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The Joint Commissioning Panel for Mental Health
The Joint Commissioning Panel for Mental Health is a new collaboration between leading organisations with an interest in mental health and learning disabilities.

The JCP-MH works with the Royal College of General Practitioners and their Centre for Commissioning.

The JCP-MH:

· publishes briefings on the key values and principles for effective mental health commissioning;

· provide practical guidance and a framework for mental health commissioning;

· supports commissioners in commissioning mental health care that delivers the best possible outcomes for health and well being;

· develops guidance for best practice commissioning in areas where disparities in outcomes exist;

· brings together patients, service users, clinicians, commissioners, managers and others to deliver the best possible commissioning for mental health and wellbeing.

For more information, please visit: www.jcpmh.info
NOTE: A memorandum of understanding has been developed between the Royal College of Psychiatrists and the Royal College of GPs’ Centre for Commissioning which formally describes the relationship between the JCP-MH and the Centre for Commissioning. 
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· It has long been recognised that many young people between 16 and 19 with mental health or neurodevelopmental disorders encounter difficulties when they move from child and adolescent mental health services (CAMHS) to adult mental health services (AMHS) or other adult services. 
· These difficulties – which are encountered by various groups of young people and young adults including those moving to AMHS and remaining with those services, those moving to AMHS and but who subsequently drop out of services and those referred to AMHS but who are not accepted for a service – broadly relate to either structural and procedural difficulties arising from the interface of CAMHS and AMHS or differences in approach arising from cultural differences between CAMHS and AMHS. 
· Getting commissioning right for young people and young adults not could be of greater importance, since failure to do so has long-lasting consequences for the lives of the young people concerned. 
· Knowledge of the age of onset of mental disorder is important in order to target particular age groups for screening and early intervention. 
· Although there is no prescribed ‘best practice’ model, individual areas across the country have responded to problems around transitions in a variety of creative ways. 
· Designing and commissioning services in line with this guidance will help commissioners to contribute towards delivering the shared objectives underpinning the Mental Health Strategy. 
· The guidance concludes with an appendix which provides details of resources which may be useful to commissioners of services for young people aged 16 and above. 
It has long been recognised that many young people between 16 and 19 with mental health or neurodevelopmental disorders encounter difficulties when they move from child and adolescent mental health services (CAMHS) to adult mental health services (AMHS) or other adult services. 

Indeed, research shows that many young people – particularly those with emotional/neurotic disorders such as depression and anxiety, emerging personality disorder, and neurodevelopmental disorders such as attention deficit hyperactivity disorder (ADHD) or autism spectrum disorder (ASD) – never make the step at all (and can be left without a service of any kind), while only 4% experience it in an ideal manner (Singh, 2008). 
Thus, what should be a time of increasing independence and opportunity can, for young people with mental health disorders, signal a period of uncertainty which can result in deterioration of their mental health (Pugh, 2005) (Social Exclusion Unit, 2005) (HASCAS) (Street,2005).
This guidance highlights how services can be improved during this important period of transition; its contents are also applicable to young people making the transition from CAMHS learning disability services to adult learning disability services.   

The groups of young people and young adults which commissioners should use this guidance to plan for include those: 
· moving to AMHS and remaining with those services

· moving to AMHS and but who subsequently drop out of services

· referred to AMHS but who are not accepted for a service

· not referred to AMHS as they are believed to be ineligible for a service

· who would not need to move to adult services if CAMHS could work with them for longer

· who do not need to move to adult services

· supported by voluntary sector agencies/not engaging with statutory mental health services

· perceived as too difficult for CAMHS to work with (these might include young people in contact with the criminal justice system)

· supported by workers in universal or targeted services where the workers are themselves supported by specialist CAMHS consultation.
There is a further cohort of young people who experience transition but may not be in receipt of a service from CAMHS:

· Young people with risk factors for multiple poor outcomes (including mental illness) as adults

· Young people whose symptoms which are insufficient to fulfil diagnostic criteria for mental disorder (i.e. sub-threshold) and yet whose symptoms have a considerable impact and who have a much higher chance of going on to develop mental disorder which meets diagnostic threshold. 
· Young people who have previously undiagnosed and unmet need, particularly those whose needs become more acute as adolescence progresses and family/educational/ other support diminishes. These might include:

· emerging personality disorder

· those with the more subtle signs of early stage psychosis
· attention deficit hyperactivity disorder

· high functioning autism spectrum disorder
· Conduct disorder

Groups at much higher risk of developing mental disorder (and who are therefore also at higher risk of transition problems) include:  

· Looked After Children 5-fold increased risk of any childhood mental disorder (Meltzer et al, 2003),  4–5-fold increased risk of suicide attempt as an adult (Vinnerljung et al, 2006)

· Children with learning disability 6.5 fold increased risk of mental health problem (Emerson & Hatton, 2007)

· Children with Special Educational Needs: Increase risk of conduct disorder (OR 3.7) (Parry-Langdon, 2008)

· Child with physical illness: Increased risk of emotional (OR 1.7) and conduct disorder (OR 2.9) over a 3 year period (Parry-Langdon et al, 2008) 

· Homeless young people: 8-fold increased risk of mental health problems if living in hostels and bed and breakfast accommodation (Stephens, 2002)

· Young offenders: 18-fold increased risk of suicide for men in custody age 15–17 (Fazel et al, 2005); 40-fold increased risk of suicide in women in custody age under 25 (Fazel & Benning, 2009); 4-fold increased risk of anxiety/ depression (Lader et al, 2000); 3-fold increased risk of mental disorders (Lader et al, 2000)

· Young people who self-harm

· Unrecognised teenage onset depression in those who are regarded

· as experiencing adolescent turmoil

· Teenage parents
Space does not permit this document to cover in detail the issues which lead to the difficulties young people with mental health disorders can encounter when moving from child to adult services. These issues are widely-accepted however within both the child and adult health sectors, and can arguably be seen as falling into two main areas: 
Structural and procedural difficulties arising from the interface of CAMHS and AMHS 

Too often the lack of a meaningful care plan involving a multiagency approach between CAMHS and AMHS means that young people experience discontinuity of care and delays in receiving services. Lack of negotiation and support preceding, and around the time of, transfer – and insufficient involvement of young people and their carers in the development of their own care plans - can result in young people leaving mental health services only to experience great difficulty in other aspects of their lives and, for example, ending up in the criminal justice system, or turning their back on services altogether.     

