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Summary
AIM: A suboptimal transition in mental health care affects
a young person’s wellbeing and health in the long run. We
aim to identify a large cohort of young people approaching
the transition boundary between child and adolescent and
adult mental health services in the canton of Geneva and
implement the model of managed transition for a randomly
selected subset.
METHODS: We will perform a nested-cohort randomised
controlled trial, which is a modification of the multiple cohort randomised controlled trial, where the allocation to
the intervention is conducted by cluster randomisation,
with each distinct mental health service constituting a cluster. We will include 387 adolescents with a mental disorder, without intellectual disability and within 18 months of
reaching the transition boundary. We will randomly allocate mental health services to the intervention (managed
transition) or control group (treatment as usual). The primary outcome is the patient’s health status as measured
by Health of the Nation Outcome Scale for Children and
Adolescents (HoNOSCA) or Health of the Nation Outcome
Scale for adults (HoNOS).
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CONCLUSIONS: This is a protocol of a nested-cohort randomised controlled trial. This study will promote change in
health systems management and administration. It will facilitate close collaboration between child and adolescent
and adult mental health services, which for decades have
been completely separated and differentiated.
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ABBREVIATIONS
ABCL

Adult Behavior Checklist

ACIPS

Anticipatory and Consummatory Interpersonal Pleasure
Scale

AMHS

adult mental health service

CAMHS

child and adolescent mental health service

CBCL

Child Behavior Checklist

CGI-S

Clinical Global Impression – Severity scale

CLES

Coddington Life Event Scale

CSRI

Client Service Receipt Inventory

EQ-5D-5L EuroQuol 5 Dimensions 5 Levels
FUMHSU Framework for Understanding Mental Health Service
Utilization model
GASC

General Assessment Scale for Social Functioning

HoNOS

Health of the Nation Outcome Scale for adults

HoNOSCA
Health of the Nation Outcome Scale for Children and
Adolescents
K-SADS-PL
Kiddie Schedule for Affective Disorders and Schizophrenia-Present State and MPVS-R: Multidimensional Peer
Victimization Scale-Revised
OMP

Office-Médico Pédagogique

OYOF-TES On Your Own Feet Transfer Experiences Scale
PRFQ

Parental Reflective Functioning Questionnaire

PSRS

Perceived Stress Reactivity Scale

PQ-16

Prodromal Questionnaire-16

REDCap

Research Electronic Data Capture

RFQ

Reflective Functioning Questionnaire

TIP

Transition to Independent Process model

TRAM

Transition Readiness and Appropriateness Measure

TROM

Transition Related Outcome Measure

WHOQOL-BREF
World Health Organization Quality of Life Brief Inventory
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Introduction
Transition to adulthood is a period of turmoil including
difficult identity explorations and emotional instability. It
is also known as the onset period of most of the mental
disorders, which have the potential to disable or kill later
in adult life [1–4]. A US nationwide study discovered
that two thirds of individuals with a mental illness were
younger than 24 and half of them had an onset before the
age of 16 [1]. Despite those alarming numbers, fewer than
one out of six adolescents with mental health problems
accesses services or receives appropriate care once transitioned to adulthood [4, 5]. One of the main causes of
this is the discontinuity of care throughout transition from
child and adolescent mental health services (CAMHS) to
adult mental health services (AMHS), which can have a
negative impact on the health, wellbeing and potential of
young people [6–8]. For years, international concern about
young people who drop out of treatment during transition
has grown [9–11]. In the UK, almost half of adolescents
benefiting from CAMHS do not continue their care in adult
services as they reach the transition boundary [12]. The
high discontinuation rate is accompanied by clinical setbacks and increased severity of the illness. Furthermore,
about 95% of patients undergoing CAMHS to AMHS transition discontinued their care [13]. Service users and their
families considered various reasons for discontinuation,
including the lack of joint working, information transfer
and therapeutic continuity [13]. A recent paper [14] also
highlighted, among others, the lack of choice and control
around transition-related decision making (i.e., around
parental involvement, AMHS referral, gender of AMHS
clinician), and the use of an age limit instead of developmental and clinical readiness as the main criteria for transition.
Despite the undeniable key role of an efficiently handled
transition in patients’ wellbeing, a systematic review [15]
found only three studies that defined interventions aiming
to improve transitional care. Those studies were local US
initiatives and included a case management model, a transition support model and an outpatient transition programme. All these programmes improved outcomes for
young people undergoing a transition, but they did not provide the proof of a proper randomised trial. At present,
guidelines are not clear regarding whether and when patients under CAMHS should be discharged when coming
of age, or whether or not they should receive transitional
care. It is also not clear how transitional care should be
provided and how to measure its clinical effectiveness.
When evaluating mental health services, their organisation
and policies, different outcomes arise regarding young
people reaching CAMHS transition age: some are discharged, many of them fall through the care gap, some
transition poorly to adult care and many disengage from
adult services [11]. International evidence is limited [15],
but it suggests that transitional care is problematic worldwide and may not be restricted only to mental health services [13, 16]. In the best-case scenario, adolescents coming of age while under CAMHS treatment should undergo
a standardised assessment to schedule a care plan. Subsequently, adolescents in need of care would benefit from
a managed transition to the AMHS, and the adolescents
who no longer require care would be appropriately dis-
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charged. However, without a clear, extensive and standardised assessment, clinical judgment on transition can be
influenced by unrelated concerns such as the misperceptions of other services, time and/or resource constraints,
lack of communication between CAMHS and AMHS, and
poor adherence to existing policies. Thus there is a pressing need to delineate an evidence-based decision-making
process for identifying patients who should make a transition to AMHS, those who can be managed by other services, and those who can be discharged from CAMHS. In
an attempt to find answers to these crucial questions, a European multicentre study (MILESTONE study: Managing
the Link and Strengthening Transition from Child to Adult
Mental Healthcare) has been conducted (For more details
see: Singh et al. [17]). The aim of this study was to evaluate the longitudinal course and outcomes of adolescents
approaching the transition boundary of their CAMHS and
determine the effectiveness of the model of managed transition in improving outcomes, compared with usual care.
Several European countries were included in this study, but
Switzerland did not participate.
Nevertheless, to date, a transition model based on a standardised assessment has not been studied in depth for mental health [18] and also not in Switzerland. Despite this
lack of on field intervention, several elements leading to
a smooth and successful transition have been identified by
an international Delphi study; these include good coordination between CAMHS and AMHS professionals, early transition planning, involvement of the young patient
and their family for self-management and in the transition
process, as well as including the patient and a referral adult
before the transition boundary is reached [19]. From this
perspective, educational or training programmes aimed at
the patient or clinicians can address only one or the other
stakeholders of transition, whereas the managed transition
model merges all these aspects, involving patients, clinicians and families. This more global approach also includes the elements identified by previous studies for a
minimal cost for society [20]. A recent systematic review
also identified two different models of care aimed at mental health care patients without intellectual disability [21]:
Framework for Understanding Mental Health Service Utilization model (FUMHSU) and Transition to Independent
Process Model (TIP). FUMHSU mostly categorises patients according to their CAMHS utilisation and personal
characteristics to forecast optimal transition. TIP is designed to implement an individualised transition approach
according to the person’s mental health past and future
goals. The current managed transition model offers an optimal blending of both identified models using both their
strengths.
In conclusion, suboptimal care during transition can adversely affect the wellbeing of young people [6–8]. In turn,
a negative transition experience unfavourably affects the
young person’s future engagement with mental health services [22]. An intervention aimed at the transition period
would enable recovery, mental health protection and prevention of severe mental disorders. A transition model has
the potential to be cost effective by reducing 10-fold costs
during adulthood [23–26].
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Objectives of the current study
1. To map the CAMHS/AMHS interface in Switzerland;
2. To evaluate the longitudinal course and outcomes of
adolescents approaching the transition boundary of
their CAMHS;
3. To determine the effectiveness of an experimental
model of managed transition in improving outcomes,
compared with usual care;
4. To comparing these results with those of the European
Union-funded MILESTONE study from several European countries.

