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1. Purpose of the Transition Protocol

Transition can be any period of change in a person’s life. These protocols
focus on the time when a young person with a disability or a long-term health
condition moves towards adulthood and greater independence. Each
individual may be ready for this transition at different ages, however from a
legal perspective a young person is considered an adult at 18 years of age.
To ensure that this process is successful, transition planning is important and
can start as early as 14 years of age.

This protocol outlines the duties organisations have in supporting young
disabled people during their transition phase.

The aim of the Protocol is to:
* provide a framework for professionals to work together to support
families in transition.
* inform young people, parents/carers and partner organisations of the
processes and systems used.
* ensure a seamless and smooth transition.

The Protocols are based on the belief that transition should be an ongoing
activity and the process reflects the principles in the Special Educational
Needs Code of Practice, guidance that came out of the 1996 Education Act
(for more information on the Code of Practice see Section 3). Transition
should be

* participative

* holistic

* supportive

* evolving

e inclusive

* collaborative.

For the protocols to be successful relies on multi-agency commitment. These
protocols are supported in Sutton by

* Children with Disabilities Team
Sutton Community Team for People with Learning Disabilities
Assessment and Care Management Team (Physical Disabilities)
Connexions
CAMHS/CMHT



2. ldentification and Tracking of Young People with
Disabilities

To ensure young people with disabilities and long-term health conditions are
offered the help and support required during their transition, formally starting
at aged 14, systems are put in place to ensure they are identified and tracked.

Agreement has been reached with key partner agencies to provide relevant
information and a database has been developed to track each young person
through this phase.

2.1 Transition Tracking Database (TTD)

A Transition Unit has been set up to oversee Transition. This Unit manages
the Transition Tracking Database. Access is password protected and only
accessible by members of the Transition Unit and other identified personnel.

The TTD holds data on young people aged 14 to 25 who have a Special
Educational Needs (SEN) statement and/or are on the Children with
Disabilities register (I Count) or on the Adult Learning Disability register.

Information on each young person is entered on to the TTD at the beginning
of each academic year or when a young person becomes known to the
Transition Unit.

Key pieces of information are recorded including proposed date for leaving
education and the agreed adult team who will take responsibility for the care
package at 18.

The database is kept up to date throughout the year. The process for
updating the database is located in Appendix A.

The database is used to inform the Transition Planning Meeting (section 4) to
help with identifying complex transition cases that need early planning and
joint working, to raise certain young people who may not be known to a
particular service, to identify which young people may need adult social
services and to inform the planning and commissioning of services based on
needs and trends.



3. Legislation, Roles and Responsibilities
3.1 Roles and Responsibilities

A range of agencies contributes to supporting young people in transition. The
following list gives an outline of the role and responsibility of each agency.

Schools and the Local Authority (LA)

The Head Teacher is responsible for arranging the transition review meeting
from Year 9 upwards and for inviting all significant parties including
Connexions, social services and health (where appropriate). The parents and
young person must also be invited. The agencies are asked to provide written
advice in advance of the review.

The school must draw up a review report and transition plan after the meeting
in consultation with Connexions Service and circulate this to service providers
and the family.

The school must work closely with the Personal Adviser (PA) from
Connexions to facilitate the timely transfer of information (eg. a copy of the
SEN statement and annual review documentation) to education and training
providers once the young person leaves school to ensure they receive the
necessary specialist help or support.

The LA takes the lead for reviews and procedures for those young people
educated otherwise than at school.

The LA must send the Connexions Service a list of pupils in their area who
have a Special Educational Needs (SEN) statement and will require a Year 9
review (no later than 2 weeks before the start of the school year). It is useful
for the Connexions Service and social services to receive a list of dates of the
annual reviews each term to ensure the relevant key workers attends the
meetings.

The LA must seek information from social service departments as to whether
a young person with an SEN statement is disabled and so may require
services from the LA when leaving school.

Connexions Service
They must ensure they are aware of all young people with SEN in Year 8 and
above.

Connexions must attend the Year 9 Transition Review and should attend the
final review.

They are required to assist the young person and their parents/carers to,
* identify the most appropriate post 16 provision,
* provide support, and



* have continued oversight of the young person’s choice of provision up
to 25

Connexions Personal Advisers will oversee the delivery of the Transition plan.

They must carry out an assessment under Section 140 of the Learning and
Skills Act for young people with an SEN statement in their last year of
schooling. They may also carry out S140 assessments with other LDD young
people who are likely to require support in post school provision. The act
states that an S140 assessment is an assessment resulting in a written report
of his educational and training needs, and the provision required to meet
them. In South London the S140 assessment is called a Moving Forward
Plan.

They should ensure the transfer of relevant information to post 16 providers,
social services and the Learning and Skills Council (LSC) with the young
persons permission.

Social Services/Community Care Departments
They should give LA and schools information on services generally available
for families of a child ‘in need’

Inform LAs of local arrangements for early identification of children they think
may have SEN and update them with children they think may have SEN.

Make available to the LA any relevant information on planning processes or
data collection (Children with Disabilities Team register or community care

plan)

Provide social services advice to LAs for the assessment of children within the
statutory time limits.

Ensure schools have a contact for seeking social work advice on children who
may have SEN.

Consider with LAs the Social Service Department contribution to the non-
educational provision to be specified in an SEN statement.

Social Services are required to introduce Person Centred Planning in
providing for their clients with disabilities. This should build on work
undertaken with Connexions.

Ensure a Social Worker attends the Year 9 review and contributes to the
Transition Plan where a young person is subject to a care order,
accommodated by the LA or is a child in need.

Offer assessment of need to young people with SEN statements, identified as
disabled who may require services as adults.



Carry out assessments for young people who will access adult care services
resulting in a care plan.

Mental Health Teams
The Mental Health team provide joint provision of services between health
and social services (Adult and Children’s services).

Mental Health Services are provided at primary and secondary care
(specialist level). Tertiary services are provided by the South West London
and St. Georges Mental Health Service, but may not be borough based.

The secondary mental health service is provided under the framework of The
Care Programme Approach (Department ofThideaNkS 19&rq,
Community Care Act (1990). Under the Care Programme Approach
requirements, all users of specialist mental health services must have:
* acomprehensive ASSESSMENT of their health and social care needs
* a single CARE PLAN that addresses identified needs drawn from the
assessment
* a designated CARE COORDINATOR responsible for overseeing the
delivery of the care plan
* a systematic and regular REVIEW of the care plan to
reflect any change

Commissioned services are provided under Care Management arrangements
which are provided in conjunction with Care Programme Approach.

Health

The Health Authority (HA) should agree with the Primary Care Trust (PCT)
how the local health authority contribution to statutory assessments and to
meeting the medical needs of children with SEN will be discharged.

The PCT may employ staff from the HA and will need to designate a medical
officer for SEN.

The HA will co-ordinate the health service advice for a statutory assessment
and participate in multi agency meetings on assessments and making
assessments

The HA will make sure there are mechanisms so that health advice is
provided for annual reviews of the SEN statement, contribute to the Transition
plan and where appropriate attend the Year 9 transition review.

They must ensure schools have a contact for seeking medical advice on
children who may have SEN.

The HA should co-ordinate the health service provision for a child with SEN,
advising on services likely to be required.



They need to ensure that all young people with learning disability who want a
Health Action Plan should have one.

Learning and Skills Council (LSC)

The LSC has a statutory duty to take account of the assessment of people
with learning difficulties and disabilities that are arranged by the Connexions
service to enable them to plan provision.

They must plan to ensure that young people with Learning Difficulties and
Disabilities (LDD) have access to high quality learning.

Work with the Connexions service, along with other key agencies, to ensure
appropriate support and funding arrangements are in place for the provision
set out in Transition plans.

3.2 Supporting Legislation and Guidance

Here you will find a summary of the key legislation impacting on transition for
young people with learning difficulties and/or disabilities.

Carers and Disabled Children’s Act 2000 (Direct Payments to 16 and 17
year olds)

* Gave local councils power to offer direct payments to parents of disabled
children but also to 16 and 17 year olds to enable them to buy services
to meet their assessed needs under Children Act 1989. Direct Payments
are now provided through section 17 of the Children Act 1989.

