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Abstract

Background: The transition between the Child and Adolescent Mental Health Services (CAMHS) and the Adult
Mental Health Services (AMHS) is identified as an especially critical time for the continuity of care for patients with
anorexia nervosa (AN). However, research on this topic is scarce. In the present study, we explore the patients’
experiences of the transition between CAMHS and AMHS.

Methods: A qualitative explorative study was carried out based on recorded interviews from one multi-step focus
group and six individual interviews with patients who experienced the transition from CAMHS to AHMS in Norway.
This study is service user-initiated, meaning service users were involved in all steps of the research process.

Results: The adolescents’ experiences are characterized by four overall themes regarding the transition process
between CAMHS and AMHS: (1) “Being unprepared and alone in the transition process” describes how a lack of
preparation for the transition between CAMHS and AMHS makes them feel alone and increases stress. (2) “It takes
time to create a trusting relationship” describes how time influences patients’ trust in therapists and motivation for
treatment. (3) “We are not all the same” describes how adolescents develop differently but are not treated
differently despite their diverse ability to be self-sufficient. (4) “How they see me and treat me affects my hope for
the future” describes the interaction between adolescents and therapists.

Conclusions: Acknowledging the patients’ needs during the transition period and considering their readiness for
the transition is important. Taking into account the four dimensions described in the present study might improve
the transition process and enhance the patients’ self-sufficiency and maturity.
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Plain English summary
Adolescents with anorexia nervosa (AN) who receive
care from Child and Adolescent Mental Health Services
(CAHMS) often need further treatment from Adult
Mental Health Services (AHMS). This study explored
the transition between CAHMS and AHMS for patients
with AN in a naturalistic public mental health-care set-
ting. Our study identified four themes concerning the
transition between CAMHS and AMHS, which patients
considered influenced their transition and which demon-
strated their lack of preparedness for the transition: The
patients often felt alone in this period; time was consid-
ered an important element in developing trust in the
therapeutic relationship; having the transition adapted to
their individual needs and developmental stage is
important for the transition outcome; how they were
introduced to their new therapists and treated had an
effect on their hope for recovery.

Introduction
As many patients experience the transition process
between Child and Adolescent Mental Health Services
(CAMHS) and Adult Mental Health Services (AMHS) as
less than optimal, and many patients drop out of treat-
ment [1], continuity of care in the transition from
CAHMS to AMHS is of major importance. A qualitative
meta-synthesis focusing on the transition of chronically
ill adolescents found that adolescents are unprepared for
the transition to AMHS and that the loss of a familiar
surroundings and relationships they had at CAMHS
creates anxiety [2]. Adolescents are vulnerable to the
changes that occur during the transition process, and
the inflexibility of the service systems puts many adoles-
cents at risk of disengaging from further treatment [1].
Less than 5% of 154 adolescents with a mental health
disorder experienced a satisfactory transition [3]. Re-
search show that several mental health care systems, do
not have satisfactory cooperation between the CAMHS
and AMHS, which creates a lack of continuity for men-
tal health patients [4, 5]. It is thus recommended that
the transition process from CAMHS to AMHS should
be carefully planned, taking into consideration the med-
ical, psychosocial, and educational/vocational needs of
the adolescents [6, 7]. The patients should be properly
engaged at AMHS before their therapy at CAMHS is
terminated, and they should view the transition period
as a time to practice self-sufficiency and increase em-
powerment. A strong focus on family involvement in the
transition period, is important [8, 9]. Anorexia nervosa
(AN) is a severe psychiatric disorder that patients often
struggle with for several years. The disorder often results
in severe psychosocial and physical consequences for the
individual and their family. Age of onset is typically
between 14 and 19 years [10], and approximately 85% of