Methods
After identifying a large cohort of young people approaching the CAMHS-AMHS transition boundary in the Canton
of Geneva (18 years of age), we will implement the model
of managed transition in a randomly selected subset, with
the second subset will transition as usual. The rationale behind this distribution is CAMHS’ specific organisation in
Geneva (fig. 1). There are two main public mental health
services, an in- and outpatient service from the University
Hospital (geographically more local) and an outpatient
clinic distributed more widely: the Office-Médico Pédagogique (OMP), part of the public education department.
Young people are generally referred to the OMP from
where most of our participants will be recruited. The University Hospital’s CAMHS cares mostly for crises and
inpatient care, where we can recruit fewer participants.
These patients are also usually referred to the OMP afterwards. Therefore, participants from the University Hospital represent and are referred to as the excess cohort. Different sections of the OMP (eight in total) were randomly
assigned to one or the other group, except for the two specific adolescent sections (age 12+), where most of our participant pool comes from, of which one was assigned to
each group.
Of note, only public CAMHS will be included in the study.
It is important to recognise that in the Canton of Geneva
two thirds of child and adolescent psychiatrists are from
private practices (74 out of 106) [27]. We can infer that
their patient pool also represents two thirds of the whole,

although the patients’ ages are not specified. Private practices are not included in the study for multiple reasons, the
most important being the lack of transition for adolescents.
Unlike public CAMHS, private adolescent psychiatrists do
not have the age pressure for the transition decision. It thus
seems less relevant to include them in this study solely on
transition.
The study design is a nested-cohort randomised controlled
trial, which corresponds to a modification of the cohort
multiple randomised controlled trial, with allocation to the
intervention by cluster randomisation, each distinct
CAMHS comprising a cluster [28, 29]. Individual randomisation is not possible as the intervention is aimed at
the clinician (formalising decision making, changing behaviour) rather than the patient. Participating CAMHS will
be randomly allocated to the intervention or control group
in a 1:1 ratio by simple randomisation, using a shuffled
deck of cards (even = control, odd = treatment; see fig. 2).
Comparison of these two groups (intervention and control)
will assess the effectiveness and cost effectiveness of implementing the model of managed transition on health and
social outcomes in young people leaving CAMHS.
CAMHS will be instructed to provide all their service users
at the time of transition either usual care or a novel service:
the managed transition, including the use of a new decision support tool. The health and wellbeing of the young
people will be assessed at baseline and then followed-up
for 18 months to see whether they transition to AMHS, are
discharged or are referred to some other service (private
practice). We will then evaluate what impact the different
transition experiences have on young people’s health and
wellbeing and whether the process of managed transition
has any benefits as compared with usual care.
Eligibility criteria
The inclusion criteria include: (1) valid written informed
consent, or assent if below the legal age of consent or lacking the capacity to make the decision; (2) age within 18
months of the transition boundary of their CAMHS during
the recruitment period; (3) presence of a mental disorder
defined by DSM-IV-TR, DSM-5 or ICD 10/11, or under
the regular care of CAMHS (if not yet diagnosed); (4) an

