Written Evidence submitted by Solihull Council (TRN0011)

The Transition from Child to Adult Health and Social Care Services

Please provide a written submission answering, where possible, the questions set out in the planning grid below, relating to physical health, mental health and/or social care services. We are not expecting every stakeholder to be able to answer all the questions in the planning grid – please answer those that are relevant to your/your organisation’s area of expertise. There are boxes below each question to be filled with your answer, should you wish to use this template. 

  

	FOCUS AREA 1

TIMELINESS AND PACE OF THE TRANSITION TO ADULT SERVICES

	Statement of intent 1: “Young people who will move from children's to adults' services start planning their transition with health and social care practitioners by school year 9 (aged 13 to 14 years), or immediately if they enter children's services after school year 9”. NICE QS140 (1, 2016) 
Statement of intent 2: Duty for local authorities to assess a child’s needs for care and support, where it appears to a local authority that the child is likely to have needs for care and support after turning 18. Care Act 2014 (Section 58) Where the child has previously been receiving services, the local authority must continue to provide those services until [adult care and support is in place]. This is to ensure no gap in provision during the transition to adult care and support. Care Act 2014 (Section 66)

	Resourcing
	1. What resources are required by health and social care services to enable identification and implementation of transition planning from year 9, or immediately after if the young person enters services later?

	
	In Solihull, early transition planning is underpinned by strong, well‑established working relationships across Children’s Services, Adult Social Care, education and health partners. Our shared ethos is that planning for adulthood should start early, be strengths‑based, and be carried out with young people and families rather than done to them. This approach is embedded in our Preparing for Adulthood pathway and reflects our broader commitment to joined‑up, person‑centred practice.

To enable effective identification and implementation of transition planning from Year 9, the key resources required are:

Dedicated workforce capacity to support early and sustained planning

Early transition planning relies on having staff capacity that allows practitioners to start conversations early, build relationships with young people and families, and maintain continuity over time. In Solihull, this includes dedicated Preparing for Adulthood support worker capacity alongside statutory social work, enabling young people and families to receive practical support, consistent information and timely guidance well ahead of adulthood. This workforce approach helps reduce anxiety, supports realistic planning, and avoids last‑minute decision‑making.

Clear mechanisms to identify and track young people from age 14

With respect to local authority arrangements, a shared transition tracker is in place between the Children’s and Adult Social Care Directorate, with young people identified from age 14 or from the point they become known to services if later. This requires practitioner and management time to ensure information is accurate, up to date and actively used. The tracker provides visibility across services, supports oversight, and ensures that no young person is missed, including those who enter services after Year 9.

Structured multi‑agency forums so that early identification is followed by coordinated action

Identification alone is not sufficient; it must be matched with opportunities for joint planning. Regular interface meetings between Children’s Services and Adult Social Care, alongside established review meetings for children in care, children in need and those with education, health and care plans, provide the structure for shared understanding, timely escalation and coordinated next steps. At an operational level, these forums are particularly important for young people with complex needs or where services become involved later and joint planning is needed. At a strategic level, e.g., meetings between Directors, set the direction and approach for services to work together and with young people to agree and deliver against common ambitions and purpose. 

A clear, shared Preparing for Adulthood pathway, co‑produced with families

Effective early planning depends on having a clear pathway that is understood by practitioners, young people and families. In Solihull, transition guidance and Preparing for Adulthood materials have been co‑produced with parent carers and young people, ensuring they are accessible, clear and grounded in lived experience. This shared understanding supports consistency in practice and helps families engage meaningfully from an early stage.

Information‑sharing systems that support continuity across children’s and adult services

Timely and effective transition planning requires systems that allow relevant information to be shared, understood and built upon as a young person approaches adulthood. Shared recording systems and transition‑specific tools support continuity, reduce duplication and enable adult services to plan ahead using a well‑developed understanding of the young person’s history, strengths and aspirations.

Early transition planning from Year 9 is enabled by a combination of dedicated workforce roles, shared tracking and information systems, structured multi‑agency planning forums, co‑produced pathways and guidance, and timely adult social care assessment capacity. Together, these resources support early identification, coordinated planning and a smoother, more confident transition to adulthood for young people and their families.



	
	2. To what extent are local authorities sufficiently resourced to assess children for continuing need and provide ongoing services, where needed, to ensure no gaps in provision?

	
	Solihull Metropolitan Borough Council has arrangements in place that support timely assessment, joint planning and continuity across the transition to adulthood. However, this is contingent on sustained workforce capacity, effective partnership working and early identification.

Involvement does not begin at the point of transfer to adult social care. Young people are identified and their support journey tracked from around age 14, with early engagement through the Preparing for Adulthood pathway. At this stage, a Preparing for Adulthood (PfA) Support Worker becomes involved to provide advice, information and practical support to young people and their families. This helps families understand what adulthood may involve, reduces anxiety, and ensures that young people are visible to adult services well in advance of formal assessment.

Formal Care Act assessments commence at around age 17, providing a planned window for Adult Social Care to assess likely needs, work alongside Children’s Services and partners, and put appropriate care and support arrangements in place before the young person turns 18. This sequencing of early PfA support followed by timely statutory assessment is a key factor in preventing gaps in provision.

Where ongoing services are required, Solihull’s approach is to maintain existing children’s services until adult services provision is in place.

However, sufficiency is not static and is influenced by wider system pressures. Young people who enter services later in adolescence, those with very complex or multiple needs, or those placed out of area may require more intensive coordination and workforce time. In addition, pressures across health services and care markets can affect the pace at which some ongoing provision is secured, even where local authority assessment activity is timely and proactive.

Ongoing oversight and active partnership working remain essential to sustaining effective support in the context of increasing complexity and demand.



	Effectiveness and implementation
	1. How do services identify those who will need to transition to adult services, and what proportion start transition planning in year 9? How is this monitored?

	
	From age 14, young people who may require adult social care support are identified through:

· Children’s Social Care teams, including Children with Disabilities and Looked After Children,

· Education, health and care plan processes,

· Statutory reviews such as Looked After and Child in Need reviews,

· Multi‑agency planning forums and interface meetings between services for children, with Adult Social Care.

Once identified, young people are added to a transition tracker from age 14, or immediately if they enter services later in adolescence. This ensures visibility across services and enables early engagement rather than reliance on referrals close to age 18.

At this early stage, a Preparing for Adulthood Support Worker becomes involved to provide advice, information and practical support to young people and families. This role supports understanding of adulthood, promotes early planning conversations and helps families prepare in advance of the Care Act assessment.

