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Background: Transitioning from Child and Adolescent Mental Health Services (CAMHS) to Adult Mental
Health Services (AMHS) raises novel ethical aspects for healthcare professionals, as well as for young peo-
ple, their parents and carers. Method: Focus groups were conducted in Croatia, Ireland and the United King-
dom with youth mental health groups and youth representatives with no mental health (MH) remit. One
hundred and eleven participants, aged from 16 to 60 years, contributed to discussions. Results: Perpetuation
of stigma, autonomy and decision-making were central themes as both enablers and deterrents of successful
transition. The tension between professional (and at times parental) paternalism and young persons’ growing
autonomy was well captured in the themes; (a) desired practice, (b) who should decide, (c) the process of deci-
sion-making and (d) potential harm(s). Conclusions: This study provides insight into the ethical values, particu-
larly autonomy and collaboratively working, which people expect to underpin the transition between CAMHS
and AMHS.

Key Practitioner Message

• Engaging young people early in making decisions about their future care can enhance trust between practi-
tioner and the young person.

• In addition to diagnosis, a number of factors (such as moving home; waiting lists and stigma) may need to
be taken into account when considering the direction of future health care.

• When possible, alternatives to AMHS should be considered if considered by the young person to be a less-
stigmatising treatment option.

Keywords: Transition; child and adolescent mental health services; adult mental health services; decision-making;
qualitative research; ethics

Introduction

Mental health difficulties are common in childhood, with
estimates of one in five children having mild psychologi-
cal distress, and one in 10 requiring specialist interven-
tions (Ford, Goodman, & Meltzer, 2003). Many
difficulties continue into adult years and require ongoing
mental health (MH) care (Merikanagas et al., 2010). As
upper age limits apply to most Child and Adolescent
Mental Health Services (CAMHS), ongoing care requires
a change in care provider. Whether these ongoing needs
are best met in specialised tertiary Adult Mental Health

Care Services (AMHS) or other primary/secondary care
level community-based services is unclear. There is an
implicit assumption in healthcare policy and academic
literature, and among services, that continuity from one
specialist MH service to another might be optimum, pro-
viding continuity and facilitating engagement, but the
reality is very different. Numerous studies report that
this transition is poorly executed and experienced by
many young people and their families and likely to hin-
der engagement (McGorry et al., 2018; McNamara et al.,
2013; McNicholas et al., 2015; Singh et al., 2010). In sit-
uations where evidence is unclear as to what is benefi-
cial, harmful or what represents best use of limited
resources during care transition, research and service†The members and partner institutions of MILESTONE Consor-

tium group are listed in Appendix 1.
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evaluation becomes a pressing ethical consideration
(Khadr & Kelner, 2008).

Adolescence presents as a risk period for the onset of
many MH disorders, and ensuring appropriate care and
management at this crucial period where the young per-
son (YP) is experiencing many other transitions seems
prudent. Exploring and supporting YP’s informed deci-
sion-making at the time of transition is essential, to
ensure that those who need continued MH care receive it
in an appropriate service context. Those who do not need
a referral to AMHS may still need to be supported in
another service and supported in accessing AMHS at a
further stage. Understanding factors which contribute
to the reluctance of CAMHS clinicians to refer on to adult
services, even when there is a perceived clinical need, or
YP opting out or refusing referral when offered, also need
to be examined (McNicholas et al., 2015).

Bridging and optimising transition between CAMHS
and AMHS is essential, but before using scant resources
towards this endeavour, the underlying ethical context
must be considered, and a range of perspectives used to
shape the service. The ethical principles of nonmalefi-
cence, beneficence and individualistic autonomy pre-
dominate medical practice, and these are also assumed
to be ideal components of the transition from CAMHS to
AMHS. However, the perspectives of YP, parents and car-
ers must be included as potential users of the services.
In addition, the transitional service must align with the
ethical values of the wider cultural context where under
18s are increasingly engaged in healthcare decisions.
There is long-standing evidence that, in general, 14- to
15-year-olds’ capacity does not differ from adults’ (Casi-
mir & Billick, 1994; Weithorn & Campbell, 1982), and
that YP want information about MH services to be pro-
vided to them whether they are referred or not, and they
do not expect to be coerced (Paul, Berriman, & Evans,
2008). An EU funded project on transitions from CAMHS
to AMHS MILESTONE offered an opportunity via sec-
ondary data analysis to examine the ethical values
which people expect to underpin the transition between
CAMHS and AMHS in Croatia, Ireland and the United
Kingdom.