Differences in approach arising from cultural differences between CAMHS and AMHS

It has long been argued that young people in the 18-25 year age group require a distinct set of services tailored to their specific needs, and that AMHS need to place greater emphasis on these when setting budgets. CAMHS services tend to be more holistically-oriented than AMHS (such as working with the young person’s family), and it is argued that an overly individual-focused approach in adult services can prove detrimental to young people’s engagement with these services since many young people will still wish for and require the more wraparound approach that CAMHS can offer.
Getting commissioning right for young people and young adults not could be of greater importance, since failure to do so has long-lasting consequences for the lives of the young people concerned. There is increasingly widespread acknowledgement of this, as evinced by the Government’s Mental Health Strategy (Department of Health, 2011a), which restated the following facts:  
· 10% of children have a mental health problem (Green et al, 2005) and many continue to have mental health problems into adulthood  (Department of Health, 2011b);
· 14% of young people aged 12-17, and 27% of young people aged 18-24 experience a mental health problem in any 12 month period (Smith, 2003);
· Mental illness during childhood/ adolescence costs between £11,000-59,000 per child (Suhrcke, 2008);
· Mental disorder and self-harm constitute around 23% of burden of illness in the UK (WHO, 2008);
· Early intervention as soon as mental disorder arises results in improved outcomes; 

· Prevention of mental illness is most effective if directed at ages prior to when disorder arises.
When does mental disorder arise?

Knowledge of the age of onset of mental disorder is important in order to target particular age groups for screening and early intervention. The list below highlights age of onset of various disorders. Disorders with highest rates during the 16-19 age range include substance disorders and psychosis.   

· 50% of lifetime cases of diagnosable mental illnesses begin by age 14 (Kessler et al, 2005; Kim-Cohen et al, 2003).

· 75% of disorders start by the mid-20s (Kessler et al, 2007).

· 40% of young people experience at least one psychiatric disorder by the time they are 16 (Jaffee et al, 2005).

· Impulse-control disorders have earliest age of onset (AOO). Median AOO for ADHD is 7–9 years, for oppositional-defiant disorder it is 7–15 years and for conduct disorder it is 9–14 years (Kessler et al, 2007).

· Median AOO for anxiety disorders is 25–45 years (Kessler et al, 2007). 

· Median AOO for mood disorders is 25–45 years. Analysis of the Dunedin cohort found that, by the age of 26, 37% of the sample met criteria for a major depressive episode, with the highest incidence of new cases occurring between ages 15 and 18 (Jaffee et al, 2002). 
· Median AOO for substance disorders is 18–29 years.

· Median AOO for psychosis is late teens to early 20s. 

· 25–60% of all adult disorders are preceded by conduct disorders and/or oppositional defiant disorder in childhood/adolescence (Kim-Cohen et al, 2003).

· Severe disorders are typically preceded by less severe disorders that are seldom brought to clinical attention; many people wait more than ten years after first onset of a mental disorder before seeking treatment (Wang et al, 2007).
Commissioners also need to bear in mind the myriad legal issues and requirements regarding service provision for, and care of, young people and young adults. Information about specific legislative requirements concerning young people going through transition has recently been published by Young Minds (YoungMinds 2011). 

Case study 1
Sally is due to be transferred from a young people’s unit in a psychiatric hospital to an adult ward on her eighteenth birthday. This arbitrary transfer brought about simply by virtue of her becoming 18 is extremely worrying for the whole family. After two years of seeing a total of eight psychiatrists and a host of other therapists, both as an inpatient and in the community, there is now coordination and consistency between inpatient and outpatient services. However, in three months when she becomes 18 everything will change and she will be faced with a completely new set of clinicians; this is especially worrying since one of the things that Sally struggles with most is change of any kind.

The family have been told that there is no educational provision within adult services, although they are constantly being given assurance that they will be required to meet Sally’s educational needs via Connexions. This really worries them because when the family initially spoke to the Connexions service he only offer of help they could offer was courses aimed at basic numeracy and literacy – not a great deal of help to Sally who already had 4 A Grade GCSEs in Maths and English. 
They are also extremely concerned about the lack of appropriateness of adult services for Sally. Because she has now missed out on a year in school, she is a year behind her contemporaries and will therefore continue to live as a minor (indeed as a schoolgirl) with her parents, and hence having to postpone going to university. She therefore needs healthcare provision that reflects and supports the situation in which she finds herself. She is not going to be living independently. She is not going to have to earn her own living. She will not need support and help in getting and keeping a job, or seeking financial help, help with housing or indeed help with obtaining benefits All of these are quite rightly the domain of adult services – but she does not need this sort of support at this point in her life.

In moving to adult services Sally and her family are also much less likely to have access to family therapy and Sally’s therapy will become individually focused, a move the family are very concerned about.
Her family are fighting for flexibility around her transfer to adult services and have found many doors shut in their faces. They have had to put all their energy into attempting to get her continuity of care and appropriate support for her situation, a process they have all found extremely wearing.

The reasons for the well-recognised discontinuities between child and adult services (and it should be noted that many young people find there is no appropriate service to transition to, so do not experience a transition in any meaningful sense) are numerous. 
However, it is largely the case that CAMHS is designed to meet the needs of a wide range of disorders and problems such as ADHD or ASD, whereas AMHS tend to concentrate on providing services for people suffering severe and enduring illnesses such as psychosis or severe depression. Many young people with ongoing mental health needs fall through the care gap between CAMHS and adult care, and those that make a transition across still experience poor quality of care (Singh et al 2010). 
In practical terms, a numbers of factors have been identified (McDonagh, 2006) as working to obstruct young people’s movement from child to adult services, including: 

· Time

· Training of professionals involved

· Financial factors including difficulty accessing resources

· Differing perceptions of young people, parents, and providers

· Poor intra-agency co-ordination

· Lack of institutional support

· Lack of planning

· Lack of appropriate adult specialists.

In addition to these, the fact that there is still considerable variation in where CAMHS ends and AMHS begins does not help matters. In some places the end point for CAMHS is 18 years of age, whilst in others it is 16; in others it is 16 if out of school, and 18 if in education. 

Furthermore, continuity of care between child and adult services is not assisted by different care planning systems (for example, Common Assessment Framework
 versus Care Programme Approach
 
), care teams and funding arrangements. 

A great deal of research has been done on finding out what young people and young adults want from services and what makes a good transition. Essentially, young people say that they want:

· to be listened to and understood

· to be taken seriously

· to experience well planned, smooth transition

· to receive flexible services

· to have information and choice

· to have continuity of care (NAC, 2010).