the cases begin before the age of 20 [11]. Additionally,
patients with AN often have comorbid disorders, such as
substance abuse, depression, obsessive-compulsive dis-
order (OCD), anxiety, and post traumatic stress disorder
(PTSD), which complicate the recovery process [12, 13].
Patients with AN often have a devastating fear of gaining
weight; the nature of an eating disorder often implies
that the patient does not consider themselves ill and has
poor insights into the consequences of the illness, which
frequently creates a struggle with motivation for recov-
ery [14]. Patients claim that AN gives them a feeling of
control and protection, making it difficult for them to let
go of the disease and thus comply with treatment. As a
result of the above, patients with AN often have complex
needs in the transition period, and a thoughtful transi-
tion plan is necessary to maintain treatment progress
[15]. Although there are variations between different
local treatment cultures, CAMHS and AMHS have quite
different approaches regarding the extent to which they
engage the parents in the treatment [16]. The treatment
approach at AMHS is based on individual responsibility.
Dimitropoulos, Toulany [17] questioned these sudden
changes in treatment approaches to determine whether
the supporting surroundings at CAMHS offer adolescents
the opportunities they need to practice self-sufficiency and
eat independently without familial support. As patients
with AN are thought to lag behind their peers both devel-
opmentally and psychologically, they typically require
careful preparation to manage the transition process [18].
Professionals have underlined how a barrier is formed in
the transition when age, rather than readiness, is set as a
marker for timing the transition [18]. Most high-income
countries divide their services between CAMHS and
AMHS at around age 18 [19].
To increase the possibility of adolescents managing

the transition, it is essential to have good collaboration
between the two services. Nevertheless, a previous study
found that the current lack of cooperation between
CAMHS and AMHS makes it difficult for patients to
navigate between the two services [20]. This gap seem to
be present in several countries, regardless of how
CAMHS and AMHS are organized [21]. There have
been an increasingly awareness of the challenge’s pa-
tients have in the transition process between CAMHS
and AMHS. Based on equal input from relatives, profes-
sionals, and the patients, the Canadian Eating Disorder
Priority Setting Partnership has prioritized research
topics for female patients with AN [22]; they identified
that one of the top priorities relates to gaps in treatment,
suggesting that research should focus on the transition
between services. “Integrated care” have also been identi-
fied by clinicians and service users, as a research priority
in an Australian setting [23]. Although previous studies
have investigated relatives’, professionals’, and patients’
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experiences of transitions in specialized eating disorder
programs [17, 18, 24], few have focused solely on the pa-
tients’ perspectives during this transition period, when
treated in a naturalist public mental health-care setting.
A greater understanding of how patients experience this
transition through the different levels of organized
health care could contribute to a more cohesive treat-
ment process for patients. Thus, we interviewed patients
with AN to understand their experiences of the transi-
tion from CAMHS to AMHS.

Methods
Design
The current study is part of a qualitative research project
designed to investigate the experiences of the transition
between CAMHS and AMHS for patients, parents, and
professionals called Mind the Gap. To investigate the
transition between CAMHS and AMHS from different
perspectives, we used qualitative techniques, including
semi-structured interviews and multi-step focus groups
[25]. Mind the Gap is a user-initiated project, which im-
plies that the experiences from a support group for rela-
tives form the basis of the research questions. In the
current study, the involvement of service users have in-
fluenced the research process from the start (designing
the study) to the final version of the present manuscript.
A former service user who has experience with AN
(LMB) participated in the design of a semi-structured
interview guide and moderated the interview in collabor-
ation with the first author (VL). The research group also
included a former service user with experience as a rela-
tive to a patient with AN (LAWH), two RN nurses (LN,
VL), and two psychiatrists (JIR, ØR). We found this
multi-perspective research group effective for forming
the research questions, designing the interview guide,
preparing and conducting the focus group interviews,
and analyzing the transcriptions.

Recruitment and participants
A total of 10 participants were included in the study. All
participants had experiences with the transition between
CAMHS and AMHS in a specialized mental health care
services. Six had experiences from inpatient units and
three had been treated in a specialized eating disorder
unit in CAMHS. Five of the participants had been
treated in a specialized eating disorder unit in AMHS.
All participants were women, with a median age of 22
(range; 19–29) years. The median time since the transi-
tion between CAMHS and AMHS was 4.5 years (range;
1–10 years). Six of the participants were working or
studying at the time of the qualitative interview. Eight of
the participants still received treatment. Six of the par-
ticipants were invited to participate by current therapists
who contacted participants they knew had experiences

that could illuminate the research questions. The others
made contact with the project manager after finding
project information on an internet support site for eat-
ing disorders. Recruitment took place between February
2018 and May 2019. Written consent was obtained from
all participants.

