
TRANSITION PLANNING PROTOCOL

For Young People with Disabilities Transferring From Children’s                Services to Community Care Services

1. Aims

This protocol identifies a number of processes which need to be followed in order for young disabled people to make a smooth transfer from Children’s Services to Adult Services Teams.  The processes aim to:

· ensure the early identification of children who will require services from Adult Services Teams post 18.

· clarify arrangements for transition planning and transfer, on a case-by-case basis.

· identify cases where commissioning is required.

· gather accurate management information for joint forward planning and strategic purposes.

· develop multi-agency planning to improve the co-ordination and delivery of appropriate services post 18.

· encourage and support improvements in information-sharing and consultation with young people and their parents/carers.

2. Principles

It is recognised that transition from Children’s Services to Adult Services can pose considerable uncertainty for individual service users and their families.  Lack of information and anxiety over lack of resources are frequent concerns for parents and carers.  This protocol seeks to address these issues and is based on the following principles:

· Young disabled people and their parents/ carers should be fully consulted in the assessment and planning processes that guide their transition to Adult Services and have all the information necessary to make informed choices.

· Assessment and care planning and review in Children and Adult Services will be dovetailed to achieve one plan post 18. The one plan will incorporate the requirements of Adult Services care planning and that of Children’s Services, including pathway planning.

· Young disabled people should have in place a clear plan for their transition to Adult Services prior to their 18th birthday.

· Care planning should take place across boundaries both internal and between agencies.

· Good quality management information should be generated across the client group (14-18) in order to inform strategic planning and resource development so that an appropriate choice and range of services are available post 18.

3. Legislative Background

See appendix 1.

4. Framework for Transition Planning

A Transition Planning Group will provide a focus for ensuring that certain key processes occur.  This group (TPG) will meet at 3 monthly intervals in order to:

· receive and review information on the numbers and  projected needs of young people with disabilities aged14-18.  This information will be provided chiefly by the Child Health and Disability Team (CHDT) and the Leaving Care Team and  will comprise:

               basic data in spreadsheet form on all 14-18 year olds.

   copies of Initial/Core Assessments.

   copies of current Care Plans/Service Plans

copies of latest Transition Plans (developed at Annual Education Reviews).

                           copies of Pathway Plans (where appropriate)

· the TPG will agree arrangements for co-working and transfer of case responsibility on a case-by-case basis.

· identify the projected need for resources across a range of services and make these needs known to strategic planners and service providers.

· identify cases which involve commissioning requirements, clarify arrangements for taking forward the long term planning required in these cases and track their progress.

· encourage and support initiatives that seek to improve information sharing and consultation with service users about transition issues.

The membership of the Transition Planning Group will comprise:

Service Manager/Team Manager  (Adult Services Learning Disabilities) (2)

Service Manager/Team Manager (Adult Services Physical Disabilities/Sensory     Impairments) (2)

Service Manager/Team Manager  (Children’s Services Child Health and Disability Team) (1)

Service  Manager (Leaving Care)

The TPG will invite participation by personnel from other teams (notably         ILSS) and other agencies or services where they are relevant to the individuals or groups of individuals under review.

5. Managing Transition: Case by Case

The Transition Planning Group will consider transition arrangements in terms of: 

a) Young people whose  circumstances are ‘non complex’ and require  relatively straightforward transition planning and


b) Young people whose circumstances are ‘complex’ and require a longer period of forward planning.

Circumstances can be viewed as ‘non-complex’ where, for example:

1) Overnight respite needs are moderate (around 2 nights per month).

2) There is no perceived risk of the breakdown of family care.

3) An appropriate school placement is in place to 19.

4) There are no complex medical or health needs.

Circumstances can be viewed as ‘complex’ where one or more of the following apply:

1)
An intensive package of support services is required to maintain the young  person in the family.

2)
High levels of respite (or shared care) are in place and similar services need to be continued post 18.

3)
The young person is in full time residential school, staffed unit or family placement and cannot return to the family home.  These children will be eligible for input into planning by ILSS.

4)
The young person has complex medical or health needs and requires a degree of specialisation from their future day services and/or input from a range of health services.

5) 
Where young disabled people have psychiatric needs.

6)
Where young disabled people are subject to child protection procedures and may be viewed potentially as vulnerable adults.

