cases of severe anorexia nervosa [104].

Substance abuse is one of the most common mental disorders in the emerg-
ing adulthood period [110]. As the prefrontal cortex of adolescents is still
developing, this results in diminished impulse control and heightened sen-
sation-seeking behaviour, making adolescents especially vulnerable to the ad-
verse health consequences of alcohol consumption [111]. A pattern of abuse
or dependence often becomes established during adolescence and can develop
into a chronic mental disorder with a high potential for relapse. Progression
often involves a steady increase in the intensity of use and a shift towards
“harder” substances [110]. In Belgium, hospitalisation rates for acute alcohol
intoxication among adolescents reached 31 per 10,000 inhabitants aged 10-17
years, with the minimum age of admission decreasing from 12.6 years in
2015 to 11.1 years in 2021 [111]. Furthermore, among adults hospitalised for
substance use disorders, 70% also carried concurrent mental health diagno-
ses such as mood, psychotic, or anxiety disorders [112]. Substance abuse can
lead to considerable damage to health, reduced life expectancy and social dis-
integration [110]. Additionally, there is a lack of appropriate services for YP
with SUDs, such as a lack of youth-specific care facilities, a lack of beds for
qualified withdrawal treatment for YP and a lack of medical rehabilitation
facilities [110].

3.3.2  Alignment with International Models

Unlike the other countries included in this analysis, Austria currently lacks
a specific national framework, guideline or policy document that explicitly de-
scribes standards or protocols for transitional psychiatry. Therefore, no formal
model was considered for inclusion according to the inclusion criteria. How-
ever, several national strategies and plans in related areas (e.g. child and ad-
olescent health, mental health reform and health targets) acknowledge the im-
portance of transition and continuity of care for YP with mental health needs
(see Table 3-16). They also recognise challenges such as care disruption, a
lack of coordination between children’s and adult services, and inadequate
support for YP with chronic or complex mental health needs. However, these
references remain general and lack clear implementation steps.
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Table 3-16: Austrian Documents Referencing the Importance of Transition Psychiatry

Type of
Document Title Year | Document | Publisher Context Content Strategies and Actions Reference
Kinder- und Jugendgesund- 2025 | Strategy Bundesministerium fiir | Optimisation of healthcare | Part of Goal 21: Development of standardised processes, [59]
heitsstrategie Paper Soziales, Gesundheit, | structures “Schnittstellenmanagement” | involvement of all relevant professions,
Pflege und for children and young (nationwide interface improvement of structures and cooperation,
Konsumentenschutz people management) integration into training and continuing education,
(BMSGPK) resource provision, case management positions,
and evaluation indicators
Modell fiir einen verbesserten 2023 | Report Gesundheit Osterreich | Conceptual model for Transition recognised Extend age boundaries and improve planning and [113]
Zugang zur psychosozialen GmbH improving access to as a problem area organisation of transitions
Versorgung fiir Kinder und psychosocial services
Jugendliche
Pandemie und psychische 2022 | Position Osterreichische Liga Recommendations for care | Part of Recommendation 5: | Closer involvement of relevant professional groups [114]
Gesundheit von Kindern, Paper fiir Kinder- und to strengthen the mental “Regulated Transitions to in transition processes, inclusion of transitions in
Jugendlichen und jungen Jugendgesundheit health of children and Adulthood and the Labour professional training, provision of time and financial
Erwachsenen mit chronischen adolescents and their Market to Adult Healthcare” | resources for transition services, creation of dedicated
und seltenen Erkrankungen families case management roles, and more substantial
involvement of patient/self-help groups
Integrierte psychosoziale 2016 | Report Gesundheit Osterreich | Overview of existing Identifies the need for better [Development of concepts and agreements, and [115]
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Austria’s current approach can best be described as thematic prioritisation
without systemic implementation. Although there is evidence of awareness in
high-level strategy documents, the absence of dedicated service models, coor-
dination protocols or transition-specific funding mechanisms limits the pro-
vision of transitional care with consistent quality. Austria appears to be set-
ting the agenda, presenting a timely opportunity for structured development.

3.3.3  Expert Consultations:

Expert Input and Implementation Insights

General Characteristics of Successful Transition

The analysis of the interviews reveals a consensus with the internationally re-
cognised principles of successful transition in mental health. Transition is not
viewed as a single event, but as an ongoing process that accompanies devel-
opment. Support is often required until young adulthood (ages 25-30), par-
ticularly for individuals with neurodevelopmental disorders such as ADHD
or autism, as emphasised by one expert. Furthermore, transitions should not
coincide with other significant life events, such as changing schools or mov-
ing from home. In Austria, an amendment to the medical training regulations
took effect in May 2024, allowing child and adolescent psychiatrists to con-
tinue treating patients beyond the age of legal majority (18) [116].

Several experts furthermore highlighted that structured and formalised co-
operation processes between CAMHS and AMHS are fundamental. The idea
of a ‘transition board,” analogous to tumour boards, was described, in which
clinical psychology, dietology, social work, and other professional groups re-
gularly discuss cases alongside CAMHS and AMHS.

The concept of an “easy start”, i.e., an early and low-threshold entry into
transition planning, supplemented by psychoeducation and the acquisition of
self-management skills, is central, as endorsed by the experts. Furthermore,
the importance of a stable development environment in which YP can devel-
op the skills they need to lead an independent life (e.g. education, career,
partnership, separation from parents) was emphasised. These life tasks can
only be mastered if structural gaps in the transition between CAMHS and
AMHS are avoided. One expert repeatedly mentioned that gaps in care dur-
ing the transition lead to treatment dropouts and increase the risk of explora-
tory behaviour, substance use and polytoxicomania. Accordingly, maintaining
continuity is also important in terms of prevention. In this context, long wait-
ing times were explicitly warned against as they can cause mental disorders
to become chronic and disrupt long-term developmental processes. There-
fore, access to transitional services must be swift and targeted. In particular,
community-based care structures such as acute day clinics and outpatient
transitional facilities were proposed by the expert.

Almost all experts highlighted the need for creating awareness and visibility
to establish the transition issue as a shared responsibility between services,
and to ensure that YP with high support needs gain access to care.