There are many different models of services that can meet the needs of young people across the country. There is no prescribed ‘best practice’ model and services need to relate to local need and circumstances. In some areas, AMHS and CAMHS are bridged by transition workers, while others have looked at less formal roles.

Working at the CAMHS/Adult Interface: Good practice guidance for the provision of mental health  services to adolescents/young adults describes a range of models which have been developed to support young people and young adults as they seek to move from child to adult services (Lamb, 2008). It recommends any, or a combination, of the following types of service:

· Designated transition service

· Designated transition team within a service

· Designated staff trained in adolescent work seconded to adult teams (Richards, 2004)

Some organisations have decided to develop multidisciplinary teams that are designed to bridge and work jointly with CAMHS and AMHS to meet the generic mental health needs of older adolescents. There are many examples of these teams linking with or being part of Early Intervention Service for Psychosis teams. Many have developed strong partnerships with Home Treatment and Crisis Resolution Teams as well as other agencies in the public and voluntary sector. (Lamb, 2008) 

The Young Peoples Mental Health Transitions project, a collaboration between National Mental Health Development Unit (NMHDU), National CAMHS Support Service (NCSS) and the Social Care Institute for Excellence (SCIE) has collected examples of good and promising practice in the area of transitions and these are described briefly below (with links to fuller accounts). 

Designated Transition Service
A designated transition service is a term used to describe where a multidisciplinary team has been set up with the aim of bridging, and working jointly with, CAMHS and AMHS to meet the generic mental health needs of older adolescents. There are many examples of these teams linking with, or being part of, Early Intervention Service for Psychosis teams, as well as examples of teams who have developed strong partnerships with Home Treatment and Crisis Resolution Teams as well as other agencies in the public and voluntary sector.

Practice example: Northamptonshire Dedicated Transitions Service team
In Northamptonshire the Transition and Liaison Team (TLT) has been developed to support young adults with developmental conditions during their transition from children’s services to adult services including AMHs. It covers an age range of 15-18.

The TLT offers highly specialised diagnostic assessments and interventions for clients with Asperger’s syndrome, ADHD and Tourette’s syndrome. The TLT supports young people with these developmental conditions who are due to leave school and transfer into adult services. 

This model enables expertise regarding neurodevelopmental difficulties to be shared across CAMHs and AMHs to inform decisions regarding future support or treatment needs.

Source: Transitions: from CAMHS to AMHS Report on the scoping exercise to identify current transition activity and models of good practice across the East Midlands Region, McGrath, B. NCSS, April 2010. www.nmhdu.org.uk/silo/files/transition-from-camhs-to-ahms.pdf
Designated Liaison/Link Posts and teams

There are examples across the country of NHS Trusts setting up ‘transition’ or ‘liaison’ posts. Typically these comprise at least two clinicians, often community psychiatric nurses with expertise in working with adolescents, but who may also be social workers. 
These individuals carry out assessments and some face-to-face work, in addition to working jointly across AMHS and CAMHS teams to carry out work with older adolescents with the aim of ensuring effective transitions.

Some consistent elements of success in these services included:

· Having a multidisciplinary team with expertise from both CAMHS and AMHS providing individual and family psychosocial and psychological interventions alongside medication

· Promoting a youth-centred and flexible approach with an emphasis on effective engagement of young people through outreach and joint working with other agencies

· Providing expertise to treat the range of mental disorders presenting in this age group (Lamb, 2008).

Practice example: Norfolk and Waveney Mental Health NHS Foundation Trust
‘Team C’ is a functional team within the Central Norfolk Early Intervention in psychosis service (CNEIT). CNEIT accepts referrals where the young person is between the age of 14-35 years and has experienced one or more psychotic symptom(s) for a period longer than two weeks or in instances when there is some “uncertainty” in regards to whether the young person may be experiencing psychotic symptoms. 
Team C was set up specifically to work with young people who are within the CAMHS (Child and Adolescent Mental Health Services) age range at point of referral. The service accepts referrals from all agencies (statutory and voluntary sector), self-referrals and referrals from family members. We aim to see people within two weeks of referral but will prioritise any young person at risk of admission to a care/hospital setting.
When CNEIT was set up, all practitioners had mixed case loads – geographically and across the age range (14-35). The involvement of many practitioners resulted in difficulties in establishing relationships and maintaining open lines of communication. To resolve these difficulties a post was developed for CAMHS liaison, with the idea that this CAMHS link practitioner would care co-ordinate all CAMHS age referrals. Although this did improve communication and relationships between the services, it was discovered that the demand was too high for a single practitioner. A discrete team within CNEIT was developed to meet this need and to further develop aspects of the service outside of CAMHS with voluntary sector and education agencies working with young people.
Among the outcomes reported for service users have been:
• Reduction in distress
• Increase in self-management, coping skills, confidence and self-esteem
• Change in expectations for, and increased hope of, recovery
• Increase in ability to sustain peer group relationships and make new peer group contacts, reducing isolation and withdrawal from age-appropriate activities
Source: SCIE practice enquiry carried out by OPM www.scie.org.uk
Age appropriateness and flexibility of service access

Many of the community services reviewed by Lamb were lacking age-appropriate day provision and psychiatric inpatient services. Ensuring that services are age-appropriate and retain a degree of flexibility around age boundaries is one of the key components of securing effective transition for young people. 
Practice example: Leeds CAMHS service
Leeds CAMHS, including inpatient and community CAMHS, extended the age of service users to their 18th birthday from their 17th birthday as from April 1st 2010 (inpatient), and October 1st 2010, the rest of CAMHS. This has led to a renewed focus on transition processes. AMHS and CAMHS senior managers and clinicians meet every six weeks to review the transition protocol and to revise their practice continually in response to the views of service users and staff. 

Two dedicated transition worker posts have been employed to work with young service users from the age of 16 and their families where the young people could benefit from mental health support beyond 18yrs of age.

Leeds is also developing a Multi-agency transition strategy with CAMHS input outlining the principles of best practice for all agencies in Leeds who are working with young people moving between childrens’ and adults’ services. 

Source: SCIE practice enquiry carried out by OPM www.scie.org.uk
Disorder Specific Services

As part of the implementation of the former National Service Framework for Mental Health, all commissioners and providers were required to set up Early Intervention Services for psychosis. These services span the period of transition from childhood to adulthood, serving 14 to 35 year olds. They are a tangible example of how it is possible to develop services which span the divide between CAMHS and AMHS.