7)
Where there are funding/support issues regarding future college placement.

8)         Young people dealt with by the Leaving Care Team .

Transition for young people whose circumstances are ‘non-complex’

A specific range of information will be supplied to the TPG by the CHDT regarding young people who have reached their 17th birthday.  This will comprise:

1)
 An Initial Assessment.  This will include a summary of the type and amount of services likely to be needed post 18.

2) A copy of the current Care Plan/Service Plan  showing the level of service delivery currently in place.

3) A copy of the latest Transition Plan (developed at Annual Education Reviews post 14).

All of these will have been shared with service users.

The TPG will take the necessary action to ensure that a Case Manager from       the appropriate Adult Services Team will be identified as the “co-worker” and that this named worker is identified and confirmed with all relevant parties by the time the young person is 17½.  The service data base will record the co-worker as ‘Others Involved’.

By the time the young person is 17½, their prospective Case Manager in the relevant Adult Services Team will be identified as a ‘co-worker’.  Case responsibility remains with the Social Worker in the Child Health and Disability Team until the young person is 18.  Co-working will normally include the following activities:

· appraisal of the assessment/planning/review information supplied by the CHDT about the young person.

· seeking further information where necessary in order to prepare all the details required to complete a Community Care Assessment.

· the co-worker should attend LAC Reviews (which review overnight respite arrangements) where such a review takes place in the 6 months prior to the young person’s 18th birthday.

· similarly,  the co-worker should attend Transition Planning Meetings (Annual Education Reviews) where these occur in the 6 months prior to the young person’s 18th birthday.

· the co-worker should meet with the young person and parents/carers at least once in advance of transfer of case responsibility at 18.

· where respite or practical support services need to be set up post 18, the co-worker should prime these service providers so that services can be put in place as soon as the Community Care Assessment and Care Plan are completed.

· a minority of services (e.g. care agencies providing domiciliary support) can cross over when the young person becomes 18 providing that funding is transferred to the relevant Adult Services Team.  The co-worker needs to consider the need for this ahead of time so that arrangements for continuing appropriate services can be incorporated in the Community Care Assessment and Care Plan.

                  *    planning for service provision, especially eg college attendance, needs to be outcome based. There needs to be evidence that the relevant eligible risks will be met in the Unified Assessment process at substantial or critical levels.

Transition for young people whose circumstances are ‘complex’

A specific range of information will be supplied to the TPG by the CHDT regarding young people whose needs or circumstances are complex.  This will comprise:

· A Core Assessment including a summary of the type and amount of services likely to be needed post 18.

· A copy of the current Care Plan/Service Plan showing the level of service delivery currently in place.

· A copy of the latest Transition Plan (developed at Annual Education Reviews post 14).

*consideration will have been given to the appropriateness of a continuing health care assessment and this will be included if available

      *In some circumstances where ILSS are providing support, a copy of the       young person’s Pathway Plan will also be appropriate.

All of these will have been shared with service users.

Prior to the meeting the Service Manager (CHDT) will agenda those individuals where long-term planning is required to ensure transition to suitable packages of care and support or where commissioning a new resource is clearly required. 

Where such needs are evident the TPG will identify a ‘link person’ in the appropriate Social Services Adult Team. This person need not be the prospective Case Manager.  It may be more appropriate to identify a Team Leader or Senior Social Work Practitioner as the link person.  

The Adult Services link person will co-ordinate planning in collaboration with the current case holder in the Child Health and Disability Team (or  District Teams where a minority of disabled children’s cases may still be held). This collaboration may include ILSS where young people meet the criteria for this service.   

The TPG will assist by identifying the link person from within the appropriate Adult Services Team, together with other key personnel who need to be involved in developing the young person’s plan and future service, for example commissioning officers, health personnel, and other agencies. 

In some cases this individual planning will need to start two or more years in advance of the young person’s 18th birthday.

For all young people whose needs and circumstances are complex, the TPG will ensure that a Case Manager from the appropriate Adult Services Team is also identified to join the individual planning process as ‘co-worker’ by the time the young person reaches their 17th birthday.

Where a new and intensive package of support, care or accommodation is required, the TPG will track the progress of individual planning to ensure that timescales are met at each stage of the plan’s development, as the young person moves towards their 18th birthday. 