A key obstacle, endorsed by one of the experts, is the mobility of YP, which
makes coordinated handovers and joint case management more challenging.
Location-independent case management could address this issue, enabling
the best possible use of existing services while at the same time conserving
resources and ensuring continuity of care.
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Despite the consensus on content, there is a lack of structural integration in-
to the healthcare system in Austria. As two of the experts described, most of
the initiatives to date are based on individual efforts, the sustainability of
which depends, therefore, heavily on personal commitment and institutional
resources. Many of these activities take place without formal recognition in
the “Leistungskatalog” (catalogue of reimbursed procedures), which makes
them neither billable nor plannable. They also highlighted that the absence
of a legal framework for billing transitional activities is particularly prob-
lematic. Therefore, the need for national frameworks, clinical standards, and
quality-assured process tools (e.g., checklists and cooperation protocols) was
emphasised.

Finally, one of the experts pointed out the inadequate funding of health ser-
vices research. Ongoing healthcare research is crucial for reviewing, moni-
toring, and assessing the application and implementation of measures. The
expert stressed that, in this complex field, there is no single correct ap-
proach; instead, all measures must be customised to the individual and the
region. Only with adequate research funding can objective, independent da-
ta be obtained and financial incentives be supported. Therefore, improved
research funding is a fundamental requirement.

Sustainability of the Workforce

Ensuring personnel sustainability remains a major challenge. The absence
of existing resources in local inpatient and outpatient sectors, for example,
hampers the implementation of the 2024 amendment, which allows treat-
ment over 18, as highlighted by one of the experts.

One of the experts points out a structural bottleneck in the "Ausbildungss-
chliissel" (trainee-to-supervisor ratio), particularly in small departments.
With the upcoming wave of retirements and the shortage of junior staff, this
ratio risks compromising the delivery of care. It was therefore suggested that
this ratio be increased or abolished, or that flexible models be introduced —
for example, allowing one supervisor to oversee two or three trainees (e.g.,
1:2 or 1:3).

Between the experts, there was agreement that both specialist areas (e.g.,
medical focus in AMHS and educational focus in CAMHS) are essential for
transitional psychiatry. It was therefore proposed that joint university train-
ing formats be established, such as master’s programmes or university
courses that bring together doctors, psychologists, and psychotherapists
from both fields. This would promote a shared, cross-professional under-
standing of transition. Additionally, one of the experts described the profes-
sional integration of different disciplines as a means of making the profes-
sion more attractive (e.g., new combinations of specialities).

All experts also reinforced the value of upgrading the profession. A positive
work environment, respectful communication, and realistic goals were fre-
quently identified as essential. The formation of interdisciplinary teams
with clear, shared objectives was also regarded as crucial for motivation, a
sense of belonging, and stability.
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Legal and financial framework

During the consultations, the experts highlighted several billing challenges
and sectoral competence limits. For example, in many federal states, it is cur-
rently necessary to submit individual applications to the health insurance
provider for treating patients over 18 years of age in CAMHS, as these ser-
vices cannot be formally billed, as one expert observed. Conversely, experts
described how adult services are often unable to bill for services provided to
CAMHS patients. Proposed solutions include using dual registration to man-
age patients in both CAMHS and AMHS simultaneously or establishing an
independent transition budget that covers joint case discussions, parallel treat-
ment phases, and coordination activities between the services. Additionally,
one of the experts reported that the higher support needs of complex cases,
such as patients with multiple comorbidities or high utilisation of psychiat-
ric services (“heavy users”), are not sufficiently considered in the current sys-
tem. Therefore, a differentiated remuneration system for complex care needs
and diagnostic optimisation for intensive care users is seen as necessary to
use resources more efficiently.

Moreover, as reported by one of the experts, free access to all types of mental
health care is insufficient overall. For some services (e.g. psychotherapy),
public funding often covers only a proportion of the treatment costs, and ser-
vices free of charge are often associated with extremely long waiting times.

Evaluation and Effectiveness

The need for a systematic evaluation was emphasised. At the same time, the
consultations revealed that institutional anchoring and funding in Austria are
currently inadequate. According to one expert, a central obstacle is the lack
of a legal obligation to evaluate health-related initiatives, combined with a
lack of central responsibilities, e.g., at the level of health insurance funds.
Lastly, the importance of independent research structures was endorsed.

As mentioned by two experts, a sustainable evaluation should be patient-cen-
tred, reflecting both subjective experiences and objectifiable learning pro-
cesses. Combined formats that include workshops and standardised ques-
tionnaires, along with parent feedback and external assessments, allow for a
thorough evaluation of transition quality. Knowledge transfer is particularly
relevant; the goal is to assess what patients absorb, retain, and apply in their
daily lives. Key result areas include disorder-specific knowledge, medication
knowledge, self-management and health literacy.

Further identified topics

Prevention is a key cross-cutting issue in sustainable transitional psychiatry.
In two consultations, the school was identified as a particularly suitable set-
ting — both for recognising problems and mental disorders early on, as well
as for initiating, supporting, and monitoring appropriate treatment from an
early stage, and for destigmatising and maintaining ongoing support relation-
ships. According to experts, deliberately expanding clinical-psychological ex-
pertise within the school service, ideally through permanently employed psy-
chologists, could help ensure continuity and coordination, making them cen-
tral links in the transition system.
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3.3.4  Starting Points for Further Development for Austria
This chapter sets out initial steps for the further development of transitional
psychiatry in Austria, informed by international evidence and the insights of
international and national experts. While the starting points themselves are
presented here in a condensed form, the underlying arguments and evidence
that informed them can be found in the previous result chapters. The first
section highlights system-level considerations concerning governance, work-
force, financing, and evaluation, and the second section outlines a process-
level framework of established and emerging principles that describe how
transitions can be structured in practice.

System-Level Recommendations for Strengthening Transitional Psychiatry

System Level Foundation

Adolescence is a critical period for the onset of mental health disorders. As
shown in the previous chapters, epidemiological data highlight the high prev-
alence of conditions such as ADHD, anxiety, conduct disorder, depression,
eating disorders and substance misuse [6, 7, 88, 91, 94, 97, 98, 101, 104, 105].

Notably, the transition in mental health appears to be even more problemat-
ic than in physical care: age of onset is often clustered around adolescence
and early adulthood [97, 104]; trajectories are often fluctuating and relaps-
ing [93, 104, 110]; there is high multimorbidity (including substance use) [100,
102, 104, 110, 112]; diagnostic uncertainty is frequent before the age of 18
[117]; developmental delays can blunt ‘readiness’ [16]; and there is heightened
vulnerability to stigma and disengagement [118, 119] (cf. results chapter 3.2).
Furthermore, many of these disorders persist into adulthood [92, 102, 104,
110], emphasising the need for providing continuous, age-appropriate care
during this transition. These features mean that mental health conditions
may require special attention compared to other conditions, and at a mini-
mum, an overarching transition framework as a baseline architecture for all
transitions would require a dedicated mental health addendum. It may even
be advisable to develop a specific transition guidance for mental health to
ensure that the distinct clinical and developmental needs of this group are
adequately addressed.

