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Preparing for Aduthood Strategy

Executive Summary
Introduction

This is a joint health, education
and social care strategy. As
an integrated care system we
want to work closely across
organisations, and adult and
children’s services to ensure
transition into adulthood is as
seamless as possible.
Transition into adulthood is a
major life stage for all young
people. As Dr Jacqueline
Cornish, NHS England’s National
Clinical Director Children,
Young People and Transition
to Adulthood highlights “there
are enormous risks for young
people disengaging or being
lost in the transition process,
at this vulnerable point in their
development as they leave
secondary education, move

towards more independent living,
gain legal responsibility for their
choices and lose those parts of
their support network that are
only available within child and
adolescent services”.1
A well planned transition will
benefit the health and social care
system by reducing episodes
of mental or physical crisis and
unplanned admissions as well
as improving the experience for
young people and their families.
This strategy is focusing
on preparing young people
for adulthood rather than
transferring young people into
adult services. We acknowledge
that not all young people
will meet the threshold for

adult services and where this
is the case we will ensure
that young people and their
families understand the options
available to them when they
leave children’s services.
This will include opportunities
for education, community
engagement and housing. We
will work in partnership with adult
services to provide young people
and their families with relevant
information to enable them to
begin to plan for adulthood
with professionals in children’s
services from age 13 years. For
those young people who will
go on to receive support as an
adult, adult social care services
will work closely with them from
the age of 16 years to ensure a
smooth transition.

Legislation and Guidance
There are key legislative drivers for this strategy:
è Children and Families Act 20142
è Children Act 1989 as amended by the Children (Leaving Care) Act 2000 and the Children and
Young Persons Act 20083.
è Care Act 20144
è SEND code of practice: 0 to 25 years 20145
There are also applicable NICE guidelines
è Transition from children’s to adults’ services for young people using health or social care services,
NICE guideline [NG43] Published date: February 20166
1
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Dr Jacqueline Cornish, NHS England’s National Clinical Director Children, Young People and Transition to Adulthood Blog
post 2015 https://www.england.nhs.uk/blog/jacqueline-cornish-4/
Children and Families Act 2014 https://www.legislation.gov.uk/ukpga/2014/6/contents/enacted
Children Act 1989 https://www.legislation.gov.uk/ukpga/1989/41/contents
Care Act 2014 https://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
SEND Code of Practice 0-25 years https://assets.publishing.service.gov.uk/government/uploads/system/uploads/
attachment_data/file/398815/SEND_Code_of_Practice_January_2015.pdf
Transition from children’s to adults’ services for young people using health or social care services, NICE guideline [NG43]
Published date: February 2016 https://www.nice.org.uk/guidance/ng43
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Strategies

Our Principles

Preparing for Adulthood is a
cross cutting theme and is key
element of many strategies
including:

Gloucestershire’s guiding
principles for effective transitions
to adulthood are:

è Care Leavers Strategy 2019
è Post 16 Education Vision and
Strategy8
è Gloucestershire Looking to
the Future Strategy 201920229
è Right Placement First Time
Sufficiency Strategy 20182110
è Gloucestershire’s Future in
Mind11
è Gloucestershire’s Strategy for
people with Autistic Spectrum
Conditions (ASCs)12
è SEND Commissioning
Strategy 2019-202413
7

è Early identification and
planning
è An holistic, young person
focused approach
è Active involvement of young
people and their families
è Raising aspirations and
focusing on key life chances
and independence
è Provision of information and
advocacy
è Flexibility in transfer
arrangements i.e.
arrangements may need to
continue over a period of
years
è Working together to ensure
integrated streamlined
assessment and planning
processes across all agencies

Young People requiring
support in preparing for
adulthood

The main cohorts of young
people who will need additional
support to transition to adult
services are:
è Young people who are leaving
care
è Young people with special
educational needs and/or
disabilities
è Young people with long term
health conditions
è Young people with mental
health needs
è Young people who are at
risk of going on to become
NEET (not in education,
employment or training)
è Young carers
It is recognised that there will
be overlap between these
cohorts. Parents and carers of
these young people who are
transitioning into adult services
should also be supported
throughout the process.

Care Leavers Strategy https://www.gloucestershire.gov.uk/media/2095272/care-leavers-strategy.pdf
Post 16 Education Vision and Strategy https://www.gloucestershire.gov.uk/media/2086117/gcc_2420-post-16-educationvision-and-strategy_final.pdf
9
Looking to the Future https://www.gloucestershire.gov.uk/media/2083042/council-strategy-2019-3.pdf
10
Sufficiency Strategy https://www.gloucestershire.gov.uk/media/2089860/2019-05-28-final-sufficiency-strategy.pdf
11
Gloucestershire’s Future in Mind https://www.gloucestershireccg.nhs.uk/wp-content/uploads/2012/12/CYPTransformation-Plan-Final-with-Appendices-V2.pdf
12
Gloucestershire’s Strategy for people with Autistic Spectrum Conditions (ASCs)
https://www.gloucestershire.gov.uk/media/2086394/gloucestershire-autism-strategy-2018-2021.pdf
13
SEND Commissioning Strategy 2019-2024
https://www.gloucestershire.gov.uk/media/2094439/approved-send-commissioning-strategy-jan-2020.pdf
7
8
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When should planning
start?

Commissioners need to ensure
that professionals work with
families to plan for a young
person’s adulthood at an early
stage. We want to work with
professionals, young people
and their families to get the
right support at the earliest
opportunity. The timing will
depend on the complexity of
the needs of the individual
young person. The Children and
Families Act 201414 outlines the
requirement that professionals
work with young people to
prepare them for adulthood:

14

è For young people with
education, health and care
plans (EHCPs) - from year
9 (age 13 or 14) the EHCP
review must include a focus
on preparing for adulthood.
è For young people leaving care
- from age 15 and a half.
è For young people entering the
service close to the point of
transfer - immediately.
è For young people in
out‑of‑authority placements –
from year 9 (age 13 or 14) or
earlier for the most complex
young people
Adult Social Care are aware of
all young people who are likely
to require their support from the
age of 14. They will begin to
attend reviews at age 16 working
in collaboration with all involved.

This early planning enables the
young person and their family to
fully explore and understand the
options available to them. It also
enables professionals to work
closely with adult services to
prepare for the young person’s
future services.
This strategy gives an overview
of the current position for each
cohort of children and young
people and identifies possible
areas for further review and
improvement. To ensure that the
identified outcomes are realistic
and deliverable within a three
year timescale only the key
priorities will be taken forwards
and included in the action plans
which will be developed from this
strategy.

Children and Families Act 2014 https://www.legislation.gov.uk/ukpga/2014/6/contents/enacted
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Young people who are
leaving care
Current position

Following the OFSTED
inspection in 2017 significant
progress has been made to
improve transition into adulthood
for our care leavers. This has
included allocating young people
a leaving care worker to support
their transition into adult services
and ensuring young people have
a Pathway Plan to help them
to prepare for independence.
Gloucestershire County Council
has also written a Care Leavers
Strategy and developed a
number of tools and resources
to support our provision for care
leavers. These resources have
been included in a “Preparing for
independence” pack for all our
care experienced young people
and adults. Young people can
request a pack after they turn
15, it includes:
è Gloucestershire Core Offer
for Care Leavers. This tells
young people all about the
support Gloucestershire
County Council can provide
for them.
è A pathway plan booklet.
This covers health, money,
relationships and other
aspects of their lives that
young people will be
responsible for once they
leave care.
è A pathway review fold out
booklet.

4
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è Journey to independence
guide. This workbook takes
young people through all the
different options for housing
once they leave care.
These resources need to be fully
embedded in social care practice
across the County.

Health

To support our care experienced
young people and adults to
maintain good physical and
mental health, Gloucestershire
has introduced Health Passports
and outlined what is required
from professionals in our
document “Promoting Healthy
Outcomes for Children in
Care and Preparation for Care
Leavers”.

Housing

Gloucestershire’s Sufficiency
Strategy 2018-2021 details
our plans for developing the
availability of accommodation
available for care leavers. We
know we have more work to
do to increase the availability
and range of emergency
accommodation for care leavers
who experience an unexpected
or unplanned move from their
current place of accommodation.
The development of Trevone
House in Gloucester is an
important project which will
significantly improve the range
of accommodation available to
young people in Gloucestershire.
Up to 21 young people aged 16
to 25 will have their own, semi
independent, self contained

accommodation at Trevone
House. There will be staff on site
to help the young people, giving
them the support they need as
they head into adulthood and
find their independence.
Commissioners are working with
providers to develop Staying
Close options as part of new
contract arrangements. Staying
Close refers to accommodation
close by a young person’s former
residential home.

Key Priorities for young peole who are leaving care

è Care leavers have timely and good quality pathway plans that
reflect assessed strengths and needs and are co-produced
and reviewed with them.
è Care leavers understand their health histories and have good
access to provision for their full range of health needs from
primary care needs to specialist needs.
è Care leavers inform and benefit from a comprehensive, countywide offer that involves a wide range of partners and helps
them live stable, happy and productive lives.
(These priorities are part of the Action Plans in place in response
to the Ofsted recommendations.)

Gloucestershire’s Joint Health, Social Care and Education Service
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Young people with
Special Educational
Needs and/or Disabilities
(SEND)

Young people with SEND are
often some of most complex
young people when it comes to
preparing for adulthood and all
agencies across health, social
care and education need to work
closely together to ensure the
transition into adult services is a
success.

Early identification

The Children and Families
Commissioning Hub are
developing a Dynamic Risk
Stratification Process to
understand the population of
children and young people
with Learning Disabilities and/
or autism with behaviours that
challenge. This will enable
services to co-ordinate care and
provide support at the earliest
opportunity.

Transitions Team

In 2018, a Transitions Lead for
the Disabled Children and Young
People’s service (DCYPS) was
introduced. At the same time a
Transitions Team was set up in
Adult Social Care. By working
together, the teams built up a
clear knowledge of children and
young people coming through
from DCYPS to Adult Services.
ASC have significantly changed
the way that they work over
the last 2 years. Following
the introduction of the ‘Make
the difference’ initiative’, the
emphasis now is on getting to
know people and focussing

6
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meeting was set up with
representatives from adult and
children’s services in health,
education and social care. The
role of the group is to enable
key stakeholders to identify and
plan for a smooth and gradual
transition of Gloucestershire
children into adult social care
services once it has been
established that they meet the
eligibility criteria.
upon how we can help
people to help themselves.
Our Assessment process is
now much more user led and
allows for a greater degree of
creativity as well as a reduction
in paperwork. The way in which
our teams are structured is
reflective of this and consists
of a Hub model. Peer to peer
conversations are integral to
this and the need for Panels has
been dispensed with. Ultimately,
alongside better outcomes being
achieved for those that need our
support, the teams themselves
have welcomed these changes
and have consistently reflected
that they would not want to
return to the previous way of
working.

