Written Evidence submitted by London Borough of Barnet (TRN0029)

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?

	
	Resources required include:

· Workforce and Capacity

· For Barnet this involves dedicated 0-25 / transition practitioners across children’s and adult social care, health and SEND who understand Preparing for Adulthood (PfA) pathways and statutory duties

· There is a need for ongoing training/workshops for frontline staff (social workers, health professionals, SEN officers) on early identification, person‑centred planning, mental capacity, and adult eligibility threshold

· A need for capacity to develop a number of key documents and engagement methods with our transition cohort to ensure lived experiences are captured and at the forefront of our model. 

· Governance and Oversight
· Several boards and panels are required to ensure there is a clear remit for overseeing transitions from Year 9 as well as monitoring the delivery of the PfA protocol and holding agencies to account. In Barnet this is formed via the Barnet SEND Partnership Board; The Joint Transition Tracking Panel (for cases open to Family Services) and the work surrounding our ‘Preparing Children for Adulthood’ Memorandum of Understanding (MoU)

· Use of Integrated Pathways and Systems
· Barnet has embedded pathways into our children and adult systems to flag transitions cases and utilises tracking tools which have been developed onto PowerBI to enable our Transitions Lead and relevant practitioners to have consistent oversight of all transition cases. These systems are shared between adult and children’s services to ensure there are no “missed” cohorts. 

· Year 9 Annual Review processes are explicitly included PfA outcomes (employment, independence, health, community inclusion) within EHCPs. 



	
	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?

	
	Barnet is equipped to assess children for continuing need in the following ways:

· Statutory Assessment and Early Identification

· Barnet has embedded continuing assessment of need through EHCP annual reviews, children’s social care assessments, and health pathways, with a clear expectation that review and transition planning begins by Year 9 (age 13-14) for those with likely ongoing needs. For young people who enter services later, the PfA Protocol requires immediate assessment of future needs, rather than waiting until age thresholds are reached. 

· Dedicated 0-25 and Transition Capacity

· Barnet operates integrated 0-25 arrangements in social care and SEND, enabling continuity of professional oversight across childhood into adulthood, reducing reassessment delays and service drop‑off

· Transition responsibilities are explicitly shared across children’s and adult social care, health and education, supported by named leads and escalation routes for complex cases. This is closely monitored by our Transition Lead and all multi-agency members within the Joint Transition Tracking Panel.  

· Joint Commissioning and Health Continuity

· Joint commissioning with the NHS (North Central London ICS) supports ongoing provision where needs continue beyond age 18, including learning disability services, continuing care, and mental health pathways. This is strengthened by Barnet’s commissioned services offered to both children and adults, i.e. Advocacy services, SEND and mental health services. 

· Health providers are required to have transition policies and to proactively identify young people likely to need adult services, supporting continuity of care.

· Governance and Oversight
· The SEND Partnership Board provides strategic oversight of assessment, resourcing and service continuity, including monitoring risks of gap at transition and addressing system blockages. 

· The Preparing Children for Adulthood MoU (Barnet Safeguarding Children Partnership & Safeguarding Adults Board) reinforces multi‑agency accountability for seamless transition and safeguarding where needs persist.

· Information and Tracking Tools

· Use of transition tracking mechanisms and coordinated review points ensures young people are not lost between services, particularly at ages 16-18 

· Our Barnet Local Offer provides clear routes into reassessment and ongoing support for families, supporting early problem‑solving if provision is at risk of ending prematurely.  



	Effectiveness and implementation
	3. 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?

	
	Identification mechanisms used include:

· EHCP pathways: Young people with Education, Health and Care Plans (EHCPs) are systematically identified because Preparing for Adulthood (PfA) must be reflected in EHCP reviews from Year 9 onwards (age 13-14), in line with the SEND Code of Practice and Barnet’s PfA Protocol.

· Children’s Social Care and 0-25 Disability Services: Young people open to children’s social care (including disabled children, care leavers, and those with complex needs) are screened for likely adult eligibility well before age 18, with transition flagged in care planning.

· Health services: Community paediatrics, CAMHS, learning disability health services and continuing care pathways are expected to identify young people with ongoing health needs and begin transition discussions proactively, including where the young person is not known to social care. 

· Later entrants to services: Where a young person enters education, health or social care services after Year 9, the PfA Protocol requires transition planning to start immediately, rather than waiting for a fixed age threshold.

In terms of the proportion of who starts transition planning in year 9, Barnet’s policy position is that all young people with an EHCP should start Preparing for Adulthood planning at the Year 9 Annual Review, making this the default rather than an exception.

The performance is monitored through EHCP audit activity, SEND self-evaluation (SEF) and themed reviews, which focus on whether PfA outcomes are present and meaningful, rather than only the age at which planning starts.

There are strategic oversight and monitoring for this cohort via the SEND Partnership Board, Joint Tracking Panel and within the Preparing Adulthood MoU. 



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

	
	
Transfers are being managed in the following ways:

· Early and Parallel Planning

· Transition planning is expected to begin by Year 9 (age 13-14) for young people with likely ongoing needs, allowing children’s and adult services to plan in parallel, rather than sequentially.

· Children’s services remain responsible until adult services are in place, reducing the risk of cliff‑edge withdrawal at age 18.

· 0-25 and Integrated Pathways

· Barnet operates 0-25 approaches in SEND and disability services, supporting continuity of oversight.

· For social care and health, children’s provision continues where adult eligibility decisions are pending, ensuring support does not end prematurely.

· Clear Protocols and Shared Accountability

· The Multi‑Agency Preparation for Adulthood (PfA) Protocol and the Preparing Children for Adulthood MoU set out clear expectations that: 

· No service should close without a transition plan.

· Disputes or delays must be escalated.

· Safeguarding applies throughout transition, not just before age 18.

· Health and Social Care Continuity

· Health services (e.g. CAMHS, community paediatrics, learning disability health pathways) are required to identify ongoing need early and maintain involvement until adult services accept transfer.

· Adult social care assessments under the Care Act are undertaken in advance of age 18 where eligibility is likely, enabling timely care and support planning.

This is being consistently monitored via:

· SEND Partnership Board: Oversees transition performance, reviews risks of service gaps, and tracks system pressures through the SEND Self‑Evaluation Framework (SEF).

· Safeguarding Partnerships (Children & Adults): Use the Preparing for Adulthood MoU to ensure accountability where transition failures could create safeguarding risks.

· Joint Transition Tracking Panel (Children & Adults): Closely reviews identified cases to create coordinated planning and oversight for young people aged 14 and above with complex physical, learning, or mental health needs as they prepare for adulthood
· EHCP audits and quality assurance: Checks that PfA outcomes are in place and reviewed from Year 9 onwards.

· Transition tracking and escalation: Complex or high‑risk cases are flagged for senior oversight where adult provision is delayed.

· Case‑level continuity checks: Children’s services retain responsibility until adult services formally accept the case.

· Feedback and complaints: Intelligence from families, young people, and the Local Offer is used to identify where gaps have occurred and inform service improvement.



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

	
	Barnet embeds a strengths-based practice in the following ways:

· Person‑centred planning from Year 9: Focuses on the young person’s aspirations, interests, skills and goals across employment, education, independence, health and community life. Plans start with “what matters to me” rather than service thresholds.

· EHCP outcomes framed around potential: EHCP reviews from Year 9 require outcomes that are forward‑looking, achievable and developmental, emphasising strengths, progress and next steps rather than solely needs or limitations.

· Co‑production and voice of the young person: Young people are actively supported to express their views in ways that work for them (including advocacy, visual tools or supported decision‑making), reinforcing autonomy, confidence and self‑belief.