However, it is not necessarily required to develop separate guidance for each
mental health condition. The findings from RQ1 and RQ2 show that the prin-
ciples of transition often overlap across conditions. Evidence highlighted
that the severity and complexity of the mental disorder, rather than the di-
agnostic category, should inform transitional planning. Nevertheless, it may
be beneficial to provide tailored recommendations for specific vulnerable and
high-risk groups. Factors that contribute to vulnerability include indication-
specific vulnerabilities (see chapter 3.2), disability, migration status, socio-
economic disadvantage, trauma exposure, multi-morbidity, involvement in
child protection or justice system and minority group membership.

Develop Dedicated Transition Guidance for Mental Health.

Given the specific developmental and clinical needs in mental health care, it may be
appropriate to either prepare a standalone mental health transition guidance or, at a
minimum, include a dedicated mental health addendum within broader transition
frameworks. Tailored recommendations should be provided for vulnerable and high-
risk groups.
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It is recommended that a systematic, phased roll-out of transition models be
implemented, supported by long-term resource planning and a lifespan ap-
proach that integrates prevention, early intervention, and family support. This
aims to decrease future demand for MHS, mitigating long-term morbidity
and preventing chronic disorder trajectories.

Embed Transition Models Within a Lifespan-Oriented Policy Framework.

Developing transition models within a broader lifespan-oriented framework that em-
phasises prevention, early intervention, and family involvement may help ensure con-
tinuity of care and reduce later service demands.

Additionally, it is important to involve primary care providers and non-clin-
ical cooperation partners in the transition process. Although the degree of
cross-sector integration varied throughout the analysis, there is an evident
trend towards embedding transition within a broader care infrastructure,
spanning health, education, and social services.

Ensure Multisectoral Involvement in Framework Development.

Involving stakeholders across various sectors, such as social services, education, and
youth advocacy, in policy development may help ensure that mental health transition
guidance is context-sensitive and effectively embedded within existing care structures.

Improve the Role of Primary Care and the Education
and Employment Sector for Youth Mental Health.

Improving the responsiveness of primary care settings and the education and employ-
ment sectors may aid early identification and earlier detection and support for YP with
emerging mental health concerns.

Furthermore, with appropriate guidance, primary care providers or school-based pro-
fessionals can assist in monitoring stability and medication and recognising risks and
the need for additional support.

Furthermore, it is crucial to support transitional care through targeted com-
munication strategies and accessible, action-oriented guidance. This may im-
prove professionals’ awareness of transition standards and their ability to apply
them consistently across service settings.

Promote Communication and Dissemination for Shared Understanding.

Strategic communication and dissemination of clear, actionable recommendations,
along with efforts to ensure professionals feel informed and capable of applying tran-
sition standards, could help foster greater alignment.

National experts described the financing and billing landscape for transitio-
nal psychiatry as fragmented and administratively burdensome. Treatment
beyond the age of 18 often requires separate, case-by-case approval, and adult
services are frequently unable to bill for adolescents formally assigned to
CAMHS. Additionally, transitional activities lack formal recognition in the
national service catalogue of reimbursed procedures (“Leistungskatalog”),
which means they are neither billable nor scalable. To improve coordination
and planning, experts have proposed solutions such as dual registration and
a dedicated transition budget. There may be a need to adapt reimbursement
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models and contractual agreements among insurers, healthcare providers, and
municipalities.

Additionally, the amount reimbursed by statutory health insurers often co-
vers only a fraction of actual treatment costs, forcing many patients to rely on
publicly funded services. However, waiting times for these services are long,
creating significant access barriers at a time when continuity and timeliness
of care are most critical.

Improve Financial and Structural Conditions for Transitional Psychiatry.

Optimising reimbursement processes and reviewing contractual arrangements may
enable more planned and scalable transitional care across sectors.

Address Access Limitations in Public Mental Health Services.

Assessing and addressing access barriers in psychiatric service availability and reim-
bursement models could help reduce delays in care.

Importantly, adequate resourcing, infrastructure, and workforce development,
along with additional training, are required to realise structural changes. Na-
tional and international experts have identified significant service gaps in
adult services for specific diagnostic groups, including autism, ADHD, eat-
ing disorders, and SUD, and a lack of expertise for certain conditions in
adults (e.g., ADHD). Furthermore, to strengthen inter-service collaboration,
the findings suggest that structured and evidence-based training in transition
skills should be made mandatory in both basic and ongoing medical training.
This could, for example, include master’s or postgraduate programmes. Ad-
ditionally, cross-age qualifications, whereby CAMHS professionals are trained
to work with YP up to 25, and AMHS professionals are equipped to support
younger adolescents, are considered vital.

Workforce sustainability, too, emerged as a critical concern. Experts empha-
sised the need to increase the attractiveness of the profession by enhancing
professional recognition, offering appropriate remuneration, and creating mean-
ingful roles. Furthermore, the current Ausbildungsschliissel — the legally pre-
scribed trainee-to-supervisor ratio — was viewed as particularly limiting. Ex-
perts called for reform of this ratio to enable more responsive workforce plan-
ning. Finally, maintaining an equivalent standard of care within AMHS com-
pared to CAMHS presents challenges due to disparities in staffing levels.

Support Service Availability and a Trained Workforce Across Diagnostic Groups.
Broadly reviewing and strengthening the availability of services and workforce exper-
tise for YP with different mental health conditions can support continuity of care.
Support Cross-Age Competencies.

Developing postgraduate certificates, master's programmes or training requirements
across disciplines that equip CAMHS professionals to support YP up to age 25, and
AMHS professionals to work with younger adolescents, may help promote develop-
mentally appropriate care across services.

Improve Workforce Sustainability.