The introduction of the
Transitions Team has significantly
improved transition however
there are still a number of key
issues that need to be resolved
regarding the processes,
decision making and the timing
of assessments and involvement
of adult services.

Most importantly, the feedback
from those that we work with
via our ‘stories of difference’
continues to show that the way
in which we now work really
does make that difference.

An intensive positive behaviour
support service has been
commissioned to work with
a small number of children
and young people with
learning disabilities who are
demonstrating behaviours that
challenge and are at risk of going
in to residential care. This will
support the reduction of children
and young people being placed
out of county.

Given the above, ASC are
confident that their work will
contribute positively to the
aims of this strategy. A monthly
Transitions Operational Group

Out of County Placements

Our most complex young people
may be in a residential school
placement when they turn 18.
Robust processes are required
for decision making on whether
an Education Health and Care
Plan (EHCP) will continue after
a young person’s 18th birthday,
the timing of assessments and
the involvement of adult services.

Easy Read “Ready Steady
Go”

Ready Steady Go is a transition
programme developed by
Southampton Children’s
Hospital15 which is being
used in health services across
Gloucestershire to prepare
young people for adulthood.
For young people with Learning
Disabilities an Easy Read
version has been developed
which is used from the age of
14 to aid discussion around a
young person’s aspirations for
the future and managing their
health needs. This document is
currently held in health services
but would be a valuable tool as
part of the transition element of
the EHCP and would mean that
young people and their families
do not have to keep repeating
their story.

Information for young people
and their families

Preparing for adulthood can be
quite complicated. Professionals
need to ensure that information
is available to young people and
their families on the options that
are available to them. This will
give them time to understand
and consider what is best for
them. It will also enable young
people and their families who
have not accessed any support
from children’s services to
understand the criteria and
processes for requesting
support from adult services. This
information should include details
on the Mental Capacity Act as
this can significantly change a
parents’ role in their child’s life as
they become an adult.

Key Priorities for Young People with Special Educational
Needs and/or Disabilities

è Agree pathways for transition out of children’s services to
include timescales for assessments and decision making
è Young people should have a named worker to support their
preparation for adulthood. This should be a professional who
has a good relationship with the young person.
è Young people should have a named worker as part of their
care/pathway planning from the age of 16yrs to support their
preparation for adulthood. This should be a professional
who has a good relationship with the young person and will
support them as they transfer to Adult Social Care at 18 years.
è Develop information about preparing for adulthood for young
people with special educational needs and disabilities (SEND)
and their families (including information on the Mental Capacity
Act and consent). This will be made available on a website
and therefore be accessible to those who are not in education
or receiving support from services.
è Join up the preparation for adulthood across health, education
and social care by using Ready Steady Go as part of the
EHCP Transition Planning Process.
15

Young people with long
term health conditions

Transition for young people with
long term conditions into adult
services should be a planned,
gradual process that gives the
young person, and everyone
involved in their care, time
to prepare for the move into
adulthood. It
should empower
the young
person to be
able manage
their condition,
lifestyle options
and be confident
to make informed
choices about
options available.
Some young people leaving
children’s services will not
have access to the support or
services previously available to
them even when their needs
for these services remain
unchanged. Other young people
will not be considered eligible for
adult services. In some cases,
care of a person with a long
term condition will pass to the
GP who may not know them
well. There will be other young
people with long term complex
medical conditions requiring
palliative care, and those with life
limiting conditions and complex
long term conditions requiring
assessment and support who
will continue to access specialist
support but will no longer be
under the overarching care of a
paediatrician.

Ready Steady Go
https://www.uhs.nhs.uk/Ourservices/Childhealth/TransitiontoadultcareReadySteadyGo/Transitiontoadultcare.aspx
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Ready Steady Go and Hello

To support children and young
people through transition,
the University Hospital of
Southampton developed
the Ready Steady Go and
Hello structured transition
programme16, which has been
adopted across the main
health trusts in Gloucestershire:
Gloucestershire Health and Care
NHS Foundation Trust (GHC)
and Gloucestershire Hospitals
NHS Foundation Trust (GHT).

Continuing Care

In Gloucestershire decisions
on packages of care are made
at the Personal Budgets and
Exceptional Needs Group
(PBENG) which is led jointly
by Health and Social Care
Commissioners. Assessment
information is brought to this
panel and decisions are made
as to the level of health and
social care support based on
assessed eligibility and need.
The decisions made at PBENG
will feed into transition planning
for young people with complex

health and social care needs.
There is now an agreed process
in place for communicating to
adult colleagues when young
people whose case has been
reviewed at PBENG are due to
transition to adult services.
There are significant differences
between children and young
people’s continuing care and
NHS Continuing Healthcare
for adults. Although a child or
young person may be in receipt
of a package of continuing
care, they may not be eligible
for NHS Continuing Healthcare
or NHS-funded Nursing Care
once they turn 18. Before they
transition to adult services a new
assessment will be required in
order to ascertain eligibility. It
is important that young people
and their families are helped
to understand this and its
implications right from the start
of transition planning. A key aim
is to ensure that a consistent
package of support is provided
during the years before and after
the transition to adulthood.

Young people with mental
health needs
The NHS Long Term Plan
(2019)17 sets out the NHS’s
priorities for care quality
and outcomes improvement
for the decade ahead, this
includes young people’s mental
health. The plan recognises
that between the ages of 1618, young people are more
susceptible to mental illness,
undergoing physiological
change and making important
transitions in their lives. The plan
also states that the structure
of mental health services often
creates gaps for young people
undergoing the transition from
children and young people’s
mental health services to
appropriate support including
adult mental health services. The
NHS Long Term Plan proposes
developing a new approach to
supporting young adults aged
18-25 which brings together
partners in health, social care,
education and the voluntary
sector.

Key Priorities for Young People with Long Term Conditions

è Agree transition Continuing Health Care pathways to include timescales for
assessments and decision making.
è Develop information on children and young people’s continuing care and NHS
Continuing Healthcare for adults so that young people and their families understand
the differences and the implications right from the start of transition planning
è Continue to promote the Ready Steady Go Programme and develop improvements
with clinicians across children and adult services.
Ready Steady Go
https://www.uhs.nhs.uk/Ourservices/Childhealth/TransitiontoadultcareReadySteadyGo/Transitiontoadultcare.aspx
17
NHS Long Term Plan 2019 https://www.longtermplan.nhs.uk/
16
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Key Priorities for Young People with Mental Health Needs
è Developing a new approach to supporting young adults aged
18-25 which brings together partners in health, social care,
education and the voluntary sector.
è Ensuring that care leavers have access to appropriate mental
health and emotional well being services. This includes both
Adult Mental Health Services and the Linked In Plus service,
which provides Tier two emotional and mental health support
for care leavers. This commenced in 2019 on a pilot basis
and currently around 20 young people are receiving either an
assessment or service.

Young people who are
at risk of going on to
become NEET (not in
education, employment
or training)

Gloucestershire County Council
aims to ensure all young people
in Gloucestershire are given the
opportunity to achieve all that
they are capable of throughout
their education, career and
life. Post 16 provision is the
fundamental step in young
people’s journey to adulthood.
It should provide the skills and
experience which enable them to
become more independent.
The Education and Learning
teams within Gloucestershire
County Council lead on the
transition into adulthood
process for young people.
Gloucestershire County Council’s
Post 16 Education Vision and
Strategy for Gloucestershire18
sets out the council’s vision and
strategy to deliver a sustainable

and responsive post 16 system
which provides the skills and
experience to enable young
people to become independent,
to play an active part in their
community and to move into
employment.
The priorities for transition are
identified in Gloucestershire
County Council’s Post
16 Education Vision for
Gloucestershire are:
è Young people are supported
with transition between and
within settings to enable high
quality post 16 provision
è Good quality information,
advice and guidance (IAG) is
available to all
Young people are supported with
transition between and within
settings to enable high quality
post 16 provision

In 2018/19 a pilot of a
Transition Panel took place in
4 comprehensive secondary
schools in Gloucestershire.
The purpose of the panel was
to discuss and plan for young
people who were in Year 11
and at risk of going on to be not
in education, employment or
training (NEET) in Year 12.
The Transition Panel was made
up of representatives from the
schools and colleges. Other
organisations such as, the Youth
Support Team, Bridge Training
and Young Gloucestershire also
attended the panel to share how
they could support the young
people.
This panel was a success and
the plan is now to roll it out to all
secondary schools to support
those young people who may
have gone on to be NEET.

Good quality information,
advice and guidance (IAG) is
available to all

In 2019, Gloucestershire
County Council (GCC) launched
the website Future Me19, it
aims to provide young people
in Gloucestershire with the
information, advice and help they
need to plan for their futures.
Future Me uses social media
sites such as Twitter, Instagram
and TikTok to engage with

Post 16 Education Vision and Strategy
https://www.gloucestershire.gov.uk/media/2086117/gcc_2420-post-16-education-vision-and-strategy_final.pdf
19
Future Me https://www.gloucestershire.gov.uk/education-and-learning/post-16/future-me-gloucestershire/
18
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young people on issues that
may affect them as they move
into adulthood. Future Me was
developed with young people
through engagement sessions
in mainstream schools, special
schools and at the university. Its
aim is to answer the questions
and issues raised by the young
people themselves.
The website currently needs
more content for it to be a useful
resource for young people.

Key Priorities for Young
People who are at risk of
going on to become NEET
è Complete content of
FutureMe so that young
people can be signposted
to it and good quality
information, advice and
guidance is available to all
è Expand Transition Panels
to all 27 schools and to
include young people
attending all special and
alternative provision
schools.