· Asset‑based social care and health assessments: Children’s and adult services use strengths‑based assessment approaches that identify informal supports (family, community, education, networks) and build on existing capabilities, consistent with Care Act principles and NICE guidance.

· Positive framing of adulthood and independence: Transition conversations emphasise possibility, choice and progression, helping young people understand adult services as enabling independence and wellbeing, not as a loss of support.

· Flexible pathways for late entrants: Where young people enter services later, transition planning still begins with a strengths‑led discussion of goals and abilities, ensuring the approach is consistent regardless of entry point.



	
	6. 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)?

	
	
This practice is being managed in ways including:

· Early identification and forward planning: From Year 9, services identify young people likely to need adult provision and plan well in advance. This allows time to assess readiness, complexity, and ongoing need, rather than triggering transfer automatically at 18.

· Parallel child-adult service involvement: In complex cases, children’s services remain involved beyond age thresholds until adult services are ready to accept responsibility. Adult assessments (e.g. Care Act assessments) are undertaken before age 18 where eligibility is likely, enabling overlap and continuity.

· Flexible timing of transfer: The timing of transfer is adapted to the individuals:

· developmental and emotional maturity

· stability of health or social care needs

· readiness for adult service models
This reflects NICE NG43’s recommendation that transfer should be needs‑led, not age‑led.

· Use of 0-25 and integrated pathways: Barnet’s 0-25 SEND and disability approaches reduce the significance of age boundaries and support continuity of relationships, planning and outcomes across adolescence into adulthood.

· Clinical and professional judgement in health pathways: Health services (e.g. CAMHS, community paediatrics, learning disability health services) use clinical judgement to determine the most appropriate timing for transfer, with flexibility to delay transfer where this is in the young person’s best interests.

· Clear escalation where timing is contentious: Where there is disagreement or risk of delay causing a gap, cases are escalated through multi‑agency transition processes, ensuring decisions prioritise wellbeing and safeguarding rather than service boundaries.

The above is ensured using all internal panels and safeguarding boards to discuss open cases. 



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

	
	Statement 1 is being met in the following ways:

· Clear expectation of Year 9 start: Barnet’s Multi‑Agency Preparation for Adulthood (PfA) Protocol requires Preparing for Adulthood planning to begin from Year 9 for young people likely to require adult services, in line with NICE QS140 and the SEND Code of Practice. This is embedded through the EHCP annual review process, which must include PfA outcomes from Year 9 onwards.

· Immediate planning for later entrants: The PfA Protocol explicitly requires that where a young person enters health or social care services after Year 9, transition planning should begin as soon as they are identified, not delayed until a particular age threshold.

· Multi‑agency identification routes:  Young people are identified through EHCPs, children’s social care, CAMHS, community paediatrics and specialist disability pathways, reducing reliance on a single service to trigger planning.

Statement 2 can is being met in the following ways: 

· Early Care Act consideration: Where children are likely to have ongoing care and support needs, Barnet undertakes anticipatory Care Act assessments before age 18, allowing adult eligibility decisions and planning to be completed in advance.

· Continuation of children’s services: Consistent with Care Act, Barnet’s practice and protocols are clear that children’s services remain in place until adult provision has formally started. Services are not withdrawn simply because a young person reaches 18.

· Parallel planning and overlap: Children’s and adult services work in parallel, particularly for young people with learning disabilities, complex health needs or safeguarding risks.

· Escalation and safeguarding oversight: The Preparing Children for Adulthood MoU (between the Safeguarding Children and Safeguarding Adults Boards) reinforces that gaps in provision constitute a safeguarding risk, requiring escalation and senior oversight.

· Limits and mitigation: As in most local systems, complex cases (e.g. disputed eligibility, market pressures, or multi‑agency dependency) can create delay. These are tracked and escalated, with children’s services expected to continue support until resolution.



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

	
	For individuals, the timeliness and pace allow for: 

· Early start, flexible pace: The expectation that planning begins by Year 9 establishes timely preparation, while allowing the pace of transition to be adjusted based on the young person’s developmental readiness, mental health, and circumstances. This aligns well with NICE NG43 and QS140, which emphasise needs‑led, not age‑led transitions.

· Individual readiness rather than fixed transfer points: Transfer timing is guided by professional judgement and the young person’s confidence to engage with adult service models. This is appropriate given the variability in maturity, communication needs and executive functioning between individuals of the same age.

· Protection against rushed transfers: Expectations that children’s services continue until adult provision is in place appropriately slow down transition where adult assessments or packages are delayed, reducing the risk of harm caused by premature transfer.

Limits:

· For a small cohort (e.g. young people with emerging needs, complex mental health presentations, or fluctuating functioning), expectations of progress can still feel pressured, particularly as age 18 approaches. Although this is mitigated through escalation and continued children’s service support.

At service/system level, the timeliness and pace enable:

· Clear system milestones: Service‑level expectations (Year 9 planning, pre‑18 adult assessments, parallel planning) provide a necessary baseline pace that supports consistency, workforce planning and accountability.

· Built‑in flexibility for complexity: The system expectation is not that all transitions complete by a set age, but that planning, assessment and decision‑making are underway early enough to allow for variation in pace. This is appropriate given pressures on adult services and commissioning constraints.

· Escalation rather than acceleration: Where delays arise, the expectation is escalation and risk management, not artificial acceleration of transfer. This reflects a mature understanding that speed alone does not equal quality.

Limits:

· Expectations rely heavily on oversight mechanisms (audits, boards, case scrutiny) rather than a single performance metric. While appropriate for quality assurance, this can make system pace harder to describe numerically.

· Service pressures (e.g. workforce, market capacity) can challenge the intended pace, though current expectations rightly prioritise continuity over caseload turnover.

· Feedback has been that there is a reasonable amount of time to put actions in place, however there are often obstacles that can come up for complex cases which can sometimes interfere with progress and timescales.  



	Equality and diversity
	9. 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?

	
	Barnet tracks the progress and outcomes of underserved and vulnerable groups using a range of approaches, including equality‑focused governance, service‑level quality checks, and individual case oversight. This helps identify and address any inequality or delays in transition, rather than relying on a single performance measure.

Groups are proactively identified through routine service activity, including young people who:

· Have protected characteristics under the Equality Act 2010 (e.g. disability, race, sex, religion, sexuality)

· Have SEND, learning disabilities or complex health needs

· Are care experienced / care leavers

· Have mental health needs, including neurodiversity

· Are from minority ethnic communities, newly arrived, or have language barriers

· Are not in education, employment or training (NEET) or at risk of disengagement

This information is captured through EHCP data, social care records, health pathways and safeguarding processes, enabling differential impact to be monitored.

In practice, this oversight takes place via: 

· Service‑Level Monitoring and Quality Assurance: SEND and transition audits assess whether Preparing for Adulthood planning is happening early enough and whether outcomes are meaningful for different cohorts. Where audits identify groups who are starting transition later, progressing more slowly, or disengaging, this is flagged for service improvement.
· Use of Equality Impact processes: Service changes and commissioning decisions linked to transition are subject to Equality Impact Assessments (EIAs) to check for unintended disadvantage to protected groups. Findings inform mitigation actions, such as targeted outreach, adjustments to practice, or enhanced support.
· Case‑Level Oversight for Vulnerable Individuals: Complex or high‑risk cases (for example, young people with multiple protected characteristics or safeguarding vulnerabilities) receive enhanced oversight, often through multi‑agency review or escalation routes. Children’s services are expected to remain involved until adult services are in place, ensuring vulnerable young people are not disproportionately affected by delays. Advocacy and reasonable adjustments are used to support engagement for those who may otherwise be unheard.
· Partnership and Safeguarding Governance: SEND Partnership Board monitors transition quality and equity through the SEND Self‑Evaluation Framework and actions arising from audits or complaints. Safeguarding Children and Adults Boards, through the Preparing for Adulthood Memorandum of Understanding, treat failures in transition for vulnerable groups as a potential safeguarding issue, reinforcing accountability.
· Voice of the Young Person and Family: Progress is also monitored qualitatively through: 
· Engagement feedback from young people and carers

· Co‑production forums and Local Offer feedback

· The use of advocates to capture views from those who may struggle to self‑represent




	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? 