Measures to improve role attractiveness, professional development, and cross-service
collaboration may support long-term workforce sustainability in transitional psychiatry.
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Care Models and Access Pathways

In terms of service models, two dominant models of transition from CAMHS
to AMHS have been identified across the included countries: the coordination
of transition model and the specific care for youth model. The coordination
model appears particularly suitable for YP, who have received long-term care
in CAMHS. It focuses on bridging the gap between CAMHS and AMHS by
strengthening collaboration and ensuring continuity of care, while leaving ex-
isting service structures intact. In contrast, the specific care for youth model,
which is based on establishing additional services designed explicitly for YP,
offers a more suitable approach for individuals who do not receive mental
healthcare until they begin to experience symptoms during puberty or ad-
olescence. These services aim to improve access to specialised care for YP.
YP with clear diagnoses and a long history in CAMHS might be more effec-
tively integrated into coordinated transitions. In contrast, those with emerg-
ing, complex, or undiagnosed conditions can receive better support through
flexible, youth-specific services. Consequently, flexibility in service allocation
is crucial. Transitional services must facilitate the adaptation of services to the
individual based on their clinical presentation, stage of disorder, and psycho-
social needs.

An area where the frameworks converge is in their adoption of flexible tran-
sition age ranges. This signals a shift away from rigid age boundaries and
towards personalised trajectories. Many strategies suggest providing support
well into the mid-20s, when it is both clinically and developmentally appro-
priate. Developmental maturity is just as significant as diagnostic classifica-
tion, as successful transitions rely heavily on a young person’s readiness and
ability to take on responsibility.

Structural solutions, such as extending CAMHS or AMHS age boundaries or
introducing dedicated youth services (e.g., 13-25 models), may help improve
continuity. However, such reforms must be carefully weighed against resource
constraints and the risk of creating new transition points. A one-size-fits-all
solution is unlikely to succeed.

Consider Incorporating Elements from Both Transitional Care Models
to Meet the Diverse Needs of Young People.

The coordination model may be particularly relevant for individuals with a long history
of engagement with CAMHS and ongoing mental health conditions. In contrast, youth-
specific services may be more effective in supporting adolescents with emerging, un-
clear, or undiagnosed mental health issues. Given the variety of clinical presentations
and developmental stages, it is advisable to adopt a flexible, needs-based approach to
service design.

However, a central challenge lies in the discrepancy between the access cri-
teria for CAMHS and AMHS: AMHS requires a formal diagnosis for entry,
while CAMHS often delays diagnoses, particularly for personality disorders,
due to concerns about stigma and developmental appropriateness. Crucially,
previous treatment in CAMHS should be recognised as a sign of vulnerabil-
ity. Adult services ought to prioritise these individuals by ensuring they have
optimised referral pathways and can bypass waiting lists.
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Recognise CAMHS History as a Criterion for Priority in AMHS.

Previous engagement with CAMHS can serve as a valuable indicator when prioritising
access to AMHS or regional adult care services. Mechanisms such as ‘transitional priority
tracks’ could help ensure timely continuity of care for vulnerable YP.

Countries recommend ensuring youth-friendly spaces and central infrastruc-
ture to support engagement and effectively coordinate and deliver transitional
care. Where co-location of services is not possible, formal cooperation agree-
ments between CAMHS and AMHS are advised. Additionally, for YP who
relocate for education or employment purposes, mechanisms for location-
independent mobile case management (e.g., digital or virtual formats) can en-
able sustained care across regions.

Furthermore, shared clinical documentation, information systems, and digital
tools are recommended to promote consistency in care, engage YP, enhance
communication between professionals and enable the use of a common lan-
guage. Furthermore, it is important to use existing documented information
whenever possible.

Strengthen Formalisation and Coordination between
Geographically Separate Services.

Co-location, where feasible, or formal cooperation agreements between CAMHS and
AMHS - particularly when services are geographically distant — may enable smoother
transitions through real-time collaboration and direct handovers. Additionally, solutions
such as mobile case management functions could aid continuity for geographically
mobile youth.

Support Youth-Friendly Infrastructure.

Improving the accessibility and youth-appropriateness of physical care environments
may support more developmentally responsive transitions across services.

Promote the Use of Shared Digital Tools and Data Records.

Expanding shared digital infrastructure across services could improve communication,
documentation, and coordination during transitional care processes.

Evaluation and Continuous Research

Evaluating transitional mental healthcare requires the use of multi-level in-
dicators that span individual, service, and system domains. A combination
of qualitative and quantitative methods applied at regular evaluation cycles
could serve as an effective evaluation approach. Furthermore, external eval-
uations, comparison groups and cost-effectiveness studies are encouraged to
reduce bias and support the validity of findings.

Conducting ongoing monitoring of transition programmes is recommended
for iterative improvement of services. This may include regular case discus-
sions and reviews, as well as the use of monitoring tools (e.g., Quebec self-
learning model) and structured documentation, such as patient records and
feedback forms.

AIHTA | 2025

jugendfreundliche Raume
und zentrale Infrastruktur

Vereinbarungen zwischen
raumlich und geografisch
distanzierten Diensten

gemeinsame
Dokumentation,
Informationssysteme
und digitale Tools

Evaluierung erfordert
mehrstufige Indikatoren

Kombination von
qualitativen und
quantitativen Methoden

laufendes Monitoring zur
iterativen Verbesserung

76


https://www.aihta.at/

Transition from Child and Adolescent to Adult Mental Health Services

Embed Multi-Level Evaluation and Continuous System Learning.

Combining patient and staff feedback, as well as external evaluations, with individual-,
service-, and system-level indicators, and implementing structured review cycles and
learning models, can help improve services over time.

Furthermore, the consultations revealed a critical gap in health services re-
search. Favourable conditions for implementing transitional mental health-
care include data-informed planning and commissioning guided by popula-
tion health needs and local service demand. However, a robust research in-
frastructure must guide the development of locally adapted practices. There-
fore, improved and sustainable funding for health service research, as well as
support for the evaluation and monitoring, is necessary.

Strengthen Health Services Research.

Enhancing the research infrastructure and securing sustainable support for the evalu-
ation and monitoring of transitional care models may enable the development of con-
text-sensitive, evidence-informed practices.

Addressing Stigma and Strengthening Autonomy

Finally, the findings underscore that, in addition to structural and procedural
improvements, broader efforts to raise awareness and reduce stigma remain
essential to improve access, engagement and continuity of care for YP with
mental health needs.

Evidence also emphasises psychoeducation and skills training to support self-
management, medication adherence, and shared decision-making. These in-
terventions should be directed at YP and, in cases where the condition has
the potential to impede full participation (e.g., ADHD), they should also ex-
tend to parents or carers.

Strengthen Awareness and Reduce Stigma for Mental Health Conditions.

Developing targeted awareness campaigns and offering structured training for both
specialist and non-specialist professionals (e.g., in education, primary care, or justice
sectors) could help reduce stigma and promote earlier help-seeking for conditions such
as ADHD, eating disorders, or SUD.