Figure 1: CAMHS architecture and recruitment sites in the Canton of Geneva. Depicted are the 16 sites of recruitment for the SORT
study. Colours represent patient care systems: outpatient (in grey, ambulatory treatment); in- and outpatient (in black, both treatments exist);
inpatient (in white; hospitalisation treatment).CTJ = centre thérapeutique de jour (daily therapeutic centre); HUG = hôpitaux universitaires de
Genève (Geneva university hospital); OMP = office medico-pédagogique (medical pedagogical office); UAPH = unité ambulatoire péri-hospitalière (peri-hospital ambulatory unit); y.o. = years old
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IQ ≥70 as ascertained by previous standardised assessment
or diagnosed by clinician, or no indication of intellectual
impairment, to ensure understanding of questionnaires.
Instruments
Table 1 depicts the timetable of all assessments and the data to be collected from participants. For each time point,
questionnaires will be filled in by participants (young person and parents) accompanied by the research assistant,

who is available for any questions. Clinicians will complete the questionnaires once with the research assistant
and can then complete them alone if they feel comfortable;
the research assistant is always available if needed.

Primary outcome measure
The primary outcome for both parts of the study is the patient’s health status as measured by Health of the Nation

Figure 2: SORT study institutions’ flowchart with expected cohort size. Different steps of the recruitment process are depicted here starting at the institution level to the participant’s. In red: institutions or participants declining participation and in green: the ones that accept with
the follow up process.AMHS = adult mental health services; CAMHS = child adolescent mental health services; ncRCT = nested cohort randomised controlled trial; SORT = SOutenir et Renforcer la Transition (sustain and reinforce transition); TB = transition boundary
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Outcome Scale for Children and Adolescents (HoNOSCA)
or Health of the Nation Outcome Scale for adults (HoNOS)
[30], which cover a wide range of issues faced by young
people. The clinical usefulness of these questionnaires has
been validated and their sensitivity to change confirmed
[30, 31].
Secondary outcome measures
Quality of life - WHOQOL-BREF and EQ-5D-5L
Quality of life in the first and last time point, will be assessed using the self-reported World Health Organization
Quality of Life Brief Inventory (WHOQOL-BREF) [32];
short self-report (26 items). The patient’s quality of life
(quality-adjusted life years) in other time-points will be
evaluated using the EQ-5D-5L – Euroquol [33], estimated
using the EQ-5D-5L generic quality-of-life questionnaire.
Transition support tool – TRAM/TROM
These will be administered at baseline and follow-up assessments, respectively. The Transition Readiness and Appropriateness Measure (TRAM) is a decision support and
assessment tool, designed to help the clinician identify (1)
high-risk, high-need cases for whom transition to AMHS

is advisable and appropriate; (2) those who can be appropriately discharged in a planned manner from CAMHS; or
(3) transitioned to another community-based service. The
Transition Related Outcome Measure (TROM) provides
information on outcomes post-transition, and on the transition process and experience.
The TRAM and TROM, developed using existing literature, expert input and focus groups on developing and validating patient reported outcome measures [34], provide a
summary of all factors necessary to consider when making a transition decision and when assessing the outcomes
of a transition. There are three versions: young people,
parents/carers and clinicians at CAMHS and AMHS. The
TRAM score summary report presents the scores from the
young person, parent/carer and clinician for each item,
with graphs helping to visualise differences or similarities
in scoring. The report contains items that are relevant to the
clinician’s transition decision (symptoms, risk factors and
disruption experienced by the young person) and those that
can lead to a smooth transition.

Table 1: Study assessment’s timeline for participants by time-point and questionnaire.
Contact

1

Contact window

2
T1 (3h00)

3
T2 (1h30)

4,
T3 (1h30)

5
T4 (2h30)

Before TB

6m after T1

12m after T1

18m after T1

Inclusion/exclusion criteria

YP
P/C

Informed consent

YP
P/C

YP
P/C
C

(YP)
(P/C)
C

(YP)
(P/C)
(C)

(YP)
(P/C)
(C)

Contact details

YP
P/C

YP
P/C

YP
P/C

YP
P/C

YP
P/C

YP
P/C
C

YP
(C)

YP
(C)

YP
P/C
(C)

Need for Care (HoNOS/CA-SR and clinician version)

YP
RA (C; YP; P/C)

YP
RA (C; YP; P/C)

YP
RA (C; YP; P/C)

YP
RA (C; YP; P/C)

Transition readiness / Transition outcome (TRAM/
TROM)

YP
P/C
C

YP
P/C
C

YP
P/C
C

YP
P/C
C

Quality of life (WHOQOL-BREF)

YP

YP

Psychopathological battery
(CBCL/ABCL/K-SADS/PQ-16)

YP
P/C
C

YP
P/C
C

Health & social service use (CSRI)

YP
P/C

YP

YP

YP
P/C

Cost-effectiveness (EQ-5D-5L)

YP

YP

YP

YP

YP

YP

YP

YP

YP

YP

YP
P/C

(YP)
(P/C)

(YP)
(P/C)

C

C

Sociodemographic and personal information

Barriers to Care (BtC)
Bullying (MPVS-R)

YP

Life events (CLES)

YP

Transition experience and readiness (OYOFTES)*
Reflective functioning (RFQ/PRFQ/ACIPS/SSR)

YP

YP
P/C

Social and role functioning (CGAS)

C

Illness severity (CGIS)