	
	In order to effectively enable joint working and commissioning, there is a need for:

· Strategic leadership and governance capacity, including a dedicated, senior joint leadership time across Local Authority and NHS Commissioners, along with a clear joint governance with authority to agree priorities, resolve inter-agency disputes and aligned across children and adult services.

· Commissioning and analytical capability to offer expertise across both children and adult systems, business intelligence and transition-focused gaps analyses.

· Workforce capacity to support joint working
· Integrated data and information systems to enable tracking of cohorts and identification, along with the ability to link/align data from EHCPs, health and social care records.

· Commissioning flexibility and market‑shaping resource to allow for flexible commissioning budgets to support the bridging of services and capacity to develop youth-to-adult pathways. 

· Engagement and co‑production resource to allow capacity to engage with young people, families and carers to improve the quality of services. 



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

	
	Barnet identifies and reviews gaps affecting young people transitioning to adult services through:

· Multi‑agency strategic needs analysis (e.g. SEND, transition, care leavers, mental health)

· Transition‑specific reviews and tracking arrangements

· The SEND Self‑Evaluation Framework (SEF) and associated action plans

· The Barnet Multi‑Agency Preparation for Adulthood (PfA) Protocol, which requires identification of unmet need and service gaps as part of transition planning and commissioning oversight 

Gap analyses are conducted periodically through: 

· SEND strategy refreshes

· Commissioning review cycles

These typically occur on a multi‑year cycle, but are refreshed when need changes significantly (e.g. post‑inspection learning, demographic change)  

Transition gaps are identified: 

· As young people approach key transition points (14+, 16-18, post‑18)

· Through EHCP audits and transition tracking

· Via themed reviews (e.g. care leavers, CAMHS‑to‑adult mental health) 

 Additional gap analysis is triggered by: 
· Safeguarding learning

· Complaints or themes from families

· Identification of young people who do not meet adult eligibility thresholds via adult safeguarding and transition planning

Gaps analyses are acted on via:

· Commissioning and planning

· Service redesign and mitigation

· Escalation for high‑risk gaps

These gaps are consistently monitored via the SEND Partnership Board, the Joint Tracking panel (for cases open to social care) and The Safeguarding Children and Adults Partnership Board. There are also motivations to use ‘transitions’ as a specific theme within audit data to strengthen this process and planning.  



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

	
	There are strengths through the following methods:

· Strong policy framework for joint working: Barnet has a clear statutory and policy foundation for joint commissioning: 
· Children and Families Act 2014 duties for EHCPs

· Care Act duties for continuity of care

· Multi‑agency Preparation for Adulthood (PfA) Protocol

· Improved governance and oversight: Joint oversight through SEND and transition governance enables the escalation of complex cases and alignment between commissioning intentions and delivery realities. Safeguarding frameworks also reinforce joint accountability where coordination breaks down.

There are however areas of improvement required around:

· Mental health transition pathways: Joint commissioning between CAMHS and adult mental health services is more complex and less consistently effective, particularly where young people do not meet adult service thresholds or needs are emerging, fluctuating or relational rather than diagnosable. Additional challenges can also arise when adult mental health services are unable to attend key panels due to capacity constraints, which can sometimes impact the timeliness of transition.
· Young people who fall outside adult eligibility: this relates to those who have ongoing needs but do not meet adult service criteria and/or require low-level, preventative psychological support. Joint commissioning is more limited here, as services are often not designed around this cohort, despite recognised need.



	
	4. 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?

	
	Ways in which joint working would add most value is by: 

· Reducing gaps at transition

· Supporting young people who fall outside adult eligibility

· More efficient use of resources

Good practice methods to add this value involves:

· Good practice in cross‑service commissioning and delivery

· Dedicated joint commissioning arrangements

· Integrated pathways rather than handovers

· Joint use of data and gap analysis

· Co‑production with young people and families

· Clear accountability and escalation



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

	
	The impact on children and young people has been:

· Gaps or delays in support at transition (most evident in mental health transitions, i.e. CAMHS to adult services or when they do not meet adult eligibility criteria) 

· Impacted outcomes for specific vulnerable groups such as those with neurodevelopmental conditions without learning disabilities or young people with complex physical needs where adult pathways are limited 

· Having an increased reliance on crisis services such as A&E and crisis mental health teams due to gaps in provision.

· Reduced trust and confidence when feeling “passed between services” or unclear who is responsible for their care. 

The impact on the workforce and services is often:

· Increased operational pressure, such as practitioners spending more time ‘firefighting’, escalating and negotiating handovers and children services having to retain cases longer.

· Missed opportunities for value for money due to absence of effective gap analysis and joint planning

· Strategic and governance impact through the need to escalate cases or carry out serious incident reviews



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

	
	The positive impact of strong joint working includes:

· Greater continuity and stability

· Clearer understanding of what will happen

· More personalised, needs-led transitions

· Stronger sense of being heard and valued

· Reduced reliance on crisis services

If joint working is weak however, the impact may be:

· Experience of being ‘passed around’

· Gaps in support and increased risk

· Particularly adverse impact on vulnerable groups



	
	7. 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? 

	
	Specific data is not readily available and would require input from the health and mental health services. 



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

	
	What works well for children and young people:

· Early, graduated planning: Barnet’s Preparing for Adulthood (PfA) arrangements reflect NICE NG43 and QS140 by embedding transition planning from Year 9, which is developmentally appropriate and gives young people time to prepare gradually rather than facing a sudden change.

· Person‑centred and strengths‑based focus: Local guidance and practice emphasise aspirations, independence and what is possible, rather than deficits. This is reflected in EHCP reviews, PfA pathways and co‑production activity, which aligns well with what young people say they need.

· Continuity and safety at transition: The Care Act duty to continue children’s services until adult provision is in place is clearly reflected in Barnet policy and safeguarding expectations. This is particularly appropriate for young people with disabilities, mental health needs and care experience.

· Recognition of overlooked groups: Barnet’s local guidance mirrors NICE’s focus on young people who do not meet adult eligibility thresholds (for example CAMHS leavers), recognising that this group is at heightened risk if not supported.

Where young people still experience difficulty:

· Despite appropriate guidance, young people may still experience anxiety where adult services have high thresholds and limited options where no equivalent adult service exists. 

What works well for professionals in Barnet:

· Clear and defensible framework
Local professionals have clear guidance that supports:

· Early planning

· Joint working

· Needs‑led timing of transfer

· Avoidance of gaps
This supports good professional judgement and provides a shared language across services.

· Alignment with statutory duties: The Children and Families Act and Care Act are well integrated into Barnet’s PfA Protocol and Safeguarding MoU, giving professionals clarity about responsibilities and escalation when transitions stall.

· Flexibility in practice: NICE NG43 allows Barnet services to adapt pathways to local context rather than prescribing a single model, which is essential in a complex, multi‑agency system.

Where professionals may feel pressure includes: 

· The guidance assumes sufficient workforce capacity, time for joint working and availability of adult provision. In practice, professionals may sometimes struggle to meet full guidance expectations due to service pressures rather than lack of clarity. 