Promote Psychoeducation and Empowerment for YP and Families.

Providing structured psychoeducation and skills training to YP can strengthen self-
management, medication adherence, and shared decision-making during the transition
process.

As a tangent, when contemplating potential starting points for reform, it is
vital to consider the perspectives of YP, as their experiences and needs are
essential to designing person-centred transitional care.
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Principles and Processes of High-Quality Transition

Although no single model can be universally applied due to variations in sys-
tem structure, patient cohorts, and available resources, recurring best prac-
tice principles for successful transitions have been identified.

Figure 3-5 presents an overview of established or emerging principles of best
practice for transitional mental healthcare. This framework illustrates the core
steps of the transition process alongside key cross-cutting themes, offering an
overview of internationally recognised features of high-quality transitional
care and illustrating what should be a shared international understanding of
high-quality transition.

The evidence indicates that transition is not a single event, but a phased pro-
cess that begins well before the handover and extends into post-transfer fol-
low-up. Across the findings, there is consensus that proactive planning and
early identification are essential. This process should ideally begin 6-18 months
in advance and be guided by readiness assessments that consider both clini-
cal stability and developmental maturity, rather than relying solely on age.
Effective transition planning requires collaborative decision-making among
services and joint care reviews.

A recurring element is structured coordination across services, supported by
formalised protocols that define responsibilities, timeframes, preparatory steps,
and alternative pathways in case referrals are not accepted. The appointment
of a transition coordinator is frequently highlighted as a way to safeguard
continuity, as well as the joint involvement of CAMHS and AMHS during
the transition phase.

The evidence also emphasises that transition does not end with transfer: on-
going monitoring, opportunities for re-entry, and mechanisms to support full
integration into adult care are considered integral components of high-qual-
ity care. In particular, for conditions with high relapse rates, structured fol-
low-up and open return pathways are considered critical safeguards.

Finally, cross-cutting enablers are recognised as underpinning all phases.
These include clearly defined responsibilities, shared digital tools, and sys-
tematic information exchange, as well as the active involvement of YP and
carers in line with their preferences, and embedding shared decision-making
and psychoeducation to strengthen autonomy.
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Figure 3-5: Overview of Established Best-Practice Principles for Transitional Mental Health Care.
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4  Discussion

4.1 Reflections and Implications

The aim of this report was to systematically analyse and compare internation-
al models and strategies of transitional psychiatry. The goal was to identify
structural characteristics, implementation practices and contextual factors
that could inform and enhance Austria’s approach to transitional psychiatry.
The focus was on providing a knowledge base to support evidence-based de-
cision-making in Austria.

Two key insights emerged: first, that different transition models exist interna-
tionally, each with their own advantages and disadvantages; and second, that
a set of recurring principles, such as transition planning, information sharing,
continuity of care, the introduction of transition coordinators or case manag-
ers, and the active participation of YP, emerge across all contexts.

Across our three RQs, we synthesised insights from 20 documents and con-
sultations with 13 experts from seven countries. The findings cover interna-
tional approaches to transitional psychiatry, condition-specific challenges, and
Austria’s current structures. The quality appraisal of the included documents
provides important context for interpreting these findings: most demonstrat-
ed strength in scope and purpose, clarity of presentation, and applicability,
but weaknesses were evident in participatory development and methodolog-
ical rigour. Limited use of systematic methods reduces confidence in whether
recommendations reflect the best available evidence, and variability in ap-
plicability scores suggests that feasibility considerations are often underde-
veloped. Importantly, the included materials span both formal guidelines and
less structured policy texts, which must be taken into account when interpret-
ing the results of the quality appraisal. As the overall results were of moderate
to high quality, they should be understood as indicative of an international
consensus rather than rigorously evidence-based directives.

A strong consensus emerged across the evidence on core principles: early
identification and planning, structured coordination, joint CAMHS-AMHS
involvement at transfer, and mechanisms for continuity. Workforce training
was repeatedly highlighted, with recognition that both child and adult pro-
viders lack preparation for managing the interface. Similarly, there was broad
agreement on cross-cutting principles such as shared decision-making, psy-
choeducation, empowerment, self-management, autonomy, and participation.

By contrast, some areas were addressed less consistently or were largely ab-
sent. Several guidelines and experts acknowledged the importance of evalua-
tion and system learning, but there was limited detail on how to embed these
practices in routine care. Likewise, the sustainability of personnel and re-
sources, as well as the costs of implementing transition models, were seldom
addressed. Additionally, although the degree of cross-sector integration var-
ied throughout the analysis, there is an evident trend towards embedding
transition within a broader care infrastructure, spanning health, education,
and social services. However, few sources have considered how to systemati-
cally embed transitions within broader youth care.
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Beyond these gaps, there were also areas where the documents and expert
input revealed no consensus. Planning for the transition to AMHS usually
begins six to twelve months prior to transfer. However, in some cases, identi-
fication and planning can begin as early as 13 or 14 years old, with extended
transition periods lasting several years, depending on individual readiness.
Furthermore, all models agree that developmental readiness and clinical need,
not just age alone, should guide transitions. However, the scope and intensity
of preparation varied. Models varied in their approaches to ensuring conti-
nuity. In the UK, continuity was suggested through parallel working periods.
In Denmark, it was proposed to provide consistent care by the same clini-
cian until the age of 24. However, these examples reflect different models of
transition, either as a process of coordination or as the provision of youth-
specific services. Furthermore, a transition coordinator was endorsed inter-
nationally, but the required background varied. The primary responsibilities
assigned to the coordinator (such as transition as clinical handover versus a
more comprehensive life-course process involving navigation and advocacy)
may be the reason why some countries prefer coordinators with or without a
medical background. Additionally, resource constraints likely influence this
choice as well. Ultimately, recommendations agree that a dedicated profes-
sional should lead coordination. Structural integration also differed: CH and
DK propose institutionally integrated CAMHS-AMHS services under one
umbrella, in other contexts, location-independent case management and agree-
ments between partners are promoted as alternatives.

Overall, findings from RQ2 reinforced the core principles of RQ1 but placed
greater emphasis on indication-specific vulnerabilities. Most notably, they
highlight limited adult service availability and insufficient adult-sector ex-
pertise for conditions such as ADHD, autism, eating disorders and SUD. The
need for addressing stigma, medication adherence, and tailored psychoedu-
cation was further illustrated. There is substantial evidence indicating that
conditions such as SUDs and eating disorders are highly stigmatised [120,
121]; however, stigma is prevalent across all mental health conditions [122,
123]. Across conditions, structural barriers persisted, including misaligned
eligibility criteria between CAMHS and AMHS, as well as reductions in sup-
port intensity following transfer to AMHS. The results thus reveal structural
gaps that might be overlooked in overarching guidelines or strategies, under-
scoring the need to consider indication-specific care concepts in comprehen-
sive transition models for mental health.

