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Aims and method The Royal College of Psychiatrists has published
recommendations for managing transitions between child and adolescent mental
health services (CAMHS) and adult services for eating disorders. A self-report
questionnaire was designed to establish how many CAMHS teams meet these
recommendations and was distributed to 70 teams providing eating disorders
treatment in England.

Results Of the 38 services that participated, 31 (81.6%) reported a flexible upper
age limit for treatment. Only 6 services (15.8%) always transferred young people to a
specialist adult eating disorders service and the majority transferred patients to
either a specialist service or a community mental health team. Most services
complied with recommended provision such as a written transition protocol (52.6%),
individualised transition plans (78.9%), joint care with adult services (89.5%) and
transition support for the family (73.7%).

Clinical implications Services are largely compliant with the recommendations. It is
a concern that only a small proportion of services are always able to refer to a
specialist adult service and this is likely to be due to a relative lack of investment in
adult services.

Keywords Carers; transition; eating disorders; service organisation; service users.

Transitions between child and adolescent and adult services
are recognised as problematic within health and social care1

and there is concern about discontinuity of care between
child and adolescent mental health services (CAMHS) and
adult mental health services.2 A substantial body of research
indicates that discontinuity between CAMHS and adult ser-
vices in general often leads to poor experiences of care, drop-
out, unsuccessful treatment and potentially avoidable
readmission to hospital.3–7 The NHS Long Term Plan
emphasises the dangers of transitions between services for
those aged 16–18 and acknowledges that ‘failure to achieve
a safe transition can lead to disengagement, failure to take
responsibility for their condition and ultimately poorer
health outcomes’.8

Eating disorders are ‘prevalent, potentially lethal, and
treatable’.9 In primary care, they are twice as common in peo-
ple aged 16–20 than in those aged 11–15 or 21–24 years.10

Anorexia nervosa has a peak incidence in early to mid-
adolescence11,12 and a duration of 3 years or more in 50% of
cases.13 A study of first-episode anorexia nervosa in young peo-
ple aged 8–17 years in contact with CAMHS in the UK and
Ireland found that the mean age was 14.6 (s.d. = 1.66).14

Many individuals therefore present initially to CAMHS but
are likely to need transfer on to adult services. Patients with

eating disorders who are making the transition from
CAMHS to adult services are likely to be particularly vulner-
able to poor outcomes and effective management of transi-
tions should therefore be a priority. The proportion of
patients who are transferred to adult eating disorders services
is not known but Arcelus et al15 found that 27.7% of those
referred to an adult eating disorders service had previously
been seen in CAMHS. Clinical experience suggests that a sig-
nificant number of patients whose treatment is not complete
when they reach the upper age threshold for CAMHS are
unable to access adult eating disorders services; they may
instead find themselves being treated in generic adult mental
health services or discharged to primary care.

Eating disorders are associated with major longer-term
burdens in terms of mortality and morbidity and people with
eating disorders have a higher prevalence of other mental
disorders compared with controls of the same gender and
age.16,17 A 30-year outcome study indicates that 20% of
those with adolescent-onset anorexia nervosa will develop
a chronic condition.18

The transition from CAMHS to adult services takes
place at a developmentally sensitive time, when the young
person is searching for autonomy and identity. It is often
associated with other transitions, such as leaving home to
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go to university, and with a change of therapeutic model
between CAMHS and adult services.19 NHS England has
issued guidance for the development of eating disorders ser-
vices for children and young people,20 which recommends
the commissioning of local community eating disorders ser-
vices for children and young people (CEDS-CYP), with the
necessary capacity and skills mix to meet the associated
access and waiting-time standard. The Royal College of
Psychiatrists (RCPsych) has published guidance on managing
transitions to adult services for young people with an eating
disorder,21 based on both clinical experience and the evidence
about mental health transitions in general; the lead author of
the present study is one of the authors of this guidance. The
present study aimed to establish how well the recommenda-
tions in the RCPsych guidance are being met.