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

	
	In Barnet, underserved and vulnerable young people are a core consideration in how transitions from children to adults’ services are planned and delivered. The Council and health partners work jointly to identify young people at risk of losing support, including those with additional needs who may not meet adult service eligibility thresholds.

Transition planning takes a whole‑system approach, with early identification, coordinated multi‑agency working and a strong focus on continuity of relationships. Particular attention is given to young people with neurodevelopmental conditions, physical disabilities, mental health needs, challenging behaviour, complex health needs and those with caring responsibilities, alongside care leavers and young people from communities that may face barriers to accessing services.

Barnet uses needs analysis and service mapping to understand where gaps exist between children’s and adults’ provision. This includes consideration of resources available through primary care, community health services and the voluntary sector, ensuring young people who are not eligible for adult services are not left without support. Findings are used to inform local commissioning and the development of preventative, early‑help and community‑based responses.

Overall, Barnet’s approach aims to reduce inequality at transition by promoting inclusive planning, flexible support arrangements and proportionate alternatives to statutory services, helping young people move into adulthood with the right level of support to promote independence, wellbeing and resilience.



	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?

	
	Services are resourced to deliver on this area through:

· Skilled practitioner time within SEND, children’s and adult social care and health services is explicitly allocated to person‑centred assessment and planning, including eliciting the young person’s views directly, assessing capacity and consent, and agreeing the appropriate role of parents/carers on an individual basis

· Statutory planning frameworks (EHCPs, Care and Support Plans) require professionals to evidence the young persons wishes and to have balance family involvement. 

· Training and practice models in Barnet emphasise strength-based practice, Mental Capacity principles and supported decision-making 

When supporting young people to be actively involved in transition planning, services are resourced through: 

· Advocacy and participation support

· Practitioner‑led coaching and preparation

· Age‑appropriate and accessible tools

· Peer and group‑based opportunities

For co-production in service design, delivery and evaluation, services are resourced through: 

· Dedicated participation infrastructure

· Commissioned and in‑house engagement capacity

· Feedback and learning loops

Required resourcing support after transition includes need for: 

· Ongoing review capacity within adult services allows plans to be adjusted as young people settle into adulthood.

· Children’s services continue temporarily where required (under the Care Act) to prevent gaps, giving young people time to adapt.

· Safeguarding oversight treats poor engagement or distress post‑transition as a risk requiring response, not inevitable attrition.



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

	
	To enable co-production of transition, there is a need for:

· Named participation and co‑production leads to support designing and co-production approaches. 

· Practitioner time to facilitate sessions  

· Potential payment, vouchers or expenses for young people and carers contributing to encourage engagement and to cover travel costs and additional expenses.

· Independent Advocacy or skilled facilitation for those who have communication needs

· Accessible tools and methods

· Commissioning and analytical capacity to track outcomes and impact reporting

· Governance and leadership commitment 



	Effectiveness and implementation
	3. 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 in transition planning through:

· Person‑centred planning from Year 9 (or on entry): young people’s views, goals and strengths are discussed and recorded (e.g. in EHCP reviews and care/support plans), with carers involved according to the young person’s wishes.

· Shared decision‑making: practitioners explain options and changes between children’s and adult services so young people can make informed choices.

· Ongoing review: plans are revisited before and after transfer to adjust support as needs or aspirations change.

Methods that are effective for this process are:

· Advocacy (especially for SEND, mental health needs, or care‑experienced young people) to help express views and challenge decisions.

· Accessible tools (easy‑read, visual plans, digital communication) tailored to communication needs.

· One‑to‑one preparation/coaching to build confidence and self‑advocacy.

· Peer support and mentoring to normalise transition and share lived experience.

· Flexible engagement (timing, format, online/in‑person) to reduce barriers for families.



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

	
	Effective inclusion of young people in planning/delivery works as follows:

· Starts early and continues: Involvement begins by Year 9 (or on entry) and continues before and after transfer, with regular reviews.

· Young person‑led: Plans reflect the young person’s goals, strengths and preferences; carers are involved in line with the young person’s wishes.

· Accessible and tailored: Information and plans are shared in ways that work for the young person (easy‑read, visuals, digital tools, one‑to‑one support).

· Active support to participate: Advocacy, coaching/mentoring and peer support help young people understand choices and express views.

· Shared decision‑making: Professionals explain options and changes clearly; decisions are made with, not for, the young person.

· Feedback and follow‑up: Services check what worked, adjust support post‑transition, and show how the young person’s input shaped outcomes.



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

	
	The impact is as follows:

· More relevant services: Policies reflect real needs and priorities, leading to pathways that better support independence, wellbeing and continuity.

· Improved experiences at transition: Young people report clearer information, less anxiety and smoother handovers when their views shape design.

· Better engagement and trust: Co‑production increases confidence in services and willingness to engage before and after transfer.

· Earlier identification of gaps: Lived experience highlights where thresholds or pathways don’t work, informing targeted improvement and commissioning.

· Stronger equity: Inclusion of diverse voices (SEND, mental health needs, care‑experienced) reduces the risk of underserved groups being overlooked.

· Accountability and learning: Feedback loops (“you said, we did”) help services understand impact and continuously improve.



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

	
	What good looks like:

· Early and person‑centred: Planning starts by Year 9 (or on entry) and is led by the young person’s goals, strengths and wishes.

· Joined‑up delivery: Health, social care (and education where relevant) plan and act together, with overlap so support does not stop at transfer.

· Flexible and needs‑led: Timing and pace are based on readiness and need, not age alone.

· Inclusive and supportive: Advocacy, accessible tools and tailored communication enable meaningful involvement.

· Safe and continuous: Children’s services continue until adult services are in place.

An effective transition is one where the young person:

· Understands what is changing and feels prepared.

· Experiences no gap in support.

· Moves to adult services at the right time for them.

· Achieves agreed outcomes (e.g. wellbeing, independence, participation).

Effectiveness can be monitored via:

· Process measures: Transition plan in place by Year 9; joint meetings held; adult assessment started before 18.

· Outcome measures: No break in provision; timely acceptance by adult services; progress against agreed goals.

· Experience measures: Young person/carer feedback on feeling informed, involved and supported.

Effectiveness across the Service/system level includes:

· Timeliness and coverage: Proportion with plans started by Year 9; proportion with adult services in place at transfer.

· Continuity: Number/percent experiencing gaps or delayed transfers.

· Equity: Monitoring outcomes for vulnerable/underserved groups.

· Quality and learning: Audit findings, complaints themes, co‑production feedback, and actions tracked through governance boards.



	Appropriateness
	7. 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?

	
	Why they are appropriate:

· Person‑centred and rights‑based: Guidance (e.g., NICE NG43/QS140; Children and Families Act; Care Act) prioritises the young person’s views, consent and strengths, with carer involvement tailored to individual wishes.

· Early and graduated: Starting by Year 9 supports preparation over time, which matches adolescent development.

· Flexible and inclusive: Encourages advocacy, accessible communication, and varied engagement methods, suiting diverse needs.

· Strong on continuity and safety: Clear expectations to avoid gaps and to manage transition as a process, not an event.

Where they can fall short in practice:

· Capacity and thresholds: Workforce pressures and adult eligibility criteria can limit how fully guidance is realised.

· Data and follow‑through: Measuring outcomes and feeding back impact can be inconsistent without dedicated resource.



	Equality and diversity
	8. 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)

	
	They are involved in some of the following ways:

· Early, person‑centred planning: Young people with SEND are involved from Year 9 (age 13-14), with planning focused on their aspirations, strengths and outcomes (education, employment, independence, health).

· Direct voice and choice: Young people are supported to express their views and preferences; decisions about involvement of parents/carers are made with the young person, respecting capacity and consent.