            Child protection issues will need to be taken up by, and linked with POVA  

            proceedures post 18 years

6. Collating Needs

As noted the Child Health and Disability Team will routinely provide the Transition Planning Group with updated information in spreadsheet form, showing basic data on all young disabled people aged 14+.

By taking a comprehensive view of the needs of children with disabilities aged 14-18 the Transition Planning Group will be in a position to make informed estimates of future resource requirements.  These requirements are likely to impact on:

· community based day services

· therapeutic health services

· respite nursing care

· commissioning processes for supported accommodation.

· Careers Service

· Independent Living Support Service

· college placements (local)

· Adult Placement Scheme

· support with direct payments and ILF

The TPG will therefore need to develop systems for communicating information about resource requirements to relevant statutory agencies, provider organisations, teams, services and wider planning groups in order to assist strategic development.  It will also be appropriate to invite participation in the TPG meeting from key personnel in other teams and services to consider both individual transition arrangements and wider strategic concerns.

Transition Planning Group
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TRANSITION PLANNING PROTOCOL

For Young People with Disabilities Transferring from Children’s Services to Community Care Services

APPENDIX 1      

Legislative Background

Disabled Persons (Services, Consultation and Representation) Act 1986. 

S.s 5 and 6 of the Act require Education Authorities to consult with Social Services to establish whether a child over the age of 14 who has been ‘statemented’ is likely to require support from Social Services when s/he leaves school.  Once the child reaches the age of 14 the Annual Review of his/her special educational needs statement should involve all agencies who will play a major role in the post-school years.  The LEA must convene the Annual Review meeting and prepare a transitional plan which draws together ‘information from a range of individuals within and  beyond the school in order to plan coherently for the young person’s transition to adult life’.  (Paragraph 6.45 of the Code of Practice on the Identification and Assessment of Special Educational Needs 1994).

The Code of Practice requires schools to foster links with further education colleges with a view to assisting transition. 

The Code of Practice (and other circulars) emphasises the role of the Careers Service.  The Careers Service must be invited to the first Annual Review following the young person’s 14th birthday and should also be invited to all subsequent Annual Reviews (Paragraph 6.53).

The Children Act 1989

Under the Children Act s.17, Local Authorities have a duty to assess and provide services for ‘children in need’.  All disabled children come within this definition.  The Act created new rights and duties which apply alongside and overlap pre-existing legislation  (Chronically Sick and Disabled Persons Act 1970).  The Children Act is very wide ranging in the help that authorities may provide to children in need.  Services provided under The Children Act 1989 cease once the young person reaches 18 but the entitlement to services under the Chronically Sick and Disabled Persons Act 1970 remains.

NHS and Community Care Act 1990

Authorities are obliged to carry out a Community Care Assessment before they can provide services under s.2 of the Chronically Sick and Disabled Persons Act 1970.

The Children (Leaving Care) Act 2000

The main purpose of the Act is to help young people who have been looked after by a Local Authority move towards and achieve independent living.  It requires the Authority to assess and meet the care and support needs of children aged 16 and 17 who have been looked after for a minimum of 13 weeks since their 14th birthday. This involves preparing a Pathway Plan covering such areas as education, training, career plans, housing and support needs to assist the young person’s independence through to the age of 21.

Carers (Recognitions and Services) Act 1995

The 1995 Act provides recognition for carers by requiring Social Services Departments, if so requested, to carry out a separate assessment of the carer.  The guidance expects social workers to inform carers of their right to request an assessment.

The Carers and Disabled Children Act 2000

This Act strengthens the right of carers to an assessment. It gives carers the right to direct payments in lieu of services which they have been assessed as needing and also enables them to access the respite services they need by means of a voucher system (not yet implemented in Wales).  The Act also entitles 16 and 17 year olds who are disabled to access direct payments.

The Independent Living Fund

The Fund works in partnership with Local Authorities in that the Fund will only make payments (to a maximum of £375.00) if the Social Services Department agrees to provide services and/or cash to a minimum value of £200.00 per week.  The top-up monies are paid directly to the service user who must be at least 16, receive the higher rate of the care component of DLA, live alone or with people who cannot fully meet his/her care needs, be on income support and be at risk of entering residential care.  The monies from the Fund have to be used to pay for one or more personal assistants and cannot be used for other purposes.
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