Monitoring and oversight

Transition activity is monitored through:

· The transition tracker, which provides oversight of support arrangements for all identified young people from age 14,

· Regular interface meetings between Children’s Services and Adult Social Care to review progress and next steps,

· Management oversight of young people aged 16–17 to ensure readiness for adult assessment and planning,

· Performance reporting to senior management forums, including joint Children’s and Adult Services oversight.

Taken together, these arrangements ensure that young people who will require adult social care support are identified early, supported from age 14 through Preparing for Adulthood activity, and subject to clear oversight so that transition planning is timely, visible and actively managed.



	
	2. To what extent are transfers from child to adult services managed without gaps in provision? How is this monitored?

	
	In Solihull, transfers from children’s to adult services are managed without gaps in provision, supported by early identification, phased planning and clear expectations around continuity of support.

From around age 14, young people who are likely to require ongoing support are identified and supported through the Preparing for Adulthood pathway, including early involvement from a Preparing for Adulthood Support Worker. This early engagement supports families to understand what will happen over time and ensures adult services are sighted long before statutory transfer points.

Formal Care Act assessments commence at around age 17, providing a planned window during which Adult Social Care can assess need, work alongside Children’s Services and partners, and develop care and support arrangements in readiness for adulthood. Where ongoing services are required, the expectation is that children’s services continue until adult provision is confirmed, ensuring continuity and avoiding withdrawals of support before adult arrangements are in place.

Monitoring of transfers and continuity is multifaceted and proportionate. This includes:

· A transition tracker covering young people from age 14, enabling oversight across services,

· Regular interface meetings between Children’s Services and Adult Social Care to review individual progress and readiness for transfer,

· Management oversight of young people aged 16–17 to ensure assessments, decision‑making and planning are on track,

· Performance reporting and senior management oversight to identify delays, emerging pressures or risks of gaps in provision.

There are recognised system pressures that can affect the pace of some transitions, particularly for young people who enter services late, are placed out of area, or have highly complex needs requiring coordination across multiple agencies. Wider pressures on health services and the care market can also influence how quickly some ongoing provision is secured. These challenges are actively managed through escalation routes and the continuation of children’s services where needed.

Overall, Solihull’s arrangements ensure that transfers are planned, monitored and actively managed, with continuity of support prioritised over organisational boundaries.



	Impact and outcomes
	1. How is the transition support strengths-based, focusing on what is positive and possible for the young person NICE NG43 (1.1.3, 2016)?

	
	CQC recently assessed how Solihull is meeting its Care Act duties and, in its published findings, recognised the strength of the council’s practice approach. Inspectors noted that “leaders, managers, and staff demonstrated a clear passion and investment in strengths‑based approaches, and there were many examples of this throughout our assessment.” CQC also highlighted the positive impact of partnership working, including that “partnership working to support smooth transitions for young people into adulthood has enabled people to take greater control and regain independence within a safe and supportive environment.”

In Solihull, transition support is firmly rooted in a strengths‑based and relationship‑based approach, with a clear focus on what young people can do, what matters to them, and how they can be supported to achieve positive adult lives. This approach is embedded within our Strengths‑Based Practice Framework and articulated in our Adult Social Care public‑facing Our Offer to You document, ensuring consistency between practice, policy and communication with the public. Strengths‑based working is further monitored through our case file audit programme, which consistently evidences practice that builds on individuals’ abilities, aspirations and support networks rather than focusing solely on need or eligibility.



	
	2. How is the recommendation that the point of transfer to adult services should be based on individual need, rather than rigid age criteria, managed in practice NICE NG43 (1.2.3, 2016)?

	
	In Solihull, the point of transfer from children’s to adult services is determined by individual need rather than a fixed age threshold, with flexibility built into both practice and decision‑making. While statutory responsibilities change at age 18, the local approach recognises that readiness for adult services varies and should reflect the young person’s circumstances, development and level of support required.

This principle is applied through early and ongoing joint working between Children’s Services and Adult Social Care. From early adolescence, young people known to be likely to require support into adulthood are discussed through Preparing for Adulthood activity, statutory reviews and multi‑agency forums. This ensures that adult services are sighted early and that planning reflects the young person’s emerging needs rather than being driven solely by age.

When Care Act assessments commence, typically around age 17, they are undertaken with a clear understanding of the young person’s history, strengths and current support arrangements. Decisions about timing and transition are made collaboratively, taking into account factors such as complexity of need, stability of current provision, family circumstances and the young person’s own views. Where it is in the young person’s best interests, children’s services continue until adult arrangements are fully in place, ensuring continuity and avoiding premature transfer.

Any differences in professional judgement about readiness for transfer or eligibility are managed through established escalation and resolution routes between service managers, ensuring that decisions remain focused on individual need and proportionality. This approach supports flexibility, maintains continuity of support and avoids rigid application of age‑based criteria.

By embedding individualised decision‑making within routine practice, Solihull ensures that transition occurs at the right point for each young person, prioritising safe, supported progression into adulthood over organisational boundaries or fixed transfer points.



	Appropriateness
	1. To what extent are service providers able to meet these statements of intent? 

	
	This is enabled through established arrangements between Children’s Social Care, Adult Social Care and partner agencies, underpinned by early identification of young people and shared responsibility for transition planning.

There is close and consistent working between children’s and adult services, supported by a transition tracker and routine interface meetings that maintain visibility of young people approaching adulthood. These arrangements allow providers to plan ahead, coordinate activity and respond to emerging risks. A range of multi‑agency forums further supports collective planning for young people with more complex needs, ensuring that transition is addressed as part of wider care, education and health planning rather than in isolation. Local Authority commissioning arrangements, including the approach to working with independent providers, such as through quality monitoring, partnership working and commissioning cycles, are important. This includes delivery of good quality safeguarding arrangements throughout the transition period, as needed. 

These structures support service providers to meet statutory expectations and deliver planned, coordinated transitions for most young people who require ongoing support into adulthood.



	
	2. How appropriate are the current expectations on the timeliness and pace of the transition at both the individual and service level? 

	
	Overall, the current expectations around the timeliness and pace of transition are appropriate and work well in practice for most young people, particularly those with disabilities and additional needs who are known to services from an early stage. Early identification from around age 14, combined with transition tracking and phased planning, supports timely assessment and decision‑making ahead of adulthood.

The flexibility within the system allows the pace of transition to be adjusted to reflect individual circumstances, ensuring that planning is neither rushed nor unnecessarily delayed. This supports proportionate, person‑centred transitions that align with a young person’s readiness and support needs.

There remains a smaller cohort of young people who enter services later in adolescence due to changes in need or circumstance. In these cases, transition activity necessarily starts later, and assessments may be more time‑limited. These situations are recognised within local expectations, with planning commencing immediately on identification and escalation routes used where required to mitigate risk.



	Equality and diversity
	1. How is the progress of underserved or vulnerable service-user groups, including those with protected characteristics, monitored in the delivery of services under this guidance?