· Accessible participation: Information and planning tools are adapted (easy‑read, visuals, digital aids, supported communication) so young people can understand options and participate meaningfully.

· Advocacy and support: Advocacy is offered where needed to help young people communicate views, challenge decisions and navigate adult services.

· Co‑production and review: Young people help shape their plans, attend reviews where possible, and feedback is used to adjust support before and after transfer.

· Extra focus for vulnerability: Those at higher risk (e.g. complex needs, mental health needs, care‑experienced, poor engagement) receive more intensive, multi‑agency planning and closer follow‑up to prevent gaps.



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

	
	Where involvement is strongest:

· SEND young people and parent/carer groups are routinely involved through: 

· SEND Partnership Board‑linked co‑production activity

· Strategy and protocol development (e.g. Preparing for Adulthood)

· Consultation and testing of transition tools and pathways

· Care‑experienced young people are engaged via participation routes connected to leaving‑care services and corporate parenting arrangements.

How Barnet enables involvement:

· Accessible engagement (easy‑read materials, supported communication).

· Advocacy and participation support for young people with additional needs.

· Flexible methods (online forums, small groups, targeted workshops) to reduce barriers.

· Clear “you said, we did” feedback loops reported through SEND and partnership governance.

Where involvement is more limited:

· Young people without EHCPs, those with sub‑threshold mental health needs, or who are disengaged from services are less consistently represented.

· Participation can be episodic where it relies on consultation rather than funded, ongoing co‑production.

Monitoring and improvement:

· Impact is monitored via SEND governance, audits and feedback from families; Barnet recognises the need to extend reach to all underserved groups and is strengthening targeted engagement.




	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? 

	
	Core professionals involved in Barnet include:

· Lead healthcare professional 
· Usually a paediatric consultant, GP, or senior specialist nurse (e.g. learning disability or long‑term conditions).

· Accountable for overall coordination, clinical oversight and continuity during transition.

· Named worker / Care coordinator
· Often a community nurse, LD nurse, youth worker, or social worker.

· Single point of contact before, during and after transfer (as per QS140).

· Paediatric service clinicians
· Consultants, nurses, allied health professionals (AHPs) managing the child’s condition.

· Adult service clinicians
· Adult consultants, specialist nurses and adult health professionals who engage before transfer.

· Primary care (Barnet GPs)
· Ensure registration, medication continuity and holistic oversight.

· Social care professionals (LB Barnet)
· Social workers, transition social care leads, SEND teams where relevant.

· Mental health professionals
· CAMHS and adult mental health services for young people with emotional or psychological needs.

Role clarity (including leadership):

· Lead healthcare professional 

· Clearly responsible for clinical leadership, transition planning oversight and escalation of risks.

· Named worker 

· Clearly defined coordination role, information sharing, advocacy and support to the young person and family.

· Strategic accountability (NG43) 

· Senior executive (e.g. ICB or provider board level) accountable for transition strategy.

· Senior manager accountable for implementation, monitoring and review across Barnet services.

Time and capacity:

· Current position 

· Transition activity is largely embedded within existing clinical and care coordination roles.

· Time allocation varies by service and complexity of need.

· Good practice expectation 

· Named workers and transition leads should have protected time proportionate to caseload, particularly for young people with complex or long‑term conditions.

There is an ongoing need to strengthen workforce capacity, ensure training in adolescent development and transition (e.g. through Adolescent Health Programme e-learning) is consistently undertaken, and support attendance at key panels and board meetings. This is particularly important for individuals with more complex needs, such as physical disabilities, where adult services may not always be able to provide the same level of support as children’s services.



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

	
	Key responsibilities

· Strategic leadership and accountability
· Appoint a senior executive lead accountable for transition across the organisation.

· Champion transition at board/ICB level, ensuring it is a strategic priority and aligned with local system plans.

· Policy and pathway oversight
· Ensure clear, published transition policies and pathways are in place across children’s and adult services.

· Promote consistency and joint working between health, social care and education partners.

· Implementation oversight
· Delegate day‑to‑day delivery to a senior manager responsible for rolling out pathways, clarifying roles (e.g. named worker, lead professional), and supporting staff to implement agreed models of care.

· Workforce and capacity assurance
· Ensure staff are trained in adolescent development and transition.

· Assure that services have sufficient time, skills and capacity to deliver coordinated transition support.

· Monitoring, evaluation and quality improvement
· Require regular reporting on outcomes such as continuity of care, missed appointments, young person experience and safeguarding risks.

· Use audit, feedback from young people and families, and performance data to review effectiveness and drive improvement.

· System leadership and partnership
· Facilitate collaboration between provider organisations, local authorities and voluntary sector partners to address gaps and reduce variation.



	
	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?

	
	There is not currently specific workforce data being recorded for this area to demonstrate this capacity. 



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

	
	Currently the standardised training offer available to all staff includes:

· Adolescent Health / youth‑friendly care e‑learning (e.g. Adolescent Health Programme)

· You’re Welcome principles embedded within induction and service standards

· Safeguarding (Level appropriate to role), including adolescence‑specific risks

· Mental Capacity Act and consent training
· Equality, diversity and neurodiversity awareness

It has been however acknowledged that there needs to be more awareness specifically related to transitions in training tools which has been highlighted by practitioners working in this area. 



	
	5. 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?

	
	Currently the standardised training offer available to all staff includes:

· Adolescent Health / youth‑friendly care e‑learning (e.g. Adolescent Health Programme)

· You’re Welcome principles embedded within induction and service standards

· Safeguarding (Level appropriate to role), including adolescence‑specific risks

· Mental Capacity Act and consent training
· Equality, diversity and neurodiversity awareness

There are currently no formal methods in place specifically for transitions practitioners; however, there are regular opportunities to share professional insights with colleagues and engage in examples of good practice, as well as the setup of task and finish groups. Discussions are in place to formalise this area.



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

	
	Executive leadership and strategic championing takes place through:

· Clear national expectations being recognised: Executives across health and social care acknowledge transition as a strategic requirement, reflected in local policies, SEND strategies, learning disability pathways and commissioner expectations.

· Named senior accountability: Responsibilities for children’s and adults’ services sit at executive/director level (health and local authority), meeting NICE NG43 expectations for strategic ownership.

· Transition embedded in wider strategies: Transition features within broader frameworks (e.g. SEND, long‑term conditions, mental health, learning disability), rather than being treated as an isolated operational issue.

· Partnership structures support leadership: Executive‑level forums across health and social care provide a mechanism to raise systemic transition issues and agree priorities.

How championing is exercised in practice:

· Set expectations for services to have transition pathways and named leads.

· Endorse training and youth‑friendly standards (e.g. You’re Welcome principles).

· Receive assurance via high‑level performance, safeguarding and quality reports rather than routine transition‑specific data.



	Impact and outcomes
	7. 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?

	
	Training and education for staff enables:

· Improved knowledge and confidence in adolescent development, consent, mental capacity and long‑term conditions.

· Greater awareness of planned transition, early preparation and joint working between children’s and adult services.

· Improved communication with young people, supporting autonomy and engagement.

Where trained staff operate within clear pathways, training contributes to:

· Young people feeling better listened to and more prepared.

· Improved engagement and satisfaction around the transfer process.

· More consistent explanation of what adult services will involve.

Impact is monitored through:

· Training uptake data (e.g. completion of AHP or safeguarding modules).

· Supervision, appraisal and CPD discussions.

· Feedback from audits, safeguarding reviews and CQC inspections using NICE and You’re Welcome standards as reference points.

· Patient experience and engagement feedback (where collected).

· SEND reviews, learning disability and long‑term condition pathway audits.

· Service‑level quality and assurance reporting.