Taken together, the evidence suggests that international consensus on what
constitutes good transition practice is emerging. Still, less attention has been
paid to the broader system-level and implementation conditions that ultimate-
ly determine whether these principles can be realised in practice.

Prior studies have reported similar findings, with broad agreement on key
principles of transitional care.

Evidence indicates that no single model fully addresses the diverse needs
of all YP:

m Extending CAMHS to age 25 delays disruptive transitions but requires
major capacity expansion for under-18 services [75].

B Relying on AMHS for younger adults fails to address developmental
needs and risks excluding those who do not meet adult service
thresholds [75].

® Creating 14-25 youth hubs arguably provides the most developmen-
tally tailored care but also poses the greatest risk of creating a new
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transition point and comes with high financial and operational costs
[75, 124, 125].

m Flexible boundaries based on developmental readiness provide person-
centred solutions but demand integrated pathways, extensive training,
and cross-sector collaboration [75].

Opverall, these models are not mutually exclusive and may be best implement-
ed in blended forms to fit local needs and resources. Ultimately, all of them
require adequate resourcing, workforce development, and cross-sectoral align-
ment [75]. Similar to our results, the literature cautions against a one-size-fits-
all model [46].

The identified principles of international best-practice transition largely con-
verge with findings from previous literature [25, 46, 75, 126-128]. Frameworks
such as the four core components of effective transition [25], the “four Ps”
(people, process, paper, place) [127] and co-produced transition programmes
[46] reinforce the principles. All emphasise flexible and phased transitions,
parallel working between CAMHS and AMHS, avoidance of transfers during
crises, complete transfer of information, youth-friendly spaces, shared deci-
sion-making, and participation, among other key elements — suggesting a broad
international consensus on the essential building blocks of high-quality tran-
sition. However, despite this convergence on principles, only very few evalu-
ations provide rigorous evidence of their effectiveness [26, 53].

We found that a systematic, phased roll-out of transition models should be
supported by long-term resource planning and a lifespan perspective. Such
an approach integrates prevention, early intervention, and family support to
decrease long-term demand for services and prevent chronic disorder trajec-
tories, thereby reducing the impact on both YP and the health system [129].
These recommendations align with the 2022 Report on Child and Adolescent
Mental Health Care [65], which similarly called for a coherent framework that
links mental health promotion, prevention, and care.

Additionally, embedding transition within a broader care infrastructure, span-
ning health, education, and social services, is further supported by the litera-
ture. Involving stakeholders beyond clinical teams integrates mental health
care into YP’s wider support networks, enabling prevention, early detection,
and timely referral, while at the same time reducing the risk of multiple con-
current transitions [22, 130].

Finally, similar to our results, the literature identified key factors influenc-
ing transition outcomes, spanning temporal aspects, stakeholder dynamics,
and system-level conditions (see Figure 4-1) [128]. The interplay of these do-
mains determines whether the experience is ultimately supportive or disrup-
tive [128].

Tools to structure and evaluate transitions are increasingly available. The
TRAM (Transition Readiness and Appropriateness Measure) and TROM
(Transition-Related Outcome Measure) from the MILESTONE project can
identify barriers, guide decision-making, tailor support, and evaluate out-
comes [131]. Together, they represent promising approaches to structured as-
sessment and outcome evaluation. However, YP often perceive questionnaires
as disengaging and practitioner-centred [46]. Alternatives such as co-produced
transition booklets, guiding preparation, tracking progress, and consolidat-
ing information may be more acceptable [46]. Cross-sector tools from other
fields might also offer inspiration. For example, Austria’s SUPA survivorship
passport in paediatric oncology offers quickly accessible, personalised, digital
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treatment summaries and tailored follow-up recommendations [132]. Adapted
for mental health, such tools could strengthen continuity across services.

Factors

Temporal Stakeholder Systemic
> Age of onset and > Patient readiness, » Provider di 8
cycle of symptoms clinical status, initiative OVICEICISEUSS NS
for recovery, education, .
> Biopsychosocial and trust in providers > Age boundaries
development N e
> Caregiver/family > Service waiting times
> Change in legal experience, knowledge, » Clinical
power/authority and role,and involvement ICEIESOUICES
new autonomy . 0
» Provider skills and > Service collaboration
> Pursuit of higher competency; service trust,
education alliance, and synergy >licatment changes

NEGATIVE POSITIVE

Experience ) Experience

Patient transitioning to adult
mental health services

Figure 4-1: Key Factors Influencing the Transition from CAMHS to AMHS.
Reproduced with permission from [128].

At the same time, several implementation challenges remain. For example, osterreichische Curricula:
to strengthen inter-service collaboration, the need for staff in paediatric and wenig systematische
adult services to be trained and change attitudes towards each other’s services Vorbereitung auf

is consistent with the literature [133]. Our findings suggest that training Schnittstellenmanagement

CAMHS professionals to work with young people up to 25, and training AMHS von KJP und EP
professionals to support younger adolescents, is essential. Although both Aus-
trian curricula (psychiatry and psychotherapeutic medicine [134] and child
and adolescent psychiatry and psychotherapeutic medicine [135]) touch on the
other age group, neither provides systematic preparation for managing the in-
terface between child and adolescent psychiatry and adult psychiatry. More
explicit training on collaboration and transition processes could improve read-
iness, mutual understanding, and familiarity with the needs across age groups.
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Additionally, structural issues identified in this report are consistently report-
ed in the literature, including service fragmentation [45], a lack of appropri-
ate referral options [13], as well as inflexible policies, entrenched cultures, in-
sufficient funding, and legal, logistical, and clinical differences [46, 47, 75, 126].

Some guidelines address transition more broadly across chronic conditions,
such as the German S3 guideline on transition from paediatrics to adult med-
icine [136]. Although the guideline outlines general principles, it does not
contain specific recommendations for mental health. Importantly, the transi-
tion in mental health appears to be even more problematic than in physical
care [47]. This is particularly true, given the fluctuating trajectories, mul-
timorbidity, diagnostic uncertainty, developmental delays, and stigma. Fur-
thermore, factors such as disability, migration status, socio-economic disad-
vantage, trauma exposure, multi-morbidity, child protection or justice involve-
ment, and minority group membership exacerbate the risk of vulnerability.
Previous reviews also highlight these groups as facing structural disadvan-
tages and call for targeted strategies, including culturally and linguistically
appropriate services, additional resources, and early prioritisation of complex
cases via a lead professional model [65].