20
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Young Carers

Gloucestershire Young Carers20
are commissioned to support
Young Carers and prepare them
for adulthood. They have a
group specifically for Young Adult
Carers, YAC. Following direct

Delivering the Key Priorities

Resources
Resources have been considered in the development of this
strategy and many of these changes can be made without
additional funding through changing processes and working
together as an integrated care system. As the strategy progresses
there may be opportunities to apply for additional funding, for
example from NHS England to support the delivery of the NHS
Long Term Plan.
Action Plans
Action plans will be developed with key stakeholders to deliver
these identified priorities to improve the experience of preparation
for adulthood and the transition into adult services for young
people and their families.
Engagement
Due to COVID 19 this Preparing for Adulthood Strategy was
developed remotely. Restrictions have meant it has not been
possible to hold face to face engagement events to gather
feedback from stakeholders. However, stakeholders have been
engaged with remotely via email and through conference calls to
build this strategy.

Gloucestershire Young Carers http://www.glosyoungcarers.org.uk/
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engagement with Young Adult
Carers, they are very positive
about the support they receive
from Gloucestershire Young
Carers.

Introduction
Transition into adulthood is a major life stage for all young people. Within
Gloucestershire, health, education and social care professionals recognise the need
for a planned and supported transition into adult life for all young people across
the continuum of need and in particular, those with long term health conditions and
complex health and social care needs.
Preparation for adulthood should
happen as early as possible
and support should be given
to families at the point of need
to build resilience and reduce
escalation which can happen
during transition. The aim is to
make the journey into adulthood
a smooth and enjoyable one
for young people and also their
parent/carers who play a key
role for providing support on a
daily basis whilst also assisting
with choice and managing the
changes that transition brings.
It is important to manage
expectations in children’s
services. We do not want to
create services that leave young
people and their families “falling
off the edge of a cliff” with
reduced support after their 18th
birthday.
Becoming an adult is
an important time in a
young person’s life as their
independence increases and
they begin to make decisions
about their future. This will
include their plans for education/
training, employment, friendships
and leaving home. It can be
a challenging time for young
people and their families as they
get to know new professionals

and try to understand the
different legislation, assessment
procedures, funding
arrangements and benefit
entitlements in adult services.
However, transition should also
be an exciting time and there
should be a range of interesting
opportunities available that allow
young people to develop and
realise their full potential.
The way that statutory services
are configured and operate
has meant that some young
people and their families have
experienced a reduction in the
type and level of support they
receive as they grow older. In

Gloucestershire we are on an
improvement journey but more
still needs to be done to ensure
young people have better
opportunities to stay safe, be
healthy and have their needs
met. A key part of transition is
about how young people and
their families are included and
prepared, and how services
are coordinated. Provision from
statutory authorities is subject to
different legislation across child
and adult provision, and it is not
always the case that services
provided for young people have
an equivalent adult alternative
that a person is eligible to
receive.

Gloucestershire’s Joint Health, Social Care and Education Service
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NHS England states that there
are enormous risks for young
people disengaging or being
lost in the transition process,
at this vulnerable point in their
development as they leave
secondary education, move
towards more independent
living, gain legal responsibility
for their choices and lose those
parts of their support network
that are only available within
child and adolescent services.21

What we mean by
‘transition’

It is the role of transition
planning, and the professionals
involved to be supportive
in reducing the stress and
anxiety existing at the time of
transition. Putting young people
at the centre of a well planned,
integrated and supported
transition process increases the
young person’s ability to stay
in education, in work, to live
independently and achieve their
personal goals. A well planned
transition will also benefit the
health and social care system as
it will reduce episodes of mental
or physical crisis and unplanned
admissions. If individuals are
supported as early as possible
it can prevent the need for more
specialist services in adulthood
and enable the young people to
reach their potential.

For young people who receive
support from children’s health,
education and social care
services these services often
end when they turn 18 and they
become ‘adults’ (though some
services continue until age 25).
Some of these young people will
then go on to receive support
from adult health, education and
social care services, but these
are often different to the services
young people had received
before. Some young people will
not receive adult services at all.
As an integrated care system we
need to ensure young people
are not experiencing a dramatic
change to their support when
they turn 18.

21
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There are many transitions in a
young person’s life, but in this
strategy we are referring to the
move that young people make
into adulthood.
Transition is a process of
preparing for adulthood and not
a single point in time when the
young person transfers out of
children’s services.

Our Principles

Gloucestershire’s guiding
principles for effective transitions
to adulthood are:
è Early identification and
planning
è An holistic, young person
focused approach
è Active involvement of young
people and their families
è Raising aspirations and
focusing on key life chances
and independence
è Provision of information and
advocacy
è Flexibility in transfer
arrangements
è Working together to ensure
timely, appropriate, integrated
streamlined assessments and
planning processes across all
agencies.

Dr Jacqueline Cornish, NHS England’s National Clinical Director Children, Young People and Transition to Adulthood Blog
post 2015 https://www.england.nhs.uk/blog/jacqueline-cornish-4/
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Challenges with transition Who needs to transition?
There are reasons why transition
can be a challenging time:

è Young people can lose
their established networks
of support and familiar
environments
è Thresholds and criteria for
accessing adult services are
different to children’s services
and so the level of support
and type of support offered is
likely to change.
è Many services are
commissioned for either
adults or children and so
once a young person turns
18 they will not be able to
access services for under
18s and although there are
adult services available their
approach will be different.
è Families may be treated
differently in adult services
than in children’s services and
so their roles may change
particularly around consent.
All professionals in
Gloucestershire recognise the
need to work together to remove
any barriers to make transition as
smooth, seamless and personcentred as possible for every
young person.
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Our aim is to support the
transition of all young people but
the focus of this strategy is those
who will need significant ongoing
provision of services or additional
support as an adult due to
the long term impact of their
impairment or vulnerabilities. The
main cohorts of young people
who will need additional support
to transition to adult services are:
è Young people with special
educational needs and/or
disabilities
è Young people who are in
the care of Gloucestershire
County Council or on the
edge of care.
è Young people with long term
health conditions
è Young people with mental
health needs
è Young people who are at
risk of going on to become
NEET (not in education,
employment or training)
è Young carers
There will be overlap between
these cohorts. Parents and
carers of these young people
who are transitioning into
adult services should also be
supported throughout the
process.

When should planning
start?

Planning for adulthood should
start as soon as possible.
There are often early indicators
which should trigger a planning
process for example children
with multiple exclusions are at a
high risk of going on to become
NEET.
The Children and Families Act
201422 includes the requirement
for professionals to be working
with all young people to prepare
for adulthood:
è There should be a focus on
Preparing for Adulthood for
all young people from year 9
(age 13 or 14)
è For young people with
education, health and care
(EHC) plans – a transition plan
should be developed from
year 9 (age 13 or 14) at the
latest.
è For young people leaving
care, pathway planning
should take place from age
15 and a half.
è For young people entering
the service close to the point
of transfer transition planning
should start at point of entry.
è For young people in
out‑of‑authority placements
transition planning should
also take place from year 9
(age 13 or 14) or even earlier
for the most complex young
people

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

Gloucestershire’s Joint Health, Social Care and Education Service
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What needs to be
considered during
transition?

needs and aspirations and
ensure that they receive timely
information, advice and guidance
to help them achieve their
desired outcomes.

è Higher education and/
or employment – this
includes exploring different
employment options,
such as support for
becoming self-employed
and help from supported
employment agencies and
apprenticeships.
è Independent living – this
means young people having
choice, control and freedom
over their lives and the
support they have, their
accommodation and living
arrangements, including
supported living. For
children in care this includes
programmes like Staying Put
and Staying Close that enable
young people to stay in or
near their accommodation/
family post 18 years.
è Participating in society,
including having friends and
supportive relationships,
and participating in, and
contributing to, the local
community
è Being as healthy as
possible in adult life

An effective transition from one
service to another may hardly be
noticed when it goes well and
where the young person and
family have been included, but
where services fail or end, or
where expectation is not met the
person may be left increasingly
vulnerable and distressed.
Preparation for Adulthood should
be seamless and not create
additional processes, but utilise
existing plans, support, advice
and information through effective
intra-organisation coordination,
and wider multi-agency
partnership working.
5 Independent
3 Trying to sort things out

accommodation

2 Accepting help
1 Stuck
practical
life skills

3
4

4

3
2

1
1

1

2

people &
support

5

3

4

1

2

3

1

1
1

5

2

money & rent

3

2

5

3

4

3

2

3

2

1
2
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5

4

5
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work &
learning

5

4

The transition process will be
driven by the needs, views and
wishes of the young person and
their family. Professionals within
the integrated care system will
support the young person’s

In Gloucestershire, professionals
are committed to achieving
the best possible outcomes
for children and young people.
To understand the impact
of our services we need a
tool for measuring outcomes
to enable us to establish a
baseline and monitor how
effective our interventions are
over time. The Children and
Families Commissioning Hub is
committed to embedding the
use of Outcome Stars. Outcome
Stars are evidence-based tools
for measuring and supporting
change when working with
people (www.outcomesstar.org.
uk). Outcome Stars are widely
used in the UK by national and
local charities, Local Authorities,
the NHS, Police, schools,
housing associations, care and
support services.

4 Getting there with support

4

Preparing for adulthood means
preparing for:

Delivering Outcomes

4
choices &
behaviour

5

how you feel

health

Outcome Star

The Outcome Star is simple
to use, highly visual, person
centred and strengths based.
Completing an Outcome Star is
a collaborative process meaning
families and young people are
engaged in their own process
of change. For practitioners the
star gives a clear breakdown
of where the individual is so
that support can be tailored to
meet their needs. Once enough
stars have been completed,
services can collate distanced
travelled data and produce
reports showing the impact their
interventions have had.
There are around 30 different
stars available but this is an
example of the Young Person’s
star. The 8 identified areas of life
on the star are:

è Accommodation,
è Work and Learning,
è People and support,
è Health,
è How you feel,
è Choice and behaviour,
è Money and rent,
è Practical life skills.
The Outcomes Star Journey
of Change identifies five main
stages that people can go
through in their journey from
high risk or dependency to selfreliance. Professionals will work
with young people to record
where they are on each area of
their life using a 0-5 scale, in this
Young Person example it would
be the following scale.
1.
2.
3.
4.
5.

Stuck
Accepting help
Trying to sort things out
Getting there with support
Independent

Together the professional and
young person can then identify
areas of strength and other
areas where they need to work
together to improve.
The same outcome measures
need to be used across the
integrated health, education and
social care system. There needs
to be a coordinated approach
where progress against
outcomes is updated and
shared between professionals,
so that the young person and
their family do not need to have
the same conversation multiple
times.
Other stars are available for
different groups of people for
example there is an “Autism
Star” and a “Life Star” for
children and young people with
learning disabilities.