C

C
C

ABCL = Adult Behavior Checklist; ACIPS = Anticipatory and Consummatory Interpersonal Pleasure Scale; C = clinician; CBCL = Child Behavior Checklist; CGAS = Children's
Global Assessment Scale; CGIS = Clinical Global Impression Severity scale; CLES = Coddington life events scale; CSRI = Client Service Receipt Inventory; EQ-5D-5L = EuroQol
health questionnaire; HoNOSCA = Health of the Nation Outcome Scale for Children and Adolescents; K-SADS = Kiddie Schedule for Affective Disorders and Schizophrenia;
MPVS-R = Multidimensional Peer Victimization Scale–Revised; OYOF-TES = On Your Own Feet: Transition Experience Scale; P/C = parent/carer; PQ-16 = Prodromal Questionnaire ; PR = Parent-report; PRFQ = Parent version of the Reflective Functioning Questionnaire; RFQ = Reflective Functioning Questionnaire; SR = Self-report; TB = Transition
boundary; TRAM = Transition Readiness and Appropriateness Measure; TROM = Transition Related Outcome Measure; WHOQOL-BREF = WHO Quality of Life Brief Inventory;
YP = young person T1: CAMHS clinician; if YP is transitioned after T1, then at T2-T4 the clinician is based at AMHS. If there is a delay in transitioning, the clinician at T2-T4 will
still be based at CAMHS. Consent will be sought from the clinician only once. * Completed at the time point after transition possible between T2 and T4 depending on participant’s
status
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Additional questionnaires
– Sociodemographic and personal information and Client
Service Receipt Inventory (CSRI)
– On Your Own Feet Transfer Experiences Scale (OYOFTES) [35]
– Barriers to Care [36]
– Child Behavior Checklist (CBCL) [37] or the Adult Behavior Checklist (ABCL) [38]
– Kiddie Schedule for Affective Disorders and Schizophrenia-Present State and Lifetime Version for DSM-IV
(K-SADS-PL) [39]
– Prodromal Questionnaire-16 (PQ-16) [40]
– Clinical Global Impression – Severity scale (CGI-S)
[41]
– General Assessment Scale for Social Functioning
(GASC) [42]
– Anticipatory and Consummatory Interpersonal Pleasure
Scale (ACIPS) [43]
– Multidimensional Peer Victimization Scale-Revised
(MPVS-R) [44]
– Coddington Life Event Scale (CLES) [45]
– Reflective Functioning Questionnaire (RFQ) [46] and
Parental Reflective Functioning Questionnaire (PRFQ)
[47]
– Perceived Stress Reactivity Scale (PSRS) [48]
Managed transition intervention
Participants and their parents/carers will be seen four
times: at T1 (0 months), T2 (6 months), T3 (12 months)
and T4 (18 months), regardless of their cohort. At the end
of the 18 months, all participants will have reached the official transition boundary (18 years of age in Geneva).
The first part of the intervention (managed transition) will
happen prior to service user recruitment and only once at
each service: a discussion will be held with participating
CAMHS and linked AMHS to establish clinicians’ existing
knowledge and current practice for transition, including
optimal transition and managed ending of care.
The second part of the managed transition will take place
once the young person is recruited into the study and has
completed the baseline assessment. Of note, participants
are informed of their cohort only after signing the consent
form. Managed transition includes the following steps: (1)
results of the TRAM assessment will be fed back to the
CAMHS clinician and with an offer to explain the findings
at a face-to-face meeting; (2) the CAMHS clinician will be
expected to discuss TRAM results with the young person
and the parent/carer; (3) the CAMHS clinician will freely
decide whether to refer the person to adult services; (4) if
a referral is made, the CAMHS clinician will be expected
to send the TRAM feedback along with the referral letter
to AMHS; (5) if CAMHS have referred the young person
to AMHS, the principal investigator /co-principal investigator or the research assistant will offer to explain TRAM
findings to the AMHS clinician. This second part starts immediately after the TRAM assessment at baseline (T1), regardless of the participant’s age, and should happen within
6 months before the transition boundary, but this will depend on circumstances.
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Other aspects of the intervention are the settling of ideally
two different transition options and a network meeting
where the patient, parents/carers and every person involved in CAMHS and AMHS are present to discuss together the upcoming transition. In addition, both therapists
will be present at the last CAMHS meeting at the CAMHS
as well as the first AMHS meeting at the AMHS. AMHS
clinician and young person will be entitled to reach out to
the CAMHS clinician for the first 2 months post-transition.
A flowchart of the intervention is illustrated in figure 3.
Data management and analyses
Data management will be handled by the clinical trial unit
at the Office Medico-Pédagogique. Study data will be collected and managed using REDCap (Research Electronic
Data Capture) [49, 50] tools hosted at the University of
Geneva. REDCap is a secure, web-based software platform
designed to support data capture for research studies, providing an intuitive interface for validated data capture.
Sample size calculation
The expected sample size of the cohort can be derived from
the load of patients meeting the inclusion criteria currently
in charge in the Geneva Canton CAMHS.
The primary endpoint of the nested-cohort randomised
controlled trial will be the HONOS scale. Based on previously published data [51], at 18 months, we expect the
mean HONOS to be 13.0 in patients undergoing managed
transition and 15.3 in patients under treatment as usual.
With an accrual time of 6 months / 1 year and a followup of 18 months, an expected drop-out rate of 5%, unequal
variances between the two groups, and a ratio treatment as
usual / managed transition of 4/1, a total of 387 patients
would be required in order to show superiority for the managed trarnsition arm versus treatment as usual, with twosided type I error of 0.05 and a power of 80%.
Statistical analysis for the nested-cohort randomised controlled trial: Basic descriptive methods will be used to present the data on study participants, trial conduct, clinical
outcomes and safety (in total and for each study group separately). The primary outcome will be HoNOS/CA score
and we will test the hypothesis that managed transition
is superior to standard care over the study period using a
multilevel model with random effects to account for clustering and repeated measures, and adjustment for design
factors (type and size of service). Where appropriate, a
similar approach will be applied to the analysis of secondary outcomes. A sensitivity analysis using multiple imputation will explore the potential impact of missing data.
All analyses will be on an intention-to-treat basis. The
structure of the economic evaluation will be an incremental
cost-utility analysis.
Statistical analysis for the cohort study: Baseline, longitudinal course, and outcome data will be analysed. Trajectories of mental health, subjective need and quality of
life will be determined using mixed growth models and related to whether transitions from CAMHS to AMHS took
place. Data will be analysed to determine the effectiveness
of managed transition and to predict and characterise those
with better primary and secondary outcomes. Functional,
clinical and quality of life outcomes will be assessed in
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those whose care ceases with CAMHS in both the intervention and control groups.
SPSS version 21 and STATA version 16.1 will be used for
all statistical analyses.