Children Act 1989 Schedule 2
* Requires local councils to provide services to minimise the effects of
children’s disabilities and given them the opportunity to lead lives that are
as normal as possible.
* Requires social services to
- establish and maintain a Register for Children with Disabilities,
- to plan and monitor services,
- to work with Local Education Authorities to develop transition
plans
* requires social services to work closely with health, education,
Connexions, colleges and schools to assist young people to make
smooth transitions.

Children Act 2004

* Sets legislative foundations for agreed action from Every Child Matters

* Requires the LA to make arrangement for promoting co-operation
between the authority, partners and other bodies to improve the well-
being of children in the LA area

* Any arrangements made may apply to 19 — 25 year olds who have a
learning difficulty and receiving services under the Learning and Skills
Act

* Sets out a way of establishing database and sharing information



Chronically Sick and Disabled Persons Act 1970
» Sets out a broad range of services which local authorities may make
available
* Requires authorities to identify the numbers of disabled people in their
area, to publish information about social services and to ensure that
anyone using a social service is told about any other relevant service
available.

Community Care (Direct Payments) Act 1996

* Introduced cash payments to be given to disabled people aged 18 — 65
in place of services

* Direct Payments must be offered to everyone who might be eligible to
receive them

* Their purpose is to increase people’s independence by giving them
choice and control so they can buy the support they need.

* Direct Payments for adults are now provided under section 54 of the
Health and Social Care Act 2001.

Continuing Care: NHS and Local Councils Responsibility (2001,
reviewed 2003)
* Guidance to ensure the NHS and local councils agree together how
they will meet continuing health and social care needs

Disabled Persons (Employment) Acts 1944 and 1958. Amended by the
Disability Discrimination Act 1995 and Employment Training Act 1973
* Highlights the rights of disabled people and assists them in obtaining and
retaining work.
* Makes clear the duties placed on employers when interviewing and
employing disabled people.

Disabled Persons (Services, Consultation and Representation) Act 1986

* Requires LAs to identify children with a disability, assess their needs
before they leave full time education, assess the needs of the carer and
provide both general and specific information on its service for people
with disabilities.

* Places a duty on Local Education Authority to seek information from
Social Services Department (SSD) as to whether a young person with an
SEN statement is disabled and may require services from the LA when
leaving school

* Requires LA to notify SSD at the first annual review of an SEN statement
following the child’s 14™ birthday. Also to notify the SSD between 12 and
8 months before they cease full time education in order that planning for
services can be made.

* Section 5 and 6 requires SSD to identify disabled school leavers and
assess their needs for social care and services, normally 3 months
before leaving school.

* SSD to also give appropriate advice about employment, further
education and other appropriate services.



Education Act 1996/SEN Code of Practice

* A range of professionals must be invited to a young persons Year 9
Transition Review so that any parallel assessments under any other
legislation can be incorporated.

* The Head Teacher must ensure that a Transition Plan is drawn up as a
result of the Transition Review to ensure a smooth transition from child to
adult provision. Subsequent annual reviews must review and update the
transition plan. The transition plans must be circulated to the young
person, family and others involved in the review.

* Connexions Personal Adviser (PA) must attend the Transition Review in
Year 9 and in the final year and oversee the transition plan

* Head Teacher and Connexions PA must facilitate the transfer of relevant
information to post school provision of services

* Local Education Authority (LEA) must send the Connexions Service a list
of all pupils in their area who will require a Year 9 transition review no
later than 2 weeks before the start of the school year. The list must
include all pupils whether or not they are educated in school and indicate
any schools that the children specified attend.

* Connexions PA should ensure that where a young person has an SEN
statement, a copy of the statement together with a copy of the most
relevant annual review, and Transition plan are passed to SSD and any
other post 16 provision the young person will be attending. Where a
decision might need to be made about the placement of a student in a
specialist college, a copy of the Transition Plan should be sent to the
Learning and Skills Council (LSC).

* Young peoples views should be sought and recorded on assessments
from Year 9 onwards.

Every Child Matters (2003)

» Sets out to ensure that children at risk are properly protected within a
framework of universal services, which support every child to develop
their full potential

* Sets a vision for early identification and protection — includes information
sharing, Common Assessment Framework and identifying Lead
Professionals

Employment and Training Act 1973/Trade Union Reform and
Employment rights Act 1993
* The careers service (now known as Connexions) has a key role in
placing young people in education, training and employment
* They must employ sufficient numbers of qualified staff to provide a full
service to disabled clients

Fair Access to Care 2002: Guidance on Eligibility Criteria for Adult
Social Care.

* Provides a framework for determining eligibility to social care for adults

and puts eligibility in to 4 bands: critical, substantial, moderate and low.

« The decision about eligibility should be made following an assessment

of an individual’'s needs. The scale and depth of the assessment

should be proportionate to the individual’s presenting needs and
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circumstances. The most appropriate and cost-effective help should be
determined by matching services to eligible needs through the use of
statements of purpose.

« Reviews should be undertaken at regular intervals to ensure that the
care provided to individuals is still required and achieving the agreed
outcomes

Further and Higher Education Act 1992
* Aims to provide sufficient and adequate Further Education (FE) facilities
for people with disabilities up to the age of 25
* Divides responsibility for FE between the Local Education Authority and
Further Education Funding Council (now the responsibility of the
Learning and Skills Council)

Housing Act 1996
* Ensures there is someone responsible for developing housing strategies
that provide for the full range of housing needs.
* Housing department is legally required to co-operate with social services
departments in drawing up community care plans
* Housing Authority and Social Services Departments are responsible for
developing joint policies to meet needs of people with disabilities

Improving the Life Chances of Disabled People — (Final Report January
2005)

* Provided the vision that by 2025 disabled people in Britain should have
full opportunities and choices to improve their quality of life and will be
respected and included as equal members of society

* Key areas include independent living, early years and family support,
transition to adulthood and employment

* Transition should focus on individual needs, there should be continuous
service provision and young people and parents/carers should have
access to a more transparent and appropriate menu of opportunities and
choices

The Learning and Skills Act 2000

* Requires the Learning and Skills Council (LSC) to consider the needs of
people with learning difficulties and/or disabilities (LDD) and imposes
duties and powers in respect of securing boarding accommodation in
Further Education and Higher Education.

* Places a power and a duty on the Secretary of State, through Section
140 of the Act, to make arrangements for the assessment of young
people with LDD when they are undertaking or likely to undertake post
16 education, training or higher education. Connexions Partnerships will
deliver this responsibility.

* Requires the LSC to have regard to the needs of persons with LDD and
any report of an assessment carried out under the Section 140

* Sets out reasons for seeking a specialist residential placement for a
young person

Mental Capacity Act 2005
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* This act provides a statutory framework to empower and protect
vulnerable people who are not able to make their own decisions. It
makes it clear who can take decisions, in which situations, and how
they should go about this.

- It states that every adult has the right to make his or her own decisions
and must be assumed to have capacity to do so unless it is proved
otherwise;

« The right for individuals to be supported to make their own decisions
and given all appropriate help before anyone concludes that they
cannot make their own decisions;

« Anything done for or on behalf of people without capacity must be in
their best interests and the least restrictive of their basic rights and
freedoms.

Mental Health Act 1983

The Act provides the statutory framework to allow people to be assessed and
treated compulsorily, where they are found to be suffering from mental illness
or certain forms of mental disorder.

This legislation governs the formal detention and care of mentally disordered
people in hospital.

Section 7 relates to the use of guardianship. The purpose of guardianship is
to enable people to receive community care where it cannot be provided
without the use of compulsory powers.

Section 117 requires the Local Adult Social Services Authority with the local
health services (Primary Care Trust) to provide, in co-operation with relevant
voluntary agencies, aftercare services for anyone to whom the section
applies. The section applies to those who have been treated under certain
sections of the mental health act.

Section 136 authorises a police officer who finds a person who appears to be
suffering from a mental disorder, in a place to which the public have access,
to remove him/her to a place of safety (designated unit or hospital ward).

For those young people under the age of 18 years requiring assessment or
treatment for a mental disorder , the legal aspects must be considered along
with the Children Act, which may be paramount.