Gloucestershire’s Joint Health, Social Care and Education Service
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National Guidelines and Legislation
Key Documents

There are key legislative drivers which affect this strategy:
è Children and Families Act 201423
è Children Act 1989 as amended by the Children (Leaving Care)
Act 2000 and the Children and Young Persons Act 200824
è Care Act 201425
è SEND code of practice: 0 to 25 years26
There are also relevant NICE guidelines
è Transition from children’s to adults’ services for young people
using health or social care services, NICE guideline [NG43]
Published date: February 201627

Who does this strategy
apply to?
The Care Act identifies three
groups that should have
their own specific transition
assessment; children, young
carers, and a child’s carer.

The young people who are the
focus of this strategy are within
the age range of 14-25 years
who are likely to gain significant
benefit from a transition
assessment, including;
è Children and young people
identified as requiring support
through statutory health and
social care assessments
whose needs will require

continuing support from
statutory adult services.
è Young people with Special
Educational Needs and/or
Disabilities (SEND), who may
be likely to require support in
adult life to achieve economic
independence,
è Young people who may be
vulnerable as adults e.g.;
» Children and young people
in care, and care leavers
» Young People who are
subject to safeguarding
plans.
è Young Carers.
è Young people with long term
complex medical conditions
requiring palliative care,
and those with life limiting

conditions and complex long
term conditions requiring
assessment and support.
This includes Complex Health
Care, Mental Health and
Drugs and Alcohol issues.
è Young people in the secure
estate community including
prison, Young Offender
Institutions, Secure Children’s
Homes, Secure Training
Centres or other places of
detention as well as children
and young people in the
youth justice system

Key Challenges

The key challenges to successful
transition identified in NICE
Guidance28 are as follows
è Adults’ services taking joint
responsibility with children’s
services for transition
è Joint planning, development
and commissioning of
services involved in transition
across children’s and adults’
health and social care
è Improving front line practice
with young people through
training in developmentally
appropriate services and
person centred practice

Children and Families Act 2014 https://www.legislation.gov.uk/ukpga/2014/6/contents/enacted
Children and Families Act 2014 https://www.legislation.gov.uk/ukpga/2014/6/contents/enacted
25
Care Act 2014 https://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
26
SEND Code of Practice 0-25 years https://assets.publishing.service.gov.uk/government/uploads/system/uploads/
attachment_data/file/398815/SEND_Code_of_Practice_January_2015.pdf
27
Transition from children’s to adults’ services for young people using health or social care services, NICE guideline [NG43]
Published date: February 2016 https://www.nice.org.uk/guidance/ng43
28
Transition from children’s to adults’ services for young people using health or social care services, NICE guideline [NG43]
Published date: February 2016 https://www.nice.org.uk/guidance/ng43
23
24
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è Maximising opportunities
for young people who have
become disengaged or who
are not eligible for adults’
services to access care and
support

Themes and
Recommendations

A key theme that cuts across
the Care Act 2014 and the
Children and Families Act 2014
is the importance of robust
preparation for adulthood. Local
authorities and health services
should plan strategically for the
support children and young
people will need to prepare
for adult life. Preparation for
adulthood needs to start early;
with the engagement of adult
services beginning well before a
child/young person approaches
the end of their education.
Educational outcomes focusing
on independence should be set
from a very young age.
The main themes are:
è Early and Comprehensive
Identification
è Timely Assessment and
Planning
è A young person centred,
strength based approach
è Support for families
è Working together
è Assessments
è Local Offer
è A named worker to support
transition

è Response if young person
doesn’t engage following
transition

Early and comprehensive
identification

Early identification and
timely assessments that are
communicated with multi-agency
partners will ensure effective
commissioning and planning of
services to help young people to
become more independent as
they move into adulthood.
Many of the young people who
will be transitioning to adult
services will already be known
to children’s services, they may
have an Education, Health and
Care plan in place and could
be receiving ongoing support
from children’s health services or
attending a special school. This
information needs to be collated
and communicated to adult
services.
Local authorities should consider
how they can identify young
people and carers who are not
receiving children’s services but
are nevertheless likely to have
care and support needs as
adults. This could include:
è those with degenerative
conditions
è those whose needs have
been largely met by their
educational institution, but
who, once they leave, will

require their needs to be met
in some other way (e.g. those
with autism)
è those detained in the youth
justice system who will move
to adult custodial services
è young carers whose parents
have needs below the local
authority’s eligibility threshold
but who may nevertheless
require advice or support
to fulfil their potential (e.g. a
child with deaf parents who is
undertaking communication
support)
è young people and young
carers receiving child and
adolescent mental health
services (CAMHS) who may
also require care and support
as adults even if they did not
receive children’s services
from their local authority.

Timely
Assessment
and Planning

‘Local authorities
must ensure
that the
Education and
Health Care
plan review at
Year 9, and every
review thereafter,
includes a focus on preparing
for adulthood. Planning must be
centred around the individual
and explore the child or young
person’s aspirations and abilities,
what they want to be able to
do when they leave post-16

Gloucestershire’s Joint Health, Social Care and Education Service
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education or training and the
support they need to achieve
their ambition. Local authorities
should ensure that children
and young people have the
support they need (for example,
advocates) to participate fully
in this planning and make
decisions. Transition planning
must be built into the revised
EHCP and should result in clear
outcomes being agreed that are
ambitious and stretching and
which will prepare young people
for adulthood.’29
Transition planning across
agencies should start early to
ensure there is no “cliff edge”
experience for the young
person and their family and
no gaps in provision. There
is no set age when young
people reach the point where a
transition assessment should be
completed; every young person
and their family are different, and
as such transition assessments
should take place when it is
most appropriate for them at a
time of relative stability for the
young person. The Children and
Families Act 2014 introduces
a system of support extending
from birth to 25 years of age,
however transition assessments
are generally carried out when
the young person is 16 or 17.
NICE Guideline 43 recommend
that for groups not covered by
health, social care and education
29
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legislation, practitioners should
start planning for adulthood
from year 9 (age 13 or 14) at
the latest. For young people
entering services close to the
point of transfer, planning should
start immediately. Transition
planning should start earlier for
those young people in out of
authority placements who are
often individuals with the most
complex needs.
The Care Act 2014 states in
current practice, that some
authorities may wait until people
reach the age of 17½ or even
19 to make an assessment, as
situations during these years are
often subject to change and they
want to avoid performing two
assessments. The assessment
of young people with a lifethreatening or life-limiting
condition may not happen until
they have reached 18 or 19
years old, if at all. Under the
Care Act 2014 this will not be
routinely acceptable. In failing to
identify the person or delaying
the transition assessment, the
authority may not have time
to put services in place, or the

benefit to the person of transition
planning may be reduced. This
can result in care and support
that do not best meet the young
person’s or carer’s needs – and
sometimes a greater financial
cost to the local authority than
if transition had been planned
properly in advance.
Once a transition plan is in place,
multi-agency meetings should be
held with the young person and
their family to review the plan at
least annual or more frequently
if needed. The outcome of the
meetings should be shared with
all those involved in delivering
care to the young person.

A young person centred,
strength based approach
The young person and their
family should be at the centre
of their transition process.
The transition plan should
take into account the young
person’s capabilities, needs
and hopes for the future.
Transition plans should build on
the young person’s strengths
and aspirations and focus on
improving and supporting their
independence enabling them to
achieve their full potential.
As young people develop,
and increasingly form their
own views, they should be
involved more and more closely
in decisions about their own
future. After compulsory school

SEND Code of Practice 0-25 years https://assets.publishing.service.gov.uk/government/uploads/system/uploads/
attachment_data/file/398815/SEND_Code_of_Practice_January_2015.pdf
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age (the end of the academic
year in which they turn 16) the
right to make requests and
decisions under the Children
and Families Act 2014 applies
to them directly, rather than to
their parents. Parents, or other
family members, can continue to
support young people in making
decisions, or act on their behalf,
provided that the young person
is happy for them to do so, and
it is likely that parents will remain
closely involved in the great
majority of cases.
The plan should have a strong
focus on outcomes, particularly
those that are important to
the young person and their
family. Professionals should use
creativity in determining how
best to meet agreed outcomes.
The outcomes should include:
è Control by the individual over
day-to-day life (including care
and support, or support,
provided to the individual
and the way in which it is
provided);
è Participation in work,
education or training this
could include supported
internships, apprenticeships
and traineeships
è Social and economic
wellbeing;
è Developing and maintaining
friendships and relationships
è Where they would like to live
and who they would like to
live with, this should include
local housing options, support

in finding accommodation,
housing benefits and social
care support should be
explained
è Participation in society,
including understanding
mobility and transport
support, and how to find out
about social and community
activities.
è Support in maintaining good
health in adult life, including
effective planning with health
services of the transition from
specialist paediatric services
to adult health care.

Support for families

The young person and their
family should be fully involved in
the transition process and their
views listened to and respected.
Local authorities should consider
ways of supporting parent carers
once their child reaches 18.
Parent carers have often had
to give up paid work after their
child leaves full time education.
Loss of paid employment can
have a significant impact on
the carer’s wellbeing and selfesteem as well as a significant
impact on the family’s financial
circumstances. Taking a whole
family approach to care and
support planning that sets out
a ‘five-day offer’ for a young
person, and support for a carer
to manage an increased caring
role (which ideally allows them to
stay in paid work if they wish to
do so), can help families manage
the transition.

Assessments

Transition Assessments

The Care Act 2014 places
a duty to conduct transition
assessments for children,
children’s carers and young
carers where there is a likely
need for care and support
after the child in question turns
18 years of age, and where a
transition assessment would
be of ‘significant benefit’. A
transition assessment is to
provide young people and their
families with information so that
they know what to expect in
the future and can prepare for
adulthood.

Child’s Needs Assessment
(CNA)

The local authority should carry
out a Child’s Needs Assessment
(CNA) if there is likely to be care
and support needs post-18 at
a time when it is of significant
benefit to the young person’s
preparation for adulthood.
Parents who believe their child
will have needs for care and
support as an adult may request
a Child’s Needs Assessment
from the local authority. A Child’s
Needs Assessment does not
lead to support or services
being offered whilst the young
person is under 18, but it does
ensure that they are known to
the local authority and may help
with planning ahead for adult
support and services. Once
the young person turns 18, the
Local Authority may use this

Gloucestershire’s Joint Health, Social Care and Education Service
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assessment to provide adult
services or they may decide to
complete a Needs Assessment.
Both assessments use the same
assessment criteria under the
Care Act (2014).
The Children and Families Act
2014 has added new duties to
the Children Act 1989 to assess
young carers and establish
whether they are ‘children in
need’ and to assess parent
carers of disabled children and
consider what support they may
need under section 17 of the
Children Act 1989.