Discussion
For the last decade, the importance of transition from adolescence to adulthood has been repeatedly emphasised and
reported in numerous studies [9–11]. Nevertheless, the
lack of guidelines or consensus on the matter is still an issue worldwide. It has been proven that a suboptimal transition in many chronic diseases such as diabetes [52], congenital heart diseases [53] and psychiatric disorders [9, 10,
54] affects the person’s wellbeing and health in the long
term.
Evidence on an optimal intervention is scarce and, to date,
most studies were from local initiatives or case studies designed to function in a site-specific setting [15]. A recent
study showed the importance of transition issues in the
United Kingdom, pointing out difficulties faced by service
users and clinicians [55]. Results showed that transition
outcomes have different pitfalls. First, users’ diagnosis is
one of the most important predictors of transition. Second,
a lack of referral to AMHS was due to the young person
or their carer’s refusal to transition, showing how insufficient communication is between families and services.
The aforementioned study led to the development of an
intervention specifically tailored to answer those needs in

the MILESTONE and SORT studies. With an intervention
built and designed only with the purpose of improving the
transition period, it will be possible to facilitate and promote mental health while preventing issues in adulthood.
To the best of our knowledge, this study, together with
MILESTONE, are the very first attempts to better young
service users’ life into adulthood.
Overall, this study will:
1. Provide a unique insight about transition trajectories
and mental health care outcomes of young people who
undergo transition in the Geneva Canton and will allow comparison of these results with those of the
MILESTONE study which involved multiple European countries;
2. Give evidence on cost effectiveness of the managed
transition model compared with usual care;
3. Improve healthcare systems’ efficiency and facilitate
the application of best medical practice.
The study will also consider the ethical challenges of assuming transition from the perspective of the service user,
their carers, advocates and society as a whole. Throughout
the study, service users and carers will play a central role,
to ensure that researcher- or clinician-perceived practice
translates to actual best practice from the users’ perspective. This research can lead to improvements in quality of
mental health care, including efficacy of mental health interventions, and availability and accessibility of services.

Figure 3: Flowchart of the entire cohort, separated into control and intervention arms with all follow-up assessments listed. Depicted
are participant meetings and assessments following interest in the study by contact time and possible outcomes at each time point. Participants can withdraw consent to participate without any justification at any time and stop taking part in the study. This flowchart shows the procedure if the person remains in the whole study.AMHS = adult mental health services; CAMHS = child adolescent mental health services; P/C
= parents/carers; RA = research assistant; TB = transition boundary; TRAM = Transition Readiness and Appropriateness Measure; YP =
young person
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Our results aim at informed strategies to improve the coverage of health services. It can also have an impact on the
development of methods to assess coverage, which in turn
would facilitate effective transition.
This study will promote change in health system management and administration. It will support close collaboration between CAMHS and AMHS, which for decades
have been completely separated and differentiated, operating with distinct organisational styles, training requirements, access and recruitment practices, content and types
of interventions.
As a limitation, we set our dropout rate to 5% of the total
sample. Although some trials have very low dropout rates,
we acknowledge most trials have higher dropout rate and
our estimate may be optimistic
In conclusion, our study can potentially lead to a profound
reorganisation of CAMHS and AMHS, which in turn will
improve the overall mental health care of young people.
Acknowledgements
We would like to acknowledge the “Fondation Privée des HUG” for
funding and supporting the project. We acknowledge the contribution
of the Clinical Research Centre, Geneva University Hospitals and Faculty of Medicine, Geneva. We acknowledge the MILESTONE Consortium since the current protocol is based on the MILESTONE study. We
also acknowledge prof. Giovanni Di Girolamo for his support throughout the entire development of the SORT project.
Financial disclosure
Franco De Crescenzo is supported by the National Institute for Health
Research (NIHR) Research Professorship to Professor Andrea Cipriani
(grant RP-2017-08-ST2-006) and by the NIHR Oxford Health Biomedical Research Centre (grant BRC-1215-20005)
Potential competing interests
The authors declare no conflict of interest.