NHS and Community Care Act 1990

* The Local Authority (LA) is obliged to undertake an assessment of need
to identify ways of meeting these needs for eligible clients via Direct
Payments or directly provided services such as domiciliary, day and
respite care.

* LA can call upon other agencies such as the Local Health Authority or
Housing to assist with the assessment of needs and provide seamless
care.

o Governs fthe assessment processes, needs and service
delivery of people with Mental Health problems,
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o Stipulated action and steps to be followed when delivering
services

National Service Framework for Mental Health (Adults) (1999)

* Mental Health Services for adults are provided under this government
framework, and in the case of Child and Adolescent Mental Health
Services the National Service Framework for Children Young People
and Maternity Services (CAMHS Services).

National Service Framework for Children, Young People and Maternity
Services (2004)

* Promotes a person centred approach to transition planning, focusing on
the fulfilment of the hopes, dreams and potential of the young disabled
person

* Plans for the establishment of multi agency transition groups

* Ensure the support for young disabled people to use direct payments

* Promotes support to manage the transition for those with high levels of
need, those in residential schools, looked after children and those with
rare conditions

* Encourages agencies to develop local strategies to widen education,
training and employment opportunities for disabled young people

* Promotes the development by Health Services for appropriate
adolescent/young persons’ services with a view to enabling smooth
transition to comprehensive multi disciplinary care.

National Service Framework for People with Long Term Conditions
(2005)

* Key themes are independent living, care planned around the needs
and choices of the individual, easier, timely access to services and joint
working across all agencies and disciplines involved.

* All people with long-term conditions are offered a full assessment of
their health and social care needs and involved in writing a care plan
about how their needs are to be met.

« Anyone living at home is to receive a full range of rehabilitation, advice
and support to meet their continuing and changing needs. This is to
increase their independence and help them to live as they wish.

« Have appropriate support to help them find or regain employment, to
remain in work or to pursue educational opportunities.

No Secrets: Protection of Vulnerable Adults
* Promotes statutory agencies to work together in partnership to develop
coherent policies, procedures and practices to protect vulnerable
adults.

Removing Barriers to Achievement — The Government’s Strategy for
SEN (2004)
* Key areas are early intervention, removing barriers to learning, raising
expectations and achievement, delivering improvements in partnership.
* Makes a commitment to work across the Government to improve the
quality of transition planning, sets national standards for health and
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social care through children’s National Service Framework and
encourages work with Connexions and the Learning and Skills Council to
expand educational and training opportunities and develop new
opportunities to enable transition to work.

The Special Educational Needs and Disability Act (SENDA) 2001
(Amends the Education Act 1996 and Disability Discrimination Act 1995)
* Makes it illegal to treat a disabled person less favourably than a non-
disabled person for reasons related to his/her disability.
* Requires institutions to make reasonable adjustments to ensure that a
disabled student is not placed at a substantial disadvantage.

Valuing People: A New Strategy for Learning Disability in the 21°
Century (2001)

* Sets out the Government vision for providing new opportunities for
children and adults with learning disabilities and their families to live full
and independent lives as part of their local community.

* |dentifies four key principles of rights, independence, choice and
inclusion lie at the heart of Government’s new vision.

* The Learning Disability Fund will target the priorities of the white paper.

* Central Implementation Support Fund will be used to fund a range of
developments including advocacy.

* New national information centre and helpline to be established.

* Details the issues around transition into adulthood and person centred
planning (PCP). Describes the responsibilities of the Learning Disability
Partnership Board for planning and commissioning services to agree a
framework for development of PCP. PCP must build on assessment and
planning for young people already undertaken by Connexions.
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4. Strategic Planning for Transition

Two groups meet formally to provide strategic planning to aid transition.
These are the Transition Planning Meetings and the Transition Strategic
Planning Group.

4.1 Transition Planning Meeting

This is a strategic meeting with managers and commissioners from key
agencies represented. The aim of the meeting is to share information on
young people requiring ongoing assistance and services to support their care
needs. The sharing of this information at timely intervals each year will
promote better planning of future services for young people with disabilities.
Of equal importance, the meetings are used to identify the team that is best
placed to offer services to the young person past their 18" birthday. Terms of
reference for the group are located in Appendix B.

These meetings will be held in June each year to allow time for planning.
Follow up meetings will be held to update key agencies of the work taking
place and unblock cases where issues are unresolved.

Key managers are invited from all relevant agencies and departments who will
benefit from a greater understanding of the needs of the young people
approaching transition. This will provide them with information to enhance
their strategic and financial planning. The key people invited are,

Transition Unit Co-ordinator

Manager of the Children with Disabilities Team (CWDT)

Transition Social Worker (CWDT)

Service Manager/Team Manager, Assessment and Care Management Team
(Physical Disabilities)

Team Manager, Sutton Community Team for People with Learning Disabilities
(SCTPLD)

Transition Care Manager (SCTPLD)

Planning and Commissioning officers

Service Manager, Community Mental Health Team (CMHT)

Team Manager, Connexions

Management representative, Special Educational Needs Team

Management representative, London South Learning and Skills Council
Finance manager, London Borough of Sutton

Other representative, as appropriate

The Transition Unit will use the Transition Tracking Database to identify those
young people who will need services in adulthood. To inform this process,
information is gathered from Social Workers from the CWDT and Personal
Advisers from Connexions using the Transition Planning Summary Sheet
(Appendix C) in preparation. The cases considered are those,

* turning 18 years olds the following financial year and likely to need
community care services
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young people returning from specialist residential college, usually
around the ages 19 and 22.

rising 16 year olds with complex care needs who will almost certainly
need community care services once they leave full time education

This key data is then presented at the meeting by the Transition Unit and a
representative from the CWDT. At the meeting the following issues are
shared and discussed for each young person.

The diagnosed disability and prognosis

Current resource provided by the CWDT

Possible future resources required at time of transfer

The most appropriate community team to take responsibility for the
case

Decisions from this meeting are kept as minutes and shared with the
appropriate people, for example the key Social Workers from the CWDT to
ensure referrals are made to the relevant adult community team, either using
Paris where appropriate or a preferred referral route, and to commissioners to
influence the planning of service.

Annual Transition Planning Meeting

Aug — Mar
Information is gathered on young people using the
Transition Planning Summary Sheet

April

Transition Unit decide on the young people to be raised at the planning

meeting
Key people invited to the planning meeting
Agenda of names circulated

June
Transition Planning meeting takes place

June/July
Minutes of the meeting are circulated to attendees
Referral to adult team made
Key pieces of information are shared with commissioners
TTD updated

Ad hoc
Update meetings take place to monitor care planning
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4.2 Transition Strategic Planning Group

This group is a strategic and operational level group who oversee the
arrangements for transition for young people in Sutton. The group has
representatives from a wide range of stakeholders including parents/carers,
statutory and voluntary agencies. It is chaired by the Transition Champion for
Sutton (currently the Manager of Sutton Disability Partnership for Children and
Young People). (Terms of Reference: Appendix D)

Meeting four times a year, their key priorities are to ensure that young people
with disabilities have access to services that enable them to achieve their
potential for education, training and employment, social relationships and
independent living and to ensure that transitional arrangements conform with
key national policies including Valuing People, Every Child Matters and the
National Service Framework for Children, Young People and Maternity
Services. An action plan is produced to monitor the key developments in
transition.
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5. Transition Planning in Sutton

5.1 Transition Unit

Within Sutton a Transition Unit has been set up to oversee transition. In
2006 the team has a Transition Unit Co-ordinator, transition Social Worker
from the Children with Disabilities Team (CWDT), a Care Manager from the
Community Team for People with Learning Disabilities (SCTPLD), a
Connexions Personal Adviser and a community school nurse. The team also
works closely with a range of agencies, statutory and none statutory across
the borough.

The Transition Unit team is responsible for a number of activities. These
include,

* Collection of data from a range of agencies on young people aged 14
plus, to identify who has an SEN statement and/or a disability.

* Management of the Transition Tracking Database to track young
people with an SEN statement and/or a disability through transition
from age 14 to 25. (section 2).

* |dentify young people who require adult community services and call
regular Transition Planning Meetings to name the most appropriate
agency to provide ongoing support through transition (section 4).