Methods

Focus groups (FGs) (12) were held to assist in the development
of a psychosocial ethics questionnaire (Singh et al., 2010), for
the MILESTONE study. MILESTONE researchers in Ireland,
UK and Croatia approached local and national youth MH advo-
cacy groups, as well as a number of nonmental health local
groups and national agencies working with young people. Those
interested in participating in the study were provided with a
detailed information pack and invited to attend the focus group.

A facilitator guide detailing how the focus groups would be
run ensured consistency across three countries. The researcher
in the participating country assumed the role of moderator of
the FG and was assisted by a research assistant who was
responsible for note-taking and logistical tasks such as audio-
recording and providing refreshments. At the outset of the FG,
the purpose of the research, issues around confidentiality and
anonymity, and the potential uses of the data were highlighted
to all participants before informed consent was obtained. The
researcher used a number of vignettes to introduce the topic
and generate discussion (see Table 1). Vignettes are a well-
accepted approach in qualitative research; seen as acceptable
by participants, they are recognised as a valuable tool for elicit-
ing participant insights on health service experiences (Lapatin

et al, 2012). In this study, each vignette depicted a fictional case
in which a YP (with a particular diagnosis) was approaching the
end of their care at CAMHSwhere a decision was needed regard-
ing any onward MH treatment. Participants were asked to con-
sider the cases and discuss any ethical issues raised. Prompts
were used to encourage reflection.

In keeping with the theoretical sampling strategy of grounded
theory (GT), data were examined after each FG and developing
insights were explored in subsequent FGs (Charmaz, 2006).
After 12 FGs, no new insights emerged and data saturation was
considered to have been reached (Charmaz, 2006).

Following completion of the focus group, audio files were
transcribed verbatim. Researchers at each site removed any
potentially identifiable information and shared the pseudony-
mised data with the first author for the purpose of analysis.

Ethical considerations
Institutional ethical approval was obtained for all sites. Full and
appropriate consents were obtained from all participants,
including parental consent where required. Standard qualita-
tive research best practice included using recruitment packs
and safeguarding confidentiality (Bryman, 2016).

Secondary analysis
Analysis of the data was conducted over five stages. First, facili-
tators MILESTONE coded transcripts for the groups they were
responsible for. Second, the first author (who acted as the coor-
dinator for the secondary analysis) coded all transcripts by draw-
ing on the coding principles of GT (Glaser & Strauss, 1967),
including line-by-line coding and constant comparison. Third,
MILESTONE acted as an additional coder for 10% of the tran-
scripts. Fourth, regular data analysis meetings were held via
telephone, during which the first author presented the analytic
codes (produced through stages 1 and 2, and checked for trust-
worthiness through stage 3), and collaborated with the research
team to group similar codes together and revise code labels.
Finally, the first and second authors drafted the final analytic
categories and the research team compared the categories with
the data to test if they fit with the evidence. Revisions were made
to the categories as agreed by the team. This process of compar-
ison and revision was completed when the research team agreed
on the final analytic categories. This iterative process allows for
an analysis that is firmly grounded in the participants’ accounts
and the researchers’ interpretation of these accounts.