9

10

11

12

13

14

15

16

17

18

19

References
1

2

3

4

5

6

7

8

Kessler RC, Chiu WT, Demler O, Merikangas KR, Walters EE. Prevalence, severity, and comorbidity of 12-month DSM-IV disorders in the
National Comorbidity Survey Replication. Arch Gen Psychiatry.
2005;62(6):617–27. doi: http://dx.doi.org/10.1001/archpsyc.62.6.617.
PubMed.
McGorry P. Transition to adulthood: the critical period for pre-emptive,
disease-modifying care for schizophrenia and related disorders. Schizophr Bull. 2011;37(3):524–30. doi: http://dx.doi.org/10.1093/schbul/
sbr027. PubMed.
McGorry PD. The specialist youth mental health model: strengthening
the weakest link in the public mental health system. Med J Aust.
2007;187(S7):S53–6. doi: http://dx.doi.org/10.5694/
j.1326-5377.2007.tb01338.x. PubMed.
Pottick KJ, Bilder S, Vander Stoep A, Warner LA, Alvarez MF. US patterns of mental health service utilization for transition-age youth and
young adults. J Behav Health Serv Res. 2008;35(4):373–89. doi:
http://dx.doi.org/10.1007/s11414-007-9080-4. PubMed.
Kataoka SH, Zhang L, Wells KB. Unmet need for mental health care
among U.S. children: variation by ethnicity and insurance status. Am J
Psychiatry. 2002;159(9):1548–55. doi: http://dx.doi.org/10.1176/appi.ajp.159.9.1548. PubMed.
Forbes A, While A, Ullman R, Lewis S, Mathes L, Griffiths P, et al. A
multi-method review to identify components of practice which may promote continuity in the transition from child to adult care for young people with chronic illness or disability. Report for the National Co-ordinating Centre for NHS Service Delivery and Organisation R&D
(NCCSDO) London, England. 2001.
Kennedy A, Sloman F, Douglass JA, Sawyer SM. Young people with
chronic illness: the approach to transition. Intern Med J.
2007;37(8):555–60. doi: http://dx.doi.org/10.1111/
j.1445-5994.2007.01440.x. PubMed.
Kennedy P, Pugh R, Millar E. Towards managing the whole system of
care and improving continuity of care. Psychiatr Bull R Coll Psychiatr.
2005;29(7):252–4. doi: http://dx.doi.org/10.1192/pb.29.7.252.

Swiss Archives of Neurology, Psychiatry and Psychotherapy · PDF of the online version · www.sanp.ch
Published under the copyright license “Attribution – Non-Commercial – No Derivatives 4.0”.
No commercial reuse without permission. See http://emh.ch/en/services/permissions.html.

20

21

22

23

24

25

26

27

28

Davis M. Addressing the needs of youth in transition to adulthood. Adm
Policy Ment Health. 2003;30(6):495–509. doi: http://dx.doi.org/10.1023/
A:1025027117827. PubMed.
Wilson A, Tuffrey A, McKenzie C, Street C. After the flood: young people’s perspectives on transition. Lancet Psychiatry. 2015;2(5):376–8.
doi: http://dx.doi.org/10.1016/S2215-0366(15)00126-1. PubMed.
Singh SP, Paul M, Islam Z, Weaver T, Kramer T, McLaren S, et al. Transition from CAMHS to adult mental health services (TRACK): a study
of service organisation, policies, process and user and carer perspectives. Report for the National Institute for Health Research Service Delivery and Organisation Programme: London. 2010.
Hovish K, Weaver T, Islam Z, Paul M, Singh SP. Transition experiences
of mental health service users, parents, and professionals in the United
Kingdom: a qualitative study. Psychiatr Rehabil J. 2012;35(3):251–7.
doi: http://dx.doi.org/10.2975/35.3.2012.251.257. PubMed.
McDonagh JE, Viner RM. Lost in transition? Between paediatric and
adult services. BMJ. 2006;332(7539):435–6. doi: http://dx.doi.org/
10.1136/bmj.332.7539.435. PubMed.
Cleverley K, Rowland E, Bennett K, Jeffs L, Gore D. Identifying core
components and indicators of successful transitions from child to adult
mental health services: a scoping review. Eur Child Adolesc Psychiatry.
2020;29(2):107–21. doi: http://dx.doi.org/10.1007/s00787-018-1213-1.
PubMed.
Paul M, Street C, Wheeler N, Singh SP. Transition to adult services for
young people with mental health needs: A systematic review. Clin Child
Psychol Psychiatry. 2015;20(3):436–57. doi: http://dx.doi.org/10.1177/
1359104514526603. PubMed.
Colver AF, Merrick H, Deverill M, Le Couteur A, Parr J, Pearce MS, et
al.; Transition Collaborative Group. Study protocol: longitudinal study
of the transition of young people with complex health needs from child
to adult health services. BMC Public Health. 2013;13(1):675. doi:
http://dx.doi.org/10.1186/1471-2458-13-675. PubMed.
Singh SP, Tuomainen H, Girolamo G, Maras A, Santosh P, McNicholas
F, et al.; MILESTONE Consortium. Protocol for a cohort study of adolescent mental health service users with a nested cluster randomised
controlled trial to assess the clinical and cost-effectiveness of managed
transition in improving transitions from child to adult mental health services (the MILESTONE study). BMJ Open. 2017;7(10):. PubMed.
Royal College of Psychiatrists. Building and Sustaining Specialist Child
and Adolescent Mental Health Services. Psychiatr Bull R Coll Psychiatr.
2006;30:356.
Suris JC, Rutishauser C, Akré C. Est-ce qu’en discuter fait la différence?
Opinions de jeunes adultes atteints de maladies chroniques après avoir
été transférés vers des soins pour adultes [Does talking about it make a
difference? Opinions of chronically ill young adults after being transferred to adult care]. Arch Pediatr. 2015;22(3):267–71. In French. doi:
http://dx.doi.org/10.1016/j.arcped.2014.12.001. PubMed.
Singh SP, Tuomainen H. Transition from child to adult mental health
services: needs, barriers, experiences and new models of care. World
Psychiatry. 2015;14(3):358–61. doi: http://dx.doi.org/10.1002/
wps.20266. PubMed.
Nguyen T, Embrett MG, Barr NG, Mulvale GM, Vania DK, Randall
GE, et al. Preventing Youth from Falling Through the Cracks Between
Child/Adolescent and Adult Mental Health Services: A Systematic Review of Models of Care. Community Ment Health J. 2017;53(4):375–82.
doi: http://dx.doi.org/10.1007/s10597-017-0098-7. PubMed.
Singh SP. Transition of care from child to adult mental health services:
the great divide. Curr Opin Psychiatry. 2009;22(4):386–90. doi:
http://dx.doi.org/10.1097/YCO.0b013e32832c9221. PubMed.
Petrou S, Johnson S, Wolke D, Hollis C, Kochhar P, Marlow N. Economic costs and preference-based health-related quality of life outcomes
associated with childhood psychiatric disorders. Br J Psychiatry.
2010;197(5):395–404. doi: http://dx.doi.org/10.1192/
bjp.bp.110.081307. PubMed.
Suhrcke M, Pillas D, Selai C. Economic aspects of mental health in children and adolescents. Social Cohesion for Mental Wellbeing among
adolescents: WHO. 2008; 43–64.
Willis ER, McDonagh JE. Transition from children’s to adults’ services
for young people using health or social care services (NICE Guideline
NG43). Arch Dis Child Educ Pract Ed. 2018;103(5):253–6. doi:
http://dx.doi.org/10.1136/archdischild-2017-313208. PubMed.
Copeland WE, Wolke D, Shanahan L, Costello EJ. Adult Functional
Outcomes of Common Childhood Psychiatric Problems: A Prospective,
Longitudinal Study. JAMA Psychiatry. 2015;72(9):892–9. doi:
http://dx.doi.org/10.1001/jamapsychiatry.2015.0730. PubMed.
Statistiques cantonales - République et canton de Genève. [cited 12 Sep
2020]. Available: https://www.ge.ch/statistique/domaines/14/14_02/
methodologie.asp
Hayes RJ, Moulton LH. Cluster Randomised Trials. CRC Press; 2017.