Several initiatives have identified key components of effective transition mod-
els; however, the systematic implementation of these models remains incon-
sistent.

In recent years, some efforts have been made to improve the transition be-
tween CAMHS and AMHS [60]. It is increasingly argued that service models
should consider a more flexible approach, acknowledging developmental
needs over rigid chronological thresholds [14]. Nevertheless, the legal defini-
tion of adulthood at 18 still often functions as a rigid treatment cut-off [10].
This is consistent with WHO findings that 75% of European countries use
18 as the usual age of transition [56]. Importantly, in 2024, Austria took an
initial significant step by raising the CAMHS age limit beyond 18 [116], in
line with international recommendations and the findings of this report to
prevent abrupt discontinuity of care. However, limited staffing and infrastruc-
ture make it unlikely that the amendment will materialise. In many cases,
CAMHS remain forced to prioritise care for minors, and adult services often
lack adequate provision for specific diagnoses [137]. Therefore, legislative
changes without adequate resources for implementation are not sufficient.
Moreover, such reforms require effective dissemination so that practitioners
across services are aware of the policy change.

Our findings suggest that, although transitional psychiatry has garnered in-
creasing international attention, its strategic development and coordinated im-
plementation in Austria are still in preliminary stages. Although individual in-
itiatives, pilot projects, and specialised centres exist, a detailed national strat-
egy has yet to be established. In Austria, the transition process frequently re-
lies on the motivation of individual professionals rather than on a systematic
framework. Similarly, information and awareness are uneven; activities are
predominantly project-oriented, lacking national visibility or sustainability.

Our analysis suggests that achieving sustainable transitional structures in Aus-
tria requires more than the adoption of principles; it also requires new ap-
proaches to the sector’s structure and funding. Austrian experts favour em-
bedding transitional psychiatry in modular care concepts, with binding stand-
ards for stronger cooperation, expanded training and research, and greater
involvement of non-clinical partners such as social work and school psychol-

ogy [22].
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Developing a national strategy for transitional psychiatry in collaboration
with YP, their families, and professionals would foster a shared vision and
consensus on goals and principles. The strategy should build upon and be
linked with existing mental health frameworks. Although Austria has a Child
and Youth Health Strategy [59], it lacks specific transitional content. More-
over, a recent scientific report has highlighted the absence of a stand-alone
national strategy for child and youth mental health [65]. However, success-
ful implementation requires addressing challenges in child and adolescent
psychiatric care. These include regional differences in access to services, poor
coordination between sectors, and the need for expanded treatment options
like home treatment and outreach approaches [65].

The international models reviewed in this report offer valuable guidance for
structuring age-appropriate, continuous, and collaborative mental health care.
However, their transferability to the Austrian context is not without limita-
tions. A major issue is the shortage and ageing of the psychiatric workforce.
Nearly one-quarter of child and adolescent psychiatrists and over one-third
of adult psychiatrists are expected to retire within five years [138]. Further-
more, demand for specialist publicly funded outpatient care is projected to
exceed capacity by 10-25% by 2035 [139]. This shortage leads to long waiting
times and barriers to access, with a median waiting time of 90 days in CAMHS
and 37 days in AMHS (as of 2024), and a significant proportion of practices
not accepting new patients [140]. Access is further restricted by fragmenta-
tion within the healthcare system. This fragmentation involves complex nav-
igation across sectors, a lack of coordination, unclear patient pathways, an
absence of holistic treatment approaches, a divide between urban and rural
areas, and a strict separation between social care and healthcare services [141].
Consequently, the international principles in this report should be viewed as
adaptive frameworks rather than directly transferable models. A successful
implementation will require adaptation and tailoring to the Austrian context.
The crucial point is that without political commitment and dedicated re-
sources, a strategy runs the risk of remaining merely declaratory rather than
impactful.

4.2 Limitations

Although the literature search was extensive and targeted, it was not con-
ducted systematically. Instead, we employed a comprehensive manual search
strategy, focusing on grey literature, including government websites, public
health agencies, and international organisations. This approach was chosen
based on the expectation that data on mental health strategies and models are
often not published in peer-reviewed journals. However, this carries the risk
of incomplete retrieval and the possibility that relevant documents may have
been missed.

Additionally, the selection of countries was limited to a defined set based on
predefined inclusion criteria. Consequently, promising practices from non-
included countries may have been overlooked. Furthermore, there was sig-
nificant variation in the quantity and quality of publicly available documen-
tation across different countries.

Another limitation is the inclusion of regional models, such as those from AU
and BL, as they may not be applicable across all national contexts.
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We excluded documents that addressed general health rather than mental
health, as well as those that focused on mental health without specifically
considering adolescents. Although these exclusions were necessary to main-
tain a consistent focus, they may have resulted in important information be-
ing omitted.

Another limitation is the difficulty of categorising the collected information.
Although care was taken to assign data consistently, some thematic bounda-
ries remained fluid, and alternative interpretations of certain data points are
possible.

Although the expert consultations contributed significantly to the contextu-
alisation and interpretation of the findings, they also had limitations. In most
cases, a maximum of two experts were consulted per country, and not all rel-
evant professional groups were represented. In Austria, for instance, only four
experts from three organisations took part, most of whom were from univer-
sities or large urban hospitals. This means that perspectives from smaller or
rural facilities, which often face different structural challenges, may be un-
derrepresented. Additionally, professional interests and institutional affilia-
tions may have introduced biases, despite efforts to maintain balance through
multidisciplinary sampling.

Regarding the Austrian prevalence data, the analysis was based on secondary
data, including older prevalence estimates. As there is a lack of more recent
epidemiological data on youth mental health in Austria, the findings should
be interpreted with caution and understood as indicative rather than defini-
tive.