Method

To help CEDS-CYP teams to meet the standards set out by
NHS England,20 a series of national training days was
provided, which were hosted by the RCPsych.

A self-report questionnaire was designed for the study
by the research team, based on the RCPsych’s guidance
(a blank questionnaire is available in the supplementary
material, available at https://dx.doi.org/10.1192/bjb.2021.
109). The research team decided to administer the question-
naire at the national training days, as they were attended by
the majority of CEDS-CYP teams in England. Teams were
invited to complete the study questionnaire at the training
days and a questionnaire was sent out by post to any
teams not present at the training days. Participation in the
study was entirely voluntary. Results were tabulated in
Excel. As this study was a service evaluation and did not
involve patients, research ethics approval was not required.

Results

Forty-three out of seventy services (61%) responded (Fig. 1).
Five of the services that responded were all-age services and
were therefore excluded, giving a total of 38 that were
included in the analysis. The overall response rate among
eligible services was therefore 58%. Results are summarised
in Fig. 1.

Age at transition

Thirty-seven services (97.4%) had a fixed upper age limit for
treatment (transition boundary) and one (2.6%) did not.
Within those services with a fixed transition boundary, two
(54%) set the limit at 16 years, twenty-five (67.6%) set it at
18 years, two (5.4%) at 18.5 years, seven (18.9%) at 19
years and one (2.7%) at 25 years. For twenty-nine services
(78.4%) the transition boundary was the same as that at
which the adult services take on patients but for nine
(24.3%) it was not.

Destination within adult services

Six services (15.8%) always transferred young people to a
specialist adult eating disorders service. Twenty-eight

services (73.7%) reported that some young people went to
a specialist eating disorders service and some to a commu-
nity mental health team. Three services (7.9%) reported
that all young people were transferred to a community men-
tal health team. Thirteen services (34.2%) answered ‘other’
to this question and several services selected more than
one answer. Destinations for patients in the ‘other’ category
included general practitioner, the Improving Access to
Psychological Therapies programme and the voluntary sec-
tor. Twenty-one services (55.3%) reported that young people
from their service are sometimes discharged when they
reach transition age because they do not meet the access cri-
teria for adult services. Four services (10.5%) did not answer
this question.

Transition protocols and planning

Twenty services (52.6%) had a transition protocol specific-
ally for young people with eating disorders and twenty-six
(68.4%) also had a generic protocol for all young people
making the transition to adult services. Thirty-four services
(89.5%) had a procedure for identifying young people who
would be moving from CAMHS to adult services at least 6
months before the planned transition. Twenty-eight services
(73.7%) routinely had active discussions with the adult ser-
vice, beginning at least 6 months before the planned transi-
tion. Twenty-two services (57.9%) reported involving
paediatric/medical services, twenty-one (53.3%) social care,
nineteen (50%) education and twenty (52.6%) the general
practitioner (GP) during transition planning. Further details
of transition planning arrangements are shown in Fig. 2.

Therapeutic model

Services offered a wide variety of therapeutic interventions
(Fig. 3). Thirty-seven services (97.4%) reported that there
was a difference in therapeutic model/orientation between
themselves and adult services. Twenty-one services
(55.3%) commented on CAMHS having a more family-
focused approach, whereas adult services were more focused
on the individual. Twenty-seven services (71.1%) reported
that their transition planning addressed changes in the
therapeutic model, but six services (15.8%) did not answer
this question. Twenty-seven services (71.1%) reported having
a good understanding of how the adult services to which they
refer operated. One service commented on the big difference
in the risk threshold between CAMHS and adult services.
Another commented that the ‘adult system is based around
BMI criteria which not all of our young people fit into’.

Joint working

Thirty-four services (89.5%) reported having a period of
joint working between CAMHS and adult services prior to
transfer.