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

	
	If staff are not equipped, the impact on services includes:

· Reduced quality and consistency of care

· Poor coordination and increased inefficiency

· Increased risk and escalation

· Workforce impact in terms of low confidence/uncertainty on how to effectively support cohorts. 

· Poor experience at transition

· Loss of continuity

· Increased inequalities

· Poor outcomes



	
	9. 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?

	
	For young people, the impact will be:

· A single, trusted point of contact, reducing anxiety and confusion.

· Improved clarity, preparedness and engagement, particularly at the point of transfer.

· Reduced risk of young people falling through gaps, especially those with complex or long‑term needs.

For service, this includes:

· Improved coordination across children’s, adult and social care services.

· Supports timely information sharing, joint planning and follow‑up after transfer.

· Linked with reduced missed appointments and smoother handovers.



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

	
	As noted in response for question 5 above.



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

	
	There is no specific feedback or data readily available for this area.



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

	
	Most staff working with young people in Barnet health and social care services receive training covering:

· Person‑centred and strengths‑based practice

· Learning disability and autism awareness

· Neurodiversity and mental health

· Safeguarding adolescents

· Mental Capacity Act, consent and best‑interest decision‑making These align with expectations for supporting young people with additional needs and involving carers appropriately.

Standard training reinforces:

· The role of parents and carers as partners in care, particularly during transition

· Balancing young person autonomy with carer support

· Effective communication with families experiencing complexity or stress

More depth in specialist pathways In areas such as learning disability, SEND, complex health needs and CAMHS:

· Staff typically receive additional, role‑specific training

· Person‑centred planning, reasonable adjustments and multi‑agency working are embedded into practice This means training is strongest where additional needs are most concentrated.

Where training is variable or limited;

Inconsistency across the wider workforce

· Staff who work occasionally with young people with additional needs often rely only on generic training.

· This can limit confidence in adapting care to developmental stage, communication needs or family dynamics.

Variable focus on carers during transition

· While carers are recognised as important, training does not always fully prepare staff to: 

· Navigate changing carer roles as young people move towards adulthood

· Manage disagreements between young people and carers

· Support carers through anxiety about loss of children’s 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?

	
	The extent to which services are sufficiently resourced to offer developmentally appropriate provision in Barnet varies depending on the complexity and level of need. In some cases, services are able to provide more flexible, age-appropriate support, including elements of age-banding. However, this is not consistently available across all pathways, and capacity constraints can impact delivery. Monitoring typically takes place through existing governance arrangements, such as service reviews, performance oversight, and feedback mechanisms, although this may not always be specific to transition or age-banded provision.



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

	
	Resourcing strengths include:

· Statutory and priority pathways
· SEND, care leavers, learning disability and complex needs pathways have clearer structures, named roles and multi‑agency processes.

· These services are better able to assess and support outcomes across: 

· Health (including mental health)

· Education, training and employment

· Independent living and housing

· Community participation

· Local authority leadership
· Social care, SEND and Leaving Care teams have an explicit remit and statutory duties to consider wider life outcomes, giving stronger assurance for these groups.

Where resourcing is limited:

· Young people outside specialist pathways
· Those without SEND, LD or care‑leaver status often lack access to coordinated, cross‑sector assessment.

· Support for employment, housing and community inclusion is more ad hoc and dependent on individual practitioners.

· Health services capacity
· Health services are generally resourced to address clinical needs, but have limited time and remit to lead on wider social outcomes.

· Reliance on referral to other sectors can lead to gaps where thresholds are not met.

· Adult services
· Adult services are less consistently configured to deliver developmentally appropriate, holistic transition support, particularly around education, employment and independence.



	Effectiveness and implementation
	3. 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?

	
	Methods shown to be effective:

· Named worker / key‑worker models

· Early, structured person‑centred planning (e.g. transition plans starting by age 14–16)

· Multi‑agency transition reviews and joint working

· Joint Tracking Panel 

· Use of system pathways (LCS/Mosaic) 

· Introduction of LCS pathway to trigger practitioners to think about transition planning

Ineffective methods historically have been the use of multiple panels to address transitions, but this has been proved by the merging of panels to support practitioners in navigating all cases. 



	
	4. 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?

	
	Effective methods of service design and delivery include:

· Developmentally appropriate (needs‑led) transition models

· Age‑banded or young‑people‑focused provision (where targeted)

· Readiness‑based transition planning

· Named worker and relational continuity

· Joint working and shared transition activity

Ineffective methods include:

· Age‑cutoff driven transfers at 18

· One‑off handover or referral‑only models

· Adult‑service‑designed models with no youth adaptation

· Information‑heavy but relationship‑light approaches



	
	5. 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?

	
	What is in place:

· Pathway Plans are routinely developed and maintained for young people leaving care, beginning before age 18 and continuing (where applicable) up to 25.

· Plans cover health needs (including mental health), alongside education, employment, training, accommodation, financial support and relationships.

· Each young person has a Personal Adviser, who is responsible for coordinating the plan and maintaining regular contact.

· Health input is typically: 

· Embedded through Looked After Children (LAC) and care‑leaver health pathways

· Supported by designated health professionals and liaison with mental health services

How is this is monitored:

Statutory and governance oversight

· Internal local authority monitoring, including: 

· Case audits

· Management oversight of Leaving Care Teams

· Review of Pathway Plans at least every 6 months (or more frequently if needed)

· Corporate Parenting Board/Panel 

· Provides political and senior leadership oversight

· Reviews performance data and young people’s experiences

External assurance

· Ofsted inspections of Children’s Services 

· Assess compliance with Pathway Plan duties

· Review quality, timeliness and outcomes

· Health and wellbeing partnership assurance 

· Through designated professionals and inter‑agency working

· Scrutiny of how health needs (including mental health) are addressed

Young people’s voice

· Feedback from care‑experienced young people, through: 

· Participation forums

· Advocacy

· Complaints and compliments

· Used to inform service improvement, though engagement levels vary.



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

	
	Evidence would be readily available within the performance data surrounding outcomes and during reviews of individual cases. 



	
	7. 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? 

	
	Education and employment 

What exists:

· Strong guidance for SEND and care leavers (EHC plans, Pathway Plans).

· Limited guidance for young people without statutory plans.

Gaps:
· Limited practical guidance on: 

· Health services’ role in supporting education/employment outcomes.

· Coordinating support for young people with hidden vulnerabilities (e.g. long‑term conditions, emotional health needs, neurodiversity without SEND).

· Insufficient clarity on responsibilities post‑18 when education status changes.

Community inclusion 

What exists:
· Policy endorsement of inclusion and strengths‑based practice.

Gaps:
· Minimal operational guidance on: 

· How services should assess and support social participation, relationships and community connection.

· How adult services should adapt to young people’s developmental stage.

· Reliance on discretionary or short‑term voluntary sector provision.

Health and wellbeing (including emotional health)

What exists:
· Strong clinical guidance on transition processes (NICE NG43, QS140).

· Limited alignment across children’s and adult mental health services.

Gaps:
· Limited guidance on: 

· Managing emotional and psychological vulnerability specifically at transition.

· Shared responsibility between CAMHS and adult mental health services.

· Adult services guidance is often service‑centred rather than developmentally informed.

Independent living and housing

What exists:
· Clear statutory guidance for care leavers (Pathway Plans).

· Less structured guidance for non‑care‑leavers.

Gaps:
· Lack of guidance on: 

· Early, preventative housing and independence planning for all young people.

· How health and social care should jointly assess readiness for independent living.

· Housing often addressed reactively, not as a planned transition outcome.



	
	8. 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? 