Practice example: Cheshire and Wirral Partnership NHS Foundation Trust
Cheshire and Wirral Partnership NHS Foundation Trust has developed an Early Intervention in Psychosis Team Protocol for joint assessment and working for young people under the age of 18 years with a suspected psychotic illness. 

A pathway for smooth Care Programme Approach transition to adult psychiatry services post 18 is now part of the joint working process. The protocol serves a client / family group of approximately 30 children/families over any three year period. 

Although the Early Intervention Team are expected to work with 70 new cases each year, 20% of all cases are expected to fall into the age range of 16-19 year olds. The protocol enables existing CAMHS and transitional 16-19 services to work closely with the Early Intervention Team, providing initial joint assessments, smoothing access issues, so that the most appropriate team to be involved with the young person is identified at an early stage, and in some cases providing an individualised package of input with workers and resources from both teams.

The intentions of this way of working are:

• To avoid delays in young people accessing the most appropriate service and intervention, through a joint assessment at the initial point of contact.

• To allow greater integration between CAMHS trained staff and Child and Adolescent Psychiatrists and adult mental health workers, enabling specialist skills and assessment tools to be shared, providing a more comprehensive assessment process for the young person involved.

• To allow, where appropriate, individualised packages of care to be devised using resources from both 16-19 and Early Intervention teams, allowing the young person to have a more comprehensive range of input through a joint team working approach.

• To provide a smooth transition from Child and Adolescent to Adult Psychiatry services using the Care Programme Approach, avoiding delays and potential gaps in provision.

Source: SCIE practice enquiry carried out by OPM www.scie.org.uk
A whole system approach to well-being, recovery and partnership

The Government’s Mental Health Strategy, No health without mental health (Department of Health, 2011a), emphasises the need to improve well-being and to ensure that people with mental health problems can access a range of services to help them achieve independence including: access to education, employment and housing. 
In order to provide a wide range of appropriate and cost-effective services it will be important for commissioners to establish partnerships with a range of statutory and non-statutory agencies, so that young people can plan their future and make a successful transition into adulthood, whether or not they receive statutory services.

Practice example: Rethink – Uthink recovery learning programmes
Uthink recovery learning programmes for 16-25 years olds are run by Rethink, a national mental health charity. These programmes have been running on a pilot basis in three areas of England (Bournemouth and Poole, Southampton and Derby and Nottingham) and are aimed at young people experiencing, or at risk of developing, mental health problems including first episode psychosis. 

Whilst they are standalone short programmes, they build partnerships and joint working with local CAMHS, Early Intervention in Psychosis and other mental health services as a way of joining up support for young people alongside providing new and innovative group-based programmes made up of information sessions (about mental health) and practical activities. A key part of the work of Uthink has been to help young people to plan for their future, including supporting young people’s transitions between different services, helping them to resume education or take up training. 

The pilot phase was completed in the summer of 2010. Aspects of Uthink are now being embedded into the local provision and services offered by Rethink in the East Midlands and Dorset areas and with new funding, programmes are being developed for delivery in the London area. 

Source: SCIE practice enquiry carried out by OPM www.scie.org.uk and www.rethink.org.uk
Inreach to Primary Care

General Practitioners are well placed to work with young people as their role as family practitioners spans all ages. GPs also remain the constant to read easily accessible primary health presence, whether the young person suffers from physical or mental ill health or both, and GPs have an important role to play in identifying problems early and enabling the young person to access appropriate healthcare. Although commissioners using this guide will not be commissioning GP services, they may support GPs to develop youth services by commissioning attached services to work within GP practices, offering young people a one stop shop in a familiar environment.

Practice example: Herne Hill Group Practice, Lambeth
Dr Stephanie Lamb runs a youth drop in clinic at her practice. Young people can see either her or her practice nurse for advice and treatment in a dedicated youth slot offering health checks, holistic assessments and specific advice such as contraception. Staff have received extra training in how to support young people who may be shy about making their own appointment and may be reluctant to visit the surgery. Young people may be accompanied by their friends for support, and the clinic has found that many young people attend as a result of advice from peers. Young people may take time to build up confidence in speaking about mental health issues, and the continuity of care in the clinic allows the young people to build a relationship of trust over a period of time. Over the past three years, attendance has grown by 75%. www.hernehillgp.nhs.uk
Understanding need and delivering personalisation

Personalisation is an effective way enabling young people to take greater control of their lives, an approach which is increasingly seen as important since it offers young people the freedom to design and purchase their own care services. 

There are examples of local authorities and the NHS working together to understand in more detail the needs of their local young people and to assist them in making the most of personalisation. However, more needs to be done to embed this in the thinking and practice of commissioners and providers (including budget-holding lead professionals), so that young people can be assured of a local system that will support effective transition.

Practice example: East Riding Children’s Trust (ERCT) 
ERCHT conducted a strategic needs analysis which identified a group of families who had children with complex needs that were missing out on a range of services due to their rural isolation. This included children and young people with severe and complex special educational needs and those with complex disabilities or health needs. 

Families were given their own personal budgets, the responsibility to negotiate services and the power to set up their own care plans with the providers. 

The study showed that giving personalised budgets to families who have a child with complex needs, gives them control over their own budget and the commissioning of services. It also demonstrated that this approach gives families cost effective and flexible arrangements in a safe way that has greatly improved their lives.

Source: Personalised budgets for children with complex needs in Yorkshire’s East Riding, Better Outcomes Commissioning Support Programme February 2010.
Improving transition for young people who do not meet the criteria for AMHS but for whom there is still a need for graduated support

Young people, parents and services have commented on the difficulties young people who do not meet AMHS criteria, but who still need support for a period beyond the age of transition.

Practice example: City and Hackney CAMHS Extended Service
East London Foundation Trust has developed City and Hackney Child and Adolescent Mental Health Service (CAMHS) to extend their Tier 3 service provision to young people past the age of 18 to 25 years. The extended service works primarily with young people who do not currently meet the criteria for adult mental health services in Hackney but who are considered to require a mental health service. The extended provision allows professionals to continue to provide a service to young people on their caseload past the age of 18 until 25 years. Typically the extended service manages a moderate level of risk in line with the rest of generic CAMHS and has seen young people with the following conditions (often a combination of):

• Emotional and psychological problems in the family and social environment 

• Neurological developmental disorders such as Asperger’s Syndrome and Attention Deficit Hyper Activity Disorder (ADHD) 

• Mild learning disabilities 

• Depression

• Anxiety disorders including general anxiety, obsessive compulsive disorder, social anxiety and health anxiety

• Self-harm and emotion regulation difficulties

• Eating disorders and body dysmorphic disorder

• Conduct disorder 

The team provides direct individual and family psychosocial and psychological interventions alongside psychiatric reviews and medication when appropriate. The team includes therapists with expertise in systemic and cognitive behavioural approaches, and works in a holistic and developmental way with young people, families and carers. 