* Oversee the transition of cases that will become the responsibility of an
adult community team and promote good practice in the lead up to the
transfer.

* Support colleagues who work with transition cases. Manage the
Transition Casework Group (section 6).

* Identify trends and provide information on gaps in service provision.
Provide information to improve budget planning.

* Providing information and training on the Sutton Protocols and issues
relating to transition to parents/carers and colleagues working with
transition cases.

5.1.1 Referrals to the Transition Unit Team

Although the team works with young people and their families, the Transition
Unit does not take referrals directly. These should be directed through the
relevant duty system.

For young people under the age of 18:
* Connexions Personal Advisers — 020 8642 6442
* Social Worker (CWDT) — 020 8770 4690
e Community school nurse — 020 8770 8318

For young people aged 18 and over:
* Connexions Personal Advisers — 020 8642 6442
* Sutton Community Team People Learning Disabilities or Physical
Disabilities — 020 8770 4377/4337

12



5.2 Transition Protocols from the Children With Disabilities Team
(CWDT) to the Community Team for People with Learning Disabilities
(SCTPLD)

5.2.1. Referrals

Referrals for young people under the age of 18 who have a learning
disability and want an assessment under the Community Care Act are
made to the CWDT and the Transition Unit is kept informed.

. Referrals for young people aged 18 - 25 are made directly to SCTPLD

and the allocated Care Manager informs the Transition Unit of the
referral, for monitoring and tracking purposes.

5.2.2 Process for referrals pre 18

VI.

VII.

CWDT Social Worker/Connexions Personal Adviser gathers
information and evidence (care assessment, SEN statement,
professional’s reports, psychometric test results etc) on the full range
of needs/disabilities (learning disability, physical disability, mental
health, health) to help identify the most appropriate adult team.

. CWDT Social Worker/Connexions Personal Adviser highlights the

young person to the Transition Unit (around their 14" birthday) to
ensure they are discussed at the annual Transition Planning Meeting in
June each year.

A decision is made at the Transition Planning Meeting as to the most
appropriate team and feedback is given to the CWDT/Connexions as
to which adult community team the referral is to be made. A referral is
made on Paris by CWDT Social Worker within two weeks of the
meeting.

SCTPLD team manager allocates a Care Manager and informs the
Transition Unit of the professionals name.

A joint meeting takes place between the Social Worker and Care
Manager and a plan for handover is discussed. The plan for handover
must include agreement and timings for meeting the young person
and their family, activities to take place before transfer, timing of
transfer and identification of possible placement and funding changes.
The Care Manager starts to meet the family and young person from
age 16 for complex cases or age 17 for cases requiring less complex
services (and those who will be in specialist residential school until
after 18). A Care Manager may attend school annual reviews for
those who require a complex service to support the assessment
process.

The Care Manager carries out a FACS and community care
assessment to identify whether the young person is eligible for
services and what their needs are. Where eligible a care plan is drawn
up, assessing the young persons needs. The plan is agreed by the
supervisor/senior manager by the time the young person is 17 years
and 3 months (earlier for complex cases).

The final care package, specifying providers, is presented to
supervisor/senior managers for agreement by the time the young
person is 17 years and 9th months old.
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VIILI.

Some young people may require services but not directly on their 18"
birthday. In these cases the same time scale should be followed: care
plan agreed 9 months before they require the services and care
package and resources committed 3 months before they require the
provision.

The care plan is implemented at the young persons 18" birthday and
responsibility passes to SCTPLD. In some cases the CWDT Social
Worker may continue to joint work for a short period on cases where
transition is unstable. In most cases where education and
employment support is required the Connexions Personal Adviser will
continue to joint work with the Care Manager.

Where it is identified that the young person is not eligible for adult
services the CWDT Social Worker joint works with the Connexions
Personal Adviser to identify the appropriate support post 18.
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5.2.3 Flow Chart: Transition to SCTPLD

Information Gathering
Transition Unit team gather information and use the Transition Tracking Database to
identify those who may have ongoing care needs post 18.

v

Transition Planning Meeting
Joint meeting takes place to decide which adult care management team will support
the young person past their 18" birthday.

v

Referral and Allocation
A referral is made and an adult Care Manager is allocated to co-work with the
Transition Social Worker and Connexions Personal Adviser.

v

Joint Working
Joint meeting takes place to decide the role of each professional leading up to
transition. Adult Care Manager starts to meet the family and young person at aged
16 for the complex cases or aged 17 for other cases (less complex and those who
will be in specialist residential school until after 18).

v

Assessment, Care Plan and Care Package
FACS and Community Care assessment is made by the Care Manager at 16 for
complex cases and 17 for less complex cases. Care plan completed and agreed
with supervisor/senior manager by time young person is 17 years and 3 months
(earlier for complex cases). Care Package agreed 3 months before the young
persons 18" birthday or when the services will be required.

v

Care Plan Implementation
At 18 the social care responsibility passes SCTPLD and ongoing reviews of the care
plan takes place. Joint working continues with Connexions in respect of their
education, employment and training placements.
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5.3 Transition Protocols from the Children with Disabilities Team
(CWDT) to the Assessment and Care Management Teams (Physical
Disability)

5.3.1. Referrals

Those young people under the age of 18 who have a physical disability
and are likely to require adult community care. These referrals should
be made to the CWDT and the Transition Unit should be informed.

. Referrals for young people over the age of 18 can be made direct to

the relevant Assessment and Care Management team for the area in
which the person lives in the normal manner. The Transition Unit
should be informed by the Care Manager allocated to the case of the
referral for monitoring and tracking purposes.

5.3.2 Process for referrals pre 18
I. CWDT Social Worker/Connexions Personal Adviser gathers information

VI.

VII.

and evidence (care assessment, SEN statement, professional’s reports
etc) on the full range of needs/disabilities (learning disability, physical
disability, mental health, health) to help identify the most appropriate
adult team.

CWDT Social Worker/Connexions Personal Adviser highlights the
young person to the Transition Unit (around their 14™ birthday) to
ensure they are discussed at the annual Transition Planning Meeting in
June each year.

A decision is made at the Transition Planning Meeting as to the most
appropriate team and feedback is given to the CWDT/Connexions as to
which adult community team the referral is to be made. A referral is
made on Paris by CWDT Social Worker.

The Assessment and Care Management Team Manager receives the
referral. Depending on the time needed for care planning allocation is
either directly to a Care Manager or to the dummy ‘Transitional Care
Manager’ for formal allocation at an agreed later date.

A joint meeting takes place between the Social Worker and Care
Manager and a plan for handover is discussed. The plan for handover
must include agreement and timings for meeting the young person and
their family, activities to take place before transfer, timing of transfer
and identification of possible placement and funding changes.

At age 16/17 the adult Care Manager carries out a FACS and
community care assessment to identify whether the young person is
eligible for services and where eligible a care package is drawn up.

The Care Plan is agreed or where costs are substantial the plan will be
presented at panel and agreed at least 3 months before the young
person’s 18" birthday. Some young people may require services but
not directly on their 18" birthday. In these cases the care plan should
be agreed 3 months before the provision is required.

VIIl.The care plan is implemented at the young persons 18" birthday and

responsibility passes to the community care team. In some cases the
Children with Disabilities Team Social Worker may continue to joint
work for a short period on cases where transition is unstable. In most
cases where education and employment support is required the
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Connexions Personal Adviser will continue to joint work with the adult
Care Manager.

IX. Where it is identified that the young person is not eligible for adult
services the CWDT Social Worker joint works with the Connexions
Personal Adviser to identify the appropriate support post 18.
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5.2.3 Flow Chart: Transition to Assessment and Care Management
Teams (Physical Disability)

Information Gathering
Transition Unit team gather information and use the Transition Tracking Database to
identify those who may have ongoing care needs post 18.

v

Transition Planning Meeting
Joint meeting takes place to decide which adult care management team will support
the young person past their 18" birthday.

v

Referral and Allocation
A referral is made and an adult Care Manager is allocated to co-work with the
Transition Social Worker and Connexions Personal Adviser.

v

Joint Working
Joint meeting takes place to decide the role of each professional leading up to
transition. Adult Care Manager starts to meet the family and young person at aged
16 for the complex cases or aged 17 for other cases (less complex and those who
will be in specialist residential school until after 18).

v

Assessment, Care Plan and Panel Decision
Comprehensive assessment is made by the Care Manager at 16/17 to identify the
young persons and carers needs. Care plan and package completed and where
required is taken to panel. Agreement is made 3 months before the young persons
18™ birthday or when the services will be required.

v

Care Plan Implementation
At 18 the social care responsibility passes to the Assessment and Care Management
Team and ongoing reviews of the care plan takes place. Joint working continues
with Connexions in respect of their education, employment and training placements.
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5.4 Transition Protocols to the Community Mental Health Team (CMHT)

5.4.1 Referrals

5.4.2

VI.