Page 8 of 9

Original article

Swiss Arch Neurol Psychiatr Psychother. 2020;171:w03156

29

30

31

32

33

34

35

36

37

38
39

40

41
42

Relton C, Torgerson D, O’Cathain A, Nicholl J. Rethinking pragmatic
randomised controlled trials: introducing the “cohort multiple randomised controlled trial” design. BMJ. 2010;340(mar19 1):c1066. doi:
http://dx.doi.org/10.1136/bmj.c1066. PubMed.
Gowers SG, Harrington RC, Whitton A, Lelliott P, Beevor A, Wing J, et
al. Brief scale for measuring the outcomes of emotional and behavioural
disorders in children. Health of the Nation Outcome Scales for children
and Adolescents (HoNOSCA). Br J Psychiatry. 1999;174(5):413–6. doi:
http://dx.doi.org/10.1192/bjp.174.5.413. PubMed.
Orrell M, Yard P, Handysides J, Schapira R. Validity and reliability of
the Health of the Nation Outcome Scales in psychiatric patients in the
community. Br J Psychiatry. 1999;174(5):409–12. doi: http://dx.doi.org/
10.1192/bjp.174.5.409. PubMed.
Skevington SM, Lotfy M, O’Connell KA; WHOQOL Group. The World
Health Organization’s WHOQOL-BREF quality of life assessment: psychometric properties and results of the international field trial. A report
from the WHOQOL group. Qual Life Res. 2004;13(2):299–310. doi:
http://dx.doi.org/10.1023/B:QURE.0000018486.91360.00. PubMed.
Herdman M, Gudex C, Lloyd A, Janssen M, Kind P, Parkin D, et al. Development and preliminary testing of the new five-level version of
EQ-5D (EQ-5D-5L). Qual Life Res. 2011;20(10):1727–36. doi:
http://dx.doi.org/10.1007/s11136-011-9903-x. PubMed.
Nelson EC, Eftimovska E, Lind C, Hager A, Wasson JH, Lindblad S.
Patient reported outcome measures in practice. BMJ. 2015;350:g7818.
doi: http://dx.doi.org/10.1136/bmj.g7818. PubMed.
van Staa A, Sattoe JNT. Young adults’ experiences and satisfaction with
the transfer of care. J Adolesc Health. 2014;55(6):796–803. doi:
http://dx.doi.org/10.1016/j.jadohealth.2014.06.008. PubMed.
Vanheusden K, Mulder CL, van der Ende J, van Lenthe FJ, Mackenbach
JP, Verhulst FC. Young adults face major barriers to seeking help from
mental health services. Patient Educ Couns. 2008;73(1):97–104. doi:
http://dx.doi.org/10.1016/j.pec.2008.05.006. PubMed.
Achenbach TM, Rescorla LA. Manual for the ASEBA school-age forms
& profiles: an integrated system of multi-informant assessment Burlington, VT: University of Vermont. Research Center for Children, Youth, &
Families. 2001;1617.
Achenbach TM, Rescorla L. ASEBA adult forms & profiles: for ages
18-59: Adult self-report and adult behavior checklist. ASEBA; 2003.
Kaufman J, Birmaher B, Brent D, Rao U, Flynn C, Moreci P, et al.
Schedule for Affective Disorders and Schizophrenia for School-Age
Children-Present and Lifetime Version (K-SADS-PL): initial reliability
and validity data. J Am Acad Child Adolesc Psychiatry.
1997;36(7):980–8. doi: http://dx.doi.org/10.1097/
00004583-199707000-00021. PubMed.
Loewy RL, Pearson R, Vinogradov S, Bearden CE, Cannon TD. Psychosis risk screening with the Prodromal Questionnaire--brief version
(PQ-B). Schizophr Res. 2011;129(1):42–6. doi: http://dx.doi.org/
10.1016/j.schres.2011.03.029. PubMed.
Guy W. ECDEU Assessment Manual. PsycEXTRA Dataset. 1976. doi:
http://dx.doi.org/10.1037/e591322011-001. .
Cornblatt BA, Auther AM, Niendam T, Smith CW, Zinberg J, Bearden
CE, et al. Preliminary findings for two new measures of social and role
functioning in the prodromal phase of schizophrenia. Schizophr Bull.
2007;33(3):688–702. doi: http://dx.doi.org/10.1093/schbul/sbm029.
PubMed.