The service promotes a youth-centred and flexible approach with an emphasis on effective engagement of young people through outreach and joint working with other agencies. For example, the team will follow an assertive outreach style of engagement following up the individual with text messages, phone calls or email, and the offer of another appointment at a more convenient time or location to try and keep the young person engaged with the service.

Source: SCIE practice enquiry carried out by OPM www.scie.org.uk
Improving transition for young people with ADHD

Commissioners should be aware of the long-standing lack of provision for a range of developmental disorders including Attention Deficit Hyper Activity Disorder and their particular difficulties when trying to move from child to adult services. Indeed, commissioners may need to pay particular attention to these groups, not least since their quality of life is poorer than that of many young people with longstanding physical  health   health conditions (Royal College of Psychiatrists, 2011).

Practice example: Sheffield Children’s Foundation Trust CAMHS and Sheffield Health and Social Care Foundation Trust AMHS have been working together to improve the transition experience of young people with ADHD. 

An Attention Deficit Hyper Activity Disorder (ADHD) Transition Clinic and a Transition Patient Group “Living with ADHD” are currently being piloted. The aim is to facilitate a smooth transition for clients into adult services thus improving the care of young people with significant needs as a result of ADHD. Young people and their parents or carers have joint meetings with CAMHS and AMHS to review their needs, plan their transition, and find out about adult services. The service was designed following a transitions audit in Sheffield, with the participation of adults with ADHD, and was inspired by research and practice elsewhere. Young people have given positive feedback and the clinic is collecting outcomes data. The clinic is resourced by one session from an AMHS psychiatrist and one session from a CAMHS psychiatrist per month plus administration support. The service has started a group for young people aged 18-25 from the Transition Clinic, plus other young people (also in adult services) who might benefit from working on psycho-social issues. The group is based at the adult community mental health team (CMHT).

Source: SCIE practice enquiry carried out by OPM www.scie.org.uk

Commissioners can help services to join up by facilitating a local Transitions Forum, including representatives from CAMHS, AMHS, the voluntary sector and service user groups to review and monitor transition protocols, and provide an arena for debate and service development. 
Many areas have Transitions Coordinators, as a result of the Transition Support Programme (a three year initiative as a result of Aiming High for Disabled Children). Commissioners who haven’t already done so can make contact with their local Transitions Coordinator to see what has been achieved so far locally, to see where gaps remain and what joint work might be possible.

Bringing CAMHS and AMHS together with young people and parents to consider what actually happens to young people when they move from CAMHS will highlight any gaps or obstacles. Although it is essential that CAMHS and AMHS practitioners have the opportunity to map and reflect how they think the system is working, it is also important that young people and their families who may or may not have been in receipt of support have the chance to contribute to plans to improve and develop local services.

Current commissioning models often place CAMHS commissioning and AMHS within different frameworks, structures and organisations. This has the potential for AMHS and CAMHS commissioning strategies and care pathways to develop separately. 

Over the past decade AMHS commissioners have broadly followed the Mental Health Policy Implementation Guide model. In CAMHS, the development of comprehensive CAMHS has sometimes been afforded greater flexibility at local level.

Building relationships has been highlighted in a number of reports as a critical factor in successful transition planning. Commissioner interest and support for CAMHS and AMHS working together and in partnership with other services are essential, as are strong and effective relationships between CAMHS and AMHS commissioners.

In its simplest form commissioning can be thought of as a series of activities that can be grouped under the four key performance management elements of analyse, plan, do and review – which are sequential and of equal importance. 
The following headings describe some of the elements that effective commissioning to support transition should feature.

Self-assessment – where are we now?

The NMHDU/NCSS Transitions Action planning tool is built on the HASCAS Transitions Standards. It provides a web-based self-assessment tool for commissioners and services to self-assess key aspects of transition and identify particular gaps and actions.

Joint Strategic Needs Assessment

Commissioning for transitions can only be effective if commissioners understand the level of need at a local level. Including transitions as part of the CAMHS and AMHS elements of JSNA will be central to ensuring effective commissioning of the transitional process.

The National Mental Health Development Unit has produced guidance about conducting JSNAs for mental health, entitled ‘Joint Strategic Needs Assessment and Mental Health Commissioning Toolkit - A practical guide’ (NMHDU, 2009) 

Some points to consider include: 

· Does your JSNA describe the needs of young people moving, or attempting to move, AMHS and other adult care services?

· If not, gathering the following information will help you understand better the issues:

· How many young people have left CAMHS?

· Where did they go?

· What was their experience of changing services?

· Did they end up in the right service?

· Are any groups more likely to drop out of services than others?

Commissioners can find out the information required from a variety of sources including:

· Demography of the local population

· Social and environmental factors

· Current known health status of young people – illness and lifestyle

· Current met needs of young people

· Current strategies and plans

· Public health plans

· Social Care data sources 
· HES (Hospital Episode Statistics) data

· Chimat website 
· User surveys and service user feedback

· PALS, complaints

· Self-reported health outcomes and satisfaction surveys

Personalisation and personal budgets

Personalisation recognises the role of the individual as a commissioner of their own care and support (Bennett, 2011). The use of personalised budgets for those young people going through transition could be an effective tool in enabling them to access services to meet their needs as part of the transition process, whilst also taking greater control of their lives.

Personalisation will continue to facilitate a move away from traditional models of health and social care commissioning. A significant impact of personalisation for commissioners will be a disaggregation of resources, so that they no longer directly commission growing numbers of individual service packages. It will also require new ways of influencing and informing providers about the kinds of services that will be needed.

The National Mental Health Development Unit has produced a good practice guide, Paths to Personalisation, on how to make personalisation a reality for people with mental health needs (including young people) (NMHDU, 2010). It contains information about what personalisation means for mental health services, examples of what makes personalisation work, and advice and information about good practice.