	
	The progress of underserved and vulnerable groups is monitored through routine oversight arrangements embedded within everyday practice, rather than through separate or parallel processes. Regular multi‑agency meetings across the Council, including with health and commissioning colleagues, provide forums where individual young people’s circumstances, risks and progress can be discussed and reviewed.

Assessments and planning are underpinned by strengths‑based and relational practice, taking into account each young person’s history, identity and circumstances, including protected characteristics. The purpose of this is so that planning reflects the whole person and responds appropriately to vulnerability and inequality.

Joint working arrangements between Children’s Services, Adult Social Care and Personal Advisors further support monitoring, particularly for care‑experienced young people. These arrangements enable information sharing, coordinated assessment and discussion about sourcing appropriate support, helping to ensure that vulnerable young people are not disadvantaged during transition and that emerging risks are identified and addressed promptly.




	FOCUS AREA 2 

EFFECTIVENESS OF THE TRANSITION PROCESS AND CROSS-SERVICE COORDINATION

	Statement of intent 1: Jointly plan services for all young people making a transition from children's to adults' services. For young people with education, health and care plans, local authorities and health commissioners must jointly commission services, as per the Children and Families Act 2014. NICE NG43 (1.5.9, 2016)
Statement of intent 2: Carry out a gap analysis to identify and respond to the needs of young people who have been receiving support from children's services, including child and adolescent mental health services, but who are not able to get support from adult services. The gap analysis should inform local planning and commissioning of services. When carrying out the gap analysis: take into account resources already available in primary care practices; include young people who don't meet eligibility criteria for support from adults' services and those for whom services are not available for another reason; pay particular attention to young people: with neurodevelopmental disorders, with cerebral palsy, with challenging behaviour, or who are being supported with palliative care. NICE NG43 (1.5.7-8, 2016)

	Resourcing
	1. What resourcing is needed for health and social care services to effectively enable joint working and commissioning? 

	
	As set out in Focus Area 1, effective transition planning in Solihull relies on early identification, clear roles and strong relationships across children’s and adult services. To enable this at a system level, the key resourcing requirements for joint working and commissioning are shared data, sufficient operational and commissioning/service provision capacity, and clarity of responsibility across organisations.

At an individual level, joint working is well established through routine interface meetings and shared planning for young people approaching adulthood. For this to translate into effective joint commissioning, there is a need for:

· Consistent access to shared population‑level data to inform medium‑ and long‑term planning

· Sufficient operational capacity to maintain ongoing dialogue as young people’s needs develop over time

· Stable commissioning capacity to support market shaping, service development and continuity

· Adequate funding to enable services to be commissioned to match the identified population needs, in an appropriately accessible and responsive way. 

There is also a clear requirement for investment in early intervention and preventative provision, particularly for young people who may not meet adult eligibility criteria but would benefit from targeted support to avoid escalation and loss of independence and there is a strong prevention focus in Solihull through the ‘Living Well in Solihull’ prevention strategy and associated plans. 

While individual‑level coordination is strong, pressures across local authority and NHS resources, combined with uncertainty around longer‑term health commissioning, continue to limit the extent to which joint commissioning can consistently plan ahead at a system level.



	
	2. Are gap analyses taking place across services, when do these take place, how are they acted on and how is this monitored?

	
	Solihull does not rely on a single, standalone gap analysis exercise. Instead, gaps are identified and acted on through a combination of targeted needs assessments, system‑level reviews and routine operational oversight.

This includes:

· Ongoing interface meetings between Children’s and Adult Services to identify, for example, young people who may not be eligible for adult services but still require support

· Joint work with mental health and commissioning colleagues to track and plan for young people in transition, including those not open to Children’s Social Care

· System‑level mapping of journeys for children in care with the highest levels of complexity, to identify gaps and inform future service developments. 

A recent learning disability and autism needs assessment has further strengthened understanding of population‑level demand and informed commissioning priorities. This builds on earlier SEND needs assessment work and feeds into both the SEND transformation programme and the Adult Social Care Market Position Statement. Oversight is provided through established commissioning and place‑based governance arrangements.



	Effectiveness and implementation
	1. How effective is joint commissioning and coordinated delivery of the care received by children and young people at the point of transition?

	
	Joint commissioning and coordinated delivery are effective for many young people at the point of transition in Solihull, supported by established partnership arrangements with health colleagues and clear mechanisms for joint working.

There are formal arrangements in place through a Section 75 agreement between the Council and the Integrated Care Board, which support the timely delivery of a range of community therapy services for children and young people. In addition, the Local Authority jointly commissions Emotional Wellbeing and Mental Health services for children we care for alongside the ICB through a joint contract. These arrangements provide a strong foundation for continuity and coordination of care across the transition period.

Multi‑disciplinary meetings take place routinely, involving commissioning colleagues from both children’s and adult services. These operate at an individual level to support planning for specific young people, and at a strategic level to inform commissioning decisions and service development. Close working with ICB colleagues also supports shared quality assurance and oversight of commissioned provision, although it is recognised that all ICBs are going through significant changes at the current time.

While these arrangements deliver positive outcomes for many young people, there are system‑level pressures that affect consistency. In particular, there has been a reduction in Continuing Healthcare eligibility across Birmingham and Solihull, alongside a decline in joint‑funding arrangements. This can create complexity at transition, increase pressure on local authority resources, and result in additional negotiation or delay. Issues with respect to declining levels of eligibility for Continuing Health Care and NHS joint funding is a well-known national challenge and is potentially a particular risk for young people needing higher levels of support as they move into adulthood.

Overall, joint commissioning and coordinated delivery are well embedded in Solihull, underpinned by strong partnership working with the ICB. However, the effectiveness of these arrangements is influenced by wider system challenges around health funding and eligibility, which require ongoing joint attention to ensure that young people experience seamless and well‑coordinated transitions into adulthood.

In its recent inspection of the council’s delivery of Care Act duties, the Care Quality Commission assessed partnership working in Solihull as outstanding.

	
	2. Are there ways in which better and more effective joint working could improve the provision and quality of services? What does good practice look like in cross-service commissioning and delivery?

	
	We continue to strive for excellence in practice and ensuring Children, young people and families are fully engaged and involved in assessment and planning and decision making. However, there are a number of areas where better joint working would improve the outcomes.

· This includes information sharing to allow for better long-term planning and a joint view of market shaping. There has been progress in this area but limitations in terms of capacity to data analysis and churn of staffing in NHS roles has made this challenging. 

· Shared understanding of prioritisation to support earlier intervention and to prevent escalation, particularly for young people with a complexity of need, or who are living at distance from the local area, particularly where there is a mental health component, would support better.