	
	This data is not readily available and would require input from the health / mental health services for input. Although the aim is to ensure effective independence, safety and wellbeing which can be monitored through assessment. 



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

	
	The consequences include:

Increased safety risks and gaps in care

· Poorly managed transitions are associated with loss of clinical oversight, missed follow‑up, and medication errors, creating avoidable safety risks at the point of transfer. 

· NICE and NHS England note that unsupported transitions can lead to deterioration in health and delayed or missed interventions. 2. Disengagement from adult services

· Inconsistent or late transition support increases the likelihood that young people do not attend first adult appointments or disengage entirely, particularly those with long‑term conditions or mental health needs. 

· NIHR evidence highlights that gaps in preparation and coordination lead to reduced service uptake and poorer continuity after transfer. 

Worsening mental and emotional wellbeing

· Transition periods without consistent support are linked to heightened anxiety, distress and deterioration in emotional health, as young people lose trusted relationships and face unfamiliar adult systems. 

· These effects are amplified for vulnerable groups, including those with neurodiversity, learning disabilities, and care experience.  

Limited independence and life‑course outcomes

· Evidence associates absent transition support with reduced participation in education, employment and training, weaker community inclusion, and difficulties establishing independent living. 

· Poor transitions can have long‑term consequences, increasing reliance on crisis services and reducing social and economic participation in early adulthood. 

Increased system pressure and inefficiency

· Weak transitions contribute to unplanned use of urgent care, repeat assessments, and avoidable readmissions, increasing costs and inefficiency across services. 

· NIHR and wider transitional‑care evidence shows that when transition support is lacking, systems experience higher downstream demand, compared with more coordinated approaches.  

Widening inequalities

· Young people without strong family advocacy or statutory entitlements are most likely to be affected, exacerbating existing health and social inequalities. 



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

	
	Where tailoring is strongest (developmentally informed):

· Care leavers: Pathway Plans and support to age 25 explicitly recognise staged independence and ongoing support. Planning is needs‑ and readiness‑based rather than time‑limited.

· SEND, learning disability and complex needs pathways: Independence goals are linked to capacity, communication, confidence and support networks, with gradual transfer of responsibility and reasonable adjustments.

· Skilled frontline practice: Many practitioners apply strengths‑based and trauma‑informed approaches, flexing expectations according to maturity and life context, even when system rules are rigid.

Where age‑based assumptions still dominate: 

· Adult service thresholds (18): Adult services often assume a baseline of independence at 18, with reduced family involvement and fewer scaffolds—even where developmental readiness varies.

· Housing and independent living: Independence is frequently equated with living alone, with limited staged options for non‑statutory groups. Preventive, supported models are uneven.

· Eligibility and commissioning rules: Age triggers still govern access more than readiness, creating abrupt changes despite person‑centred intent.



	
	11. 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 continue to need substantial support in adult life, independence is defined differently. The focus shifts from “doing everything alone” to having choice, control and a good quality of life with the right help.

Key adaptations include:

· Supported independence: Young people are supported to be as independent as possible within safe limits (e.g. making choices, managing routines), rather than being expected to live fully independently.

· Individualised planning: Plans are based on abilities, communication needs and wellbeing, not age. Support may remain lifelong and is reviewed as needs change.

· Ongoing involvement of carers: Families and carers often continue to play a role, alongside professional support, with clear agreement about responsibilities.

· Adjusted living options: Use of supported living, shared accommodation or specialist provision, rather than assuming independent tenancy.

· Focus on decision‑making with support: Young people are helped to take part in decisions using tools like supported decision‑making, not removed from decisions unless absolutely necessary.

· Continuity into adulthood: Adult services are expected to adapt to the young person, rather than expecting the young person to suddenly adapt to adult systems at 18.



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

	
	How adaptation varies by group:

Care leavers

· Independence is treated as gradual and supported, not age‑driven.

· Pathway Plans, Personal Advisers and support up to age 25 reflect individual readiness. 

Young people with SEND or learning disabilities

· Support reflects capacity, communication needs and lifelong support needs.

· Independence focuses on choice and participation, not self‑sufficiency. 

Young people with long‑term or complex health conditions

· Paediatric services often tailor well; adult services can assume higher independence too early.

· Outcomes depend on whether transition planning is robust and are therefore inconsistent

Young people with mental health needs

· CAMHS is usually more developmentally informed than adult mental health services.

· Adult services often expect independence based on age and clinical thresholds. 

Young people without statutory status or clear thresholds

(e.g. no SEND plan, not care leavers)

· Independence typically assumed at 18, with limited tailored support.

· Reliance on self‑advocacy and family support. 



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

	
	There is no specific data available, however there has been professional acknowledgement of the challenges surrounding young people disengaging from services which prevents desired outcomes. 



	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?

	
	Statement of intent 1

What is working well:

· Key transition information is available through: 

· SEND services

· Care leaver pathways

· Learning disability and specialist health services

· Easy‑read materials and youth‑appropriate language are used in some services, especially for statutory groups.

· Interpretation and translation services are available when requested.

Where capacity is limited:

· There is no consistently funded, Barnet‑wide transition information offer across all services.

· Youth‑friendly materials are often service‑specific, not universal.

· Updating materials and tailoring them to different needs relies on local teams’ time and priorities, rather than dedicated funding.

Statement of intent 2

What is working well:

· Stronger capacity in: 

· SEND and learning disability services

· Speech and language therapy pathways

· Social care (1‑page profiles, person‑centred planning)

· Communication passports and adapted tools are routinely used where needs are clearly identified.

· Good practice exists at individual service level.

Where capacity is limited:

· Tools are not consistently used across adult services.

· Workforce time and training affect uptake, especially in: 

· Adult health services

· Universal services

· Funding supports assessment, but ongoing use and review of tools is not always protected.



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

	
	What is in place currently:

· Most staff involved in transition receive baseline training in: 

· Equality, diversity and inclusion

· Safeguarding

· Working with vulnerable young people

· Services use interpretation and translation services and draw on community knowledge where needed.

· In SEND, learning disability and care‑leaver services, staff are more likely to have experience and training that reflects Barnet’s diverse population, including cultural and family contexts.

Where this is limited:

· Culturally specific transition training linked directly to: 

· Barnet’s ethnic diversity

· Faith and community factors

· Cultural attitudes to disability, independence and adulthood) is not mandatory for all staff.

· Adult services and universal services are less likely to receive targeted cultural competence training related specifically to transition.

· Training uptake and depth can vary by provider, role and capacity.



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

	
	Where services are effective:

· Statutory and specialist pathways
· Care leavers, SEND, learning disability and complex‑needs services are generally person‑centred.

· Individual plans (EHC plans, Pathway Plans, care plans) focus on the young person’s specific strengths, needs and aspirations.

· Young people are more likely to feel known, listened to and supported.

· Front‑line practice
· Many practitioners use strengths‑based and trauma‑informed approaches.

· Adjustments are often made for communication needs, mental health, culture and family context.

· When a named worker is in place, individual needs are addressed more consistently.

Where effectiveness is limited:

· Young people outside statutory groups
· Those without SEND plans or care‑leaver status often receive more generic, age‑based support.

· Individual needs may be recognised but not fully acted on due to thresholds or capacity.

· Adult services
· Adult health and social care services are less consistently tailored.

· There is often an assumption of independence at 18, even where this does not reflect maturity or readiness.

· Capacity and system pressures
· Workforce pressures and time constraints reduce opportunities for personalised planning.

· Individualised support can depend on which service or practitioner a young person encounters.



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

	
	What is working well:

· Specialist and statutory pathways
· SEND, learning disability and social care services commonly use: 

· 1‑page profiles

· Communication passports

· Visual supports and adapted materials

· Speech and Language Therapy (SaLT) input supports tailored communication where needs are identified.