Data collection
Semi-structured interviews (lasting 60–90min) were
conducted by the fifth (LMB) and first (VL) authors as
moderator and co-moderator, respectively. In addition
to former user experiences, LMB has attended service
user boards in hospitals and performed voluntary work
in an interest group for eating disorders. We conducted
five individual interviews and one multi-step focus group
interview with four participants to explore the experi-
ences of AN patients in the transition between CAMHS
and AMHS. The individual and focus group interviews
were both guided by our research question, and partici-
pants were encouraged to provide concrete examples of
their experiences. Focus group interviews are described
as a suitable technique in qualitative research because
they elicit people’s understandings and views of their ex-
periences [26]. Focus groups can be stimulating environ-
ments, with co-participants positively triggering other
participants’ memories. Multi-step focus groups are con-
sidered a beneficial method when working with service
users in research [27]. Repeated meetings give the par-
ticipants an opportunity to inspect and challenge their
own and others’ experiences in a dialectic way. Between
the focus group meetings, we handed out a summary of
the first focus group interview, so the participants could
prepare for the second meeting. This summary con-
structed the main themes we wanted to focus on in the
second group meeting. The individual interviews
supplied an in-depth answer of the research question.
The first author recorded and transcribed the interviews
verbatim. The interviews were conducted at the research
clinic or in other neutral settings.

Data analysis
Data were analyzed using a systematic text condensation
inspired by Giorgi [28, 29]. The method focused on pre-
senting the patients’ expressed experiences, rather than a
possible underlying meaning of what was said. Using a
method of de-contextualization and re-contextualization
of the text, we analytically reduced the data and created
a condensed text that represented the overall material
[28]. The process comprised four steps: In the first step,
the research group read the interviews several times to
form an overall impression of the material. In step two,
we started sorting the text. Text that belonged together
was grouped and encoded. The codes were adjusted and
organized so that themes with common content were
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collected under the same code. In step three, the mean-
ing contents of the different codes were abstracted and
collected across the interviews. Step four is the analytical
text that represents the results of the research project.
With our co-operative relationship, we managed to have
a multi-perspective view of the data. To help organize
and categorize the transcriptions, we used the computer-
ized program NVivo 11 (QSR International Pty Ltd.)

Ethical aspects
The study was approved by the data protection authority
at Oslo University Hospital OUS (2016/19732) and per-
formed in accordance with the Declaration of Helsinki.
The Regional Committee for Medical and Health Re-
search Ethics for the Southeast Region of Norway (2016/
1259) viewed the study not to be a medical or health-
related research project regulated by the law of health
research and was not therefore subject to presentation,
cf. HFL. § 2.

Results
The participants’ experiences are characterized by four
overall themes regarding the transition process between
CAMHS and AMHS: (1) “Being unprepared and alone
in the transition process” describes how a lack of prepar-
ation for the transition between CAMHS and AMHS
makes them feel alone and increases stress. (2) “It takes
time to create a trusting relationship” describes how
time influences patients’ trust in therapists and motiv-
ation for treatment. (3) “We are not all the same”
describes how participants develop differently but are
not treated differently despite their diverse ability to be
self-sufficient. (4) “How they see me and treat me affects
my hope for the future” describes the interaction
between participants and therapists.

Being unprepared and alone in the transition process
The participants described a feeling of being unprepared
and alone during the transition between CAMHS and
AMHS. Some patients described that their Primary Care
Doctor (PCP) tried to compensate for the lack of follow-
up by offering ad hoc support: “I went so many months
on my own—without professional contact, just with a
support-call from my PCP doctor.” They felt over-
whelmed when entering AMHS and were unprepared to
handle the differences between CAMHS and AMHS.
When treated at CAMHS, they felt they were followed
up more closely during unstable periods. However, at
AMHS, they were often discharged: “Here I got
discharged when I was too ill to manage the treatment
program.” The participants believed they would feel less
alone and stressed if CAMHS had a more active function
in the transition process. “I remember my mom called
CAMHS to ask if I could come back, just after turning

