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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)

HYPERLINK "https://www.nice.org.uk/guidance/qs140/chapter/Quality-statement-1-Planning-transition"  

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.

HYPERLINK "https://www.legislation.gov.uk/ukpga/2014/23/part/1/crossheading/transition-for-children-to-adult-care-and-support-etc/enacted" 

HYPERLINK "https://www.legislation.gov.uk/ukpga/2014/23/part/1/crossheading/transition-for-children-to-adult-care-and-support-etc/enacted"Care

HYPERLINK "https://www.legislation.gov.uk/ukpga/2014/23/part/1/crossheading/transition-for-children-to-adult-care-and-support-etc/enacted" 

HYPERLINK "https://www.legislation.gov.uk/ukpga/2014/23/part/1/crossheading/transition-for-children-to-adult-care-and-support-etc/enacted"Act 2014 (Section 58)

HYPERLINK "https://www.legislation.gov.uk/ukpga/2014/23/part/1/crossheading/transition-for-children-to-adult-care-and-support-etc/enacted" 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. 

HYPERLINK "https://www.legislation.gov.uk/ukpga/2014/23/part/1/crossheading/transition-for-children-to-adult-care-and-support-etc/enacted"Care Act 2014 (Section 66)

HYPERLINK "https://www.legislation.gov.uk/ukpga/2014/23/part/1/crossheading/transition-for-children-to-adult-care-and-support-etc/enacted" 

	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? 

	
	It does not apply for this service (see info below)

	
	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? 

	
	The MPFT transitions support service (Transitional Care Team) specifically relates to mental health transitions from childrens MH to adult MH services, and primarily the support commences from the age of 16yrs - 25yrs.

Where young adults have a need for MH support in adult services, the transitions service participates in multi-agency meetings with social care and CAMHS; to ensure the young adult is readied for transition. 

This fits into ongoing care/pathway planning needs and ensures the young adult is being supported to make decisions about their care, whilst preparations for adulthood activities can also be thought about and supported.

 

	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? 

	
	The transitions service does not support from year 9. 

With MH transitions, CAMHS services identify those young people that will require support to adult MH services. There is a monthly transitions meeting where the panel is made up from adult MH service clinicians from different teams, and this is an open dialogue consultation space between childrens and adult MH team colleagues to explore suitability, readiness, and most appropriate service for referrals to go to. 

Consent for onward support is also confirmed from the young adult at this stage also. 

This space is also where discussions about those young adults who do not meet the criteria for adult MH services, take place; but who still have a need for emotional/MH support. It is a space for discussing a young adult where their needs are not clear or where they are very complexed, and the CAMHS clinician/Consultant are unsure of the most suitable plan moving forward for them.  


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

	
	The Transitional Care Team at MPFT has been operational since March 2025. 

The service has formed robust relationships with teams in both childrens and adult MH services; making them aware of the NICE guidance and expectations around transition, and in also holding a CAMHS-Adult MH away day to explore the historical challenges and develop new pathways to avoid the development and maintenance of gaps between services. 

The importance of transitions services has become evident particularly where there are unexpected circumstances that impact on the ability for seamless transition, and risk gaps developing like with the sickness of the named workers, or waiting lists in the adult service meaning allocating the named worker is delayed, or the adult service feels a referral is not for their service, but another adult MH service does not feel it is theirs either. 

CAMHS trying to discharge due to pressures of waiting lists before transition over to adults has been completed, and these are just a few examples of where gaps in the transition journey can develop.

The transitions service acts as an advocate for the young adult to ensure that services are not forgetting their commitment to them and ensure they follow the NICE/NHSE guidance around transitions and importance in having a seamless transition. 

A good transitions service has oversight of any gaps and are best placed to ensure services involved; deliver better outcomes and bring this to everyone’s attention, so the transition can continue as planned and as agreed with the young adult.

The transitions service has successfully prevented gaps from developing for young adults with their transition, and/or escalated matters for action with managers where there was potential for ‘gaps’ to be created. 

 

	Impact and outcomes 
	1. How is the transition support strengths-based, focusing on what is positive and possible for the young person 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "support-before-transfer"
NICE NG43 (1.1.3, 2016)

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "support-before-transfer"
? 

	
	The transitions service developed the Thrive Guide in participation with young people which is underpinned by the NICE guidance for transitions. 