Finally, the results presented in this report are predominantly informed by
policy and guideline-based sources, complemented by expert consultations.
For RQ1, all thirteen included documents provided a broad and cohesive
foundation, particularly for topics such as service integration, integration be-
tween CAMHS and AMHS and continuity of care. In contrast, areas such as
workforce sustainability, implementation and governance, costs, and evalua-
tion methods were supported by fewer written sources and relied more heav-
ily on expert insights, which may affect the robustness and transferability of
the findings. For RQ2, the written evidence base consisted of seven docu-
ments, primarily clinical guidelines. ADHD was well-represented through
multiple guidelines, depressive and conduct disorders, on the other hand, were
informed by fewer or single sources. Across both research questions, the evi-
dence is primarily descriptive and theoretical, with limited empirical or eval-
uative content. Expert consultations, therefore, played a crucial role in con-
textualising and supplementing gaps in the documentary base.
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4.3  Future Research Directions

While system-level differences may limit the applicability of some results of
this report, they can serve as inspiration for national reforms and pilot pro-
jects. However, more data is needed on the current Austrian landscape. The
national mapping of existing transitional services in Austria, which is planned
by Gesundheit Osterreich GmbH starting in autumn 2025, will provide a val-
uable opportunity to generate empirical data on current structures and prac-
tices.

The critical importance of smooth transitions between CAMHS and AMHS,
as well as the widespread risk of disruptions in care during this developmen-
tal period, have also been recognised by international organisations such as
WHO and UNICEF [142, 143]. These global perspectives frame continuity of
care as a core element of system strengthening. However, these calls remain
largely aspirational, as evidence on implementation and long-term outcomes
is scarce. A key implication is, therefore, the need for more rigorous and sus-
tained evaluation of transitional psychiatry models. Current evidence is lim-
ited to a handful of observational studies and a single RCT (MILESTONE),
with few long-term follow-ups. Future evaluations should systematically and
in the long term assess symptom severity and functioning and outcomes di-
rectly relevant to YP’s lives, including school and work participation, quality
of life, and drop-out rates (see Results 3, “Evaluation and Effectiveness”). The
measurement of school and work participation is of particular importance,
as such outcomes can inform health economic considerations and strengthen
arguments for investing in structured and evidence-informed transition mod-
els.

Research should also investigate the underlying mechanisms that allow tran-
sition models to achieve results, such as readiness, engagement, and self-mana-
gement skills. This will help identify which components are most important
for effective practice. A realist synthesis protocol has been published with this
focus, examining what works for whom, under what circumstances, how, and
why, for all YP transitioning to adult services [37]. Although the study is not
specific to mental health, it is likely to generate insights that are at least par-
tially applicable and relevant to transitional psychiatry, particularly in un-
derstanding the mechanisms and contextual factors that shape outcomes.

Future research should also try to quantify the number of YP in Austria who
are affected by problematic transitions between CAMHS and AMHS. Inter-
national data and prevalence studies such as GBD (2019) [7] and MHAT
(2017) [88] demonstrate the high burden of mental disorders in adolescence,
but systematic evidence on the scale of transition disruptions in the Austrian
context is lacking. Such data would be essential for strengthening the evi-
dence base for targeted policy responses.

In addition, there is a pressing need to examine the broader system- and im-
plementation-level factors that determine whether best-practice principles can
be translated into routine care. This should include strategies to strengthen
cross-sectoral integration, particularly at the interfaces of health (with a fo-
cus on comorbidities), education, employment, and housing. Finally, linking
transitional psychiatry research to established mental health policy indica-
tors [65] could enhance comparability, facilitate monitoring, and embed tran-
sition outcomes in broader mental health performance frameworks.
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Finally, future research should investigate transitions within newly emerg-
ing models of care in Austria. An example is home treatment, which has been
increasingly implemented as an alternative to inpatient care [144]. Although
its relevance is growing, little is known about how continuity is maintained
when YP move, for instance, from a child and adolescent home treatment
team to an adult team. This question is particularly relevant in Austria, where
structured home treatment services for adults are not yet established [145].
This means that the transition to adult care is unclear and poses a risk of
discontinuity. Similarly, the key principle of the recent health reform, “digi-
tal vor ambulant vor stationédr” (digital before outpatient before inpatient)
[146], warrants specific attention in transition research. By prioritising digi-
tal and community-based care over inpatient treatment, this principle raises
new questions for transitional psychiatry, such as how to support continuity
in digital consultations. Empirical studies are needed to assess how such re-
form principles can be operationalised in transitional care and if they effec-
tively address existing discontinuities.
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5 Conclusion

Adolescence is a critical developmental phase during which many mental
health conditions first emerge. Epidemiological data confirm the high preva-
lence of anxiety disorders, depression, ADHD, eating disorders and SUDs
during this life stage. Many of these conditions persist into adulthood, high-
lighting the need for ongoing, coordinated and age-appropriate care. Transi-
tional psychiatry, positioned at the intersection of CAMHS and AMHS, aims
to fulfil this requirement by providing a structured framework to support YP
as they navigate the psychological and social challenges of emerging adult-
hood.

A key finding of this report is the identification of two dominant models of
transitional psychiatry internationally: the coordination model, which aims
to bridge existing services (e.g. through joint working and flexible protocols),
and the youth-specific care model, which establishes separate services tailored
to the needs of YP. Both models offer unique benefits, such as continuity for
those with longstanding CAMHS involvement versus accessibility for those
with emerging or undiagnosed needs; however, they also present specific chal-
lenges. Evidence suggests that hybrid and context-sensitive approaches that
are adapted to local resources and population needs are most promising.
This report’s findings, therefore, do not advocate one-size-fits-all solutions,
but instead emphasise the need for approaches that can be adapted to meet
the developmental, clinical, and psychosocial needs of YP.

In addition, this report synthesises a set of recurring principles and best prac-
tice elements of high-quality transitional care that emerge consistently across
countries, including early preparation, shared decision making, flexible age
limits, and sustained follow-up. These principles reflect a growing interna-
tional consensus on what constitutes high-quality transition practice and
should provide a common basis for developing or adapting transition care
frameworks. However, despite a strong international consensus on the prin-
ciples of good transition, evidence of effectiveness remains weak.

Austria has acknowledged the issue of transitions but relies on fragmented
initiatives and motivated individuals instead of a coherent national frame-
work. Reforms must be carefully evaluated in light of existing resource con-
straints. Developing a national strategy, embedded within youth mental health
frameworks and supported by dedicated resources, will be essential. Sustain-
able improvement will require not only adoption of principles but also struc-
tural reforms in funding, workforce sustainability and development, cross-
sectoral integration and health services research. Only then can transitional
psychiatry deliver lasting benefits for YP.

Rather than offering an implementation blueprint, this report provides a
knowledge base to inform strategic decision-making. Drawing on lessons from
international experience, it identifies critical elements, contextual enablers,
and systemic challenges relevant to Austria. The starting points outlined here
aim to support the further development of transitional psychiatry in Austria.
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