· There is work to do on market shaping to ensure that there is a good market to support people through the key transitional years -  15-24, alongside exploration of jointly commissioned provision/services There are currently no specific services in the local market aimed at this period but that is an identified area for development.

· Joint funding challenges between health and social care can cause friction in relationships, and more importantly can cause delays for young people.

· Sufficient staffing to be able to fully staff joint reviews and assessments

Good practice in place includes:

· Early identification of young people aligned to robust planning  

· Engagement and participation of children, young people and families and key significant others

· Joined up multi-agency working across the system and adult and children’s services and commissioning 

· Full consideration of needs and areas of diversity and history and strengths based planning to maximise independence. 

· Timely assessments for young people placed out of area in line with their Looked After status 



	Impact and outcomes
	1. Where health and social care organisations have not been able to fulfil these statements of intent, what has the impact been?

	
	National evidence demonstrates that where transition support is absent or inconsistent, young people and families can experience increased uncertainty, anxiety and disruption at a critical stage of life. This can lead to poorer outcomes, including delays in accessing appropriate support, greater risk to emotional wellbeing, and reduced opportunities for education, employment, housing stability and community inclusion.

In Solihull, these potential consequences are well understood, which is why significant emphasis is placed on early identification, continuity of relationships and coordinated planning through the Preparing for Adulthood approach. Where transition support is not sufficiently joined‑up, the risk is that planning becomes reactive rather than preventative, with increased pressure on families and statutory services and, in some cases, higher long‑term costs.



	
	2. What is the impact of joint working on an individual’s experience of the transition between child and adult services?

	
	Effective joint working leads to clearer planning, consistent communication and greater reassurance for young people and families. It reduces uncertainty, supports continuity of relationships and helps transition feel managed and purposeful rather than abrupt.



	
	3. Is there available data demonstrating the proportion of young people who are transitioned to primary care management, for example where there is no specific adult service, or they do not meet the requirements for adult services?

	
	Information is recorded within the Council’s social care recording system for all young people referred into the Preparing for Adulthood pathway, including those who do not go on to receive ongoing adult social care support. This includes young people who do not meet adult eligibility criteria, those whose needs are appropriately met through primary care or universal services, and those who choose not to pursue services.

This information is held at an individual record level, enabling practitioners and managers to understand outcomes for each young person and to ensure appropriate advice, information and signposting are provided.



	Appropriateness
	1. Are current guidelines and guidance in this area appropriate for children and young people, and for the health and social care professionals involved?

	
	There is guidance available for young people and families within Solihull via the Council’s website.

The guidance is supported by a video clip explaining the transition process and a range of leaflets supported by pictures providing a summary of the transition process and how this works.

Transitions guidance and information and advice has been co-produced with Solihull Parent Carer Voice to ensure that it meets the needs of families.

In-house guidance supports multi-disciplinary working, and clearly defines the pathway for Preparing for Adulthood.

In terms of national considerations, the points made previously about risks associated with Continuing Care, Continuing Health Care and joint funding arrangements between the NHS and councils continues and would benefit from a national review. This is not specific to transitions situations but may present a particular risk for young people moving through to adult services, in terms of timeliness and appropriateness. 



	Equality and diversity
	1. How are underserved or vulnerable service-user groups, including those with additional needs, considered in the delivery of services under this guidance?

	
	CQC recently assessed how Solihull is meeting its Care Act duties and, in its published findings, recognised the strength of the council’s approach to equity in experience and outcomes, rating this as outstanding. Inspectors noted that “equality, diversity and inclusion were embedded throughout the local authority and throughout practice” and that the Council had a strong understanding of its local population profile and demographics. CQC also recognised that Solihull consistently analyses equality data relating to people drawing on social care and uses this intelligence to identify and reduce inequalities in care and support experiences and outcomes.

Preparing for Adulthood guidance and information published on the Council’s website have been co‑produced with Solihull Parent Carer Voice to ensure accessibility and relevance for families. Materials include clear, plain‑English information, easy‑read versions, visual prompts and an accompanying video explaining transition planning. Practitioners are supported by corporate interpretation and translation services to ensure communication barriers do not prevent access to support or understanding of available options.

The Adult Social Care Directorate also has a well‑established and ambitious Equality, Diversity and Inclusion Plan, alongside a proactive Get Involved approach that specifically targets seldom‑heard groups to support meaningful engagement. This approach includes employing a young person with a learning disability, who actively contributes to the development and testing of accessible materials and who won Young Employee of the Year in 2026.

Service delivery is shaped by person‑centred, strengths‑based and trauma‑informed practice, ensuring that each young person is understood in the context of their individual identity, background and lived experience. This approach supports people from all communities to have their voices heard, their needs appropriately reflected within assessment and eligibility frameworks, and to receive proportionate support, advice or signposting where statutory services are not required.




	FOCUS AREA 3

MEANINGFUL INVOLVEMENT OF CHILDREN, YOUNG PEOPLE AND THEIR CARERS

	Statement of intent 1: Adults' services should take into account the individual needs and wishes of the young person when involving parents or carers in assessment, planning and support. For young people with an education, health and care plan or a care and support plan this must happen, as set out in the Children and Families Act 2014 and the Care Act 2014. NICE NG43 (1.2.22, 2016) 

Statement of intent 2: Offer young people help to become involved in their transition planning. This may be through: peer support, coaching and mentoring, advocacy, the use of mobile technology. NICE NG43 (1.2.11, 2016) 

Statement of intent 3: Involve young people and their carers in service design, delivery and evaluation related to transition by: coproducing transition policies and strategies with them; planning, coproducing and piloting materials and tools; asking them if the services helped them achieve agreed outcomes; feeding back to them about the effect their involvement has had. NICE NG43 (1.1.1, 2016) 

	Resourcing
	1. How are services resourced to take into account the needs, wishes and aspirations of the young person, including during the planning process and after transition?

	
	Meaningful involvement is resourced through a combination of dedicated Preparing for Adulthood capacity, including support worker capacity, established advocacy and participation arrangements, and practice models that prioritise the voice of the young person. From early adolescence, Preparing for Adulthood activity provides time and space for conversations focused on aspirations, goals and future possibilities, rather than solely on service eligibility.

This is further strengthened by access to specialist services that directly support young people’s ambitions, including Solihull’s supported employment offer, which works with people with disabilities and additional needs to identify employment goals, develop skills and sustain paid work. This ensures that transition planning is not limited to care arrangements, but actively supports independence, wellbeing and inclusion.



	
	2. What resourcing is required to enable co-production of transition strategies/policies and provide feedback on the outcomes of the co-produced initiatives?

	
	Co‑production in Solihull is supported through a combination of formal governance arrangements, staffed engagement activity and sustained investment in participation rather than one‑off consultation. Policies and guidance are routinely reviewed, with young people and carers engaged through established forums, including care‑experienced groups and SEND‑specific engagement.