While country comparison was not an aim of the original
study (psychosocial ethics questionnaire), we paid attention to

Table 1. Examples of focus group vignettes

Condition Case Ethical tension

Depression John is 17 years old
and presented with
examination stress
and has been in
CAMHS for 6 months
receiving Cognitive
Behavioural Therapy

Johnwants to end
treatment while his
key worker wants him
to be referred as he
has only been at
CAMHS for a short
time

Anorexia
Nervosa

Claire is almost 18,
attending CAMHS
receiving family
therapy

Claire is going to
university and does
not want onward
referral, although her
parents and CAMHS
clinicians do

Obsessive
Compulsive
Disorder
(OCD)

Kelly has been
receiving CBT but
continues to have
OCD symptoms

Both Kelly and CAMHS
agree on referral, and
AMHSwill accept her
as a patient, but it will
be a 9-month wait

© 2020 Association for Child and Adolescent Mental Health
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differences in responses according to country due to the lack of
comparative research in this area. Mental illness knows no
boundaries, yet views and attitudes linked to mental health
problems and help-seeking are shaped by cultural and histori-
cal forces, which can result in differences by country (Pescoso-
lido et al., 2008).

Results

The final sample included 111 people aged 16–60 years
of age (female N = 94, male N = 17). The majority of par-
ticipants had experience of MH illness (31% with per-
sonal experience, 50%with a close family or friend).

Discussing the ethical aspects and challenges was a
complex exercise in all FGs; however, the vignettes
prompted rich discussion regarding the values which YP
expect to underpin MH services, including the transition
between CAMHS and AMHS. Ethical issues that emerged
partly reflected topics discussed and were organised
under the following headings; (a) desired practice, (b) who
should decide, (c) the process of decision-making and (d)
potential harm(s). Selected illustrative quotations are pre-
sented in the following text. The abbreviations CFG,
UKFG and IREFG refer to focus groups conducted in
Croatia, UK and Ireland and associated numbered sepa-
rately. While we did not aim to explore country differences
in depth, quotations are separated by country to reflect
the variation presented between the FG in the three coun-
tries. This helps to highlight how the ethical issues for YP
may differ based the MH services/practice delivered in
those countries. Direct quotes are in italics.

Desired practice
Decisions regarding transitioning a YP from CAMHS to
AMHS are complex, as suggested by a lack of uniformity
in YP’s views as to the best MH care pathway/outcome.
Some groups suggested alternatives to the CAMHS-
AMHS scenario, with new bridging service.

(. . .) there could be someone that like in the interim, the per-
son can go to, so it doesn’t feel like that such a long gap
between the two services. (UKFG4)

We found evidence to suggest that the type of MH con-
dition influenced the ease of decision-making in relation
transition to adult services. For example, participants
were more comfortable deciding in the best interest of
Claire (anorexia nervosa) than John (depression). In
relation to all cases, participants emphasised the per-
son’s right to autonomy, the importance of the individual
wanting to take up the service, and the risk of harm if
treatment options are forced on them; however, this was
dependant on the MH condition of that person.

If a young person doesn’t feel that it is her own decision,
something that she wants, that would result only with oppo-
site effect. And in any future situation, she will give up easily.
Because she was forced to do it. (CFG1)

All groups included respondents who advocated
actively working with the YP so that they understood and
even agreed with the professional/parental view, while
acknowledging that for some YP with certain MH condi-
tions, this would not be possible.

Yeah, they should have some control. It depends on the men-
tal illness (. . .) because some mental illnesses they can

convince themselves they’re well and they’re completely not.
(UKFG2)

Regarding the desired practice all groups expressed a
strong and clear regard for equality and that all YP
should have equal access to MH services. Those in Eng-
land seemed less concerned with stigma as a deterrent
to transition and placed more importance on working
with the YP and ensuring any further treatment plans
were made based on joint decisions. Croatian partici-
pants were more definitive in actions required and
accepted or proposed paternalistic views when required.
Differences between the perspectives of participants in
each of the three countries became apparent as FGs
were conducted and highlighted the value placed on cer-
tain processes depending on where participants were
based and the MH services available in those countries.

Who should decide?
The decision of whether a YP transitions to an adult MH
service is ultimately up to the MH service that the YP is
under the care of, in addition to the YP and parent (if
appropriate). Unsurprisingly then, the question of who
should decide about the need for subsequent treatment
for a YP elicited varied responses. Many respondents
believed this followed in parallel with the age of majority,
in that autonomous decision-making typically accompa-
nies adulthood, ‘you know you are an adult, this is your
time to make your own choices’ (UKFG2) and this
extends to decisions regarding MH care, for example
‘She is an adult now. . .and she has a right to decide
about her health conditions’ (CFG1) moreover, ‘she is
going to be 18, in her eyes she’s more independent’
(IREFG1). However, specifically in the presence of men-
tal illness, others perceived clinical expertise trumped
personal ‘it doesn’t have to be her decision’ (CFG 1),
although acknowledging the associated risks.