It is very much a tool that promotes the young adult’s decision making and strengths. 

The care plans that are undertaken with the young adult are goals driven, and these are their person-centred goals which form part of their transition journey, which they are supported to achieve with the transitions team. 

It is recognised that as part of the transitions process, the evidence suggests that other transitions might also be occurring around the same time and is suggestive that additional support is also required which could impact on MH and the success of transition. 

Aspects such as education, leaving care, or accommodation worries etc, require a person-centred approach whilst support is focussed on their needs and abilities.

Young adults are met in areas where they feel comfortable and support is based around their care and wishes. 

It was also recognised that young adults are less likely to have an experience of recovery given their age, so there are lived-experience workers in the transitions service to give that sense of hopefulness, and a belief there can be a life beyond their MH.



	
	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

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
(1.2.3, 2016)

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
? 

	
	Some transitions do occur at 17.5 yrs leaving a very good and well-paced 6 months for transition and readiness for adulthood activities.

The transitions service also meets the NICE guidance recommendation for transition support to be offered even close to or just after the 18th birthday. 

The service is very flexible in the support offered as it is known that young adults do not always fit into service thresholds neatly, and therefore risk not being able to access services for this reason.

Adult MH services will consider individual needs of young people to transition at 17.5yrs, and on occasion of complexity on a case-by-case basis; a little earlier.

The general experience observed is that demand for services and waiting lists in adult MH services (not Talking Therapies) is such; that there remains a challenge in being able to offer needs driven access to adult MH services.



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

	
	Statement of Intent 1 - Does not apply to us due to the age remit of our service.

Statement of Intent 2 – Unable to answer for the Local Authority.



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

	
	The current expectations on timeliness and pace of transition are appropriate. 

The transitions team do not have a waiting list as transitions support must be timely, so when identified for transition; the young adult is not suspended in the transition space by a waiting list for allocation to the transitions team. 

If support is not timely, this can then create delays in commencing transition and timely introductions to adult MH services, delay offers of support with care navigation and preparation for adulthood activities; thus, creating a risk of further and un-necessary anxiety for the young adult and at worst, disengagement from the entire process and service being transitioned to. 

 

	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 Transitional Care team do not have specific criteria to access the service; outside of its function being for children to adult MH services transitions and the age range being 16-25 years. 

Outside of that any referred young adult who needs support from the team will have access to it regardless of protected characteristics, gender, ethnicity etc. 

The only transitions not supported are with Early Intervention for Psychosis & Eating Disorders transitions, as they have their own protocols and pathways in place for transferring care from childrens to adult MH services. 

Monitoring is via the wider Trust EDI service, reporting taken from patient records and referral forms, ethnicity and status such as neurodivergent or care leavers are noted. This will allow for the capture of data when audits are undertaken, where the service may want to observe the transition journey for these groups from one service to another.

 


	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 

HYPERLINK "http://www.legislation.gov.uk/ukpga/2014/6/contents/enacted"Children and Families Act

HYPERLINK "http://www.legislation.gov.uk/ukpga/2014/6/contents/enacted" 

HYPERLINK "http://www.legislation.gov.uk/ukpga/2014/6/contents/enacted"2014

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "supporting-infrastructure"
.

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "supporting-infrastructure"
 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "supporting-infrastructure"
NICE NG43

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "supporting-infrastructure"
 
(1.5.9, 2016)

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "supporting-infrastructure"
 
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

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "supporting-infrastructure"
-

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "supporting-infrastructure"
8, 2016)

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "supporting-infrastructure"
 

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

	
	There is a Transitions Steering group in place that functions cross locality, where managers from different Trusts, SEND/LD, and Social Care colleagues sit whom also have transition services, to explore some uniformity and understanding how transitions services are delivered. 



	
	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 was not indicated but it can be assumed that the gaps were understood hence 

MPFT funding the development of the Transitional Care Team from Transformation funding.

Gaps were discovered when the transitions team became operational, and when that need was identified, the team agreed to extend their remit to have more of a ‘fit’ around needs, rather than asking the young adult to fit around a service. 

It also met the guidance of offering interventions for those young adults that may not meet the criteria for secondary MH care but do still have needs. 