The Adult Social Care Directorate’s Get Involved approach provides a structured mechanism for engaging seldom‑heard groups and feeding lived experience into service design, communication and improvement activity. This enables learning from co‑production to be embedded into practice and provides a clear route for feeding back to participants on how their involvement has influenced services.



	Effectiveness and implementation
	1. How are young people, and their carers, involved in their transition planning and what methods are effective in supporting involvement?

	
	Young people and carers are involved throughout transition planning through a combination of early engagement, shared planning and accessible support. This includes involvement in reviews, assessments and planning discussions, with flexibility around how and where engagement takes place to reflect individual needs and preferences.

Effective methods include:

· Early involvement through Preparing for Adulthood support from age 14

· Advocacy support where required, including independent advocacy

· Use of accessible information, easy‑read materials and visual tools

· Joint working across children’s and adult services to ensure continuity

· Building on existing trusted relationships rather than introducing unnecessary change at transition

These approaches support informed participation and ensure that young people and carers are active partners in decision‑making.



	
	2. What does effective inclusion of young people in the planning and delivery of their transition look like? 

	
	Effective inclusion is characterised by early, purposeful conversations, shared decision‑making and clear feedback loops. Young people are supported to express what matters to them, to understand their options, and to influence decisions about education, employment, housing, health and support. Inclusion is strongest where relationships are consistent, communication is accessible and young people can see how their views shape outcomes.

What is important and valuable is an ethos of continuous improvement - always being curious about what we can do differently and better, and being pro-active in responding to what we find out. 



	Impact and outcomes
	1. What are the impacts of co-producing transition policies and strategies with children and young people?

	
	Co‑produced transition materials are more accessible, relevant and trusted by families. In Solihull, co‑production has led to clearer guidance, improved communication and greater confidence among young people and carers about what transition involves. Importantly, it ensures that services reflect real experiences and priorities, supporting earlier engagement and reducing anxiety at transition points.



	
	2. What does a good transition service look like, and how is an effective transition defined, measured and monitored at both individual and service levels? 

	
	A good transition service is one where young people feel listened to, informed and supported to move forward with confidence. In Solihull, effectiveness is reflected in early identification, continuity of relationships, meaningful involvement of young people and carers, and coordinated planning across agencies.

Effectiveness is monitored through a combination of individual case oversight, performance reporting, audit activity and feedback from young people and families, ensuring that involvement is not only encouraged but demonstrably linked to improved experiences and outcomes.



	Appropriateness
	1. Are the current guidelines for the involvement of individuals and their carers in the transition to adult services appropriate for the needs of young people and services?

	
	Current transition guidance in Solihull is accessible, co‑produced and supported by a range of formats, including written materials and video content. These will be reviewed, led by our Adult Social Care Directorate Get Involved approach to ensure that they remain appropriate.



	Equality and diversity
	1. How are underserved or vulnerable patient groups, including those with special educational needs and disabilities involved in their own transition planning? SEND Code of Practice 0-25 years (8.54, 2015)

	
	Young people and families are involved in a range of meetings linked to transition planning and this includes:

· Looked After Reviews

· Review of Education and Health Care Plans

· Child in Need meetings

We also use NYAS advocacy services and parents, carers and significant others to support young people and via joint visits 

For Adult Social Care, our approach to inclusion of people who may be seldom-heard is detailed above.



	
	2. To what extent are underserved or vulnerable service-user groups involved in co-production of transition policies and strategies?

	
	Young people with SEND, care‑experienced young people and carers are routinely involved in co‑production through established engagement forums and targeted consultation activity. The Get Involved approach ensures that participation is representative and inclusive, and that feedback from underserved groups directly informs policy development, guidance and service improvement.




	FOCUS AREA 4

WORKFORCE AND TRAINING

	Statement of intent 1: Staff receive training in adolescent development, managing long-term conditions and transitional care, such as the Adolescent Health Programme e-learning, as a context for understanding the impact of complex and long-term health needs. OHID You’re Welcome (4, 2023)

Statement of intent 2: Young people who are moving from children's to adults' services have a named worker to coordinate care and support before, during and after transfer. NICE QS140 (4, 2016)
Statement of intent 3: Each health and social care organisation, in both children's and adults' services supporting young people in transition, should nominate: 1 senior executive to be accountable for developing and publishing transition strategies and policies, 1 senior manager to be accountable for implementing transition strategies and policies. The senior executive should be responsible for championing transitions at a strategic level. The senior manager should be responsible for: liaising with the senior executive; championing, implementing, monitoring and reviewing the effectiveness of transition strategies and policies. NICE NG43 (1.5.1-3, 2016)

	Resourcing
	1. Which healthcare professionals form the transition team for young people, and are their roles- including that of the lead healthcare professional- clearly defined? Do staff have sufficient time allocated for their specified roles? 

	
	Responsibility for identifying and resourcing healthcare professionals involved in transition sits primarily with the NHS and the Integrated Care Board. In practice, a range of health professionals are involved in supporting young people approaching adulthood, including learning disability health services, designated and named nurses for children we care for, and mental health practitioners. The local authority understanding of these arrangements is that these roles typically contribute to transition planning as part of wider clinical responsibilities rather than forming a single, discrete transition team.

From a local authority perspective, Solihull works closely with ICB colleagues to ensure that relevant health professionals are involved in transition planning at the appropriate points, particularly for young people with complex needs. While roles are generally well understood within individual services, our experience is that pressures on the wider NHS workforce can affect capacity and the consistency of health involvement at transition. These challenges are addressed through joint planning forums and escalation routes where risks are identified.



	
	2. What is the role of health and social care organisation executives in overseeing the implementation and evaluation of the transfer to adult services?

	
	Strategic oversight of transition arrangements is provided through established senior leadership and partnership governance. In Solihull, this includes the Corporate Parenting Board, which has appropriate seniority and multi‑agency representation, including Adult Social Care, education and health. This provides strategic oversight of care planning, transitions and partnership working for children we care for.

There is also regular strategic liaison between Children’s and Adult Social Care, as well as Public Health, through joint Directorate Leadership Team arrangements and wider system‑level planning forums including the Joint Additional Needs and Disability Management Executive Board. These enable senior leaders to oversee implementation, address emerging risks, and maintain focus on transition as a strategic priority, including receiving a quarterly performance dashboard.



	
	3. Is there any workforce data to demonstrate the required capacity to deliver an effective transition for young people at service level? To what extent is this currently being met?

	
	The Council holds workforce data relating to social workers, managers and Personal Advisors, including staffing levels and vacancy rates. Data is also available on participation in single‑agency and multi‑agency training across Children’s and Adult Social Care. Health partners separately maintain workforce data relevant to their services.