So I don’t think she’s really had a choice in it, and if you don’t
have a choice in counselling you’re not going to cooperate.
(UKFG2)

FG participants cautioned that YP may refuse to
engage with services if they feel that they have not been
involved in, or listened to, during the decision-making
process.

he will develop a feeling of mistrust towards environment and
towards those who are trying tomotivate him, exactly because
they make him feel like he needs help. They don’t trust him.
(CFG1)

They also cautioned against decisions being based on
diagnostic groupings alone; instead, each individual’s
unique experience of their symptoms needs to be heard
and valued.

ethically how do you decide how big a deal a mental health
issue is to somebody? Because everybody is going to experi-
ence that differently. So ethically I think that’s a challenge
anyway because my cutting my wrists or your eating disorder
or your OCD or your agoraphobia is like massive to us
because it’s ours (. . .). (UKFG4)

FG participants considered the impact of a number of
related factors facing YP, parents and clinicians in
reaching a decision about the merits of future MH care.
These included the likelihood of long-term engagement

© 2020 Association for Child and Adolescent Mental Health
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with services, the chances for subsequent successful
MH intervention and the level of collaboration between
the YP and the clinical team. The groups were aware of
the difficulty faced by the clinician or parent;

how scary that is for his parents and his carers and his friends
to just be like “ok this is your decision, you go”. You know it’s
very difficult to not try push. (IREFG2)

While at the same time alert to the risk of excessive
pressure from clinicians, or family, which, even if stem-
ming from their concern, may lead to negative outcomes,
disengagement, or short-term gains, as there was a
sense of being ‘forced to do it’ (CFG1). This contrasted
with ‘empowering’ the young person,

(. . .) it’s like power dynamics, if you’re telling someone that
they need to go somewhere and they might just feel obliged to
do it because you’re telling them. Whereas she’s taking con-
trol of the situation, and I think they should respect that.
(UKFG2)

Respondents prioritised a need to work collaboratively
with the YP, encouraging rather than dictating atten-
dance at AMHS, if deemed appropriate, and encouraging
young people to ‘make the decision (himself) in order for
it to have the best chance of working. . .’ (IREFG2).

The process of decision-making
A negotiated decision-making approach was presented as
a way of establishing a level of autonomy for the YP, while
also acknowledging clinical expertise and experience. Par-
ticipants, particularly in Ireland and England, where
approaches to MH care are similar, discussed ways in
which this could be achieved, by truly informing the YP,
providing adequate and comprehensive information,
delivered in a timely and planned fashion, and in an
accessible way that is understandable to the young adult.

So it’s like realistically this should have been thought about a
while ago and there should have been a consistent process
leading up. (UKFG2)

Such decision-making should include information
about AMHS but also other alternative services in the
community. For example, one Irish young group mem-
ber cautioned against ‘being so single minded towards
the referral to adult’ (IREFG2) and another alerted us to
the adverse effect of pushing the YP as this would ‘get a
cut off from her’ where she would ‘shut down and say no’
(IREFG2). Both group members advocated for alterna-
tive community and personal supports to be included in
decision-making options.

Like she needs that 6 months of all the information she can
get on what adult [service] can do for her. And also what stu-
dent health can do for her. And how she can manage herself
as well. (IREFG1)

Providing the YP with all the relevant information nec-
essary to decide for their future care, not only enables
them to make an informed decision, but also has the
potential to bolster their own sense of independence,
autonomy and control. This was perceived best if
planned and delivered ahead of time.