Young carer’s assessment

Where it appears to a local
authority that a young carer
is likely to have needs for
support, the authority should
assess whether the young carer
currently has needs for support
and also whether they are likely
to continue to have needs for
support after turning 18.

Child’s carer’s assessment

Where it appears to a local
authority that a carer of a child is
likely to have needs for support
after the child becomes 18, the
authority must assess whether
the carer currently has needs for
support and whether they are
likely to have needs for support
after the child becomes 18.
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The assessment must include
whether the carer is able, and
is likely to continue to be able,
to provide care and whether the
carer is willing to do so. It should
also include the outcomes that
the carer wishes to achieve in
day-to-day life; whether, and if so
to what extent, the provision of
support could contribute to the
achievement of those outcomes.

Adult needs assessment

Adult Needs Assessments
carried out for individuals over
the age of 18 should include a
personal budget.

Working together
Education, health and care

The Education, Health and Care
Plan (EHCP) was introduced by
the Children and Families Act
2014 and aims to ensure that
professionals work together to
support children with special
educational needs and that
information is shared between
them. For children with SEND,
Local authorities and their
partners should work together
in an integrated way to ensure
there is:
è effective and well supported
transition arrangements in
place to ensure a smooth and
gradual transition for young
people.
è assessment and review
processes for Care plans and
EHCPs that are aligned
è effective integration with
health services,
è a good range of universal
provision for inclusion in the
Local Offer.
è an emphasis on joint
commissioning of services
to ensure that provision in
the local area fully meets the
needs of those with SEND.
The SEND Code of Practice
outlines guidance to enable
children and young people
with the most complex special
educational needs to continue
to access education provision, if
progress in identified outcomes

are key, until age 25, (it should
be noted that this is not a right).

children’s services. This could
be, by:

for transition to adult care and
support.

For those who are eligible,
Adult Social Care (ASC) and
Continuing Health Care (CHC)
needs should be explored and
the provision should be jointly
agreed;

è arranging joint appointments
è running joint clinics
è pairing a practitioner from
children’s services with one
from adults’ services.

Adult and children’s services

Children’s services should
consider working with the young
person to create a personal
folder that they share with
adults’ services. This should be
in the young person’s preferred
format. It should be produced
early enough to form part of
discussions with the young
person about planning their
transition (for example 3 months
before transfer). It could contain:

The Local Offer must identify
training opportunities, supported
employment services,
apprenticeships, traineeships,
supported internships and
support available from supported
employment services available
to young people in the area
to provide a smooth transition
from education and training into
employment.

The Care Act 2014 requires
local authorities to ensure cooperation between children’s and
adults’ services so that young
adults are not left without care
and support as they make the
transition from children’s to adult
social care. For young people
over 18, children’s services
now have a duty to continue
to provide services to meet the
needs identified in the Child in
Need Assessment until either:
è a review concludes that the
young person no longer
needs care and support, or
è adult services have
completed a Needs
Assessment
The case management
responsibilities should remain
with the allocated professional
within children’s services until
the individual reaches their 18th
birthday.
Children’s and adults’ service
managers should ensure that
a practitioner from the relevant
adult services meets the young
person before they transfer from

Sharing information

è a 1 page profile
è information about their health
condition, education and
social care needs
è their preferences about parent
and carer involvement
è emergency care plans
è history of unplanned
admissions
è their strengths, achievements,
hopes for the future and
goals.

The Local Offer

Local authorities must provide
information and advice on the
range of services available. They
should include in their Local
Offer relevant information and
advice on local provision and
how to receive an assessment

Local authorities must ensure
the availability of preventative
services for adults, a diverse
range of high quality local
care and support services and
information and advice on how
adults can access this universal
support.

A named worker

Young people who are due
to transition to adult services
should have a named worker
to support their transition. This
should be a professional who
has a meaningful relationship
with the young person.
A named worker should support
the young person and their family
though transition and help them
to navigate services and access
support and advice. They should
support the young person for
a minimum of 6 months before
and after transfer and then hand
over their responsibilities as
named worker to someone in
adults’ services.

Gloucestershire’s Joint Health, Social Care and Education Service
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Response if young
person doesn’t engage
following transition

If a young person has moved to
adults’ services and does not
attend meetings, appointments
or engage with services,
adult health and social care
professionals should proactively
try to contact the young person
and their family and involve other
key professionals such as their
GP.
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They should also consider:
è Making independent
advocacy available to support
young people after they
transfer to adults’ services
è Establishing local, integrated
youth forums for transition to
provide feedback on existing
service quality and to highlight
any gaps.
è Ensure that data from
education, health and care
plans is used to inform service
planning.

è Carrying out a gap analysis
to identify and respond to the
needs of young people who
have been receiving support
from children’s services,
including child and adolescent
mental health services, but
who are not able to get
support from adult services.
The gap analysis should
inform local planning and
commissioning of services.

Young People who are Leaving Care
Introduction

We want to ensure that care
leavers in Gloucestershire get
the same care and support that
their peers would expect from a
reasonable parent, such as help
finding a job or setting up home.
Those leaving care can struggle
to cope with the transition to
adulthood and may experience
social exclusion, unemployment,
health problems or end up
in custody. Gloucestershire
County Council is committed
to supporting and caring for all
young people who have been in
care to ensure the best possible
outcomes.
The number of children in care
in Gloucestershire has increased
dramatically between 2014
and 2019. There are also an
increasing number of young
people who enter care age 16 or
over.

Figure 1: Number of children in care in Gloucestershire

The increase that has been seen
in Gloucestershire has not been
seen in other counties within the
South West to the same extent.

Our Aims

Having listened to the voices of
children in care and care leavers,
Gloucestershire County Council
have developed the following
priority aims which we will focus
on over the next two years.

Figure 2: Number of children in care in Gloucestershire
compared with other areas in the South West

è To support our care
experienced young people
and adults to reach their full
potential through work, study
or training.
è To help care experienced
young people and adults to
find the right accommodation
that is safe and suitable for
them
è To support our care
experienced young people
and adults to maintain good
physical and mental health
è To support our care
experienced young
people and adults to
manage finances and
sustain independent living
arrangements
è To aid our care experienced
young people and adults to
feel connected, involved and
heard within their community.

Gloucestershire’s Joint Health, Social Care and Education Service
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Where we are now

Following the OFSTED
inspection in 2017 significant
progress has been made to
improve transition into adulthood
for our care leavers. This has
included allocating young people
a leaving care worker to support
their transition into adult services
and ensuring young people have
a Pathway Plan to help them
to prepare for independence.
Gloucestershire County Council
has also written a Care Leavers
Strategy and developed a
number of tools and resources
to support our provision for care
leavers. These resources have
been included in a “Preparing for
independence” pack30 for all our
care experienced young people
and adults. Young people can
request a pack after they turn
15, it includes:
è Gloucestershire Core Offer for
Care Leavers. This tells young
people all about the support
Gloucestershire County
Council can provide for them.
è A pathway plan booklet.
This covers health, money,
relationships and other
aspects of their lives that
young people will be
responsible for once they
leave care.
è A pathway review fold out
booklet.

è Journey to independence
guide. This workbook takes
young through all the different
options for housing once they
leave care.

Care Leavers Offer 2019
Know your rights, find out what you are entitled to and
how you can get help and support

Whilst significant progress has
been made in developing these
resources further work needs to
be done to fully embed this work
in social care practice across the
county.

Care Leavers Offer

Gloucestershire County Council
has developed a Care Leavers
Strategy31 and an accompanying
Care Leavers Offer32 so that
young people can understand
their rights as a care leaver in
Gloucestershire and ensure we
celebrate the achievements
of care leavers on both an
individual and collective basis.
The Care Leavers Offer has
been promoted through the
Social Work Masterclasses.
The documentation and
video guidance is available
on the Children and Families
Commissioning Hub Intranet
Page33. The Care Leavers Offer
is embedded in some social
work teams however further
work needs to be done to fully
embed this work in social care
practice across the county.
Commissioners will be attending

Gloucestershire County Council

Care Leavers Strategy
2019-2021

team meetings in areas where
the Care Leavers offer is not
being used consistently to
promote the offer and answer
any queries social workers have.

Early and comprehensive
identification

The Children and Families Hub
have compiled a placement
tracker which includes all the
children and young people
who have had placements
agreed through the Placements
Commissioning Team and the

Preparing for Independence Pack
https://www.gloucestershire.gov.uk/health-and-social-care/children-young-people-and-families/care-leavers-offer/
31
Care Leavers Strategy https://www.gloucestershire.gov.uk/media/2095272/care-leavers-strategy.pdf
32
Care Leavers Offer https://www.gloucestershire.gov.uk/media/2083341/care-leavers-offer-brochure-2019.pdf
33
https://staffnet.gloucestershire.gov.uk/public-facing-departments/childrens-social-care/children-and-familiescommissioning-hub/
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cost of those placements.
This has given us a greater
understanding of the young
people who may potentially
require support as adults.
The number of children with
complex needs has been
increasing year on year and
for a small number of these
children and young people
the complexity of their care,
education and health needs
requires specialist support
outside of the county or in
independent provision. Over the
past two years the number and
cost of these placements has
increased.
Decisions on placements and
packages of support for these
young people are made by the
Multi Agency Resource Panel.
The panel will also actively
monitor and review provision.
These young people are likely to
require significant support during
transition into adulthood.
The development of more cost
effective in-county independent
provision as well as more
person centred outcome related
provision, particularly for post 16
placements in FE colleges has
begun.
In 2019 a review of the current
EHCPs was undertaken

to inform the SEND
Commissioning Strategy34 this
has given Commissioners a
greater understanding of the
requirements of children and
young people with additional
needs in Gloucestershire
and where they are currently
supported. Data shows the
number of children and young
people in independent special
schools and their primary
diagnosis from their EHCP.
These are likely to be some of
our most complex young people.
Those whose primary diagnosis
of SEMH ( Social Emotional
Mental Health (SEMH)) may not
have a disability but are likely
to have complex care needs
as an adult. In 2019 there were
a significant number of young
people in years 8, 9, 10 and 11
who we need to ensure we are
working with the develop robust
plans for their future.