Although not measured yet, it is hoped this will have a positive impact on reducing young adults subsequently re-accessing adult services in crisis; and improving the young adult’s ability to access adult MH services in an appropriate and timely way when ready.

 

	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? 

	
	 Unable to answer this question.

 

	
	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? 

	
	 Unable to answer this question.

	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? 

	
	 Unable to answer this question.
 

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

	
	This results in a smooth transition with the young person’s anxiety being held with the network and jointly worked with. 

There is progression beyond transition with support re accommodation, education, voluntary and activity-based interventions, which also support the transition feeling less like walking on a tightrope. 

All services are aware of their responsibilities towards the transition journey and support the commitment to the young adult to ensure their wishes and feelings have been heard throughout the journey. Where there are hiccups in that journey for any reason, collaborative working and communication allows for earlier identification and interventions being put in place to ‘hold’ the young person in that safe space, until issues can be resolved if they occur. 

 

	
	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?  

	
	This service has a remit for supporting young people with a ‘warm handover’ to primary care services; (where there are introductions to local GP services, support learning about making GP appts or getting prescriptions etc). 

Unfortunately, the transitions team do not seem to have many of these referrals from CAMHS although it has always been a service offer. It is something that can be re-visited with CAMHS.

 

	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? 

	
	Unable to answer for all services, but for mental health transitions the guidance appears appropriate.

 

	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? 

	
	This is as mentioned previously

 


	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 

HYPERLINK "http://www.legislation.gov.uk/ukpga/2014/6/contents/enacted"Children

HYPERLINK "http://www.legislation.gov.uk/ukpga/2014/6/contents/enacted" 

HYPERLINK "http://www.legislation.gov.uk/ukpga/2014/6/contents/enacted"and Families Act 2014

HYPERLINK "http://www.legislation.gov.uk/ukpga/2014/6/contents/enacted" and the 

HYPERLINK "http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted"Care Act

HYPERLINK "http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted" 

HYPERLINK "http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted"2014

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
. 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
NICE NG43 (1.2.22, 2016)

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
  

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. 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "support-before-transfer"
NICE NG43 (1.2.11,

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "support-before-transfer"
 
2016)

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "support-before-transfer"
  

Statement of intent 3: Involve young people and their carers in service design, delivery and evaluation related to 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/recommendations" \l "transition"
transition

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/recommendations" \l "transition"
 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/recommendations" \l "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. 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "overarching-principles"
NICE NG43 (1.1.1, 2016)

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "overarching-principles"
  

	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? 

	
	The Transitional Care Team have a budget for their activities and service development.

Unable to answer further.



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

	
	It would be assumed there would need to be access to participation and young adult’s/care leavers groups/services, to ensure there is co-production and oversight with the development of service materials, policy, and service plans.


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

	
	The transitions team have developed the Thrive Guide which is effectively the transitions passport, developed in co-production with young adults and based on the NICE guidance for transitions. 

It is the tool where young adult’s views about their care and wishes for the onward journey are captured, and it covers the periods at the beginning, during, and the end stages of transition. 

CAMHS are encouraged to complete the front-end stage with the young person, and the transition’s worker will support completion of the rest of the document journey to the end, in collaboration with the onward service. 

The team have goals driven outcomes which are defined by the young adult, and the transitions service worker will support achievement to pursue and complete those goals. 

All the materials used in the service, flyers, leaflets etc have all been co-produced/designed by/with young adults. 

The transitions team have a support for carers/parents offer, where they are supported to think about their child’s transition needs, differences in services, developing their parenting skills to support consistent regulation of their child’s mental health, anxiety management and self-regulation. They can opt to take up this offer if they might find it useful, and some parents have made use of this additional and specific support for them. 

 

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

	
	Listening to their views about what they want the transition to look like and supporting access, from preferences about named worker in adults, understanding the proposed care plan, the journey, the support on offer re accommodation, preferential locations for meetings, whether additional support is initially needed to support attendance to appointments etc. 

It is very wide reaching but is essentially where the young adult is at the forefront of decisions about their care, and the transitions services will guide them to making best choices and support accommodation for those wishes to become reality.

 

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

	
	Challenges with getting non-clinical persons to understand clinical realities/implications, may cause clashes of opinion about what can be achieved, especially if there are impacts around funding or staffing.