Transition timing

Thirty-one services (81.6%) reported that the timing of tran-
sition was flexible and based on the young person’s needs.
Twenty-nine (76.3%) reported that they could delay the
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time of transition and nineteen (50%) said they could bring
it forward if the young person was in crisis. Twenty services
(52.6%) reported that the time of transition was influenced
by the availability of specific therapies in either service.
Nine services (23.7%) reported that the start of treatment
for newly referred young people was sometimes delayed
because the young person was approaching transition age.

Clinical responsibility

Twenty-five services (65.8%) reported that CAMHS held
clinical responsibility during the period of joint working,
four (10.5%) that adult services held responsibility and
nine (23.7%) that it was shared. In response to the question
‘Is medical responsibility ever held in one service while clin-
ical intervention is provided by another?’, eight services
(21.1%) answered ‘yes’ and twenty-four (63.2%) answered

‘no’; six (15.8%) did not answer this question. For the
services that answered ‘yes’, explanations given included:
‘if the patient is reaching 18 they are invited to an
RO-DBT [radically open dialectical behaviour therapy]
group in the adult service’; ‘sometimes the adult ED [eating
disorder] service does the work whilst CAMHS holds psychi-
atric/medical responsibility’; ‘consultant works across both
teams’; ‘the adult service takes medical responsibility but
family therapy in CAMHS continues for a brief period of
time’; and ‘if adult services have a young adult who wishes
to access groups’.

Documentation

Twenty-five services (65.8%) reported that they had elec-
tronic records systems that supported joint working between
CAMHS and adult services and one did not answer this
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Fig. 1 Breakdown by service type for 38 child and adolescent mental health services in England providing treatment for eating disorders. CEDS-CYP,
community eating disorders services for children and young people; CAMHS, child and adolescent mental health services.
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Fig. 2 Transition planning arrangements for 38 child and adolescent mental health services in England providing treatment for eating disorders.
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question. Thirty-five (92.1%) reported that they shared a
summary of the case history with adult services when trans-
fer of care was requested; the same number reported that
they shared risk assessments and twenty-one (55.3%) said
that they shared other information. Eight services (21.1%)
reported that they had a shared electronic records system
so all documentation was shared.

Discussion

This study surveyed a large number of services in England
which provide treatment for children and adolescents with
eating disorders. It is of note that the majority of services
were CEDS-CYP, rather than generic CAMHS, reflecting
the recent increase in investment in eating disorder services
for this group. The results of the survey are broadly encour-
aging and suggest that for the most part the recommenda-
tions in the RCPsych’s guidelines21 are being followed.

Although the majority of services reported having a
fixed upper age for treatment, many also reported that the
timing of transition was flexible and based on the young per-
son’s needs. The most likely explanation for these apparently
inconsistent findings is that services have an age at which
transition is expected but that this can be modified in the
light of individual circumstances. Just over half of the ser-
vices contacted reported having a written protocol for man-
aging transitions.

CAMHS teams in England appear to be doing reason-
ably well in terms of identifying well in advance young peo-
ple who are likely to need transfer and working with adult
services to manage the transfer; the majority of services
had a period of joint working prior to transfer. However,
the survey found some important gaps in provision in
some services: 21.1% of services did not use individualised
transition plans and 26.3% failed to provide transition sup-
port for the family and carers. Only 73.7% provided a transi-
tion coordinator to support the young person through the

transition. It is to be hoped that wider dissemination of
the RCPsych guidelines, supported by appropriate training,
will lead to further improvement in these areas.

Coordinated care is very difficult when there is a break
between services, so it is a concern that 23.7% of services
reported a discrepancy between the age at which CAMHS
stopped and adult services began. This is likely to increase
significantly the risk of young people dropping out of contact
with services. This fragmentation of services also makes it
impossible to implement interventions such as First
Episode Rapid Early Intervention for Eating Disorders
(FREED),22,23 which span both CAMHS and adult services.
The fact that in 7.9% of services all young people go to a
community mental health team presumably indicates that
some areas of the country still lack any specialist eating dis-
orders services for adults.

