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person, their family and or carers, and services, including cultural support services where 
relevant, of the impending transition. 

The young person must be involved in all decision making processes regarding the 
transition. Supporting and enabling their decision making in this early phase will help to 
manage the young person's expectations which will assist in minimising the stress and 
impact of the transition when it occurs. 

Preparation will involve: 

• identification of all stakeholders 

• negotiating service options with the young person and their family or carer 

• selecting the most suitable service option and ensuring its availability 

• development of plans-these need to be formalised and documented highlighting 
any special needs of the young person 

• in advance of the transition, introduction of the young person to the receiving 
service or care arrangement and their key contact, such as the person responsible 
for receiving the young person 

• a focus on recovery and relapse prevention. 

The timing of the transition, where possible, needs to avoid any crisis the young person 
may be experiencing including consideration of relapse of symptoms. 

Identification of a local transition coordinator/facilitator 

The role of transition coordinator within the transitioning team will be identified at the onset 
of transition planning and is responsible for the planning and coordination of the transition 
process. The transition coordinator must have sufficient seniority to facilitate authoritative 
decision making and action. 

The transition coordinator or lead professional responsible for the transition needs to 
ensure that: 

• the young person will experience continuity of care throughout the transition 

• clear and regular communication occurs with all stakeholders, and that all 
communication is understood; this may include a requirement that all written 
communication is followed up verbally 

• a lead professional or local transition key contact is identified in the receiving 
service/care arrangement and all plans and communication involves this person. 

Good communication 

Clear, effective and timely communication between all relevant stakeholders is essential to 
effective transition. Aspects of good communication include: 

• identification of all those relevant to the transition process 

• openness, transparency, collaboration, and a willingness to work together 

• a culture of working with the young person and their family or carer which is 
reflected in all interactions 
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• developmentally appropriate language and style/mode of communication. This will 
be different for the young person, their family or carer and the service and 
professionals involved in the young person's care. This may involve social media 
modes of communication 

• established systems for joint communication between all parties 

• comprehensive written communication-in a format and level that all relevant parties 
understand. Age and literacy level appropriate communication tools must be used. 

• sensitivity and responsiveness to the needs of Aboriginal and Torres Strait Islander 
people 

• alternatives to meet the communication needs of those from culturally and 
linguistically diverse backgrounds 

• the young person and family/carer's privacy must be respected and confidentiality 
obligations adhered to 

• all communications and information shared are documented in the young person's 
clinical record. 

Information to assist professionals understand their confidentiality obligations can be 
sourced from the Hospital and Health Boards Act 2011 and the Information sharing 
between mental health workers, consumers, carers, family and significant others 
document. · 

Individual transition plan 

All young people need an individualised transition plan which is developed in partnership 
with the young person and family/carer. All the relevant people need a copy of the plan 
and need to understand all the elements of the plan. 

Managing an effective transition process with a young person involves a comprehensive 
assessment which includes the following components: 

• the young person's mental health 

• the young person's physical health 

• psychosocial needs including support for family/carers 

• cultural and spiritual needs 

• pharmacological and therapeutic interventions 

• educational and vocational requirements 

• housing and accommodation needs. 

Transition can be a challenging time and may precipitate a crisis, so it is important to be 
aware of early warning signs of distress and develop corresponding management 
strategies. The young person, family or carer and the receiving service are to be made 
aware of these risks including signs of distress or deterioration in the young person's 
mental health. It is important to identify and work with the young person's strengths to 
assist in making the transition a positive experience. 
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Thorough investigation and identification of suitable supporting services and coordinated 
care will occur in collaboration with the young person and their family and or carer. 

Encourage and enable young people to self-manage 

The process of teaching and encouraging young people to self-manage, be actively 
engaged in decision making, be able to advocate for themselves, and navigate their 
environments must be carefully planned and developmentally appropriate. Equivalency of 
service is to be adopted only where it is demonstrated that this level of service needs to be 
maintained. 

The young person needs to be given opportunities to self-manage and negotiate their care 
requirements in a safe and supportive environment. Transition may be a time of 
heightened emotions and therefore opportunities are to be encouraged before the 
transition occurs so that the young person has some positive experiences at achieving or 
negotiating options. Self-management includes assisting the young person to identify signs 
of distress within themselves and implementing strategies to actively manage any 
symptom deterioration. Actively engaging the young person in development of these 
strategies will assist in ensuring that the young person will use them. 

When the young person's needs are complex and their capacity to self-manage is limited, 
greater emphasis on the ongoing role of family and carers in the transition process should 
be considered. 

Follow up and evaluation 

Follow up is essential to ensure young people have effectively engaged with the receiving 
care arrangement. 

Contact is to be maintained with the young person from their original service after 
transition. This contact can be gradually reduced as the young person settles into their 
new environment. When all parties agree that the transition has been successfully 
completed, contact can be ceased. This must be well prepared for and understood by the 
young person and their family or carer. 

Monitoring and evaluation of the young person's outcomes after transition is required to 
inform future planning. Future planning may be for another transition the young person 
may need to face, for example as their service needs change or as they recover. This 
monitoring and evaluation may also assist to inform future planning for other young 
people. 

Monitoring and evaluation is to occur by both the transferring and receiving service until 
the transition is completed and contact with the originating service is no longer required. 

Monitoring and evaluation after transition is to be undertaken by the receiving service. 

5. Review 

This Guideline is due for review on: 21 September 2018 

Date of Last Review: Not applicable 
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6. Business Contact 

Mental Health Alcohol and Other Drugs Branch 

7. ?Oi"!l"lt'lo~ used in the policy and supporting documents 

Term Definition I E:x;planation I Details Source 

young Any person receiving a mental health service from a 
people child and youth mental service or a service that 

targets young people, e.g. specialist youth services 
with an aQe ranQe of 16- 24 years. 

parent Refers to the parent(s) or person(s) that take legal The Royal Australasian College of 
and/or responsibility for the adolescent and provides direct Physicians (RACP). Standards for care 
carer care. This includes birth parents, step parents, of children and adolescents in Health 

adopted parents, foster parents, legal guardians, Services 2008, Paediatrics and Child 
custodial parents or other appropriate primary care Health Division, RACP, 
givers. Australia. 

transfer The act of moving the young person from one care 
facility to another, or to another care arranQement. 

transition The process and period of changing care 
arranQements for a vounQ person. 
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