These challenges do not remove the importance for still having co-production in all areas, if those realities to achieve outcomes are clearly defined, for example, the financial climate and ability to fund certain activities or develop services in a way that would be the ideal.

 

	
	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 should be underpinned by the NICE guidance and evidence base on transitions, a service where there is active delivery on that guidance and have ability to deliver in a timely way so as not to create delay for transition commencement. 

There needs to be an effective tool to support and guide the young adult on their transition journey, with a commitment to enforce that the young adults voice is key and should be at the centre of care planning, also with them being fully aware of each step of their journey. Consent is understood about what parent/carer involvement might look like post transition, the young adult’s preferences are understood; transitions services have good relationships with CAMHS and Adult MH services, in addition to wider services voluntary and statutory. 

A transitions team that can act as advocates between services to ensure the importance of the young adult’s transition, and issues around potential gaps in transition are identified and challenged. 

Parent/carer support is also an offer whilst additionally having lived experience staff as part of the team who can help young adults who may not have had an experience of recovery yet; can offer support in seeing that life beyond MH is possible by example. 

NHSE (not mandated) recommends support to care leavers and University students which should be part of a transitions service offer, given the documented evidence of vulnerabilities in these groups with their MH.

 

	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? 

	
	In the transitions service they are. 

The parent/carer offer is separate and there is no discussion about the young adult and their work with a clinician. None of that information is shared. 

The focus of work is only what the parent/carer brings to the meeting to support them to further support their child’s MH and transition to adult services, alongside managing their anxieties that might come with that move.

Young adult’s consent to their parents/carer’s involvement in the transition, and the transitions team often work alongside parents and carers, alongside the young adult.

 

	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? 

HYPERLINK "https://assets.publishing.service.gov.uk/media/5a7dcb85ed915d2ac884d995/SEND_Code_of_Practice_January_2015.pdf"SEND Code

HYPERLINK "https://assets.publishing.service.gov.uk/media/5a7dcb85ed915d2ac884d995/SEND_Code_of_Practice_January_2015.pdf" 

HYPERLINK "https://assets.publishing.service.gov.uk/media/5a7dcb85ed915d2ac884d995/SEND_Code_of_Practice_January_2015.pdf"of Practice 

HYPERLINK "https://assets.publishing.service.gov.uk/media/5a7dcb85ed915d2ac884d995/SEND_Code_of_Practice_January_2015.pdf"0

HYPERLINK "https://assets.publishing.service.gov.uk/media/5a7dcb85ed915d2ac884d995/SEND_Code_of_Practice_January_2015.pdf"-

HYPERLINK "https://assets.publishing.service.gov.uk/media/5a7dcb85ed915d2ac884d995/SEND_Code_of_Practice_January_2015.pdf"25 years

HYPERLINK "https://assets.publishing.service.gov.uk/media/5a7dcb85ed915d2ac884d995/SEND_Code_of_Practice_January_2015.pdf" (8.54, 2015)

HYPERLINK "https://assets.publishing.service.gov.uk/media/5a7dcb85ed915d2ac884d995/SEND_Code_of_Practice_January_2015.pdf" 

	
	From 16-25 yrs, reasonable adjustments are supported to ensure the Thrive Guide and any other aspects of transition delivery are still achieved.

 

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

	
	In the initial development of the service there was co-production from young people, parents/carers and clinicians from both CAMHS and adult MH services.

 


	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

HYPERLINK "https://url.uk.m.mimecastprotect.com/s/WTvACjZpltjQVXqWTWf0SmqDdm?domain=e-lfh.org.uk/"-

HYPERLINK "https://url.uk.m.mimecastprotect.com/s/WTvACjZpltjQVXqWTWf0SmqDdm?domain=e-lfh.org.uk/"learning

HYPERLINK "https://url.uk.m.mimecastprotect.com/s/WTvACjZpltjQVXqWTWf0SmqDdm?domain=e-lfh.org.uk/", as a context for understanding the impact of complex and long-term health needs. 

HYPERLINK "https://www.gov.uk/government/publications/establishing-youth-friendly-health-and-care-services/youre-welcome-establishing-youth-friendly-health-and-care-services" \l "standard-8-supporting-young-peoples-changing-needs"
OHID You’re Welcome

HYPERLINK "https://www.gov.uk/government/publications/establishing-youth-friendly-health-and-care-services/youre-welcome-establishing-youth-friendly-health-and-care-services" \l "standard-8-supporting-young-peoples-changing-needs"
 (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)

HYPERLINK "https://www.nice.org.uk/guidance/qs140/chapter/Quality-statement-4-Named-worker" 
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

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "supporting-infrastructure"
-

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "supporting-infrastructure"
3, 2016)

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "supporting-infrastructure"
 


	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?  