A young person centred,
strength-based approach

The Children and Families
Commissioning Hub has
introduced One Page Profiles
for Children in Care. A onepage profile is a starting point
to summarise what we know
matters to a Young Person and
how to support them well. The
expert on the content of the onepage profile is the Young Person
themselves and people who

love, care and know most about
them. It also shares what others
appreciate about the person.
Professionals can often start off
recording the problems, negative
behaviours and risks attaining
to a Young Person, this can be
a lot of negative information that
does not give a holistic picture.
A one page profile starts with
the Young Person’s assets and
qualities. What people like and
admire or appreciate about
them. Then describes what
matters to them. What people
things and activities are essential
for a good day. Finally how
the Young Person should be
supported to keep them healthy
and safe.
Training has been given to Social
Care professionals on developing
one page profiles taking a
strength based approach.
name:

date:

review date:

What people like and admire about me:

What matters to me now:
How best to support me:

What matters to me in the future:

One Page Profile | Children and Families Commissioning Hub

34

SEND Commissioning Strategy
https://www.gloucestershire.gov.uk/media/2094439/approved-send-commissioning-strategy-jan-2020.pdf
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Pathway Planning
85% of our young people
have a 16+ pathway plan in
place as at February 2020
During 2019 the Children and
Families Commissioning Hub
also introduced revised pathway
planning tools, which have
benefitted from the input of care
leavers, to assist practitioners
in ensuring young people
are engaged in a meaningful
conversation about their future
plans. This includes a guide to
accommodation options for
young people leaving care. The
outcome star is used to monitor
the progress of care leavers as
they develop the necessary life
skills to live independently within
the community.
The Named Key Worker will
help young people to complete
a pathway plan which will
include the young person’s
hopes and aspirations for
housing, education, training
and employment as they reach
adulthood.
Increasing the proportion of
Children in Care with an up to
date, good quality Pathway
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Named Key Worker
Your Pathway Plan

For care experienced young people and adults

Plan forms a key part of our
Accelerated Improvement Plan.
A 16+ Pathway Panel has
been introduced to oversee the
Pathway Plans, accommodation
and independence pathway for
young people aged 16 and over
and who are in care and their:
è Pathway Plan is significantly
delayed
è Needs have escalated or
rapidly changed
è Circumstances mean they are
at risk of homelessness due
to eviction
The panel will ensure that
young people’s pathway and
independence plans are being
driven forward and actions
completed.

100% of our young people
are currently allocated
a leaving care worker to
support their transition into
adult services.
All young people who were in
care for at least 13 weeks or
periods amounting to a total of
13 weeks which began after
reaching the age of 14 and
ended after reaching the age
of 16, now have a Leaving
Care worker will stay with the
young person until they are
25 to support them to find out
information on areas such as
housing, health and finances.
Our performance around keeping
in touch with care leavers has
improved significantly since the
2017 inspection. We have been
in touch with 97% of all care
leavers in the last 6 months, with
100% performance for 19-21
year olds. A small number of 1618 year olds, and 22 years plus
care leavers, have not been in
contact during this period, which
is a continued area of focus.

To support our care experienced young people and adults to reach their full potential
through work, study or training.
The proportion of care leavers
in Education, Employment or
Training (EET) is at 55%, which is
broadly in line with the England
average, with 57% of 19 – 21
year olds in EET which is higher
than last year. There are also 20
(5.3%) young people in higher
education which is similar to our
comparator group as at January
2020. Many young people are
not available for EET because
of ongoing health and mental
health conditions or parenting
responsibilities.
Gloucestershire’s Leaving Care
Service currently supports 320
care leavers 45 in education
è 114 in employment,
apprenticeships and training
è 32 at university
è 110 not in education,
employment or training
There are Employment
Education and Training (EET)
workers employed by the

Prospects Youth Support Team
linked to each care leaver’s team
to develop opportunities for work
experience, apprenticeships,
employment and training.
We have developed our EET
assessment tool kit and
increased our Basic Skills Tutor
resource (also employed by the
Prospects Youth Support Team)
to help prepare young people
for moving into further education
and training.

quality assures the Personal
Education Plans that the schools
put in place for each Child in
Care. The Virtual School also
supports the transition process
for vulnerable children and young
people in care. They employ
a Post 16 Education Advisor
who helps young people and
the people who support them
to plan for the future, based
on a secure understanding of
students’ needs.

We know more work is needed
to increase the number of care
leavers engaged in EET, which
also forms part of the work to
develop a ‘care leaver proof’
approach to policy, in which they
are considered a priority group.
Virtual School*
Any Child in Care is dual
registered with the Virtual School
as well at the school they attend.
The Virtual School champions
the educational needs of
vulnerable young people and

Reducing transition from out of county placements
Some of our complex young
people will have a primary
diagnosis of SEMH ( Social
Emotional Mental Health (SEMH))
in their Education, Health and
Care Plan. They may not have

a disability but are likely to have
complex care needs as an
adult. Gloucestershire Council
Council has plans to put a new
SEMH Free School in place to
reduce costly Out of County/

Independent Special School
placements and ensure our
young people are supported
within Gloucestershire. This also
means that their transition into
adult services is likely to be more
straightforward.

*Virtual School https://www.gloucestershire.gov.uk/vschool/
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To help young people to find the right accommodation that is safe and suitable for them
accommodation options. There
is also an ambition to develop
accommodation options to
support edge of care provision
for 16-17 year olds. GCC
needs to ensure that what is
commissioned gives our young
people the best life chances as
they move into adulthood and
that interventions are accredited,
evidence based and appropriate
to needs.
Gloucestershire’s Sufficiency
Strategy 2018-2021 details the
council’s plans for developing
the types of accommodation
available for care leavers.
Gloucestershire County Council
(GCC) wants to develop
a seamless and fair offer
that gives our Care Leavers
choice and control over their
Semi Independent
accommodation
Semi independent
accommodation is used to
support young people on their
journey to independence. Best
practice would see this provision
as one of many accommodation
options for young people leaving
care. Currently in Gloucestershire
there is a small amount of inhouse provision managed within
the leaving care services, which
comprises of 2 shared houses
and 1 training flat. There is
real growth in this area due to
the increase in the number of
35
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Gloucestershire County Council
is committed to providing young
people with somewhere to live
this is safe and stable. This
includes developing a personal
housing plan and reviewing the
suitability of accommodation. As
at February 2020 the majority
of care leavers (94%) were in
suitable accommodation, and

So let’s start on your
journey to independence
A guide to accommodation options for
young people leaving care

children in care and particularly
in Gloucestershire with the high
number of young people entering
care at 16/17 years.

high risk plans are put in place
for any care leavers who are
placed in bed and breakfast
accommodation as an interim
or emergency solution. The 16
+ panel is helping to ensure a
greater focus on any situations
of unsuitable accommodation,
emerging risks of eviction and
timely planning for alternative
accommodation.
We know we have more work
to do to increase the availability
and range of emergency
accommodation for care leavers
who experience an unexpected
or unplanned move from their
current place of accommodation.
This is a key element within our
partnership work.

Currently, we are placing some
of our young people in semiindependent placements outside
of the county but there is
evidence that these placements
are not in the young person’s
best interests. Young people
placed at a distance from home
are likely to achieve poorer
educational and other outcomes
than those placed closer to
their home. By bringing these
placements into the county,
young people can keep strong
links with their family and friends
and achieve better outcomes.

Sufficiency Strategy https://www.gloucestershire.gov.uk/media/2089860/2019-05-28-final-sufficiency-strategy.pdf
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To implement GCC’s Sufficiency
Strategy we have developed
Trevone House.
Trevone House
The
development of
Trevone House
in Gloucester
is an important project which
will significantly improve the
range of accommodation
available to young people in
Gloucestershire. It will offer a
day service and wellbeing suite
as well as accommodation for
up to 21 young people aged 16
to 25 who will have their own,
semi independent, self contained
accommodation at Trevone
House. There will be staff on site
to help the young people, giving
them the support they need as
they head into adulthood and
find their independence. Where
possible the young people
who live in Trevone House as
residents will have a planned
move into the accommodation.
There will also be one bed
available at any time for
unplanned or emergency
placements. This is for young
people who need a place of
safety/place of calm. This
will enable the young person
to stabilise whilst a support
package is put in place.
The development of Trevone
House will be completed in
2020.

Staying Close
In Gloucestershire we are
committed to offering a Staying
Close arrangement to all young
people 16 years plus currently
placed in Residential Homes and
future Residential placements.
We have developed “Staying
Close, A Guide to Partnership
Working” which outlines the
model we are working towards.
Staying Close allows young
people to live independently,
but in a location close to the
Residential home they lived in
previously. They would continue
to have the support of the same
team and same key worker as
well as being able to visit the
home frequently, to experience
continuity and more gradual
transition to independence.
The development of
accommodation options for
Staying Close arrangements is
one of the key challenges for
this programme. Gloucestershire
wants to work with providers
to develop a mixed portfolio of
accommodation options
Young people in Gloucestershire
have told us how they welcome
having continuity of care,
with the same staff team and
organisation. They feel safe in
making this transition out of
residential care into independent
living, and they know they have
somewhere to go in times of
trouble and need.

Commissioners are already
working with providers to
develop Staying Close options
as part of new contract
arrangements.
Staying Put
If a young person has been in a
settled foster home, they may
want to remain living there until
they have finished education or
achieved other goals that will
help them to move smoothly
towards independence. We will
support young people to remain
with their foster carers under a
‘Staying Put’ arrangement. This
will mean that they are ‘renting’ a
room from the foster carers and
will be expected to contribute
to living costs. This can last until
the young person is 21.

Gloucestershire’s Joint Health, Social Care and Education Service

29

To aid our care experienced young people and adults to feel connected, involved and heard
within their community.
Information on Activities and
Services
The Gloucestershire Families
Directory36 provides information
on services, activities and events
for children and young people in
Gloucestershire. Your Circle37 is a
primarily adult focused directory
to help you find your way around
care and support and connect
with people, places and activities
in Gloucestershire
Advocacy
Independent advocates are
available to inform young people
about their rights and support
them in meetings and to speak
on behalf of children and young
people to ensure their rights
and needs are recognised. In
Gloucestershire the BeHeard
Advocacy Service38 delivered by
Barnardos. Our adult advocacy
provider (POhWER39) works
in partnership with Barnardos
to ensure a smooth transition
to adult services for those
who have reached their 18th
birthday. Where necessary the
young person will receive dual
advocacy until the point at which
they are comfortable with their
new advocate.