Those young people who have a moderate or severe mental health
problem, who are 17 years of age and are open to the Child and
Adolescent Mental Health Service (CAMHS) can be referred to adult
mental health services in conjunction with their care coordinator in
CAMHS, to begin transfer planning.

. Those young people who have a moderate or severe mental health

problem, who are 17 years of age and are not open to CAMHS can be
referred directly to the adult mental health service.

Young people who have significant learning disabilities and a mental
health problem and/or severely challenging behaviour that requires the
input of more than one mental health professional and whose needs
cannot be met by generic mental health services or Sutton Community
Team for People with Learning Disabilities should be referred to the
Sutton Mental Health Learning Disability Team.

Process

. The Children with Disabilities Team (CWDT) and Connexions Personal

Adviser identifies young people to be referred to the Adult Mental
Health Services. These referrals are raised at the Annual Transition
Planning Meeting in June each year for discussion.

. Where agreement is made that a young person should be referred to

the Adult Mental Health Services a formal referral is made at least one
year before the young persons 18" birthday. Appropriate paperwork is
forwarded to the Service Manager at the time of referral. The referral is
discussed at the Adult Mental Health allocation meeting and a worker
(Care Manager or Care Co-ordinator, as appropriate) is allocated to the
case.

The allocated Care Manager/Care Co-ordinator contacts the Social
Worker within the Children with Disabilities Team to arrange a joint
meeting to discuss case handover.

. The joint meeting takes place between the Social Worker and the Care

Manager/Care Co-ordinator and a plan for handover is discussed. The
plan for handover must include agreement and timings for meeting the
young person and their family, activities to take place before transfer,
timing of transfer and identification of possible placement and funding
changes.

The Care Manager/Care Co-ordinator carries out a comprehensive
needs assessment and the care plan is drawn up. The care plan is
presented jointly at the agreed funding panel if residential resources
will be required, at the appropriate point before their 18" birthday
(ideally 6 months beforehand). This should allow sufficient time for
planning and accessing appropriate services, if the young person is
leaving full time education.

The care plan is implemented at the young persons 18" birthday and
responsibility passes to the Adult Mental Health Service. In some
cases the Children with Disabilities Team Social Worker may continue
to joint work for a short period on cases where transition is unstable.
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5.4.3 Flow Chart: Transition to Community Mental Health Team (CMHT)

Information Gathering
Transition Unit team gather information and use the Transition Tracking Database to
identify those who may have ongoing care needs post 18.

v

Transition Planning Meeting.
Joint meeting takes place to decide which adult care management team will support
the young person past their 18" birthday.

v

Referral and Allocation
A referral is made and an adult Care Manager/Care Co-ordinator is allocated to co-
work with the Transition Social Worker and Connexions Personal Adviser.

v

Joint Working
Joint meeting takes place to decide the role of each professional leading up to
transition. The care manager /care coordinator in CAMHS starts to
meet the family and young person at aged 14 years for the complex cases
or adult services as the child reaches 17 years or is ending full time
education for less complex cases and those who will be in specialist
residential school until after 18 years.

v

Assessment, Care Plan and Panel Decision
A needs assessment is made by the Care Manager at 16/17 to identify young person
needs. Care plan completed and where required is taken to panel. Agreement is
made 6 months before the young persons 18" birthday.

v

Care Plan Implementation
At 18 the social care responsibility passes to the Adult Mental Health Service and
ongoing reviews of the care plan takes place. Joint working continues with
Connexions in respect of their education, employment and training placements up to
the young persons 21* birthday.
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5.5 Transition Protocols for Connexions Service

5.5.1 Referrals

Ordinarily young people resident or studying in the London Borough of
Sutton can access the Sutton Connexions Centre. Young people
should be between the ages of 13 and 19 or up to 25 with a learning
difficulty or disability.

. Young people not resident or studying in Sutton may also access

services at the Sutton Connexions Centre if they so wish although
there may be a centre closer to where they live or study that may be
easier to access.

5.5.2 Process

The Connexions Service gathers information from each school and
from the Local Authority (LA) on young people from Year 8 upwards
The Connexions Personal Adviser (PA) attached to each school
provides advice and support to young people from Year 9 onwards.
Priority is given to vulnerable young people including those with an
SEN statement and/or Learning Difficulties and Disabilities (LDD).

The PA aims to meet all young people with an SEN statement before
their transition review in Year 9. Where appropriate an action plan is
written.

The PA attends the transition review in Year 9 and future education,
training and employment options are discussed. This information
informs the Transition Plan. At this review and subsequent reviews the
PA aims to identify if possible Learning and Skills Council (LSC) or LA
funding may be required.

The PA works closely with the young person and, where appropriate,
their family and Social Worker/Care Manager to plan for post school
options.

If the young person has an SEN statement, in the final year of school
the PA attends the annual review and writes the Moving Forward
Plan/S140 assessment. This plan collates information on the young
persons educational and training needs, and the provision required to
meet them. Where the young person agrees, the Moving Forward Plan
is forwarded to the next learning provider to enable them to put in place
any services or provision to support the learner.

If the young person is planning on moving to a new educational
placement and where funding is required from the LSC or LA for this
next educational placement, the Moving Forward Plan along with other
useful reports (SEN Statement, transition plan, parents reports,
educational psychology reports etc) are sent to the SEN team within
the LA. The LA then forwards this to the LA or LSC funding panel
where a decision is made.

PA continues to support the young person to access education, training
or employment up until they reach 19 (or 25 if they have LDD).
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5.5.3 Flowchart: Connexions support to young people in transition

Information Gathering
Information is gathered from the LA and schools on young people from year 8

v

Information, Advice and Guidance
PA meets the young person and family where appropriate to offer advice and support

v

Transition Planning
PA attends Year 9 transition review for those with an SEN statement.

v

Joint work and ongoing support
Ongoing advice and support offered to young person and family. Links made with
Care Manager and Social Worker, where relevant.

v

Moving Forward Plan (S140)
PA attends final annual review or in some cases the penultimate review. A Moving
Forward Plan (S140) is written for statemented young people and sent to the next
education or training provider (with the young persons permission).

v

LSC or LEA funding
If funding is required for a college course, PA sends the Moving Forward Plan and
other reports to Local Authority to be sent to the relevant funding panel.

v

Information, Advice and Guidance
PA continues to support young person and family with education, training and
employment options.
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6: Support for Professionals

Support is offered to professionals who work directly with young people in
transition through traditional methods and mow through newly developed
arrangements. The traditional route of supervision and training are well
documented. A new development is the Transition Casework Group.

6.1 Transition Casework Group

6.1.1 Purpose of the meetings

* Any case can be referred to the Transition Casework Group as long as
the young person is between the ages of 14 and 25, has an issue with
transition and where a multi professional approach would be useful
(usually those at Stage 2 or above within the Sutton Child Concern
Model (Appendix E)).

* The meeting provides all professionals with a chance to share
information and ensure that all possible issues and outcomes within
transition are discussed and possible ways forward or action required
is agreed.

* It provides the assurance that all professionals are aware of the needs
and services needed to enable the young person to achieve a
successful transition

* The meetings take place half termly and are managed by the Transition
Unit.

6.1.2 Core Professionals invited to the meeting

Personal Advisers (Connexions)

Transition Social Worker and other nominated Social Workers (CWDT)
Transition Care Manager and other nominated Care Managers (SCTPLD)
Health Professional (SCTPLD)

Health Professional (School Nursing Team)

Transition Link Care Manager plus other nominated Care Managers
(Assessment and Care Management Team - Physical Disability)
Representative from the SEN team

Social Worker (Leaving Care team)

Mental Health representative

Educational Psychologist representative

Other visitors may be invited to attend to support with specific cases. These
cases would be put high up on the agenda to be discussed first.