Taken together, this provides assurance that there is sufficient capacity to deliver a coordinated transition service for most young people in Solihull. As with many authorities, capacity pressures do exist, but these are actively managed through prioritisation, management oversight and joint working arrangements.



	Effectiveness and implementation
	1. Are existing training and education in place for staff effective in improving experiences for young people at the point of transition/transfer between services?

	
	Existing training and development activity supports many aspects of effective transition practice, particularly around strengths‑based working, assessment skills, planning and trauma‑informed practice. The local authority also runs a joint learning fortnight on an annual basis, that offers a suite of training and learning and development opportunities for staff across Children’s Services, the Adult Social Care Directorate, and the Public Health Directorate. Established working relationships between Children’s and Adult Services, supported by regular interface meetings, further strengthen staff understanding of roles and processes at transition.

However, transitions remain an area where staff confidence and consistency vary, particularly for those who encounter transition less frequently. This is recognised locally, and strengthening transition‑specific learning and we apply our continuous improvement approach to identifying and rolling out the necessary support and training to address this, through the above arrangements. 



	
	2. How are staff trained to effectively support young people through the transition from child to adult health and social care? What is the standard training offer- is this available to all, and how is this different for staff regularly involved in transitions?

	
	Staff across Children’s and Adult Social Care have access to a core training offer covering assessment, planning, outcomes‑focused practice, trauma‑informed and anti‑racist practice, as well as safeguarding and mental capacity. These foundations support effective work with young people and families approaching adulthood.

Staff who regularly work with transition cohorts develop additional expertise through practice experience, supervision and joint working across services, including bespoke training.

This is complemented by the use of Family Group Conferencing to support planning and draw on family and wider support networks. There is recognition that a more explicit transition‑focused training offer would further support consistency across the wider workforce and options are being considered.



	
	3. To what extent are executives of health and social care organisations exercising their duty to champion transitions at a strategic level?

	
	Transitions are actively considered at a strategic level across the Council and wider partnership through consideration of appropriate papers, outcomes and performance reporting and making appropriate decisions relating to setting direction and approach. Senior leaders participate in governance forums and partnership meetings that consider the needs of specific cohorts of young people and promote early planning. This ensures transitions remain visible within strategic decision‑making and are not treated as a peripheral issue. Visibility in terms of going out on visits to teams, services and other forums has also been important.  



	Impact and outcomes
	1. What is the impact of training and education for staff on their experience, and young people’s experiences, of transitioning between child to adult services? How is this monitored?

	
	Staff working regularly with transition cohorts, such as within Children with Disabilities and Preparing for Adulthood services, report greater confidence, supported by consistency of role and established partnerships- monitored through post-training surveys and individual supervision. Where staff encounter transitions less frequently, confidence can be lower.

To address this, Solihull has introduced internal oversight arrangements, including management‑led panels, to track progress, support decision‑making and ensure plans remain on track. This helps mitigate variation in experience and supports more consistent outcomes for young people.



	
	2. Where staff are not equipped with the right skills, what is the impact on the service, and the young people it serves?

	
	Where skills gaps exist, there is potential for delay, uncertainty or over‑reliance on escalation. This is mitigated locally through strong management support, access to experienced practitioners, and clear processes for joint working. Overall, young people in Solihull experience transitions that are timely and well planned, supported by effective oversight.



	
	3. What is the impact of having named staff members responsible for transitions – for example, a named worker for each individual, a clinical lead and a named executive and senior manager at the organisational level?

	
	Having named Social Workers and a Support Worker, as well as clear accountability supports continuity, trust and clarity for young people and families, however, there are practicalities to consider such as what the cover arrangements are when staff are part time, on holiday, or off sick. Or what happens in a crisis situation which happens outside of the working hours of the named person. This means that wider continuity plans must also be considered. 

In Solihull, a dedicated Preparing for Adulthood function, alongside strong multi‑agency working and cross‑directorate collaboration, ensures that young people are supported by trusted professionals at what can be a complex and stressful time. This significantly improves the experience of transition and supports timely assessment and planning aligned to individual need.



	Appropriateness
	1. Is the level of training and education provided to staff appropriate for the needs of young people at the point of transition?

	
	The current training offer provides a strong foundation, particularly around assessment, planning and strengths‑based practice. However, the need to further strengthen transition‑specific training for staff who are not routinely involved in the process is recognised, and this remains an area for further development.



	
	2. Is there any staff feedback on the utility and suitability of the training provided, or data on the uptake?

	
	Training uptake is monitored and feedback through surveys after training, and supervision discussions, is routinely used to inform future content and delivery. Overall uptake is good, and learning continues to evolve in response to identified needs.



	Equality and diversity
	1. To what extent are staff trained to deliver person-centred care for young people with additional needs, and to support their carers?

	
	There is an increased focus on equality, diversity and inclusive practice across Children’s Services. Work to date includes anti‑racist practice development, dedicated learning events and planned practice weeks. This supports staff to deliver person‑centred, culturally competent care and to work effectively with diverse young people and their families as they transition into adulthood.

As outlined above, the Adult Social Care Directorate has been recognised by CQC for its strong focus on equity in experiences and outcomes. This is supported by an established Equality, Diversity and Inclusion Plan and a clear set of articulated aspirations. Training and workforce development are delivered with this focus, aligned to the Strengths‑Based Practice Framework to support inclusive, person‑centred practice across services.




	FOCUS AREA 5 

ENABLING DEVELOPMENTALLY APPROPRIATE INDEPENDENCE 

	Statement of intent 1: Service managers should ensure there are developmentally appropriate services for children, young people and adults to support transition, for example, age banded clinics. NICE NG43 (1.5.11, 2016) 

Statement of intent 2: Use person-centred approaches to ensure that transition support addresses all relevant outcomes, including those related to education and employment, community inclusion, health and wellbeing, including emotional health, independent living and housing options. NICE NG43 (1.1.4) 

Statement of intent 3: Local authorities are required to maintain a Pathway Plan for every eligible care leaver, setting out how the young person’s health needs- including mental health- will be met. Children Act 1989 as amended by the Children (Leaving Care) Act 2000.

	Resourcing
	1. Are services sufficiently resourced to offer developmentally appropriate provisions, such as age-banded services, and how is this monitored?

	
	Solihull has dedicated capacity across both Children’s and Adult Social Care to support developmentally appropriate planning for independence as young people move towards adulthood. This includes a dedicated Preparing for Adulthood function working closely with Children’s Services, education and health colleagues to ensure early identification and sustained planning from adolescence.