18, but they turned us down.” Some participants ex-
plained that their parents became increasingly discour-
aged because they felt as if they had nowhere to turn to
for help: “My parents lost hope after CAMHS because
they thought that CAMHS had tried everything and that
we had nowhere to turn to. So, my parents believed that
this would last for the rest of our lives.” Often when the
participants felt alone and scared during the transition
process, they turned to and focused more on their eating
disorder to gain a sense of control in the situation. How-
ever, focusing on their AN ameliorated their internal
chaos. Most of the participants said they were unpre-
pared for the expectation at AMHS for them to be self-
sufficient and for how their parent’s role changed during
the transition phase: “I went from being admitted with
my parents in CAMHS to being transferred to a ward
that treated my parents as distant relatives, with restric-
tions about when to call them and what to let them
know.” It was new for the patients to be responsible for
passing information forward and managing the collabor-
ation with their parents. Following the active role their
parents had played in CAMHS, some participants felt it
important to establish themselves as independent and
maintain control. Therefore, many participants found it
difficult to uphold an open dialog with their parents dur-
ing the transition period. Differences in how parents
were included in the treatment between CAMHS and
AMHS made the patients concerned about their parents’
well-being. They considered it important that their par-
ents also received support and help from the therapists
at AMHS.

It takes time to create a trusting relationship
Overall, the participants viewed their first meeting at
AMHS as important for their adherence to the treat-
ment. The participants often described themselves as be-
ing insecure when establishing a relationship at AMHS.
They felt they were met with a preconception of what
they were, and they were afraid that the new therapists
would be unable to understand and acknowledge their
situation. The participants were worried about being
misinterpreted and were concerned that their story
could turn into something they did not recognize as
their own. Consequently, they held back, but they
acknowledged that doing so made it difficult for the new
therapist to help them. The participants stated that it
would have been easier for them to connect if CAMHS
had prepared them for the transition. Some participants
believed that it would be easier to communicate with
their new therapist at AMHS if their CAMHS therapist
had been present for support in the first meetings. As
one adolescent said, “I got scared in the first meeting
because I was used to a warmer, more caring, and hum-
ble approach. At CAMHS, they often sat beside me, but
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at AMHS, I sat on the opposite side of a large table with
a therapist that did not say much.” When establishing a
new relationship, the participants needed time to open
up about their weight and food issues. They expected
the therapists to understand this need, so it was difficult
for the participants to understand why they rushed them
into gaining weight, and why they—so early in the rela-
tionship—gave the responsibility for recovery back to
the patients. They felt a need for more structure and
time to feel safe and ready to work on their problems re-
garding food and their emotions. The participants often
described how difficult it was to engage in treatment
when entering AMHS. They mostly explained this in
terms of how the treatment was carried out at CAMHS
and how it ended. As they were defined as adults when
they turned 18, CAMHS terminated the therapy. While
some understood why the transition was timed as it was
and felt included and ready for a change; others felt the
timing to be arbitrary and felt ignored in the transition
process. This made them feel let down by CAMHS,
which led some to mistrust towards the treatment
system.
The participants felt that the therapists failed to

understand what state they were in and how long it
could take to build a satisfactory relationship between
them and the therapists; they expected too much, too
fast. For the participants, this created an issue of mis-
trust and allowed room for misunderstandings between
the therapist and patients: “Perhaps she just wanted to
tell me that this is going to be all right, but that was not
the way I understood it.”
During the transition process to AMHS, the patients

described many insecurities about who they were going
to meet and how they would be met. They described
how they were moved from person to person and how
they were expected to follow and trust each new person
they met. This was challenging for the participants
because the information between CAMHS and AMHS
was lacking, and the participants often had to repeat
themselves, which made it difficult for the participants
to develop motivation for their recovery. However, they
managed to gain weight just by doing what they were
told: “I realized that I needed the help—but I was never
safe enough to choose to stay voluntary.” The partici-
pants said it was important to have a therapist who
showed that they cared about them and their problems.
To find a way to trust their therapist, the participants
described different ways to test the therapists’ persist-
ence and motivation. It could be as specific as in a meal
situation or in evaluating the therapists’ responses in
conversations, e.g., what words they used. If therapists
showed that they cared, and “passed their tests,” the
patients described that the motivation for recovery often
increased, which gave them hope:

It was really important for me to have them close and
see their engagement. That was the first time I had my
own desire for recovery. You get so tired of the fight be-
tween your own two voices that it has to be the people
meeting you that figure it out.
The participants described how much easier it was to

trust therapists that seemed to be transparent. Some of
the patients had experiences with therapists at CAMHS
who they felt misused their trust by hiding information
from them and going behind their backs to talk to their
parents. When they had met a therapist had helped
them, they found that they were often the ones who had
spent the most time with them and were authentic:
It takes more time than a biweekly session. Now is the

first time I have had a relationship with a therapist in al-
most a year. It is working now because we have passed
the point of meeting each other with our assumptions,
and I know he knows me—for me. I can be honest, and
he knows my little signs of hurting.