· Care leaver Pathway Plans usually capture how a young person communicates and prefers information.

· Reasonable adjustments
· Interpreting services, easy‑read formats and digital tools are available when requested.

· Practitioners often adapt communication informally to suit confidence, language and neurodiversity.

Where provision is limited or inconsistent:

· Adult services
· Less routine use of communication passports or profiles.

· Greater reliance on verbal communication and written letters.

· Adjustments often made reactively rather than planned in advance.

· Young people without statutory status
· Those without SEND plans or known additional needs are less likely to be offered tools proactively.

· Support depends on staff awareness and time.

· Embedding and continuity
· Tools may be created but not consistently shared across services or updated.

· Lack of protected time limits ongoing review and use.



	
	5. 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?

	
	What is working well:

· Specialist and statutory pathways
· SEND, learning disability and social care services commonly use: 

· 1‑page profiles

· Communication passports

· Visual supports and adapted materials

· Speech and Language Therapy (SaLT) input supports tailored communication where needs are identified.

· Care leaver Pathway Plans usually capture how a young person communicates and prefers information.

· Reasonable adjustments
· Interpreting services, easy‑read formats and digital tools are available when requested.

· Practitioners often adapt communication informally to suit confidence, language and neurodiversity.

Where provision is limited or inconsistent:

· Adult services
· Less routine use of communication passports or profiles.

· Greater reliance on verbal communication and written letters.

· Adjustments often made reactively rather than planned in advance.

· Young people without statutory status
· Those without SEND plans or known additional needs are less likely to be offered tools proactively.

· Support depends on staff awareness and time.

· Embedding and continuity
· Tools may be created but not consistently shared across services or updated.

· Lack of protected time limits ongoing review and use.



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

	
	Positive impacts include:

· Better engagement and trust
Young people feel listened to and understood, which increases confidence and willingness to engage with services.

· Improved safety and wellbeing
Support is tailored to communication needs, mental health, disability and life context, reducing risk at transition points.

· Greater independence (at the right pace)
Individuals build skills and confidence appropriate to their abilities, rather than being pushed into unrealistic independence.

· Better outcomes over time
Stronger continuity with adult services, improved emotional wellbeing, and better participation in education, work and community life.

· Reduced pressure on services
Planned, coordinated support prevents crisis‑driven use of emergency or high‑cost services.

When person‑centred care requires improvement:

· Disengagement and unmet need
Young people may withdraw from services that feel inaccessible, intimidating or irrelevant to their needs.

· Increased risk and poorer health
Needs are missed or misunderstood, particularly for mental health, communication and safeguarding.

· Unrealistic expectations of independence
Age‑based assumptions can lead to young people being expected to cope without adequate support.

· Greater inequality
Those without strong advocacy (e.g. neurodiverse young people or those from marginalised backgrounds) are most affected.

· Higher long‑term costs
Poor planning increases reliance on crisis services, housing instability and poor life outcomes.



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

	
	When data is collected and used well there is a:

· Better identification of need: Services can see who needs support, what kind, and when, including needs linked to disability, ethnicity, mental health, care experience or deprivation.

· More equitable services:Patterns of unequal access or outcomes (e.g. disengagement at transition, unmet mental‑health need) can be identified and addressed.

· Improved coordination and continuity: Shared and accurate data supports smoother transitions between children’s and adult services and reduces repetition and gaps.

· Stronger commissioning and planning: Local decision‑makers can target resources where need is highest and design services that reflect Barnet’s diverse population.

· Better outcomes monitoring: Services can track whether support is actually improving wellbeing, independence and inclusion over time.

When data is limited, poor quality or not used there is a:

· Hidden need: Young people with additional needs or protected characteristics may be overlooked or identified too late.

· Inequalities persist: Without data, services cannot reliably spot or challenge disparities in access, experience or outcomes.

· Fragmented support: Poor information sharing leads to repetition, missed adjustments and weaker transition planning.

· Reactive services: Support is more likely to happen at crisis point rather than through early, preventative intervention.

· Weak accountability:It becomes difficult to evidence whether statutory and equality duties are being met.



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

	
	Where tailored care is working well:

· SEND, learning disability and care‑leaver pathways
· Support is usually person‑centred, based on assessed needs rather than age alone.

· Tools such as EHC plans, Pathway Plans, 1‑page profiles and communication passports help ensure individual needs are recognised.

· Greater continuity through named workers improves consistency.

· Complex health needs
· Children’s services generally adapt well to communication, mental health and family context.

· Independence is promoted gradually and safely.

Where provision is less consistent:

· Adult health and mental health services
· Less routine adjustment for developmental stage, communication needs or ongoing carer involvement.

· Greater reliance on standard service models and age‑based expectations.

· Young people without statutory status
· Those without SEND plans or care‑leaver status may receive generic support, even when their needs are complex.

· Tailoring often depends on individual practitioners, not systemised processes.

· Capacity pressures
· Workforce time and caseloads limit how consistently personalised approaches can be delivered and reviewed.



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

	
	Where accommodation is working well:

· SEND and learning disability services 

· Regular use of communication passports, 1‑page profiles, visual supports and Easy Read materials.

· Input from Speech and Language Therapy (SaLT) where needs are identified.

· Social care and care‑leaver services 

· Better recognition of preferred communication styles.

· Use of written, visual or supported conversations where needed.

· Reasonable adjustments 

· Interpreters, advocates and alternative formats are available when requested.

Where accommodation is weaker or inconsistent:

· Adult health services 

· Less routine use of communication tools.

· Greater reliance on verbal communication, letters and standard appointments.

· Young people without formal plans 

· Communication needs may not be identified early.

· Adjustments depend on staff awareness and time, not automatic processes.

· Continuity 

· Communication tools are not always shared or followed through between children’s and adult services.



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

	
	Underserved or vulnerable patient groups are considered in the following ways:

Strategic planning and policy

· Statutory frameworks drive focus on: 

· Care leavers

· Young people with SEND or learning disabilities

· Young people with complex health needs

· Transition is addressed through: 

· SEND strategies

· Leaving Care strategies

· Learning disability and mental health plans

· Equality and health‑inequalities duties are acknowledged in commissioning and strategy documents.

 Service design and delivery

· Targeted models are in place for high‑risk groups: 

· Pathway Plans and Personal Advisers for care leavers

· Named workers and person‑centred planning for SEND/LD

· Adjusted transition planning for young people with complex health needs

· Services use: 

· Person‑centred tools (e.g. 1‑page profiles)

· Reasonable adjustments for disability, communication and culture

· Multi‑agency working where risk is high

Voice and lived experience

· Participation and co‑production are encouraged through: 

· Care‑experienced young people’s forums

· SEND involvement routes

· Feedback gathered via reviews and inspections

Data and targeting

· Data is used to identify vulnerability most effectively in statutory cohorts.

· Less robust insight for: 

· Intersectional needs (e.g. ethnicity + disability + poverty)

· Young people who disengage early



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

	
	Extra data captured includes:

Core additional needs

For young people with additional needs, services commonly record:

· Disability type and level of need (e.g. learning disability, autism, physical or sensory impairment)

· Communication needs and required adjustments

· Mental health needs and service involvement

· SEND status (EHC plan, SEN support)

· Care status (looked‑after child, care leaver)

This data is most consistent in statutory pathways (SEND, social care, safeguarding).

Protected characteristics (where relevant)

Services may also record:

· Ethnicity and language
· Religion or belief (where relevant to care)

· Sex and gender
· Sexual orientation (more commonly in youth and mental health services)

· Immigration or asylum status
· Socio‑economic indicators (e.g. area deprivation)
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