There was acknowledgement of the changing role of
the parents/family/carer as the YP moves from being a
child to an adult and difficulties they had in ‘letting go’

(IREFG1). The groups discussed the importance of pro-
viding adequate information to the family of the young
adult, who up to this point may have been involved in,
and responsible for, decisions regarding their care, to
allow them confidently say ‘OK, this is your decision, you
go’ (IRE FG2). Participants were also alert to possible
conflicts of interest, between clinicians’ duty to respect
patient (young adult) confidentiality, and a wish, if not a
right, of a parent or carers, to know what is going on, and
to be alert to any risk. This might differ based on the dif-
fering legal landscape across the three countries. This
also extended to an awareness of a YP’s need for ongoing
care. It was suggested that parents or carers might need
support in this move to a more peripheral position and
integral to ensuring a smooth transition for the YP:

The parents will need an awful lot of support [. . .] there has to
be this trust between everyone that they can try and work clo-
sely with Claire alright and kind of visit her or she comes
home at weekends or whatever. But I think the parents will
find it very difficult kind of letting go of that. (IREFG1)

Respondents recognised that the legal age of 18 brings
expectations of autonomy and decision-making powers,
but they were also alert to the variations and limitations
of adopting a solely age-based approach to capacity with
age alone being a poor predictor of maturity:

You see some people and at the age of 15 they’d be more
mature than someone that you know at the age of 30 some-
thing. [. . .] And how do youmeasurematurity? (IREFG2)

The discussions emphasised the importance of careful
consideration in the decision-making process. First,
there is a need to balance expectations of autonomy and
self-governance in the young adult with a consideration
of competency. Second, there is a need to value prior and
possible ongoing requirement of support from parents.
There needs to be a collaborative approach to the provi-
sion of adult MH care, affording a place for the family,
while also promoting autonomy, dependent on age.

Potential harm
Stigma, as a potential harm, wasmentioned in all FGs as
a reason for not referring on to AMHS or for preferring
community counselling services rather than AMHS.
Concerns were raised regarding the labelling of mental
illness, more evident in potential AMHS referrals and the
implications of this for a YP’s journey into adulthood.
However, we found some differences between countries.
Stigma was a strong theme in both the Irish and Croatia
FGs which likened mental illness to a burden being car-
ried ‘on his shoulders’ (IREFG1) and using terms such
as ‘asylums’ to describe AMHS treatment (IREFG1).
When stigma was referred to in the English FGs, it was
not expressed as strongly.

I was gonna say it can be quite stigmatising. I guess because
there is family involvement in the CAMHS services andmaybe
not so much in the AMHS cos there isn’t the money for it.
(UKFG3)

While more research is required to assess how far
these differences reflect public awareness campaigns of
mental health, two forms of stigma were referenced;
treatment-stigma and self-stigma, the quantity and
quality of which differed between CAMHS and AMHS.

© 2020 Association for Child and Adolescent Mental Health
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Stigma from CAMHS treatment was generally seen as
transient and removable, a ‘more temporary’ and ‘a
short-term thing’ (IREFG2) and from the UK group as
stigma ‘sort of on you then isn’t it’ (UKFG3). However,
the label of being ‘mentally unwell’ was presented as
something that accompanied the YP for the duration of
their attendance at MH services. As such, this label
remained if travelling from CAMHS to AMHS. Atten-
dance at MH services, therefore, is the factor which
ascribed a label of being ‘mentally ill’ to the YP. This label
was seen to have the potential to mark the YP as different
to their peers. For example, when one focus group facili-
tator probed the reason a person may not wish to transi-
tion to AMHS,

they mostly leave for college in that age, they meet new
friends. That can probably cause them problems. They are
marked. (CFG1)

By comparison, the quality of stigma derived as a
result of treatment in AMHS was seen as different
because the MH conditions treated by AMHS were ‘more
severe’ (IREFG2), and respondents drew on their own
cultural and social perspectives of AMHS. For example,
Irish groups referenced ‘the big asylum’ to explain why
using adult services carries a stigma that ‘stick[s]with
you for the rest of your life. . .’ (IREFG2). Thus, our partic-
ipants experienced that a YP referred to adult MH ser-
vices, retained their label longer, along with a sense of a
more serious and enduring illness.