Swiss Archives of Neurology, Psychiatry and Psychotherapy · PDF of the online version · www.sanp.ch
Published under the copyright license “Attribution – Non-Commercial – No Derivatives 4.0”.
No commercial reuse without permission. See http://emh.ch/en/services/permissions.html.

43

44

45

46

47

48

49

50

51

52

53

54

55

Gooding DC, Pflum MJ. The assessment of interpersonal pleasure: introduction of the Anticipatory and Consummatory Interpersonal Pleasure Scale (ACIPS) and preliminary findings. Psychiatry Res.
2014;215(1):237–43. doi: http://dx.doi.org/10.1016/j.psychres.2013.10.012. PubMed.
Betts LR, Houston JE, Steer OL. Development of the Multidimensional
Peer Victimization Scale-Revised (MPVS-R) and the Multidimensional
Peer Bullying Scale (MPVS-RB). J Genet Psychol. 2015;176(2):93–109.
doi: http://dx.doi.org/10.1080/00221325.2015.1007915. PubMed.
Coddington RD. The significance of life events as etiologic factors in
the diseases of children. II. A study of a normal population. J Psychosom Res. 1972;16(3):205–13. doi: http://dx.doi.org/10.1016/
0022-3999(72)90045-1. PubMed.
Fonagy P, Luyten P, Moulton-Perkins A, Lee Y-W, Warren F, Howard
S, et al. Development and Validation of a Self-Report Measure of Mentalizing: The Reflective Functioning Questionnaire. PLoS One.
2016;11(7):. doi: http://dx.doi.org/10.1371/journal.pone.0158678.
PubMed.
Luyten P, Mayes LC, Nijssens L, Fonagy P. The parental reflective
functioning questionnaire: Development and preliminary validation.
PLoS One. 2017;12(5):. doi: http://dx.doi.org/10.1371/journal.pone.0176218. PubMed.
Schlotz W, Yim IS, Zoccola PM, Jansen L, Schulz P. Perceived Stress
Reactivity Scale. PsycTESTS Dataset. 2012. doi: http://dx.doi.org/
10.1037/t11928-000.
Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research electronic data capture (REDCap)--a metadata-driven methodology and workflow process for providing translational research informatics support. J Biomed Inform. 2009;42(2):377–81. doi: http://dx.doi.org/
10.1016/j.jbi.2008.08.010. PubMed.
Harris PA, Taylor R, Minor BL, Elliott V, Fernandez M, O’Neal L, et
al.; REDCap Consortium. The REDCap consortium: Building an international community of software platform partners. J Biomed Inform.
2019;95:. doi: http://dx.doi.org/10.1016/j.jbi.2019.103208. PubMed.
Preti A, Pisano A, Cascio MT, Galvan F, Monzani E, Meneghelli A, et
al. Validation of the Health of the Nation Outcome Scales as a routine
measure of outcome in early intervention programmes. Early Interv Psychiatry. 2012;6(4):423–31. doi: http://dx.doi.org/10.1111/
j.1751-7893.2011.00329.x. PubMed.
Lyons SK, Becker DJ, Helgeson VS. Transfer from pediatric to adult
health care: effects on diabetes outcomes. Pediatr Diabetes.
2014;15(1):10–7. doi: http://dx.doi.org/10.1111/pedi.12106. PubMed.
Jalkut MK, Allen PJ. Transition from pediatric to adult health care for
adolescents with congenital heart disease: a review of the literature and
clinical implications. Pediatr Nurs. 2009;35(6):381–7. PubMed.
Signorini G, Singh SP, Boricevic-Marsanic V, Dieleman G, DodigĆurković K, Franic T, et al.; MILESTONE Consortium. Architecture
and functioning of child and adolescent mental health services: a
28-country survey in Europe. Lancet Psychiatry. 2017;4(9):715–24. doi:
http://dx.doi.org/10.1016/S2215-0366(17)30127-X. PubMed.
Islam Z, Ford T, Kramer T, Paul M, Parsons H, Harley K, et al. Mind
how you cross the gap! Outcomes for young people who failed to make
the transition from child to adult services: the TRACK study. BJPsych
Bull. 2016;40(3):142–8. doi: http://dx.doi.org/10.1192/
pb.bp.115.050690. PubMed.

Page 9 of 9