We are not all the same
Some of the participants felt ready for the responsibility
that AMHS expected of them, which was to based on
AMHS’s more individual, independent approach. Others
found this shift in approach from that used at CAMHS
too demanding. The participants missed being met with
curiosity about what they viewed best for themselves
during the transition process, including their ideas about
how to recover. Despite having the same diagnosis, the
participants were in different developmental stages and
thus had different needs during the transition: “I was not
ready—they wrote from CAMHS that I was eighteen on
paper, but my mind was fourteen.” The participants de-
scribed a sense of lagging behind their peers because
they had been ill for many years. Some participants ex-
plained that they felt almost developmentally disturbed
because the years during which they lacked normal con-
tact with school and friends had had a fundamental ef-
fect on their development and social skills. It can be
painful being defined as an adult when you feel much
younger. They felt that the mental health system has a
rigid understanding of what an adult is, being defined by
the age boundary of 18: “They have to look into the situ-
ation and the person. We are not the same.” The partici-
pants agreed that the transition should be timed based
on their developmental stage rather than their age.
While some described the transition to AMHS as

something that prolonged their recovery process, others
described it as vital for their improvement. They claimed
that they were somewhat tired of CAMHS’s more child-
ish approach and were ready for the transfer at the age
of 17. They felt they were emerging into adulthood and
were treated with too much caution at CAMHS: “I had
to solve some problems myself and could not depend on
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other grownups. I had to be a person in my own life.”
Although some of the participants had negative experi-
ences of the transition, they thought it was important for
their recovery process because it underlined the changes
they had to make in regard to how they take responsibil-
ity. They claimed that “the transition can help reinforce
that you are the most important person in your life and
the only one who can change something. You’re your mom
or your therapist.” They began to realize that they had to
change, take control of their life, and become accountable
to themselves, but they had to be ready to do so.

How they see me and treat me affects my hope for the
future
The participants often underlined that they felt powerless
during the transition; they were dependent on how the
system and professionals related to them and perceived
them during the transition process. These interactions not
only had a practical meaning, but they were also deeply
important to the participants. The participants described
how the choice of words, spoken or written, influenced
their motivation for recovery: “When you are met with
‘this is chronic’ at the age of 17, what is the point of try-
ing? This just confirms that it is hopeless.” For the adoles-
cent patient, it was difficult to maintain motivation when
they sensed that their surroundings did not envision their
recovery. According to the participants, the difference be-
tween CAMHS and AMHS was evident in how they ver-
balized their visions and hope for the adolescent patient.
While CAMHS focused on their future and the life they
had in front of them, giving them hope, AMHS did not
have the same focus in, for example, how they facilitated
maintaining obligations to school or work. The partici-
pants perceived an attitude at AMHS that suggested they
had to figure those things out on their own. Some partici-
pants were transferred from CAMHS to an adult acute
psychiatric mental health ward, which they found particu-
larly challenging. They described their mental state as be-
ing in crisis and could not understand why CAMHS
refused to prolong their treatment. They thought that
AMHS did not understand how frightening it could be to
be admitted in an adult environment:
I had really nothing to say in that decision; they just

let me know that I was going. I stayed for 8 months. I
do not think that a 17–18-year-old is suited to an adult
acute mental health care unit.”
The powerlessness they felt during the transition

underlined feelings of aloneness and being unvalued.
They describe a sense of resignation—“so I lost inter-
est”—mostly because they felt AMHS lacked an under-
standing of the difficulties they were experiencing during
the transition period.
When treated in in-patient care, they were admitted

with other patients who had been ill for a long time.