Self-stigma was also identified as a possible deterrent
to transitioning to AMHS since for some young people,
this was seen as confirming they had a severe illness,
which in turn, would disadvantage them in other areas
of their lives such as getting a job. Attending a new ser-
vice and the need to repeat their history, to new and
changing clinicians, ‘retelling everything all over again
(CFG1)’ might also lead to perpetuation of stigma. Tran-
sition to nonAMHS type services, such as primary care
counselling, was not associated with the same degree of
stigma.

Discussion

This paper examined the ethical aspects and values
which YP and their social network consider as important
when considering the case of a YP who potentially may
transition from CAMHS to AMHS. Consideration was
given to the pathway of care from CAMHS to AMHS, to
the deficits in the transition process, and to the potential
harms which may be caused by transition. Clinical vign-
ettes were constructed by the research team and were
used to facilitate discussions with individuals from
youth MH groups and from youth advocacy groups with
nomental health remit.

Our findings reveal a range of ethical issues relating to
the desired process of transition, who should decide, the
process of making decisions about transition and poten-
tial harm that may result. These indicate that several
key ethical challenges need to be addressed.

Challenge 1: Improving the decision-making
process
To achieve a desired outcome, participants were in
agreement that all YP should have access to suitable MH

services when needed and that transition between
CAMHS and AMHS should occur in the context of cer-
tain MH conditions but should not be forced upon the
individual. With regard to who should decide and how,
an informed and flexible approach which is respectful of
the autonomy of YP but also safeguards their mental
well-being was advocated for, but this poses a number of
practical challenges.

In Ireland, Croatia and the UK, the decision and
preparation for transition from CAMHS to AMHS occurs
prior to the person turning 18 and therefore takes place
while the person is a child. Children and YP’s rights to
participate in decision-making about their health care
are widely acknowledged and underpinned by the United
Nations Convention on the Rights of the Child, although
it does not imply they should always be the main deci-
sion-maker (United Nations General Assembly, 1989).
The legal landscape regarding consent to treatment,
which varies from country to country, is likely to influ-
ence clinicians’ decisions about who has the final say,
and the experience of the youth attending services.
Research suggests that having the final say may depend
on who is legally able to provide a valid consent or refusal
to consent (Paul, 2004).

At the transition boundary, YP are in the middle of
several broader transitions into adulthood; those with
serious MH conditions may have delayed psychosocial
development and be struggling to enter into valued adult
roles (Davis, Geller, & Hunt, 2006). While YP who have
reached the age of legal majority may have greater legal
and political rights to self-determination, working with
patients who are capable of being ethically, cognitively or
socially autonomous but are still dependent on their
parents in legal, social or relational terms poses complex
ethical dilemmas. This is especially the case when there
is concern that the YP is making a decision that may
result in some sort of harm (Paul et al., 2008).

The FGs point to the need for the YP to be able to
take on individual responsibility for their choice in
future care pathways. This is an evolving process, one
less determined by age but by maturity and taking into
account any disabling competency issue linked with
their mental illness. FG respondents argued with each
other about the role the clinician played in shaping the
YP’s decision and recognised the uncomfortable posi-
tion that parents hitherto carers found themselves in
as they struggled to support their child’s growing
autonomy, but were nervous about possible ill-judged
decisions. Parents of children with MH problems may
feel less satisfied and reassured and experience greater
discomfort and pessimism when faced with the onset
of adult autonomy in their children. This natural shift
in autonomy from parent to (adult) child needs to be
carefully managed, individually timed and services
need to be flexible in their ability to incorporate ongo-
ing parental involvement, even in the presence of age
of majority.

How might a transitional service address this con-
cern? From a practical perspective, one specifically aired
by members of the FGs is that a jointly negotiated transi-
tion should be implemented. As a YP is approaching
CAMHS transition boundary, discussions about future
need and future family roles should be held early and
often, with a gradual shift in degree of responsibility from
the parent to the YP, contingent with their capacity and
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facilitating the development of confidence and compe-
tence in the process. This process should not only
include information on AMHS, but also alternatives and
the clinicians should gently probe whether there are any
spoken or unspoken concerns the YP or their family have
that might limit transition options. This might allow an
examination of the need for ongoing parental involve-
ment, despite the young person reaching age 18, and
entering adult services. This suggests that an effective
transition service between CAMHS and AMHS may
require development of national policy frameworks
regarding YP’s legal healthcare rights.

