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   Health & Social Care Committee’s Expert Panel


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) 
[bookmark: _Int_m1JN335b]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?

	
	Specific transition team at Trusts is beneficial to aid an understanding of child’s specific individualised needs and how children and adult services may differ or align in meeting these needs. This resource can pull on other services to enable an MDT approach where required to support individuals with the transition process where they are supported by a number of teams (it is recognised that this is not in place across all Trusts).
An understanding of children referred to services awaiting diagnosis; any delay in diagnosis could impact on the start of transition processes depending on local pathways, service criteria of adult services and the needs of the young person.  .

	
	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?

	
	Anecdotally we have been informed that Local Authorities are not sufficiently resourced. Presently local authorities are only involved with children in care or those with social care planning needs, local authorities do not tend to be involved in transitions involving health.

	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?

	
	


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

	
	


	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)?

	
	


	
	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)?

	
	


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

	
	


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

	
	Early planning for transition is based on individual need; transition tends to be better planned for those already accessing and supported by services who have a better understanding of need and are more receptive to transition.

	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?

	
	





	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? 

	
	Ensuring there is sufficient resource to manage joint commissioning / working approaches enables effective oversight; key to this is adequate staff, pooled budgets, integrated digital care records and aligned priorities.
Jointly commissioned services don’t always work together; there is a clear need for co-operation and understanding across sectors to ensure a holistic approach to needs. 
Clear lines of responsibilities and expectations are required; ensuring that services are person centred.

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

	
	A gap analysis is not planned at this stage.
Work will commence to understand the transition process for Diabetes in line with the Transformation Programme but this has not yet commenced.

	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?

	
	This is not streamlined at present, lacks responsibility and accountability at the point of transition. Some patients are reaching crisis point prior to accessing the support they need.
Additionally the commissioning of services is not co-ordinated across children and adult services, this is particularly noticeable in local authority services. Often this results in silo working and considerations made in isolation as management is via different teams.

	
	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?

	
	Staffordshire has a shared vision and principles for joint commissioning, aimed at enhancing the outcomes and life chances of children and young people.  These principles focus on – person centred, effective communication, collaborative efforts, consistent practice, continuous improvement and integrated commissioning.

	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?

	
	Deterioration in health / wellbeing of individuals due to people falling through gaps and unable to receive the support they need / require.
Lack of service provision to support with the identified needs.
Management of parent’s expectations; not as streamlined and smooth as would expect causing additional stress and anxiety.

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

	
	Improved co-ordination of services reducing fragmentation and disengagement by the individual. Continuity of care so that children feel more supported and in control with the health and wellbeing needs effectively managed.
Clear points of handover to ensure that individuals do not fall through the gaps as they transition from paediatric services.

	
	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? 

	
	


	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?

	
	The NICE guidelines in relation to autism are currently out of date.


	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?

	
	




	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?

	
	Across Staffordshire a number of providers are signed up to the Co-production promise; this ensures shared commitments to improve the experience of support as well as the outcomes from that support for families. 

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

	
	


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

	
	


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

	
	Involvement at all stages of the process to ensure approaches address all aspects of their life.
Listen to the child, not just the parent voice, through active involvement in meetings and reviews rather than merely being talked about.
Transitions are treated as ongoing processes rather than a single sudden event, children are able to have choice and control.

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

	
	Children feel heard, included and listened to giving them a meaningful voice in the transition process. They feel more involved and in control – ‘done with not to’
Results in tangible actions.
Children have increased confidence in navigating the system.

	
	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? 

	
	


	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?

	
	No, stronger guidelines required and capacity for people to complete.


	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)

	
	The voice of child is currently captured as part of annual reviews for those with an Education Health Care Plan, this would include transition.

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

	
	





	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? 

	
	


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

	
	


	
	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?

	
	


	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?

	
	


	
	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?

	
	


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

	
	


	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?

	
	


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

	
	


	
	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?

	
	


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

	
	


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

	
	


	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?

	
	





	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?

	
	


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

	
	


	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?

	
	


	
	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?

	
	


	
	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?

	
	


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

	
	


	
	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? 

	
	


	
	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? 

	
	


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

	
	


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

	
	


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

	
	


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

	
	


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

	
	





	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?

	
	


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

	
	


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

	
	


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

	
	


	
	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?

	
	


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

	
	


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

	
	


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

	
	


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

	
	


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

	
	


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