These factors influenced the participants’ hope for their
recovery in the future: “At AMHS, I was admitted with
patients that had been ill longer than I had been living.”
They described a system that met them with phrases like
“early disability benefits,” and their illness was described
as “treatment resistant.” They explained how such words
affected their views of their future because such words
would stick, influencing how the rest of the treatment
system viewed them and contributing to misconceptions,
which narrowed their room to change. As a result, the
participants became more dependent on their relation-
ships outside of the treatment system to maintain hope
for them, as they found it challenging on their own.
When entering the transition phase, the participants

often felt as though AMHS had more interest in their ill-
ness than in them. The therapist seemed to place more
importance on evaluating and interpreting their symp-
toms and BMI than talking with them about their well-
being and experiences of their condition. Some stated
that everything in therapy at AMHS was oriented
around food and weight, which made it difficult to create
trusting relationships with the therapists, who inter-
preted their BMI as mental and emotional problems.
There was a high focus on their somatic health, but little
interest in their mental health: “If you eat your food,
then you are OK. If your BMI is close to normal, you are
good.” They were asked if they wanted to have their par-
ents with them, but when they responded negatively,
they were never asked “why not.” The participants felt
that therapists at CAMHS seemed more interested in
getting to know them as a person, while those at AMHS
only wanted to understand their disease: “You become
your symptoms and they just ask: how can we medicate
that?” With the experienced alteration from being
treated as an individual to being treated as an illness, the
participants often felt like an object during the transi-
tion, dependent wholly on a relationship that was re-
stricted more to the registration of symptoms and less
to what they felt would help them. They verbalized a
sense of no longer feeling like a human, just classified
symptoms with associated expectations about what
they should be struggling with. In their adolescent
years, many of them only had social contact with
people who were getting paid to be there. They had to
protect themselves from becoming attached to the
people surrounding them, which they felt changed how
they related to people in their lives outside the mental
health services. For some, that situation magnified the
symptoms of the AN because of the safety they
represented:
In the beginning, I got really attached to people, and

when they got replaced, I was really affected. But now, it
affects me less and less, and the AN has become more
stable and safer—and it is always there for me.
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Discussion
The findings of the current study provide a meaningful
contribution to the research, which explores the experi-
ences of participants with AN during the transition
between CAMHS and AMHS. The qualitative analysis
revealed four overall themes regarding the transition
process: (1) “Being unprepared and alone in the transi-
tion process,” (2) “It takes time to create a trusting rela-
tionship,” (3) “We are not all the same,” and (4) “How
they see me and treat me affects my hope for the future.”
The themes are interrelated and display elements with
the transition that positively and negatively influence the
participants’ experiences. These essential themes are
discussed in the following paragraphs.

Being unprepared and alone in the transition process
The current study found that the participants were
unprepared for the transition to AMHS, which led to
increased feelings of being alone. Without an under-
standing of the differences in the treatment approaches
between the services, they did not feel as though they
were taken seriously at AMHS. They felt alone and
without what they considered adequate support during
the transition phase. Our study supports the findings of
Newlove-Delgado, Ford [30], who found that partici-
pants with ADHD were unprepared and left alone
during the transition. As in our study, only one of the
seven participants included in the study experienced to
be prepared for the transition. Good preparation was
followed by less stress and fewer feelings of uncertainty.
Exploring the transition from the perspectives of 21
participants treated by the mental health services,
Cleverley, Lenters [31] described the transition as “ob-
jectively terrifying” and the lack of preparation as “over-
whelmingly present.” In the current study, it is unclear
whether the experienced cultural and philosophical
differences in approaches, was uncommunicated or not
understood by the participants. Nonetheless, Winston,
Paul [16] underlined the importance of discussing the
differences between the services explicitly, with both
the participants and their families. Consequently, the
participants in current study lacked the ability to
handle the sudden expectations of autonomy. Their
destructive eating routine increased when in need for a
feeling of safety they felt the illness (AN) provided them
when the services did not. When exploring the transi-
tion of the patients with AN from the therapists’
perspectives, Dimitropoulos, Tran [14] emphasized that
for patients with AN, preparing for the transition is
particularly important because they often display less
self-sufficiency and have difficulties fully engaging in
treatment. Similar to our study, Dimitropoulos,
Toulany [17] found that it would be beneficial for the
patients and their relatives to have a clearer

understanding of the implications of the treatment
methods used in AMHS. Since patients often are
dependent on parents’ external support in this phase,
Dimitropoulos, Tran [14] underlined the importance of
relatives being involved in the process. It could be ar-
gued that with more information and better prepar-
ation, parents would be better able to provide the
support participants need during the transition process.
As such, adequate support and preparation from the
care system could decrease the patient’s feelings of be-
ing alone during this time. Ideally, it should be a period
of shared care between CAMHS and AMHS, giving the
patients the opportunity to understand the way the
adult team works to properly prepare them for the
change.