6.1.3 Confidentiality

The young person or family must be formally asked by the referring
professional before a case can be discussed at a meeting.

All professionals attending the meetings will be asked to sign the Attendance
Sheet stating that information shared will be kept confidential.

6.1.4 Referring cases for discussion at the meeting

Any professional may refer to the Transition Casework Group, but must have
the prior agreement of the young person or their parents/carers.
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The criteria for referral are that the young person -

Is resident in London Borough of Sutton or attends a school in the area
Is aged between 14 and 25

Will benefit from a multi-professional approach for successful transition
to take place (Stage 2 or above on the Sutton Child Concern Model)

6.1.5 Process

The Transition Unit Administrator circulates an email to invite all core
professionals to the next meeting, one month in advance. A request is
made for new referral cases to be discussed.

. New referrals are added to the agenda. A decision is made within the

Transition Unit team as to whether other professionals, in addition to
the core group, should be invited. The agenda is forward to all
professionals two weeks before the meeting.

All professionals check within their teams where input has been made
and identify any issues or concerns that need to be raised a the
meeting.

. The meeting takes place reviewing old cases and discussing new

cases. Action points are agreed with a professional allocated to
ensuring these actions take place. Agreement is made as to whether
the case needs to remain on the agenda for the next meeting or
whether the case can be made ‘Cease to Review’. Minutes are taken
and typed up.

Minutes are circulated to core professionals and the process is
repeated from step 1 above.

6.1.6 Outcomes

A Lead Professional (Appendix F)is identified at the meeting to ensure
all agreed action takes place. This person is responsible for feeding
back any outcomes to the young person and the family.

The Transition Unit Administrator is responsible for updating the
Transition Tracking Database to aid tracking.

2N



7: Transition Information for Service Users

A strategy has been developed within Sutton to support the provision of
Transition information to Young People and their Parents and Carers within
Sutton.

7.1 Information Strategy

Transition can be a time when many young people and parents/carers require
information, advice and support. The London Borough of Sutton aims to meet
these information needs using a range of formats to enable people to access
what they require, when they require it. The Transition Strategic Planning
Group oversees the provision of transition information.

7.1.1 Vision
Parents, carers and young people are fully informed about transition and can
access information that is accurate, timely and in their preferred format.

7.1.2 Guiding principles

All information provided will be fit for purpose and of a good quality

Language used will be clear and simple, avoiding jargon

Information will be available in a range of formats

Empower young people to play a key role in their transition planning
Encourage the role parents/carers play in transition planning

Anything published should be accurate at time of publication and should be
updated as appropriate

7.1.3 Formats

Written information:

* Can be in a variety of formats such as booklet, information pack and
leaflet/fact sheet

* Parents, carers and young people will be consulted when planning and
developing information for them

* A range of relevant professionals will be included in the planning and
development to promote a multi agency approach to transition

* The language used and the design will be both simple and clear

* When producing information for young people symbols and pictures will
be used

* Signposts to other sources of information and contacts will enable
users to get further information in other formats

* Information produced will have a Sutton focus and will not duplicate
other information already from other sources

* Any information produced will be accessible on the London Borough of
Sutton website, along with other relevant websites

Meetings:
* Can be formal and/or informal
* Can be a presentation and/or discussion
* Provide the opportunity for questions
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* Can include a range of professionals involved in transition and
demonstrate a multi agency approach

* Need to take account of parents’/carers’ work and family commitments
with a choice of timings if possible

* Provide information on where further details can be gained including
written information to support the meeting where possible

* Those attending should be given the opportunity to evaluate and give
feedback on the relevance and success of the meeting

* Meetings held within the London Borough of Sutton will be advertised
through a range of appropriate sources and will be detailed on the LBS
website

7.1.4 Information Currently Available

1) Transition Guide for Parents/Carers of Disabled Young People
Six fact sheets have been produced that support parents and carers within
Sutton. These fact sheet are downloadable from the London Borough of
Sutton website.

* Guide to Transition Planning

* Leaving School, What Next?

* Money Matters

* Relationships and Health

* Sport and Leisure

* Towards Independence

The fact sheets will be reviewed on a yearly basis to check for accuracy. The
Transition Unit Co-ordinator will be responsible for the review of information.
Parents and carers will be consulted every other year to check whether the
information provided is relevant to their needs.

2) Parents Meetings

The Transition Unit works closely with Contact a Family and Connexions to
provide parents and carers with a range of meetings, on various topics, to
support Transition planning. These include

Transition: An overview

Benefits and finance

The Transition review

Options after school

At these meetings a range of relevant speakers are invited to present useful
information.  Evaluation forms are used at each meeting and feedback
gained is used to make improvements to subsequent meetings.

7.1.5 Future Priorities

Information through external publications and meetings:

The Transition Unit will actively seek to be involved in additional relevant
meetings that promote transition.
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The Transition Unit will actively seek to include relevant and useful
information in other internal and external publications and newsletters on an
ad hoc basis.

Information for young people:

Find a source of funding to produce information

Undertake an audit of current transition information available for young
people, locally and nationally

Consultation with young people about the sorts of information they want
Produce information for young people within budget

Provide information in a range ways:

Investigate other ways of providing information eg other world languages,
Braille, DVD, CD Rom.

Investigate the costs of producing the parent/carer and young people’s fact
sheets in a variety of languages, audio etc

7.1.6 Review of the Information Strategy

The Transition Strategic Planning Group, on a yearly basis, will review the
strategy.
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8 Glossary
Here are some of the most common key terms used in this document.

Annual Review: A yearly review of a students special educational needs
statements. It is the responsibility of the school or the Local Authority if the
young person is educated otherwise to call the review. In Year 9 the review is
called the Transition Review.

CAF (Common Assessment Framework): This framework is to be used
where a child/young person has additional needs and the means of meeting
them is not immediately apparent, or where more than one agency needs to
be involved, and is intended to be the main assessment tool to support inter-
agency referral and multi-agency working.

CAMHS (Child and Adolescent Mental Health Service): A statutory support
service for children with mental health issues.

CMHT (Community Mental Health Trust): a statutory support service for
adults over the age of 18 with mental health issues.

Connexions Service: a youth support service offering information and advice
on a range of issues for 13 — 19 (up to 25 with LDD) year olds.

CWDT (Children with Disabilities Team): this is a statutory social services
team working within the London Borough of Sutton supporting children and
young people with disabilities and their families.

Direct Payments: These are cash payments made in lieu of social service
provisions, to individuals who have been assessed as needing services.
They can be made to disabled people aged 16 or over, to people with
parental responsibility for disabled children, and to carers aged 16 or over in
respect of carer services.

Every Child Matters: A Government programme to improve outcomes for all
children. The Government's aim is for every child, whatever their background
or their circumstances, to have the support they need to: be healthy, stay
safe, enjoy and achieve, make a positive contribution and achieve economic
well-being. To view more detailed inforamtion access website
www.everychildmatters.gov.uk

FACS (Fair Access to Care Services): provides councils with a framework for
setting their eligibility criteria for adult social care. Implementation will lead to
fairer and more consistent eligibility decisions across the country.

FE (Further Education): education college provision for young people
usually over the age of 16.

LA (Local Authority): local government or council eg Sutton
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LDD (Learning Difficulty and/or Disability): A person has a Learning
difficulty if — a) s/he has a significantly greater difficulty in learning than the
majority of persons of the same age, or b) for children- has a disability which
prevents or hinders them from making use of educational facilities of a kind
generally provided for children of the same age in schools within the area of
the Local Authority. C) for older learners — has a disability which prevents
them from making use of facilities generally provided by institutions providing
post 16 education or training (Education Act 1996 and Learning and Skills Act
2000)

LEA (Local Education Authority): the education department of the Local
Authority.