Services offered a wide variety of therapeutic interven-
tions. It is possible that this makes it difficult to ensure con-
sistency of therapeutic approach when the young person
makes the transition to adult services. Almost all services
reported a difference in therapeutic orientation between the
CAMHS and the adult service. As expected, the principal dif-
ference was frequently that the CAMHS provided a more
family-focused approach, whereas the adult service was
more individually focused; this may well be developmentally
appropriate. Despite these concerns, only 71.1% of services
addressed the issue of differences in therapeutic model during
transition planning and this clearly needs to be improved.

One of the most worrying findings was that only a minor-
ity of services reported that young people are always trans-
ferred to a specialist adult eating disorders service. The
majority reported that some young people go to a specialist
service whereas others go to generic services, presumably
on the basis of the perceived severity of their eating disorder.
Although some young people may not need a specialist adult
service because their needs are better met elsewhere, the
most likely explanation for this finding is that adult eating dis-
orders services are unable to take them owing to more
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stringent access criteria, which are driven by resource con-
straints. This explanation is supported by the finding that
more than half of the services reported that young people
are sometimes discharged from treatment because they do
not meet the referral criteria for local adult services.

Patients who do not transfer to a specialist adult eating
disorders service are likely to be managed within generic
community mental health teams. These teams often lack
training and skills in the management of eating disorders
and outcomes are likely to be inferior as a result. The dispar-
ity in service provision between CEDS-CYP and adult eating
disorders services reflects the fact that, in 2014, an add-
itional £30 million per year was allocated to support the
development of CEDS-CYP in England. However, at the
time of the study, there had been no comparable new invest-
ment in adult eating disorder services.

Since the study was completed, however, NHS England
and NHS Improvement have announced a Community
Mental Health Transformation Framework for Adults and
Older Adults, which forms part of the NHS Long Term
Plan.24 This programme will deliver substantial new invest-
ment in community eating disorders services and it is to be
hoped that it will result in parity of provision across the age
range. Both the NHS Long Term Plan and the Community
Mental Health Framework for Adults and Older Adults
stress the importance of improving transitions from CYP
to adult services. This new funding will offer an opportunity
to embed the principles of good transition management in
the design of services and address some of the shortfalls
identified in this study.

Limitations

The study has a number of limitations. It covered only ser-
vices operating in England and it would be of interest to dis-
cover whether the results are similar in other parts of the
UK. The response rate of 58% could be a source of bias, as
services that do not manage transitions well may have been
less willing to return the questionnaires. Unfortunately, the
study design did not allow us to obtain data on the non-
responder services.

Importantly, the survey was based on self-reporting by
the services involved and did not assess service delivery
independently. It focused on CAMHS as they are responsible
for initiating transitions. It would have been informative to
have data on the types of intervention offered by adult ser-
vices but such data would have been difficult to obtain as,
at the time of the study, there was no comprehensive list
of adult eating disorders services available. This study was
based on reports from services themselves of what they pro-
vide. However, future research could usefully explore the
patient experience and how closely this corresponds to
what services believe themselves to be providing. Finally,
the survey only sought information from professionals and
future qualitative work could usefully explore the patient
and carer experience of transitions.

Recommendations

The results of this study suggest a number of recommenda-
tions for improving age-related transitions for patients with

eating disorders. All services should have written transition
protocols; these would undoubtedly benefit from
co-production with patients and their families. Provision of
a transition coordinator is established as a valuable interven-
tion and should be standard in all services. Providers and
commissioners need to give greater attention to aligning
CEDS-CYP and adult eating disorders services, ensuring
that access criteria are consistent and that there is no age
gap between them. At the same time, clinicians should pay
more attention to helping patients and families to negotiate
the differences in therapeutic approach between CEDS-CYP
and adult services.
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