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Which Transition?



BRIDGING THE GAP BETWEEN CHILD 
AND YOUTH MENTAL HEALTH 
SERVICES AND ADULT MENTAL 
HEALTH SERVICES

IS THIS THE RIGHT QUESTION?









1) Transition for people from childhood to adulthood? OR

2) Transition from one service silo to the next?

3) Where should the shifts in service culture and expertise be?

Gaps vs junctions/transitions

4)    Where are the optimal points for these? 

5)    What should guide these design decisions?

Tradition? Status Quo?

Developmental and cultural considerations?

Epidemiology?

Young people?

Families         



“It has always been a puzzle to me that the period of life of maximum disturbance, 
adolescence, is the one of least interest to both psychiatrists and governments….

…...the neglect of adolescent psychiatry is a special form of self-harm undertaken by 
adult society.”

John Gunn 2004







“If individuals are forced to choose between saving the life of a 2 year 
old and saving it for a 22 year old, most prefer to save the 22 year old.  
A range of studies confirms this broad social preference to “weight” 
the value of a year lived by a young adult more heavily than one lived 
by a very young child or an older adult.” 

Murray and Lopez 1996 (GBD)







Joseph Campbell and the “Hero’s Journey”



“The transition to adulthood is poorly understood in spite of the fact 
that it is probably the age period when most adult disorders have 
their peak rates of incidence”

- Mrazek & Haggerty, 1994

















EARLY
INTERVENTION:
Models of Intervention



JAACAP 2011





UNMET NEED IN NW Melbourne ca. 2002

• 880,000 in catchment area

• 50,000 cases (15 -24 years) in any one year

• 2,000 referrals to intake per annum now stable - only 800 can be accepted

• 2/3 of those NOT accepted have significant mental disorders, with poor 
functioning, and 22% have a recent history of suicide attempt

• Those not accepted do very poorly at 2 year follow up (Cosgrave et al 2007



Young people don’t seek or get professional help!!

Only 13% of young men and 31% of 
young women access professional 
mental health care

Young men aged 16-24 have the 
lowest professional help-seeking of 
any age group 



• Primary Care – not functioning at all for EA’s

• Need to build a stigma free highly engaging and accessible portal with capacity for 
high volume and positive experiences and outcomes, and

• And expanded specialist YMH system with capacity for more expert, mobile, 
intensive and longer tenure as required





• Caring culture, but child culture vs youth culture?

• Playdough vs hipsters

• Under-resourced and under-researched

• Already splits prepubertal and kids and postpubertal adolescents

• Developmental focus but only some staff specifically trained in this

• Problems with older clients 15 plus?

• Selective and weak grip on 15 -18 year olds?

• Need to expand developmental and family perspective especially to older 
adolescent -young adult phase



• Massive bottleneck for transition

• Under-resourced even for “SMI”/Schizophrenia focus

• Diagnostic censor/triage

• Targeting of SMI a serious problem for EI and full coverage

• Minimal developmental or family expertise or commitment

• Evidence base better but poor translation

• Soft bigotry of low expectations

• Stigmatised, often crude and still traumatic



OPTION 3

“New Band of Care for Young People/Emerging Adults”





• Makes sense to young people as a subcultural entity with soft transitions and shifts

• Developmental, family and community cohesion principles can be implemented

• Needs to be fluid diagnostic framework

• New structures required 

• Capacity to handle stigma, engagement, and uncertainty

• Youth precincts

• EI paradigm central

• Not possible in current service systems CAMHS or Adult as currently developed

• Analogy with Old Age Psychiatry



Ca---AD---O    0-18, 16-64, 65-

C=Y-AD-O      0-25, 26-64, 65-

C-EA-AD-O     0-12/14, 15-30, 31-64, 65-



• WHO 10-24 yrs

• United Nations  15-24 yrs

• Australian Institute for Health and Welfare 12-24 yrs

• Children 0-14 yrs

• ABS 12-25 yrs

• Local Government 12-25 yrs

• Headspace (Australia) 12-25 yrs

• Headstrong (Ireland) 12-25 yrs

• 20% of population in Australia





One stop service for mental health, 
AOD, physical health, vocational 
assistance that is youth friendly and 
free or low cost
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Australian National Survey of 
Adolescents 

– 2014 (Young Minds)

Heard about headspace: 

• 50.7% all parents 
• 64.6% of parents of adolescent 

with a mental disorder

• 37.2% all 13-17 year olds
• 54.4% of adolescents with major 

depressive disorder



International awareness study conducted by RIWI - 2015

For a review of RIWI’s peer-reviewed, patented, and award-winning methodology, see: 
https://riwi.com/how-rdit-works/

https://riwi.com/how-rdit-works/


Centres:
• N=74,804 (2013-2015) - 60% female 
• 23% aged 12-14; 34% aged 15-17; 14% LGBTIQ (vs. 1-3% population)
• 9% Aboriginal or Torres Strait Islander (vs. 4% population)
• 7% CALD (vs. 25% population)

eheadspace:
• over 60,000 registrations, 150 yp each day
• 79% female
• 10% aged 12-14, 33% aged15-17

School support
• One third of all secondary schools in Australia

Early psychosis program
• 55% male (preliminary data)
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0 5 10 15 20 25 30 35 40

Stage 0 No symptoms of mental disorder

Stage 1a Mild to moderate general symptoms

Stage 1b Sub-threshold diagnosis

Stage 2 Threshold diagnosis

Stage 3 Periods of remission

Stage 4 Ongoing severe symptoms

Not applicable

Per cent

Stage of illness

April 2013 – March 2015
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Accessible
Centres:

N=74,804 (2013-2015)
60% female 
23% aged 12-14, 34% aged 15-17
14% LGBTIQ (vs. 1-3% population)
9% Aboriginal or Torres Strait Islander (vs. 4% 
population)
7% CALD (vs. 25% population)
eheadspace:

over 60,000 registrations, 150 yp each day
79% female
10% aged 12-14, 33% aged15-17

School support
- one third of all secondary schools in 
Australia

Early psychosis program

55% male (preliminary data)
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Vision for Youth Mental Health

“In 2020 young people in all 
communities will have access to the 

knowledge, skills and services 
necessary to respond to, and support 
them in periods of mental ill-health”









BRIDGING THE GAP BETWEEN CHILD 
AND YOUTH MENTAL HEALTH 
SERVICES AND ADULT MENTAL 
HEALTH SERVICES



1. Restrict “TRANSITION” to the developmental task not to service transitions

2. Service transitions must be soft ones and flexible

3. The public health issue is huge and society should not be sold short through 
band-aid changes 

4. Fundamental reform is essential, overdue and possible

5. MVP products already exist and can be built in Canada

6. Unlike any other area of health reform this one is an investment not a cost

7. Young people and families must be centrally involved



8. Philanthropy decisive as a catalyst – government to embrace

9. Full consensus not always possible and seeking it at all costs will slow reform

10. International synergy and cooperation an asset