It takes time to create a trusting relationship
In the current study, some patients had difficulty starting
up a new relationship at AMHS with an open and trust-
ing mind, and they supposed it would have been easier if
they had received more support from CAMHS during
the transition. The therapists’ approach was considered
vital when establishing a therapeutic alliance as the pa-
tients’ social communication became more difficult
when they felt unsafe. In accordance with our findings,
previous studies have demonstrated that patients with
AN are often particularly sensitive to other people’s
opinions about them [32]. Similarly, Sly, Morgan [33]
found that the patients’ first impressions of their new
therapist often dictated if they would be open about
themselves. They also found that young patients with
AN needed a therapist that “talk[ed] straight” and re-
quired patients to be honest and open about their eating
disordered behaviors; otherwise, the patients would dis-
engage from the treatment.
The findings of this study underline the importance of

the therapist’s timing to address sensitive subjects. The
current study found that the participants wanted their
therapists to take more time to get to know them before
talking about the elements that triggered them most. A
major focus on food, weight, and body from the start of
the therapeutic relation made it difficult to trust their
therapist. Previous research has underlined the import-
ance of the therapist’s willingness to move slowly and
collaborate on the therapeutic goals with the patients,
especially in the earlier stages of therapy [34]. A trusting
therapeutic relationship with patients with AN is consid-
ered a vital component of successful treatment, as these
patients often are difficult to engage in treatment [16].
The participants often described how their ambivalent
feelings toward recovery made it problematic to establish
a new relationship with the therapists at AMHS.
Ambivalence is described as one of the most challenging
features of AN [35]. Swift and Greenberg [36]
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summarized 669 studies on dropout, and they found that
studies with eating disorders, personality disorders, and
higher proportions of young patients had higher dropout
rates than other disorders. A stronger focus on building
an alliance with the patient in these first meetings would
influence the patients’ experience and their compliance
with treatment. One issue that emerges from these find-
ings is the complexity of clinical settings. Although the
therapists acknowledge that establishing an alliance with
patients is essential, they also have to meet expectations
concerning efficiency, which gives them little time to do
so [20].

We are not all the same
In our study, the participants experienced the transition as
an inflexible process. Some of the participants did not feel
ready to be transferred to AMHS, but they had reached
the age limit and were transferred anyway, which made
them feel powerless. The participants viewed their devel-
opmental stage as more important for a successful transi-
tion than age. This is in line with findings of other studies
conducted on transitions between CAMHS and AMHS [9,
17, 31] and in contrast to the clinical guidelines that guide
therapists to collaborate with patients and relatives to find
the optimal time for the transition [37]. The present study
describes how the participants felt as though they were
treated more as a patient than an individual when not in-
cluded in the decisions made about their transition. This
experience contrasts with the idea of the transition being
a therapeutic process that empowers the patient’s recovery
process [38].
As in our study, Cleverley, Lenters [31] underlined

how the participants already are in a stressful situation
and in need of a more individually adapted transition.
Many participants thought that the transition would be
better in the early 20s, when their lives were more stable.
These results reflect some of the discussion about the
term “adolescence.” The United Nations defines adoles-
cence as the period of 10–19 years of age; however,
Sawyer, Azzopardi [39] argued that this definition is
outdated when considering contemporary patterns. They
consider that extending the age group to 24 years corre-
sponds more closely to adolescent growth and a contem-
porary understanding of this life phase. These ideas are
consistent with other emerging literature on mental
health transitions [40–42]. Raballo, Poletti [43] are con-
cerned about the unwillingness to change the system to
a more patient – oriented care that incorporates the full
continuum of service response within a promotion and
prevention framework for youth mental health. They are
describing a more radical approach and suggest a sub-
stantial framework shift that reorient existing services
towards youth- specific mental health care. With their
proposition, the adolescent’s developmental stage and

readiness would determine the timing of the transition.
We assume that with such an approach the negative
experiences described in the current study, would have
been reduced.