	
	Young Peoples MH Pathway Lead and lead for the Transitional Care Team. Active involvement in ensuring transitions follow the guidance, reducing risks of young adult’s falling thorough gaps in services, deliver parent support, support services to improve transitions pathways, ensure services are delivering on expected commitment and that the transitions service are delivering. 

Supporting Transitions and Adult Readiness (STAR) workers, undertake the interface work with the young adults, care navigation, support with other areas of transitions that are occurring such as with accommodation, education, apprenticeships, and also delivering that support where there are those young adults who do not have an onward need for adult MH, but still have a need for support otherwise their MH might deteriorate. They also deliver the drop-ins to university students and care leavers as NHSE recommends support for these groups. 

Senior Peer support and Peer Support workers help young adults to understand recovery is achievable, and support where there are complex needs where dis-engagement is higher, to promote continuing engagement in services.

The transitions team have been in their first transitional year and referrals are building. The service has a broad offer and there are plans for further developments; however, transition remains the focus of service delivery and need for a timely offer, so once a young adult is identified for transition they are allocated expediently for support to commence.

 

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

	
	 Unable to answer.

 

	
	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? 

	
	Unable to answer at this stage. 

The service has been designed based on the evidence for transitions and the large geography of South Staffs to cover. It is also based on the additional and planned other service delivery plans that will support improvement of MH outcomes and reductions in the need to access crisis services for the 16-25 age group.

Currently the needs are being met, although it is appreciated that it has taken some time for people to understand and then begin using the service as designed.



	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? 

	
	Unable to answer for all services, but for the transition’s team yes, and continue to seek training that will support the team in the delivery of their transitions support.

 

	
	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? 

	
	There is no standard training offer at this stage. 

Most STAR worker have been recruited where they already bring a wealth of experience working with young adults, they have extensive youth-based experience and support delivery or working in mental health services, so a lot of those vast skills and experience are brought with them. 

Now that the team have moved past the first year, plans are for person-centred training, trauma focussed support training, and MH based training such as Structured Clinical Management (SCM) which helps support those young adults with complex emotional needs, which has recently been undertaken by most of the team and which could feature as a standard training offer once completed, if the team agree.

 

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

	
	Unable to answer.

 

	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? 

	
	The transitions team are at the start of specified training for the staff, so it is currently difficult to answer this question.

Training that has been undertaken thus far has been integrated and developed into thinking and practice, increasing confidence in the workforce to apply those learned skills.

Various MH or emotionally based training has been done via courses at the Recovery College, so they are varied, as individuals have chosen those courses where there are interests. 

Supervision of staff is where additional discussions about training or needs can also be highlighted.



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

	
	The staff in the transitions service are skilled.

It is possible without adequate skills that there is a risk related to poor transitions experiences for young adults, disengagement from services, risks of re-engaging with services in crisis due to deteriorations in MH, young adults feeling unheard and unsupported, thus feeling less able to progress into adulthood.

 

	
	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? 

	
	It is important to have named staff members for transitions, as there will be issues which occur that will need clarity to maintain effective transition or minimise adverse impacts on the young adult. 

The ability to escalate where transitions become stuck and being able to progress movement is key. Having named staff means that discussions can be highlighted to those relevant individuals.

Named staff can facilitate transitions discussions between services and build pathways to improve the experience for the young adult and families; and manage repeated challenges between services so they are not constantly frustrating teams. 

Overall, named individuals can promote the need for following the recommended guidance and improve the transition experience for the young adults.

Unable to answer as to the benefits of having a named executive and senior manager at an 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? 

	
	Yes currently, but there are plans to further enhance skills and training given the transitions service has been in its first transitional year.



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

	
	Feedback has been verbally via supervision and in team meetings where the team share training for learning. Staff will explore the merits and benefits of training for individual staff, or for supporting work with the young adults.

	
	 

	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? 