Lead Professional: An element of the Every Child Matters programme.
They take the lead to coordinate provision and act as a single point of contact
for a child and their family when a range of services are involved and an
integrated response is required. Appointing a lead professional is central to
the effective frontline delivery of services for children with a range of
additional needs. When the role is delivered in the context of multi-agency
assessment and planning, underpinned by the Common Assessment
Framework or relevant specialist assessments, it ensures that professional
involvement is rationalised, coordinated and achieves the intended outcomes.

LSC (Learning and Skills Council): This organisation is responsible for
providing post 16 education and training.

Moving Forward Plan/ Section 140 Assessment: an action plan usually
produced by a Connexions Personal Adviser in a young persons final year of
education. The information on the plan generally including information on the
young person support needs and is forwarded to the next learning provider to
enable them to put support in place.

PA (Personal Adviser): this professional works for the Connexions Service
and offers advise and support to young people and their families on a range of
topics from education, training, employment, housing and so on.

Paris/ICS (Integrated Children’s Service): an electronic case record system
used by social services in Sutton. It is used to record the facts and events of
children's lives, for assessing the needs of children and monitoring their
developmental progress.

PCP (Person Centre Planning): this process came out of the White Paper
‘Valuing People’ and promotes the use of PCP tools to understand people's
needs (particularly those people with disabilities), looks at ways of supporting
them to achieve a lifestyle they want and change service systems.

PCT (Primary Care Trust): a local arm of the NHS that co-ordinates health
and social care at a local level.
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SCTPLD (Sutton Community Team for People with Learning
Disabilities): Sutton’s social services adult team for people with learning
disabilities.

Section 140 Assessments: see Moving Forward Plan

SEN (Special Educational Needs): either used as a simple abbreviation of
the term Special Educational Need or sometimes may be used to refer to an
SEN statement.

SEN statement: A statement of Special Educational Needs is a legal
document laying out the details of Special Needs a child or young person has
and it outlines the specific help which will be made available to meet these
needs.

Transition: in this document it refers to a period of change in a persons life
who is moving towards adulthood.

Transition Plan: a document that is usually produced by the school after a
transition review. Usually it includes ideas and plans for the young person
once they leave school.

Transition Planning: the process of planning for when the young person
leaves school and beyond.

Transition Review: see Annual Review above.
TTD (Transition Tracking Database): managed by the Transition Unit, this

database keeps track of young people aged 14 — 25 with learning difficulties
and disabilities.
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9 Useful Contact Details

Assessment and Care Management Team for People with Physical
Disabilities: Community team for adults with physical disabilities with teams
in Cheam, Wallington and Carshalton. Tel: 020 8770 6080 Wallington: 020
8409 7446, Carshalton and Cheam 020 8770 4418/4305

Carshalton College:Nightingale Road, Carshalton Tel: 020 8544 4444
www.carshalton.ac.uk

Cheam High School PEP: Chatsworth Road, Cheam, Surrey SM3 8PW
www.cheam.sutton.sch.uk Tel:020 8644 5790/6505
Fax: 020 86418611

Children with Disabilities Team: 020 8770 4690

Citizens Advice Bureau: Central Library, St Nicholas Way, Sutton. Tel: 020
8405 3552 www.citizensadvice.org.uk

Connexions Centre: 236 — 238 High Street Sutton Tel: 020 8642 6442
Email: suttoncc@prospects.co.uk www.connexionsdirect.co.uk
www.connexions-southlondon.org.uk

Contact a Family: Provide advice and leaflet on Transition Planning. Tel:
020 8640 5525 (Sutton) 0808 808 3555 (national helpline)
www.cafamily.org.uk

Employment Directory: 020 8770 4547 www.sutton.gov.uk

Housing Benefit Department: Civic Offices, St. Nicholas Way, Sutton, SM1
1EA Tel: 020 8770 5000

Jigsaw4U: A charity providing advocacy service and can support young
people through transition. Tel: 020 8687 1384

Jobcentre Plus: 240 High Street, Sutton SM1 1PA www.jobcentreplus.gov.uk
020 8918 8294

Learning and Skills Council (London South): 0845 0194172
www.Isc.gov.uk

London Borough of Sutton Tel: 020 8770 5000 www.sutton.gov.uk

Sutton Mencap Tel: 020 8647 8600 www.mencap.org.uk 8 Stanley Park
Road, Wallington, Surrey, SM6 OEU

Mencap Pathway Employment Tel: 0208 669 3211 Mint House, 6 Stanley
Park Road, Wallington, Surrey SM6 OEU
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Millennium Volunteers Sutton: Centre for Environmental Initiatives:
www.thecei.org.uk 020 8770 6611 The OIld School House, Mill Lane,
Carshalton, Surrey SM5 2JY

Orchard Hill College: Old Town Hall, Woodcote Road, Wallington 020 8254
7820 www.orchardhill.ac.uk
Email: orchardhill@Suttonlea.org

SCOLA: 020 8770 6951/6901 www.scola.ac.uk

SEN Team, London Borough of Sutton: 020 8770 6508/6507

Social Security Office: Helena House, 348 High Street, Sutton SM1 1PX.
Telephone: 020 8652 5000

Sutton Centre for Independent Living and Learning (Scill): Disability
information service Tel: 020 8770 4058 fax: 020 8770 4041 www.scill.org.uk

Sutton Community Team for People with Learning Disabilities
(SCTPLD): joint health and social services department for young people over
18 with a learning disability. Tel:020 8770 4981

Sutton Parents Partnership Service: Produce a range of leaflets on SEN
and Transition Planning. Tel: 020 8640 4541 email: spps@suttonlea.org

Sutton Volunteer Centre: www.suttonvb.org.uk 020 8770 4856 Fax: 020
8642 7242. 31 West St, Sutton, Surrey, SM1 1SJ

Transition Planning Websites

www.after16.org.uk

www.movingonup.info/en

www.trans-active.org.uk
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APPENDICES

Appendix A: Transition Tracking Database: updating procedure

Column Columns Column Sub - Information Source Frequency of updating
Ref Headings Headings
A NAME Surname Paris/ Core Plus LSC Register/l Count With each new entry
Register/LFL Register
B NAME First Name As above With each new entry
C TODAYS DATE [Current Age Formula This will update automatically each day, as there
is formula for this column.
D Date of Birth Cross check date of birth from Paris/Core |With each new entry
Plus Database
E REGISTER CWDT/Adult | Count register/LFL SEN register/ 3 times per year: Sept/Oct, Jan/Feb, May/June
SERVICES Register Connexions.
F REFERENCE |Paris/Core Plus |Paris database/Core Plus database With each new entry
NUMBER
G ADULT SERVICE/ June Planning meeting, and any update | June - ADHOC
TEAM POST 18 meetings.
H DISABILITY  |Notes Paris/Core Plus With each new entry

Transition Planning summary sheet.
| count register




DISABILITY Statemented LFL List Three times per year. Sept/Jan /April
SEN Register (CNX) Sept
DISABILITY School Action Connexions Once per year: Sept/ Oct
Plus
DISABILITY  [School Action Connexions Once per year: Sept/ Oct
DISABILITY |Looked After lan Lewis Three times per year: Sept, Jan, June
CURRENT School, social, |LFL list: SEN team( statemented), Sept/Oct.
SERVICES other LSC list (college funding) Jan and April double check accuracy of data
Connexions database (School Action/
School Action Plus),
Social services provision - (CWDT) Social service provision —Sept, Jan, April.
CURRENT Borough where |As above As Above
SERVICES Educated/Placed
CURRENT LSC As Above As Above
SERVICES
FUNDED BY
CURRENT CWDT CWDT As Above
SERVICES
FUNDED BY
CURRENT LFL SEN team As Above
SERVICES
FUNDED BY
CURRENT Health Planning Meetings, CWDT As Above
SERVICES