How they see me and treat me affects my hope for the
future
The participants often described how they felt powerless,
dependent on the system and the therapist’s impression
of them, and were repeatedly defined as an “anorectic
patient.” To maintain their motivation to recover, the
participants needed to experience a therapist that per-
ceived them as a person with unique qualities. Earlier re-
search has described how patients with AN often feel
treated as a diagnosis [44, 45]. Malson, Finn [46] found
that both the patients and the therapists construct “the
anorexic patient.” Defined by their disorder, everything
the “patient” says is part of the AN, not the person. This
resonates with our study, where participants expressed
that this objectification of themselves influenced not
only their self-worth negatively but also often their com-
mitment to the treatment. These results reflect earlier
studies’ claims that patients with AN associate negative
treatment experiences with being treated as an anorexic,
rather than an individual [47, 48].
One important finding in our study was how the par-

ticipants emphasized the therapists’ use of words that
deprived them of motivation and hope for a better fu-
ture. Words such as “chronic” and “treatment resistant”
made them lose hope for further treatment progress and
the future. In a previous study, the interviewed profes-
sionals treating patients with AN were aware of how pa-
tients appraised and interpreted words about themselves
or their condition. The professionals thus set high stan-
dards for how they communicated with the participants
[20], and they felt under high pressure to do so from the
patients and themselves. They also described a high level
of anxiety and uncertainty concerning their assessments,
and they elaborated on the consequences of potential
premature termination of treatment. Empirical research
suggests that therapists tend to develop more feelings of
frustration, hopelessness, and helplessness in therapy
with AN patients than with patients with other eating
disorders [49]. However, existing studies tend to focus
on patients’ characteristics when addressing dropout
from treatment and fail to include systemic or therapist
factors, implying that the high dropout rates are primar-
ily the patients’ responsibility [36, 50]. Some issues that
emerged from the findings of our study relate to the
rapid turnover of therapists and how this affected how
they attach themselves in relationships with their thera-
pists and in private relationships. Swift and Greenberg
[36] examined the premature discontinuation of adult
psychotherapy and suggested that future therapeutic
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relationships can be seriously impeded by a repeated loss
of therapists. One hypothesis is that when patients are
forced into new relationships that rapidly terminate, it
has a negative influence on their own and their thera-
pist’s sense of achievement. This amplifies negatively
both parties’ abilities to create a therapeutic environ-
ment and form a basis for a future trusting relationship.

Strengths and limitations
The inclusion of experiences from a heterogenic patient
group and the multi-perspective approach when analyz-
ing the material may have provided validity to the study,
otherwise missed [51–53] . This study has several limita-
tions. The participants were a mix of self-selected and
purposively selected participants, selected by a therapist
or former therapist who viewed them as suitable for
participating in the current study. The present study in-
cluded only female participants; thus, a potentially differ-
ent selection of participants may have emphasized other
experiences. One obvious limitation is the retrospective
nature of the interviews, which could represent a bias in
material, as one often tends to remember the negative
aspects better than the positive. The timespan of 0–10
years is wide; thus, participants could have been subject
to recall biases. However, our study also had a thematic
positive element. The participants connected meaningful
elements from the transition to descriptions of conse-
quences of the transition. Conducting qualitative inter-
views, the context as a phenomenon may influence the
findings, here highlighted in two different ways. When
trying to understand why and how particular experiences
come into being, it can be a question of contextual
factors. As we focus on patients’ experience, these are
generated from different contexts and from different
parts of the country and treatment facilities [54]. The in-
terviews in the current study were conducted in different
contexts and the researchers held different roles in each
interview. It is likely to assume the researcher’s role as
more active in the individual interviews compared to the
focus group interviews. This, may have affected the
contents of the interviews. At the same time, conducting
individual interviews might also empower the partici-
pants by increasing their time frames to convey personal
experiences without being influenced or modified by
fellow participants.

Conclusion
To conclude, it is of major importance to acknowledge
the patients’ needs during the transition period and con-
sidering their readiness for the transition. To better the
chances of a successful transition, both patient and rela-
tives should be explained, in an explicit manner, the
differences between the services. A stronger focus on
building an alliance with the patient in the first meetings

would influence the patients’ experience and their
compliance with treatment. Taking into account the four
dimensions described in the present study might im-
prove the transition process and enhance the patients’
self-sufficiency and maturity.
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