Standard contract for mental health (and learning disability)

GP commissioning consortia are expected to use the standard contract for mental health (and learning disability) as part of the commissioning and contract processes. The contract may contain variations to meet local need and can be used as a lever to ensure that young people’s movement from child to adult services are effectively managed across local services.

In order to this, commissioners could develop enhanced local quality standards and explicit service specifications. For example, the relevant contract schedules could be negotiated to include a requirement on the service provider to audit patient satisfaction with the process immediately after leaving child services, and then a year on, with the goal of improving long term care planning for young adults.

Quality, Innovation, Prevention and Productivity (QIPP)

The QIPP programme presents an opportunity to make improvements in the quality of transitions and the outcomes for young people and their families, as well as the opportunity to achieve cost savings. Department of Health guidance - The economic case for improving efficiency and quality in mental health (Department of Health, 2011b) – and health economics research carried out by Martin Knapp et al. (Mental health promotion and mental illness prevention: the economic case (Knapp 2011)) highlight the economic savings which can follow from effective intervention in the early years. 
One of the areas of improvement commissioners have focused on is the reduction of out-of-area treatment costs (including medium & low secure) and improving outcomes. Not all young people who require inpatient admission can be accommodated close to home. Transition back to home, or transition to adult services, can be a difficult and lengthy process for these young people, making it difficult to return home and to reintegrate into their communities. The cost of placement in out-of-area CAMHS units, particularly in the private sector, can be very high so there are sound economic reasons as well as delivering better outcomes for young people to make this a high priority.

Transition Protocols

The lack of consistent protocols for transition remains a significant barrier to effective practice. Research shows that there is great variation in the level of detail regarding operational procedures involved in transition, with some protocols making very specific and clear recommendations of what actions clinicians should be undertaking and others opting for general statements, such as advising adherence to the Care Programme Approach (CPA) guidelines (Singh, 2008) (McGrath, 2010).  
Current good practice indicates that protocols should:

· Promote young person-centred planning

· Enable continuity of care

· Contain flexibility in decision-making

· Have sufficient detail in the operational procedures to ensure efficacy and consistency

In developing transition protocols further, services should consider:

· Detailed guidance regarding alternative care pathways for young people whose mental health needs fall below the threshold for AMHS

· Including procedure for evaluation of the transition process including accessing clients’ views/opinions

· Devising transition protocols and care pathways at a multi-agency level to reflect the breadth of young adult support services including the voluntary sector services.

Commissioners should look for the following areas in a good protocol (Anderson, 2006):
· Is the protocol agreed between CAMHS and AMHS?

· Does it make clear a requirement to involve young people and families in planning for transitions and have they been engaged in the design of the protocol?

· Does it set out specified models of joint working across CAMHS and AMHS?

· Where specific services such as Crisis Resolution Teams and Assertive Outreach Teams exist, are they referenced?

· Does it allow for flexibility in decision making about age boundaries depending on need?

· Does it provide clarity about responsibilities and decision-making between CAMHS and AMHS?

· Does it contain a clear requirement for all young people needing continuous support to have a formal transition plan?

· Does it make reference to linking in with the overall Transition Plan for the young person that may have been developed through the Special Educational Needs Code of Practice statutory requirements?

· Are there clear and agreed protocols about risk-assessment and the sharing of information between organisations working with young people (Smith, 2010). 
Commissioning for Quality and Innovation (CQUIN)

As part of the drive for improvements in quality, and the implementation of the visions contained in High Quality Care for All (Department of Health, 2008a) the NHS is to move rapidly towards paying providers on the basis of quality outcomes. The Commissioning for Quality and Innovation (CQUIN) (Department of Health, 2008b) scheme aims to ensure that quality improvement and innovation form part of commissioning discussions and delivery. CQUIN works alongside other financial levers which when used together reinforce an overall approach to improving quality and encouraging innovation. CQUIN is intended to encourage ambition and continuous improvement beyond the minimum. It may assist improvements in quality of care, better outcomes and innovation, and fulfils a different role to the financial penalties within contracts linked to failure to achieve fundamental levels of quality and safety.

The Joint Commissioning Panel for Mental Health believes that commissioning which leads to the effective planning and management of the transition of young people from child and adolescent mental health services to adult services, including the involvement of young people and their carers in such transitions, will support the delivery of the Mental Health Strategy by contributing to the following shared objectives: 
· Shared Objective 2: More people who develop mental health problems will have a good quality of life – greater ability to manage their own lives, stronger social relationships, a greater sense of purpose, the skills they need for living and working, improved chances in education, better employment rates, and a suitable and stable place to live. 

· Commissioning practices which set out to address the problems highlighted in the section ‘What do we know about the interface between young people’s and young adults’ mental health services?’ (page XXX) will ensure that young people with mental health problems are able to transition to adult services which cater for their needs. For example, commissioning which is informed by the best practice examples in section ‘What would a good interface between young people’s and young adults’ mental health services look like based on local and national evidence?’ (page XXX) and commissioner actions set out in the section ‘What are the key enablers and what do commissioners need to do? (page XXX) will lead to better provision for young adults  with ADHD or ASD such that their quality of life and life chances are significantly enhanced. 
· Shared Objective 3: Fewer people with mental health problems will die prematurely, and more people will physical ill health will have better mental health. 

· Improved mental health is associated with better physical health. Effective commissioning practices in relation to young people transitioning from child and adolescent mental health services to adult services should therefore result in long-lasting benefits for their mental health and, as a consequence, their long-term physical health.

· Shared Objective 4: Care and support, wherever it takes places, should offer access to timely, evidence-based interventions and approaches that give people the greatest choice and control over their own lives, in the least restrictive environment, and should ensure that people’s human rights are protected. 
and

· Shared Objective 5: People receiving care and support should have confidence that the services they use are of the highest quality and at least as safe as any other public service. 

· This guidance will contribute to the delivery of both shared objectives 4 and 5 by encouraging the design and commissioning of services which are informed by the good practices examples contained in the section ‘What would a good interface between young people’s and young adults’ mental health services look like based on local and national evidence?’ (page XXX).


Supporting Effective Transitions and Development of Services for Young Adults
NMHDU website listing the resources they have developed in partnership with NCSS and the Social Care Institute for Excellence (SCIE) to support services in improving the experience of young people who are moving on from services for adolescents to adult services. Includes access to a number of new resources, including some key publications which are listed separately below. 