	
	Person-centred care is an expectation driven by the transitions team practice, written in the SOP, and expectation of delivery is monitored via supervision where that expectation is further driven. 

It is a basic standard of intervention in addition to its standard for transition. As mentioned earlier, specific training around person centred care delivery is planned for the team. 

 


	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. 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
NICE

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
NG43 (1.5.11,

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
 
2016)

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
  

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. 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
NICE NG43

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
(1.1.4)

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
  

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. 

HYPERLINK "https://www.legislation.gov.uk/ukpga/1989/41/contents"Children Act

HYPERLINK "https://www.legislation.gov.uk/ukpga/1989/41/contents" 

HYPERLINK "https://www.legislation.gov.uk/ukpga/1989/41/contents"1989

HYPERLINK "https://www.legislation.gov.uk/ukpga/1989/41/contents" as amended by the 

HYPERLINK "https://www.legislation.gov.uk/ukpga/2000/35/contents"Children (Leaving Care) Act 2000

HYPERLINK "https://www.legislation.gov.uk/ukpga/2000/35/contents". 

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

	
	 Unable to answer this question.

	
	2. Are services sufficiently resourced to assess need and provide support for the cross sector outcomes listed in 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
NICE NG43

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
 

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
(1.1.4)

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "transition-planning"
? 

	
	The transitions service does not function solely on transition. 

The service follows the guidance in relation to recognition of the multiple transitions that are also occurring at the same time, in addition to the transfer of care from childrens MH to adult MH services. 

Therefore the (STAR) workers in the team offer support around education, housing, volunteering and apprenticeship, job applications etc (this list is not exhaustive), as all these other areas can impact on a smooth transition if they are causing underlying external stress for the young adult.

 

	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? 

	
	 Acting as a professional friend. This relaxes the young adult’s anxiety whilst they navigate ‘clinical’ services. 

The STAR workers and the Peer support workers in the team have this approach, bringing no demands or expectations, but help and support, and navigation through all the challenges with the change of journey ahead of them. 

The team work at the young adult’s pace and with their goals and preferences; meeting at a variety of locations across South Staffordshire as designated by the young adult, from home, wildlife centres and parks to private spaces at Coffee shops. 

The transitions team offer virtual ‘hand holding’ through the process, advocate for them and the family with EHCP and other transitions hiccups that can occur between services; and they are ‘held’ by the team rather than have them ‘felt’ by the young adult. 

At this stage of service delivery there has not been any ineffective methods that require change, but this would be done if the support on offer was not working.



	
	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? 

	
	 As previously noted.

 

	
	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

HYPERLINK "https://www.legislation.gov.uk/uksi/2010/2571/made" 

HYPERLINK "https://www.legislation.gov.uk/uksi/2010/2571/made"(England) Regulations 2010

HYPERLINK "https://www.legislation.gov.uk/uksi/2010/2571/made"? How is this monitored? 

	
	 Unable to answer on behalf of the Local Authority.

 

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

	
	There is demonstration via patient and carer feedback of the positive improvement in young adult’s ability to navigate their transitions, feeling grateful for the support, and not feeling that they could have managed aspects of their journey without that support having been in place. 

There is evidence from parents/carers having reported significant changes in the child’s MH from where they were pre-support, compared to where they are post-support.

The transitions teams support is nurturing and mimics the nurture young adults are used to in childrens MH services; but affords them the ability for readiness to adulthood and independence, with leading decision making and taking charge of their needs with support. 



	
	 

	
	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?  

	
	The Transitions team have developed significant relationships with education providers, voluntary and statutory services, housing providers etc, as well as with childrens and adult MH teams. 

In terms of inclusion, there seems to be some limitations with local offers around transgender support, so young adults who might benefit from meeting others to explore thoughts and feelings around this agenda, does not appear readily available.

 

	
	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?  

	
	 Unable to answer this question as to the success of Pathway Plans

 

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

	
	Young adults may feel unable to navigate the change from childrens MH services, no support around the ending of possible long-standing relationships in childrens MH services can impact on young adult’s future thoughts about MH services, compound negative feelings around loss and benefits of MH support, increases anxiety and stress, risks disengagement from treatment/services which presents further risk of re-presentation to services in crisis, deterioration in MH that might have got worse than at the point of transfer, falling through the gap in services or ‘bouncing around’ between services where there are disagreements around accepting referrals, parental/carer stress around transition is then unconsciously transferred to the young adult; thus doubly affecting negative MH pathology. This list is not exhaustive.