Those Care Leavers (aged 1617) can also receive support
from an Independent Visitor
to exercise their rights and
be involved in decisions that
impact them. This support is
currentlyprovided by Change,
Grow, Live.40
Children in Care Council
(CinCC)
Voice Gloucestershire, which
is our name for the Children in
Care Council (CinCC), is a group
of around 20 young people
and their job is to represent the
views, opinions and experiences
of all the children and young
people that Gloucestershire
County Council look after and
those that have left the care
of the Council. They are all
different ages and have different
backgrounds.
Voice Gloucestershire:
è Works as a team to help
improve services for children
and young people cared for
by Gloucestershire County
Council.
è Listens to the views of
children and young people
and help make their voices
heard

https://www.glosfamiliesdirectory.org.uk/kb5/gloucs/glosfamilies/home.page
https://www.yourcircle.org.uk/
38
www.barnardos.org.uk/what-we-do/services/beheard
39
https://www.pohwer.net/gloucestershire
40
https://www.changegrowlive.org/
36
37
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è Try and influence decisions
made for the future of children
in care.
è Aims to give children in care
every opportunity to be able
to live the life they want,
making sure that it is as safe
and risk free as possible.
è Ask services to think
carefully about how they
provide children in care with
the skills they need to live
independently and be able to
face day to day challenges.
Supporting People
Currently Gloucestershire
has a well established
Supporting People programme
which commissions both
accommodation and community
based support for adults and
young people in vulnerable
circumstances. Gloucestershire
County Council has enhanced
the offer to young people aged
16-25 years old so that they
have the best possible long
term outcomes. Young people
will access this support via the
16+ Panel. Services are now
more joined up and placements
are planned rather than being
reactive.

To support our care experienced young people and adults to maintain good physical and
mental health
The Children and Families
Commissioning Hub has
created a guide for practitioners
“Promoting Healthy Outcomes
for Children in Care and
Preparation for Care Leavers”.
This guide is available on
the Children and Families
Commissioning Hub intranet
page and is part of the Social
Work Masterclass. The
Commissioning team has also
taken the guidance out to
social work teams with an aim
to embed the process in social
work practice.
The Children in Care Nursing
Team is responsible for making
sure the health assessment of a
child’s physical, emotional and
mental health needs is carried
out for each and every child that
is looked- after by the Local
Authority. Each child has their
own named nurse that generally
stays with them from when they
enter care, to when they leave
care, at whatever age that is.
After their 11th birthday the
young person will be given a
Health Passport at their annual
Review Health Assessment,
as part of their plan towards
independence. This provides
a summary of the young
person’s health history and is

designed so that it can be
updated regularly, and has a
pocket at the back to keep any
useful documents. The Passport
will ensure that all young people
coming to the end of their time
in care will have all the necessary
information and documentation
they require for the future.
As per statutory
requirements the Local Authority
must appoint a Personal Advisor
to each Young Person for as
long as they require (or up until
their 25th birthday) when ceasing
their time in care. The role of
the Personal Advisor is to act
as a focal point for the young
person, ensuring that they are
provided with the practical and
emotional support they need
to make a successful transition

to adulthood, either directly
or through helping the young
person to build a positive social
network around them. In relation
to health, each young person’s
pathway plan must take account
of the assessed health needs
of the young person and set
out clearly how these are to be
met. Particular attention must be
given to their need for support
in taking responsibility for his/
her own health and in accessing
appropriate services, including
information and advice.
As part of Corporate Parenting
pledge and our commitment
to ensuring that all children
leaving care are fully prepared
for adulthood and independent
living, we need to ensure that
every young person will be
offered a final Health Assessment
before they leave care, and,
ideally, at least 6 months prior
to becoming 18 years old. This
should be built into the pathway
plan and regularly reviewed as
part of the pathway planning
process.
As part of the social worker’s
role, they need to ensure that
Children in Care and Care
Leavers are supported to access
universal health services as part
of their journey to independence.

Gloucestershire’s Joint Health, Social Care and Education Service
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This will include:
è Registration with a GP and
Dentist
è Information about local sexual
health services
è Information on mental health
Services
è How to access health
services out of hours
For children in care aged 4-17,
the Strengths and Difficulties
Questionnaire (SDQ) is used as
a tool in which to measure the
emotional health and wellbeing.
Whilst we are mandated for the
age group 4-17’s, there is no
reason why we can not use the
young persons SDQ (self report)
for young people aged 18 and
over.
Ensuring that care leavers have
access to appropriate mental
health and emotional well being
services, has been a priority.
Positive work has progressed
with our Clinical Commissioning
Group (CCG) and Young
Gloucestershire to develop our
Linked In Plus service, which
provides Tier two emotional
and mental health support for
care leavers. This commenced
in 2019 on a pilot basis and
currently around 20 young
people are receiving either an
assessment or service.
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Priorities Preparing for Adulthood – Young People who are
Leaving Care
è Care leavers have timely and good quality pathway plans that
reflect assessed strengths and needs and are co-produced
and reviewed with them.*
è Care leavers understand their health histories and have good
access to provision for their full range of health needs from
primary care to specialist help.*
è Care leavers inform and benefit from a comprehensive, countywide offer that involves a wide range of partners and helps
them live stable, happy and productive lives.*
è Embed the Outcome Star in practice to monitor the
effectiveness of interventions
*There is a Care Leavers Action Plan to take forward these
priorities as part of the response to the Ofsted recommendations.

Young People with Special Educational Needs and/or
Disabilities (SEND)
Introduction

This section of the Preparing
for Adulthood Strategy applies
to young people with special
educational needs and/or a
disability (SEND). There are a
number of different teams and
organisations within health,
social care and education who
support children and young
people with SEND. As a health
and care system we recognise
that we need to work with
a consistent, co-ordinated
approach and have effective
communications between
different professionals to provide
these young people with a
positive and successful transition
to adulthood.
Our preparation for adulthood
planning must be timely and
person centred. We need to
work closely with families and
seek to understand the interests,
strengths and aspirations of the
young person and use this as a
basis for co-producing their plan
for transition into adulthood. We
need to ensure young people
have options of what they will do

post-16 and we commit to work
with them to plan their future
accommodation, understand
their health needs and obtain
independence.
We need to continue to work
in partnership across the
integrated care system have
a clear integrated pathway for
transitions ensuring that young
people and their families get the
right support, at the right time
and in the right place.

Key Priorities

è Agree pathways for transition out of children’s services to
include timescales for assessments and decision making
è Young people should have a named worker to support their
preparation for adulthood. This should be a professional who
has a good relationship with the young person.
è Develop information about preparing for adulthood for young
people with special educational needs and disabilities (SEND)
and their families (including information on the Mental Capacity
Act and consent). This will be made available on a website and
therefore be accessible to those who are not in education or
receiving support from services.
è Join up the preparation for adulthood across health, education
and social care by using Ready Steady Go as part of the
EHCP Transition Planning Process.

Gloucestershire’s Joint Health, Social Care and Education Service
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Feedback from young
people and their families

Gloucestershire County Council
and Gloucestershire Clinical
Commissioning Group regularly
engages with young people with
SEND, their Parents/Carers and
professionals who work directly
with them. Some key points
that have been raised regarding
transition include:
è In the current system there
are significant differences
between adults and
children’s services can they
be eliminated or reduced? If
they are unavoidable, take
time to prepare the individual
and their families for the
differences they are likely to
experience when they transfer
to adult services
è Transition always seems to be
tied to the end of education
but this leads parents of
young people with severe
learning disabilities to push
for college just to keep “fulltime” activity (often so they
can continue to work) there
should be more blended
support

41
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è Options are limited for young
people aged 19 to 25 with
complex needs, for example,
young adults find that an
over-reliance on personal
assistants can be isolating.
è There is no equivalent to
a paediatrician in adult
services and so families
can feel that the support
they receive is significantly
reduced. Often the care will
pass to the GP who may not
have been directly involved
with the young person
previously and may have
limited understanding and/
or experience of the young
person’s condition.
è Some things are already
policy but don’t happen - for
example involvement of adult
social care in EHCP reviews
post 14. I would rather 2
good transition meetings than
4 reviews without the right
people there

Mental Capacity Act https://www.legislation.gov.uk/ukpga/2005/9/contents
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è Processes need to be more
person centred for everyone
if we want to stop young
people ending up in the
Transforming Care cohort
è Where Transition
assessments are delayed
parents won’t know what
the options are and wont
have time to process/explore
choices
è Some services stop at 18
due to registration e.g. respite
limited by Ofsted registration
– some parents thought this
meant overnight respite would
continue until something
else found. (Similarly some
services wont start until
age 18, making a gradual
transition impossible)
è The Mental Capacity Act
200541 is not even known
about by many families, the
GCC Mental Capacity Act
leaflet is not sent out until first
adult care assessment done
which is too late

Governance

Preparing for Adulthood is a workstream within the Integrated Commissioning project led by the
Assistant Director for Integrated Children and Families Commissioning within the Joint Additional Needs
(JAN) and High Needs programme.
JAN & High Needs Strategic Board
Direction and sign off
Chair: Director of Education

JAN & High Needs Programme Board
Decision making, coordination, risk management
Chair: Head of Services for Children with Additional Needs.