Planning Mental Health Services for Young Adults – Improving Transition: A resource for health and social care commissioners (NCSS/NMHDU, 2011)

A guide to help health and social care commissioners of both CAMHS and AMHS understand the importance of good transitions and how to translate this into positive action through contracting arrangements and commissioning tools such as CQUIN.

Transitions in Mental Health Care: A guide for health and social care professionals (YoungMinds, 2011)

A guide to the legal framework written by lawyers and professionals. It is aimed at any professional working with young people in transition from CAMHS and brings together a complex array of legislation, guidance and policy, illustrated with case studies.

Action Planning to Improve Transitions (NCSS/NMHDU, 2011)

A web-based self-assessment tool for service providers and commissioners to assess their baseline position, identify problems and develop local action plans.

E-learning for Professionals (NCSS/NMHDU, 2011)

A resource for those working with young adults or training other colleagues. Two modules take users through the developmental and clinical issues for young people approaching transition, and help professionals design systems to improve the transitions process.

Process, Outcome and Experience of Transition from Child to Adult Mental Healthcare: Multiperspective study (British Journal of Psychiatry, 2010)

Study by Singh et al concludes that for the vast majority of service users, transition from CAMHS to AMHS is poorly planned, poorly executed and poorly experienced.

YoungMinds
YoungMinds has worked with NCSS and NMHDU to produce two guides to support service users during transition. One is for young people and the other for their parents and carers.

Social Care Institute for Excellence
SCIE has been a partner in the Young People’s Mental Health Transitions Project. It carried out a literature review and practice enquiry for the project, identifying features of good practice. This is hosted on the SCIE website.

Transition: From CAMHS to AMHS – scoping exercise (NCSS, 2010)

Report of a study of current transition activity and models of good practice across the East Midlands region; includes questionnaire issued to health trusts.

Transition: From CAMHS to AMHS – supplementary report (NCSS, 2010)

A practical report setting out ideas for change arising from regional workshops, plus a self-assessment checklist for providers.

Evaluation of Provision of Mental Health Services for Looked After Young People Aged 16+ in Residential Settings (Ofsted, 2010)

Report draws on visits to 27 children's homes in eight local authorities.

The Legal Aspect of the Care and Treatment of Young People with Mental Disorder: A guide for professionals (National Institute for Mental Health in England, 2009)

A clear guide to the interaction between the Mental Health Act, the Mental Capacity Act and relevant children’s legislation.

Consent to Admission and Consent to Treatment: Flow chart for under 16 year olds
Consent to Admission and Consent to Treatment: Flow chart for 16 and 17 year olds (NMHDU, 2010)

Flowcharts for CAMHS and adult wards; to be viewed in conjunction with the guide

Safe and Appropriate Care for Young People on Adult Mental Health Wards (Royal College of Psychiatrists, 2009)

Quality standards to help wards provide safe and appropriate care for young people who require admission to any adult inpatient mental health service.

Working Together To Provide Age-Appropriate Environments And Services For Mental Health Patients Aged Under 18 (NMHDU, 2009)

A briefing for commissioners of both adult mental health services and CAMHS to meet the requirements of the new duty in the Mental Health Act 2007.

Age Appropriate Services: What, why, when and how? (NCSS, 2010)

Powerpoint presentation on legislative changes in mental health and implications for children and young people.

Systems Model for Planning Age Appropriate Environments (NIMHE, 2010)

An online planning tool to model changes in service provision over a five year period, considering the consequences in other parts of the system and also economically. Accompanied by guidance.

What services should be in place to support young people aged 16 and 17 years with acute mental health needs in Lancashire? (Lancashire Care NHS Foundation Trust, 2009)

A review of inpatient services by young service users in Lancashire, assessed against national criteria and with recommendations for changes to ensure more appropriate services.

Crisis and 24/7 Service Development in CAMHS (NCSS, 2006)

Report for the East Midlands Care Services Improvement Partnership which identified information on current service provision; perceived gaps; service models and recommendations.

Mental Health Act Implementation Programme
Access to the full range of resources developed by the National Mental Health Development Unit (NMHDU) to help areas meet the duty to provide an age appropriate environment (subject to need) for all under 18s who require inpatient mental health care. Includes many of the resources listed above, as well as access to ‘train the trainer’ materials on the legal framework for mental health care of children

Anderson, Y (2006) Tools for transition – A literature review for informed practice.. HASCAS 
Bennett, A. Appleton, S. Jackson, C. Practical Mental Health Commissioning: A framework for local authority and NHS commissioners of mental health and wellbeing services NMHDU/JCP-Mental Health (2011) http://www.rcpsych.ac.uk/pdf/JCP-MH%20-%20Vol%20One%20(web_b).pdf 
Council for Disabled Children. Guidelines on the discharge from hospital of children and young people with high support needs. 2010.  www.ncb.org.uk/cdc/Guidelines_on_the_discharge_from_hospital_of_children_and_young_people_with_high_support_needs.pdf
Department of Health (2008a) High Quality Care for All – The report of the NHS Next Stage Review
Department of Health (2008b) Using the Commissioning for Quality & Innovation Payment Framework. 

Department of Health (2010c). Fulfilling and rewarding lives: The strategy for adults with autism in England 

Department of Health (2011a). No health without mental health, http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_124058.pdf
Department of Health (2011b). The Economic case for improving efficiency and quality in mental health. http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_123739
Department for Education One Year On – The first report from the National Advisory Council for children’s mental health and psychological wellbeing, Department for Education, March 2010. 
Emerson E, Hatton C. Mental health of children and adolescents with intellectual disabilities in Britain. The British Journal of Psychiatry (2007) 191: 493-499

Fazel S, Lubbe S (2005). Prevalence and characteristics of mental disorders in jails and prisons. Current Opinion in Psychiatry: September 2005 - Volume 18 - Issue 5 - p 550-554

Fazel S, Benning R (2009) Suicides in female prisoners in England and Wales, 1978-2004, British Journal of Psychiatry, 194: 183-184
Green, H., McGinnity, A., Meltzer, H., Ford, T. & Goodman, R. (2005) Mental health of children and young people in Great Britain, 2004. Crown Copyright. Basingstoke, Hampshire: Palgrave Macmillan.
HASCAS CAMHS to AMHS Transition: Tools for Transition. A Literature Review for  Informed Practice. 
Jaffee, Sara R.; Harrington, HonaLee; Cohen, Patricia; Moffitt, Terrie E.  Cumulative prevalence of psychiatric disorder in youths. Journal of the American Academy of Child & Adolescent Psychiatry, Vol 44(5), May 2005, 406-407

Kim-Cohen, J. et al (2003) Prior juvenile diagnoses in adults with mental disorder: developmental follow-back of a prospective longitudinal cohort. Archives of general psychiatry. 60,709-717

Kessler, R. C., Berglund, P., Demler, O., Jin, R., Merikangas, K. R., & Walters, E. E. (2005). Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the national comorbidity survey replication. Archives of General Psychiatry, 62, 593–602.