Challenge 2: Negotiating potential harm(s)
Discussions pointed to the transition from CAMHS to
AMHS as serving to perpetuate MH stigma and there-
fore act as a barrier to attendance at MH services. On
the other hand, counselling and general, as opposed to
specialist, MH support provided in community services
seem an acceptable alternative to participants in Ire-
land and England, with the potential to alleviate the
stigma associated with service attendance. The experi-
ence of self-stigma related to mental illness has been
recognised by other groups (Corrigan & Watson, 2002)
and has been linked to embarrassment and shame.
Stigma has been recognised as a major barrier to effec-
tive help-seeking (Wrigley et al., 2005), and this
includes stigma by other and self-stigma, evident in
the responses by members of the FG. How or whether
attendance at intermediary nonspecialist MH services
(e.g. counselling) contributes to the reduction of self-
stigma, and improved engagement and outcomes,
despite different expertise, need to be examined more
carefully. Although research suggests that widespread
stigmatisation of YP with MH difficulties starts from
childhood, YP, when compared with adults, were more
accepting of their peers with MH difficulties (Kaushik,
Kostaki, & Kyriakopoulos, 2016). This suggests that
discussions regarding stigma should occur early on in
CAMHS (YMCA, 2016). As personal stigma has been
found to be significantly and negatively associated with
measures of help-seeking, the identification and man-
agement of self-stigma amongst attendees is crucial to
exclude this as a barrier to successful transition
(Eisenberg et al., 2009). In fact, research has also
shown that some YP want continued engagement with
AMHS, when part of their identity is related to their
MH illness (McNamara et al., 2017).

To address these challenges, the longitudinal arm of
MILESTONE (Tuomainen et al., 2018) will provide an
opportunity for the examination of the effects of stigma
and other barriers to transition in a large sample of
CAMHS attendees (N = 763) followed up for a total of
24 months. Clinical outcomes will be examined based
on different transition pathways, from those who con-
tinue to AMHS, those who disengage or are discharged,
or those for whom planned alternative services are
offered. Via a study-specific questionnaire, YP will offer
their views on their role in transition planning, their
experiences of any ethical dilemmas associated with
transition and the presence of any stigmatising atti-
tudes. A qualitative methodology will allow any themes
identified to be further explored through focus groups.

This will add to the themes already established in this
paper.

Strengths and limitations
These FGs were conducted in three countries with a var-
ied group of YP or advocates of YP with MH difficulties.
Despite some differences between the countries – for
example, with regard to the impact of stigma about men-
tal health and views towards when clinical expertise
might need to take precedence over a young person’s
autonomy, the key themes identified were similar across
countries suggesting fundamental issues and concepts
about transition, rather than country-specific service
provision and related attitudes. The salience of these
issues highlights the need to attend to the ethical issues
associated with transition from CAMHS to AMHS across
Europe, and this is something which will be addressed
byMILESTONE.

In keeping with the GT approach of the research, this
paper is limited by the extent to which it portrays the
perspectives of our research participants, rather we offer
an account which has been constructed through the
researchers’ analysis of the data, and in the case of the
Croatian data, findings have been generated through the
researchers’ analysis of the participants’ translated
accounts.

Questions and comments made by some respondents,
who had not accessed or understood MH services, were
hypothetical and prompted by vignettes. Future
research must examine the views and experiences of
youth who have made a range of transitions, both to spe-
ciality and community services.

Before we invest what scarce resources remain in the
current restricted economic climate, proper evaluation
of service developments becomes a priority. MILE-
STONE, by examining transitional care pathways have
shed some light on this. Balancing outcomes based on
researcher and clinical prerogative with what is per-
ceived as crucial by the YP also needs to be carefully con-
sidered. As with all services, the service user must be
central to the research and involved in the evaluation
process. Such services need to be sustainable and meet
the full range of needs of the individual.
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