Within Children’s Services, the Children with Disabilities Team works closely with families and partners to promote independence through early preparation, skill‑building and realistic planning for adulthood. These arrangements are supported by strong joint working with Adult Social Care, enabling continuity and avoiding abrupt changes at transition.

Oversight of preparedness and progress is provided through established strategic forums, including the Corporate Parenting Board for young people we care for. In addition, management oversight of all young people aged 16–17 ensures that transition planning remains timely, proportionate and focused on promoting independence rather than simply responding to need.



	
	2. Are services sufficiently resourced to assess need and provide support for the cross-sector outcomes listed in NICE NG43 (1.1.4)?

	
	Assessment and support for outcomes relating to education, employment, community inclusion, health and wellbeing, independent living and housing are delivered through multi‑agency working and a strong emphasis on prevention and strengths‑based practice.

Alongside statutory social care assessment, young people benefit from access to commissioned advocacy, young carers services and wider universal and preventative support. Adult Social Care places a clear emphasis on wellbeing, prevention and delaying the need for ongoing support, ensuring that assessment focuses on maximising independence wherever possible.

This includes access to Solihull’s supported employment service, which works with adults with disabilities or additional needs to identify ambitions, build skills and sustain paid employment with local employers. This ensures that independence planning explicitly includes employment and economic participation, not just care arrangements.



	Effectiveness and implementation
	1. What methods of delivering person-centred transition support have been effective in improving outcomes across the areas listed in statement of intent 2? Are there any methods that have been ineffective and have been discontinued as a result?

	
	Person‑centred and strengths‑based assessment has been particularly effective in improving independence‑related outcomes. Assessments take a holistic view of each young person’s history, strengths, aspirations and support networks, enabling tailored planning rather than standardised pathways.

Effective methods include:

· Early Preparing for Adulthood engagement focused on skills, confidence and future goals

· Use of advocacy where required to support meaningful participation

· Integration of employment, housing and community options into transition planning

· Continued emphasis on prevention, reablement and informal support before formal care

No specific approaches have been discontinued; instead, practice has evolved to strengthen independence‑focused planning as young people approach adulthood.



	
	2. What methods of service design and delivery have been effective in ensuring that transition provision is developmentally appropriate, including being responsive to young people’s developmental stage, maturity and readiness for independence? Are there any particular methods of service design which have been ineffective and discontinued?

	
	Close alignment between Children’s Services and Adult Social Care has been central to delivering developmentally appropriate support. A dedicated Preparing for Adulthood Team, joint assessments and shared planning frameworks ensure that support reflects a young person’s stage of development, maturity and readiness, rather than age alone.

Children are referred to transition planning arrangements from age 14, or as soon as they are known later, enabling needs and aspirations to be reviewed over time. Adult Social Care’s strengths‑based model, alongside preventative services such as reablement, supported employment and community‑based support, reinforces a focus on progression and independence.



	
	3. To what extent are local authorities fulfilling their duty to provide ‘Pathway Plans’ for children in care as they approach adulthood, in accordance with the Care Leavers (England) Regulations 2010? How is this monitored?

	
	Solihull fulfils its statutory duties to care leavers through dedicated services and clear Pathway Planning arrangements. Personal Advisors are allocated from age 16, and a Needs Assessment is completed prior to this to inform planning.

Pathway Plans explicitly address health, mental health, emotional wellbeing, accommodation, education, employment and relationships, and are reviewed regularly with management oversight. Performance is monitored through senior leadership forums, audit activity and routine performance reporting, showing an improving and generally strong position.



	Impact and outcomes
	1. What evidence is there that developmentally appropriate transition support improves safety and independence-related outcomes after entry to adult services?

	
	Evidence from practice, including case file audits, indicates that early and developmentally appropriate transition planning supports greater stability, reduced risk and improved independence. This includes smoother transitions for young people we care for, supported by early allocation of Personal Advisors and integrated planning across services.

Assessments explicitly address safety, independence and risk, with additional strategic oversight for young people identified as vulnerable to exploitation, going missing or presenting with higher‑risk needs.



	
	2. Across education and employment, community inclusion, health and wellbeing, independent living and housing options, are there areas which require more or better guidance to enable effective transition? 

	
	Overall partnership working supports effective transitions across education, employment and housing. Within Children’s Services, specialist posts support accommodation, education, employment and training for care‑experienced young people, with strong links to Adult Social Care and employment support.

Where challenges arise, they often relate to cross‑border placements or differing local processes, rather than gaps in guidance. Personal Advisors and practitioners demonstrate strong knowledge of local and emerging provision, supporting timely signposting and progression.



	
	3. What evidence is there that the use of ‘Pathway Plans’ improves care leavers' access to appropriate health and mental health support and contributes to better outcomes in adult life? 

	
	Solihull has a dedicated Care Leaver service and access to targeted emotional health and wellbeing support, including LATCH for children we care for and care‑experienced young people. Pathway Plans place a clear emphasis on mental health and emotional wellbeing and are subject to line management oversight.

Internal audit and inspection evidence shows that Pathway Plans are of good quality, aspirational, and effective in supporting access to appropriate health and mental health services. Support is available up to age 25, ensuring continuity beyond early adulthood.



	
	4. What are the consequences when transition support is absent or inconsistent?

	
	National evidence demonstrates that where transition support is absent or inconsistent, young people and families can experience increased uncertainty, anxiety and disruption at a critical stage of life. This can lead to poorer outcomes, including delays in accessing appropriate support, greater risk to emotional wellbeing, and reduced opportunities for education, employment, housing stability and community inclusion.

In Solihull, these potential consequences are well understood, which is why significant emphasis is placed on early identification, continuity of relationships and coordinated planning through the Preparing for Adulthood approach. Where transition support is not sufficiently joined‑up, the risk is that planning becomes reactive rather than preventative, with increased pressure on families and statutory services and, in some cases, higher long‑term costs.

Recognising these risks informs local practice and governance, reinforcing the importance of maintaining a consistent, strengths‑based and proactive approach so that young people experience transition as a planned progression into adulthood, rather than a point of instability.



	Appropriateness
	1. How far are current approaches to promoting independence tailored to developmental stage and individual circumstances, compared to standard age-based assumptions?

	
	Independence planning in Solihull is tailored to individual circumstances, taking account of developmental stage, trauma, capacity, family networks and individual goals. Adult Social Care operates a strengths‑based model focused on promotion of wellbeing and independence.

For some young people, this includes short‑term accommodation or supported housing options post‑18, alongside access to training flats that support progression towards more independent living at a pace appropriate to the individual.



	
	2. How is the model of independence appropriately adapted for young people who will continue to require substantial support in adult life?

	
	For young people who will require substantial ongoing support, assessments focus on maximising independence within the context of continuing need.