	


Knapp M, Parsonage M (2011) Mental health promotion and mental illness prevention: the economic case. Department of Health http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_126085
Lader, D., Singleton, N. & Meltzer, H. (2000) Psychiatric morbidity amongst young offenders in England and Wales. London: Office for National Statistics.
Lamb C, Hall D, Kelvin R, Van Beinum M.  Working at the CAMHS/Adult Interface: Good practice guidance for the provision of mental health services to adolescents/young adults. A joint paper from the Interfaculty working group of the Child and Adolescent Faculty and the General and Community Faculty of the Royal College of Psychiatrists. 2008.

McDonagh, J. and Viner, R., (2006) Lost in transition? Between paediatric and adult services. British Medical Journal
McGrath, B (2010) Transition from CAMHs to AMHs – Report on the scoping exercise to identify current transition activity and models of good practice across the East Midlands Region
Meltzer H, Gatward R, Corbin T et al. (2003) Persistence, onset, risk factors and outcomes of childhood mental disorders. Office for National Statistics, available at: www.statistics.gov.uk/ downloads/theme_health/PMA-ChildPersist.pdf 

The Mental Health Needs of Homeless Young People. Bright Futures: Working with Vulnerable Young People. A report commissioned by The Mental Health Foundation and written by Jo Stephens, Barnardos August 2002

National Children’s Bureau. Managing the Transitions From Adolescent Psychiatric, In-patient Care Toolkit. 2008 www.ncb.org.uk/resources/free_resources/in-patient_care_transitions.aspx 

National Mental Health Development Unit. Paths to Personalisation - A whole system, whole life framework. 2010. http://www.nmhdu.org.uk/news/paths-to-personalisationa-whole-system-whole-life-framework/
National Mental Health Development Unit. Joint Strategic Needs Assessment and Mental Health Commissioning Toolkit. 2009 http://www.its-services.co.uk/nmhdu/en/our-work/mental-health-commissioning-programme/programme-governance/project-1-information-and-data/
Parker C, Clements L, Harbour A, Honigmann J. Transitions in Mental Health Care: A guide for health and social care professionals on the legal framework for the care, treatment and support of young people with emotional and psychological problems during their transition years. YoungMinds 2011. 
Parry-Langdon N (ed) (2008) Three years on: survey of the development and emotional well-being of children and young people. Cardiff: Office for National Statistics

Pugh, K. McHugh, A. McKinstrie, F. Stressed out and struggling: Two steps forward, one step back. Young Minds 2006. 
Richards M, and Vostanis P, (2004).Interprofessional perspectives on transitional mental health services for young people aged 16-19 years. Journal of Interprofessional Care, 18, No.2, pp115-128

Royal College of Psychiatrists. Developing services to improve the quality of life of young people with neurodevelopmental disorders, emotional/neurotic disorders and emerging personality disorder. Occasional Paper OP77. 2011. 

Singh et al. (2008) Transitions of Care from Child and Adolescent Mental Health Services to Adult Mental Health Services (TRACK Study): A study of protocols in Greater London, NIHR

Singh et al (2010), Process, outcome and experience of transition from child to adult mental healthcare: multiperspective study British Journal of Psychiatry  197: 305-312

Social Exclusion Unit (2005) Transitions: Young Adults with Complex Needs. Social Exclusion Unit Final Report

Smith J. Rites of passage? Transitioning from CAMHS to AMHS; Improving the experience. 2010
Street C, et al. (2005) Minority Voices. YoungMinds
Suhrcke et al., 2008. Quoted in Economics of public mental health interventions. Dr J Campion, Department of Health, November 2010
Vinnerljung B, Hjern A, Lindblad F (2006) Suicide attempts and severe psychiatric morbidity among former child welfare clients--a national cohort study. J Child Psychol Psychiatry. 2006 Jul;47(7):723-33.

Wang P S et al. Delay and failure in treatment seeking after first onset of mental disorders in the World Health Organization's World Mental Health Survey Initiative. World Psychiatry. 2007 October; 6(3): 177–185. 
World Health Organisation (2008). Global burden of disease report. Geneva: WHO 
Guidance for 


Commissioners 


of


Mental Health Services for Young People going through the Transition from Child and Adolescent Mental Health Services to Adult Services 





1. Executive Summary





2. Introduction





3. What groups of young people and young adults should commissioners use this guidance to plan for? 





4. What are the problems which this guidance seeks to address? 





5. Why should the interface between young people’s and young adults; mental health services be important to commissioners? 





6. Case studies describing young people who could benefit from improved commissioning





7. What do we know about the interface between young people’s and young adults’ mental health services? 





8. What would a good interface between young people’s and young adults’ mental health services look like based on local and national evidence?  





9. What are the key enablers and what do commissioners need to do? 





10.  Supporting the delivery of the Mental Health Strategy





11. Appendix- useful resources for commissioners of services for young people aged 16+





12. References








� The Common Assessment Framework is a shared assessment and planning framework for use across all children's services and all local areas in England. It aims to help the early identification of children's additional needs and promote co-ordinated service provision to meet them. �HYPERLINK "http://www.cwdcouncil.org.uk/caf"�http://www.cwdcouncil.org.uk/caf�  ��The Care Programme Approach for people with a mental illness requires Health Authorities, in collaboration with Social Services Departments, to put in place specified arrangements for the care and treatment of mentally ill people in the community. �HYPERLINK "http://cpaa.co.uk/thecareprogrammeapproach"�http://cpaa.co.uk/thecareprogrammeapproach���The Care Programme Approach can be used well across both child and adult settings, and can also be linked to the Common Assessment Framework. 


� The Care Programme Approach can be used well across both child and adult settings, and can also be linked to the Common Assessment Framework. 


� It is however possible to link these two frameworks/approaches. For example, one area has changed its CPA policy in CAMHS to include a simple question ‘Has a CAF been undertaken?’, thereby allowing practitioners putting in place the CPA to contact the CAF lead professional.
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