FUNDED BY




S CURRENT LD,PD,MH LD, PD, MH teams As above
SERVICES
FUNDED BY
T LEAD Personal Advisor |PA list 3 times per year : Sept/Jan/April
PROFFESIONAL Casework Group Meetings
U LEAD Social Casework Group 3 times per year: Sept/Jan/ May
PROFFESIONAL |Worker/Care Paris
Manager
\'} LEAD Other Paris Ad hoc
PROFFESIONAL |Professionals
involved in case |[Casework Group
W PLANNING FOR (Transition Minutes Usually 6-8 weekly meetings held.
POST 18 Casework
Meeting Date
X PLANNING FOR [Likely/school/ Transition planning sheet Sept
POST 18 College leaving
date Casework files
Y PLANNING FOR [Future Plans Casework Meetings, Core database In Preparation for planning meetings, June each
POST 18 Year
Z PLANNING FOR [Other useful info [Connexions/Social Services Ad hoc
POST 18
AA PLANNING FOR ([Transition Transition Co-Ordinator June and ad hoc
POST 18 planning meeting/
date when
discussed
AB Date if case to be(Transition Co ordinator Ad hoc

raised again at
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AC ADDRESS Address 1 Cross check with Paris / Core plus / For each new entry
Register

AD ADDRESS Address 2 Cross check with Paris / Core plus / For each new entry
Register

AE ADDRESS Town As above As above

AF ADDRESS Country As above As above

AG ADDRESS Postcode As above As Above

AH ADDRESS Telephone No  |As above As Above

Al ADDRESS Parent/Carers  |As above As above
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Appendix B: Terms of Reference for Transition Planning Meeting (Draft)
Aim

* To identify and share information on young people with disabilities or
long term health needs, requiring ongoing assistance and services to
support their education and care needs post 18.

* To promote better planning of future services for young people with
disabilities or long-term health care needs.

Objectives

* To share information on the care needs of young people turning 18 the
following financial year and those post 18 returning from specialist
residential college in the following financial year.

* To agree which adult community team is best placed to provide
services to the young person past their 18" birthday (if one has not
already been identified). The Children with disabilities Social Worker to
make formal referrals to the relevant adult community team within six
weeks of the Transition Planning Meeting.

* To highlight those turning 14 and 16 the following financial year, to
identify the complexity of their case and to make a decision as to
whether early joint working between the CWDT Social Worker and
adult team is required.

* To identify future service requirements to enable strategic planning and
commissioning of services within the adult community teams, London
South Learning and Skills Council, and London Borough of Sutton SEN
team.

* To identify approximate costs of packages, to aid financial planning for
the adult community teams, London South Learning and Skills Council,
and London Borough of Sutton SEN team.

* To identify action required.

* The Chair to report to the Transition Unit steering group annually,
reviewing the terms of reference and effectiveness of the group and
recommend any necessary changes.

Where referrals are made to an adult team but after assessment it is deemed
an inappropriate referral, the case should be referred back to the Transition
Unit at the earliest opportunity (ideally within 2 months). It is important to be
reminded that the young person should remain at the centre and transition
planning should not be hindered by debates over the most appropriate team
to support them. Depending on the situation the Transition Unit co-ordinator
will either make a new referral to a more appropriate team or reconvene a
meeting with key people for a decision to be made.

Membership
Chair

Manager, Sutton Disability Partnership for Children and Young People
(Sutton’s Valuing People “Transition Champion”)

AR



Members

Manager of the Children with Disabilities team

Transition Social Worker, CWDT

Transition Unit Co-ordinator

Service Manager or Team Manager Community Care Physical Disabilities
Team Manager, Sutton Community Team for People with Learning Disabilities
Learning Disabilities Transition Care Manager

Service Manager , Community Mental Health Trust

London Borough of Sutton SEN Team representative

London South Learning and Skills Council representative

Planning and Commissioning officers, London Borough of Sutton

Team Manager, Connexions

Frequency of Meetings

The Transition Planning Meeting will take place each year in June.

Ad hoc meetings (usually 3 times per year) will be called to update key
members with case planning and unresolved issues.

Where a case is deemed an inappropriate referral a meeting may be called to
discuss the issues in further detail.

Confidential minutes from each meeting will be circulated to members of the
group only.
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Appendix C: Transition Planning Summary Sheet

(For more detailed information please see the care plan on Paris)

Name of client:

Paris No:

Date of birth: / /

Level of LD: Profound/ Severe/ Moderate / Mild
Level of LD determined Educational Psychologist / Other...
by:

Level of Functioning:

High / Medium / Low

Physical disability:

Sensory disability:

Vision / Hearing

Physical health and
diagnosis:

Severity of challenging
behaviour:

High / Medium / Low

Severity of ASD:

High / Medium / Low

Mental health diagnosis
(state all):

Is client receiving health
funding?

Is client eligible for future
health funding?

Possible banding?

Yes / No

Yes / No

Band:

Other professionals
involved (state each ....
Reason for involvement):

Risk history (actual
incident):

Risks (current) (actual):

Capacity to consent:

Yes / No

Has the client got an SEN
Statement?

Yes / No

Client currently lives

Family/ Foster care/ Educational placement/ other (please

school/college or other?

with? state) ...
Will the client continuing Yes /No
to live with family post Other ....
187

Name of current Name:

AR




Residential / Day? Residential / Day
If residential, are they Weekly / Termly
weekly or termly boarder?
£ pa
Cost of the residential
School/ College? CWDT
LD
Who funds residential MH
school/college and how LFL
much? PD
LSC
Current care package and | Detail:
costs ? Please detail services
being received
Date agreed? Date:
Future Plans:
Has the client considered | Yes/No

non-residential School /
FE College?

Are there any costs that
LSC won’t meet?

If YES, which college?
Course length?

Start date?

End date?

LFL or LSC funded ?

(LSC usually fund for 2 years with review for 3¢ year)

What are they? How much? Who is to pay?

Has the client applied to
attend residential school/
FE college?

Are there any costs that
LSC won’t meet?

Yes/No

If YES which college?
Course length

Start date?

End date?

LSC or LFL funded?

(LSC usually fund for 2 years with review for 3¢ year)

What are they? How much? Who is to pay?

Will the client return to
live with family/carers
post residential School/
FE?

Yes / No

Date summary sheet
completed?
By whom?

Date:

Name:
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Appendix D: Terms of Reference for Transition Strategic Planning Group

Terms of Reference

1. To oversee at strategic and operational levels arrangements for the
transition of young people with disabilities to adult services

2. Through collaboration with agencies and other strategic groups, to ensure
that young people with disabilities have access to services that enable
them to achieve their potential for education, training and employment,
social relationships and independent living

3. To ensure that transitional arrangements conform with key national
policies including Valuing People, Every Child Matters and the National
Service Framework for Children, Young People and Maternity Services

4. To ensure that transitional arrangements are consistent with the priorities
of the Sutton Children and Young People’s Partnership and the Sutton
Learning Disability Partnership Board

5. To report to the Board of the Sutton Disability Partnership for Children and
Young People, and the Learning Disability Partnership Board.

\ Membership

Chair

Sutton’s Learning Disability Partnership Board’s “Transition Champion”
(currently Manager, Sutton Disability Partnership for Children and Young
People)

Members

Team Manager, Children with Disabilities Team

Coordinator, Transition Unit

Service Manager, Community Team for People with Learning Disabilities
Joint Team Manager, Community Team for People with Learning Disabilities
Representative: Adult Social Services, Physical Disability (tbc)
Representative: Special Educational Needs Service

Connexions Manager (responsible for Commissioning)

Provider Manager for Connexions services

Representative: Children and Families, Sutton and Merton PCT
Representative: Learning and Skills Council

2 x representatives of Voluntary Organisations

3 x representatives of the Sutton Parents’ Forum

Project Coordinator, Can We (Talk2)

Representative: Housing Department (tbc)

Representative: South West London and St George’s Mental Health Trust
(tbc)

Others with specialist interest or expertise may be invited to attend as
required.

| Linkages

14 to 19 Partnership
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The Chairperson, as Transition Champion, will be a member of the SEN/LDD
subgroup of the 14 to 19 Partnership. Priorities from the Transition Strategic
Planning Group will inform the actions of the SEN/LDD subgroup, and vice
versa.

Learning Disability Partnership Board
The Transition Strategic Planning Group reports to the LDPB via the
Chairperson who is a member of the LDPB.

Sutton Disability Partnership for Children and Young People
The Transition Strategic Planning Group reports to the Disability Partnership
Board via the Chairperson who attends SDPCYP in an advisory capacity.

| Meetings

The Transition Strategic Planning Group will meet at least four time per year.

AR