 

	Appropriateness 
	1. How far are current approaches to promoting independence tailored to 

developmental stage and individual circumstances, compared to standard age-based assumptions? 

	
	Transitional support is fully tailored to the promotion and preparation for independence as part of the service offer, which is factored around developmentally appropriate, needs driven and person-centred approaches. 

The service design incorporated co-production reflections as well as the understanding of the clinical impacts of MH needs for this age group, MH impacts for University Students and for Care leavers; and the importance for all is understood which is why there is tailored offers of support.

 

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

	
	The Transitions service readies those young adults for all levels of independence where that person has identified they require support. 

Although the transitions team can extend support to ensure young adults stay engaged with services, they prepare the road and support all the skills development so that the young adult can continue their journey to independence, with an increased ability to do so utilising their own and wider networks of support.

 

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

	
	 This has been previously reflected. 

 

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

	
	 Unable to answer this question as this has not been observed.

 


	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)

HYPERLINK "https://www.gov.uk/government/publications/establishing-youth-friendly-health-and-care-services/youre-welcome-establishing-youth-friendly-health-and-care-services" \l "standard-8-supporting-young-peoples-changing-needs"
 
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)

HYPERLINK "https://www.nice.org.uk/guidance/ng43/chapter/Recommendations" \l "support-before-transfer"
   

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

	
	Yes. The Transitions service will support all young adults who have been referred as they are not a service that needs a MH disorder or absence of a disability as a threshold for the offer of support. 

All of the documentation has been designed and co-produced by young adults; however it is recognised when commencing the service, the emphasis had been on producing information about the service so it could be disseminated, and the optionality of having that information available in different languages is still to be achieved in line with MPFT communications.

 

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

	
	The Transitions team have access to mandatory EDI training; have access to all the Trust EDI groups and networks, have access to relevant additional training around both EDI and neurodiversity, in addition to other initiatives around cultural competence offered by MPFT.

 

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

	
	Very good. The intervention from the transitions team is individual, needs and person centred. 

The STAR workers will enlist the Peer Support workers where it is felt the young adult is struggling with aspects of recovery, for an additional support element to show that recovery is possible. 

The offer of parent/carer support is bespoke to further enhance that support around their child; where their anxieties about transition and their child’s MH are held; so, they have a space to hold and think about those concerns elsewhere without unconsciously projecting those into their child. 

All these efforts are individual and unique to the needs of that young adult; and are there to ensure the transition is as seamless as it can be.

 

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

	
	The correct tools are in place, but as previously mentioned; communication reflected in different languages needs to be further development.

 

	
	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? 

	
	Data is captured on the Rio patient system which the Trust uses. Discussions have been taking place to explore capture of all levels of work in the transitions team as there are elements of work like with university students or care leavers which is around MH promotion and supporting early intervention, to reduce access to services in crisis; but are not typical in the standard reporting occurring with other MH teams. It is still a work in progress.

 

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

	
	Unable to answer fully as this is not a situation from within the transitions team. 

Assumptions would be that if the offer were not person centred; the young adult would not feel heard or feel they are at the centre of decisions about their care, transition might be affected in the sense it might not be joined up, with childrens and adults services being unclear what the young adult’s wishes and feelings were; thus enacting  the opposite which might feel detrimental.

 

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

	
	It is important to ensure that the service continues to provide a service for all, that is needs driven and person centred, and a service that has the ability for flexibility and adaptability; understanding that one model or way of working doesn’t fit all. 

At times being able to offer something more bespoke allows for a better fit and subsequent improved experience for young adults through their journey of care between services.

 

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

	
	From collaborative and joint discussions with health and social care leads and colleagues; it would outwardly appear this is being done appropriately, but unable to comment further as to the extent and appropriateness of them providing that tailored care.

 

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

	
	Where there are different communication needs, the transitions service will make the necessary adaptations to ensure there is delivery of transition support. It might be where there have been challenges around disability, neurodiverse presentations for example, where parents/carers and STAR workers do more collaborative co-working to support the young adult, which demonstrates the ability to be flexible to the need.



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

	
	This has been answered previously.

 

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

	
	 Unaware of additional data capture.
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