This includes identifying areas where skills can be developed, risks reduced and quality of life improved, rather than assuming static dependency. Again, this is all based on individual circumstances.



	Equality and diversity
	1. How far do services adapt support for independence to the differing needs and circumstances of distinct groups of young people? 

	
	Services adapt independence planning to reflect individual identity, background and need. While there is strong provision for neurodivergent young people, there is ongoing work to further strengthen culturally responsive approaches as diversity in Solihull increases, and to ensure independence support is equally ambitious for all groups.



	
	2. What evidence is there that some groups are less likely to receive appropriate or sufficiently ambitious support for independence, and why?

	
	Most young people receive appropriate and ambitious support for independence. However, external factors such as late presentation, service sufficiency and immigration or asylum processes can affect outcomes for some groups, particularly separated children, limiting access to housing or employment opportunities despite effective planning.




	FOCUS AREA 6 

PROMOTING EQUITY ACROSS THE TRANSITION

	Statement of intent 1: The service provides publicity material specifically on transition to adult services that is accessible for everyone such as in different languages or for young people with or without disabilities. This is youth-friendly, and uses age-appropriate language and images for the age and ability of the young person. OHID You’re Welcome (8, 2023)
Statement of intent 2: Service managers should ensure a range of tools is available, and used, to help young people communicate effectively with practitioners. These may include, for example: ways to produce a written record of how a young person communicates, for example, communication passports or 1‑page profiles; ways to help the young person communicate, for example, communication boards and digital communication tools. NICE NG43 (1.2.12, 2016)  



	Resourcing
	1. Do services have the capacity and funding to deliver on these statements of intent for young people with additional needs?

	
	Solihull has dedicated capacity within both Children’s Services and Adult Social Care to support equitable transition planning for young people with additional needs. This includes Preparing for Adulthood activity, specialist children’s teams, advocacy provision and access to a range of community and preventative services that support inclusion and participation.

For young people, these arrangements provide the capacity required to deliver accessible information, person‑centred planning and appropriate support across the transition period. As in all systems, there are occasions where demand exceeds immediate capacity, particularly for specialist mental health support where triage and waiting systems operate. These pressures are actively managed through prioritisation, partnership working and early identification to mitigate impact.

As part of Solihull’s wider commitment to equity, there is ongoing evaluation of the transition offer to ensure it continues to respond effectively to young people’s individual needs, backgrounds and experiences.



	
	2. Do all staff involved in transition services receive training that is culturally competent based on local population needs?

	
	Equality, Diversity and Inclusion training is mandatory for all council staff. Cultural competence and inclusive practice are recognised priorities across Children’s and Adult Social Care.



	Effectiveness and implementation
	1. How effective are services in addressing the specific needs of young people as individuals?

	
	This is an area of strength in Solihull. Transition planning is grounded in individualised assessment, building on the young person’s history, identity, aspirations and circumstances rather than applying uniform pathways. This applies across both Children’s Services and Adult Social Care and is reinforced by strengths‑based and relational practice. As outlined above, CQC gave positive feedback on strengths-based practice across Adult Social Care.

To further strengthen equity, work continues within commissioning and with partners to ensure that services are responsive to differences in ethnicity, culture, sexuality, disability and experience, and that inequalities in outcomes are actively identified and addressed.



	
	2. To what extent are services providing the right tools to ensure that all young people can communicate their needs?

	
	Services provide a range of communication tools and approaches to support young people to express their views and needs. Practitioners are supported to adapt their communication style, drawing on easy‑read materials, visual prompts, digital tools, interpretation and translation services, and advocacy where needed.

Trauma‑informed and relational practice underpins this approach, enabling practitioners to tailor communication to the young person’s abilities and preferences. While practice is generally effective, ensuring consistent access to the full range of communication tools remains an ongoing focus, particularly as needs become more complex or diverse.



	
	3. To what extent is data recorded and monitored for effectiveness and quality of the transition for individuals from underserved patient groups, or with protected characteristics?

	
	A range of data is routinely recorded and monitored across Children’s and Adult Social Care, including information relating to disability, ethnicity, care experience, pathway planning and transition to adult services. This supports oversight of both individual outcomes and broader equity considerations. CQC highlighted use of data relating to protected characteristics as an area of strength within Adult Social Care.

Data is reported regularly to senior leadership forums and used alongside qualitative information from audits, reviews and engagement activity to identify trends, risks and areas for improvement. Transition tracking from early adolescence further supports visibility and planning for young people who may be at greater risk of disadvantage.



	Impact and outcomes
	1. What is the impact of the provision, or lack of provision, of person-centred care for individuals with additional needs?

	
	Where person‑centred care is delivered effectively, young people are more likely to feel heard, supported and confident in their transition to adulthood, with care and support arrangements that promote independence and positive outcomes.



	
	2. What is the impact of comprehensive data collection and usage for young people with additional needs and/or protected characteristics? 

	
	Comprehensive data collection supports a clear understanding of local population needs, enabling informed commissioning, resource allocation and service design. It also helps identify disparities in access, experience or outcomes, allowing targeted action to reduce inequality.

Early transition planning data, including the use of a transition tracker, further strengthens this position by supporting proactive rather than reactive responses.



	Appropriateness
	1. How appropriately are health and social care services providing tailored care to individuals with additional needs?

	
	Health and social care services in Solihull work within robust commissioning and governance arrangements, supported by strong partnership working across Children’s Services, Adult Social Care and health colleagues, including learning disability and mental health services.

Care plans and support packages are routinely reviewed to ensure they remain appropriate to changing circumstances and continue to reflect the individual’s needs, goals and wellbeing.



	
	2. To what extent are services able to accommodate different communication needs for individuals with communication difficulties?

	
	Assessments and planning explicitly consider communication needs and the adjustments required to support effective engagement. This includes access to interpretation, advocacy and adapted communication methods.

Given the growing diversity of need across the population, this remains an area of ongoing focus to ensure that commissioned services are consistently aligned to local requirements and that communication barriers do not create inequity in access or outcomes.



	Equality and diversity
	1. How are underserved or vulnerable patient groups considered in the planning, strategy and delivery of transition services?

	
	Transition processes take into account a wide range of factors, including lived experience, identity, vulnerability and aspirations. Planning is sensitive to individual circumstances and seeks to promote equity by recognising where additional support or flexibility is required.

There is further work underway to strengthen how feedback and learning from young people and families is systematically used to inform strategy, commissioning and service development.



	
	2. What extra data is captured for young people with additional needs, specifically those at the intersection of different protected characteristics?

	
	Data is collected across multiple domains, including age, disability, ethnicity, care experience and pathway planning, supported by transition tracking arrangements. This is complemented by data held by health, education and commissioned partners, enabling a fuller system‑wide understanding of young people’s experiences and outcomes.
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