Integrated Commissioning
SRO Assistant Director for Integrated Children and Families Commissioning

Workstreams
è Joint Commissioning
è Strategic commissioning
è Market Management
è Quality Assurance and
Performance

è Culture change
è Quality assurance &
coproduction
è Preparing for adulthood

There is also an all age Learning Disability and Autism Clinical Programme Group. Key decisions should
also be taken through these groups.
Gloucestershire CCG
Core Team

Joint Commissioning Partnership
Executive (JCPE)

LD and Autism Clinical
Programme Board

LD and Autism Clinical
Stakeholder Group

Gloucestershire’s Joint Health, Social Care and Education Service
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Current Numbers of Children and Young People with SEND in Gloucestershire
Children and Young People
with Education Health and
Care Plans

A child or young person has
SEND if they have a learning
difficulty (a learning difficulty does
not affect general intelligence
but means the child will have
specific problems processing
certain forms of information e.g.
dyslexia) or learning disability
(reduced intellectual ability
and difficulty with everyday
activities) which calls for
special educational provision
to be made for them. Children
with SEND will be supported
by a group of professionals.
If further help or support is
deemed necessary the Lead
Professional (often the school
SENCo – special educational
needs co-ordinator) may apply
for an Education, Health and
Care Plan (EHCP) to be put in
place. Over the past few years
Gloucestershire has experienced
a large increase in the number of
children and young people with
an EHCP. There are currently
3867 children with an open
EHCP in Gloucestershire, not
all of these children will be
eligible for support from adult
services however they may need
additional support to enable a
smooth transition into adulthood.
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Figure 3: Number of CYP in Gloucestershire with an EHCP by
National Curriculum Year
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Figure 4: Education Provision Type of CYP with an EHCP in
Gloucestershire
Provision type
EY Settings

Current number of
C&YP with an EHCP

%

25

0.6

Maintained Mainstream Schools/Academies

1,680

43.4

Maintained Special Schools/Academies

1,171

30.3

207

5.4

Alternative Provision Schools

39

1.0

Elective Home Education

42

1.1

438

11.3

55

1.4

NMS/Independent Schools

General FE/Training Providers
Special Post 16 Institutions (SPIs)
Social Care Setting
Awaiting Provision/No registered base
Total

No. omitted for anonymity

208
3,867

0.1
5.4

In 2019 a review of the current
EHCPs was undertaken to
inform the SEND Commissioning
Strategy 2019-202442 this
has given Commissioners a
greater understanding of the
requirements of children and
young people with additional
needs in Gloucestershire
and where they are currently
supported. From current data,
the trend indicates that there will
be around 260 children with EHC
plans in each school year from
year seven onwards. There is a
peak of children with an EHCP in
the current year 6, these children
will be turning 18 in 2027/28 and
may need additional support to
transition into adult services.
As Figure 4 (page 34) shows,
although a large proportion
of our children with SEND
are in special schools 43%
of our children with an EHCP
are currently supported within
mainstream schools. We need
to ensure that young people
are given the inclusive transition
support they need to enable
them to meet their full potential
in adulthood.

42

Children and Young People
Supported by the Disabled
Children and Young People’s
Service (DCYPS)

people they work with will be
eligible for support from adult
service. All but one of the 90
response received said that the
young people were likely to be
eligible for support.

DCYPS is part of Gloucestershire
County Council and provides
social care assessment and
support planning for disabled
children, young people and
their families, and a range of
support to meet assessed
needs. Support is intended to
enable disabled children to have
the same range of opportunities
as non-disabled children, and
with their families to be able
to experience the ‘ordinary’
things of life that others take
for granted. Currently around
480 children with disabilities are
supported by DCYPS.

The professionals were also
asked to rate their transitions as
Red, Amber or Green.
Green - all agreed and transition
needs no further consideration at
this stage,
Amber - in process and
discussions are happening but it
has not been finalised
Red - you do not know the
child or you do not think any
discussions have taken place
regarding transition. Red cases
will be prioritised to ensure no
young person is missed.

As of January 2020 there were
94 children age 14 and above
supported by the service.
Professionals working with these
young people were asked to
predict whether or not the young

The breakdown of individuals by
age and RAG rating is as follows.

Figure 5: Transition position of young people in DCYPS
Age

Total
number of
CYP

Number of
transitions
rated as
GREEN

Number of
transitions
rated as
AMBER

Number of
transitions
rated as
RED

14

20

15

5

0

15

32

25

No. omitted for
anonymity

No. omitted for
anonymity

16

19

9

5

5

17

23

No. omitted for
anonymity

7

9

SEND Commissioning Strategy 2019-2024
https://www.gloucestershire.gov.uk/media/2094439/approved-send-commissioning-strategy-jan-2020.pdf
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Children and Young People
Supported by the Child and
Adolescent Mental Health
Services Learning Disabilities
Team

The Learning Disabilities Team
in Child and Adolescent Mental
Health Service (LD CAMHS)
is based in Gloucestershire
Health and Care Services NHS
Foundation Trust (GHC). LD
CAMHS is a specialist health
service which provides specific,
time-limited interventions for
children and young people with
learning disabilities based on
assessed need. LD CAMHS
works with children and young
people with moderate, severe
and profound learning disabilities
who have severe, complex
and enduring developmental,
emotional, behavioural or mental
health difficulties, which are
leading to significant distress
and/or functional impairment and
have not been resolved with the
usual primary interventions.

In August 2020 LD CAMHS
were supporting 328 children
and young people with the
breakdown of ages shown in
Figure 6 below.
Figure 6: LD CAMHS caseload
by age
Age group

Number of CYP

0-6 yrs

61

7 – 11 yrs

122

11- 14 yrs

76

14- 17 yrs

61

17 +

8

Total

328

Many of the young people
supported by LD CAMHS will
require support from Adult
Services. LD CAMHS use
and Easy Read version of the
Ready Steady Go programme43
to prepare young people for
transition from age 14.

Learning Disabilities
Intensive Support Service
(LDISS)

LDISS is also based within GHC.
They are an all age service and
can provide short, intensive
interventions at crisis points.
This often includes young people
at the point of transfer into
adult service, particularly those
returning from out of county
residential schools. They work
with around 15 young people at
a time alongside their support for
adults. LDISS work with up to 6
young people and all the young
people 16plus due to transition
back to Gloucestershire

Children and Young People
in Out of County Residential
Placements

Many children and young people
with additional needs remain
at home with their families in
local schools and receive local
support services. However there
will always be a small number of

Figure 7: Children and Young People attending independent schools and their primary need

43
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Primary Need

Number of children
5-11 years

Number of children
11-16 years

Number of children
16+ years

Total annual
education cost

ASD

No. omitted for anonymity

14

5

£880,000

MLD

0

13

No. omitted for anonymity

£353,000

PMLD

No. omitted for anonymity

No. omitted for anonymity

No. omitted for anonymity

£255,000

SLCN

No. omitted for anonymity

9

No. omitted for anonymity

£206,000

SLD

No. omitted for anonymity

No. omitted for anonymity

No. omitted for anonymity

£235,000

Ready Steady Go
https://www.uhs.nhs.uk/Ourservices/Childhealth/TransitiontoadultcareReadySteadyGo/Transitiontoadultcare.aspx
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children and young people where
the complexity of their care,
education and health needs will
require more specialist support
which is currently only available
outside of the county or in an
independent provision. The most
complex children and young
people with learning disabilities
and autism may be in 32, 44
or 52 week residential school
placement. As of November
2019 there were 11 children
and young people in 52 week
residential placements costing
a total of £47,000 a week, £2.4
million per year . Between 2016
and 2018 the number of children
and young people in these
placements rose by 71% (from
34 to 60 in 2018) and the cost of
these placements has more than
doubled.
Keeping young people within
Gloucestershire is part of the
Gloucestershire Sufficiency
Strategy, where young people
benefit from better outcomes,
by being close to their families
and agencies can support
young people through their
transition into adult services and
employment.
Successfully managed
transitions back into the family
community at the appropriate
time remains a challenge for
young people returning from
residential placements as they
44
45

are often given a level of support
and structure in a residential
school that is not currently
available within adult services
in Gloucestershire. There is
potential to explore this gap in
provision in Gloucestershire.
Commissioning an all age
service within Gloucestershire
should also be considered to
offer our young people with
complex needs lifetime support,
eliminating the need for a
transfer into adult services.

Intensive Positive Behaviour
Support Service
GCC has commissioned Affinity
Trust to provide intensive
support to a small number of
children with learning disabilities
and/or autism and behaviours
that challenge their parents
and others that support them.
These children and young
people are at risk of going into
residential care. With intensive
Positive Behaviour Support for
the families the young people

should be prevented from
needing to leave the family home
and moving to an out of county
residential school, therefore
reducing the need for a complex
transition back into county when
they transfer to adult services. It
is important that these children
and their families are supported
by a wrap around support
service that is able to deliver
positive outcomes and support
transitional aspirations.

Children and Young People
in Independent Special
Schools

In 2019/20 there were 12
children with learning disabilities
and autism who were over 16
and attending independent
schools . We can presume
that these children are likely to
require some level of additional
support in adulthood and will
need services to focus on
ensuring a smooth transition
from children’s services. The
level of need of each of these
young people will have to be
assessed on an individual
basis. It might be that they are
not eligible for support from
adult social care but will require
support to find employment and
access community services. If
we can be proactive in putting
this support in place it is likely
to result in better outcomes for
these young people and their
families.

Children and Families Commissioning Hub Placements Data
Children and Families Commissioning Hub Placements Data
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Children and Young People
with Autism

One of the main priorities of the
co-produced Autism Strategy46
is to improve transitions for
young people into adult services.
The expected prevalence of
children and young people
with autism is outlined in the
tables below. Without a full
dataset across agencies it is
difficult to provide the actual
prevalence figures, to gauge if
Gloucestershire is in line with
expected prevalence.47, 48
Our current figures indicate that
74 young people with autism will
be leaving children’s services this
year. We do not know whether
these young people will require
support from adult services.
The figures indicate that using
average prevalence over half
of the expected number of the
current 17 and 18 year olds with
autism have not been diagnosed
in children’s services. For the

younger cohorts the expected
number of children with autism is
closer to the average prevalence.

Home educated children
with autism

The Education Data Team
report that as at January 2020,
there were 49 pupils who were
electively home educated, 17 of
these have ASD as the primary
need (this is 34%), and we don’t
know if ASD is a secondary need
of the other 32 children. They
may need support from adult
services.

Where we are now
Transition Leads

In March 2018 following the trial
of a 0-25 service which was
found to be unsustainable in the
current formulation of service
delivery the DCYPS Transition
Lead and adult Transition Team
were introduced.

DCYPS Transition Lead

DCYPS now has an identified
lead for transition. The DCYPS
Transition Lead collates the
information on the young people
in DCYPS approaching transition
and shares it with the adult
Transition Team. This is not a
permanent funded post and
DCYPS are currently reviewing
their Transitions Processes.

The Transition Team

The Transition Team sits as part
of an Adult Social Care (ASC)
Locality and works closely with
the DCYPS Transition Lead.
The Transitions Team’s
involvement in those with
complex needs and in children in
care placements would usually
be to attend a Child In Care (CIC)
meeting or Child in Need (CIN)
meetings. This in most cases
would be around the age of 16
but could be earlier for more
complex young people. At this

Figure 8: Estimated number of CYP in Gloucestershire diagnosed with autism compared with
expected prevalence.
Age

0 to 4

5 to 10

11 to 16

17 to 18

0 to 18

Number of children

34766

44019

40886

14875

134546

Expected number with autism

417.2

660.3

490.6

74.4

1642.5

Expected number using average prevalence

417.2

528.2

490.6

178.5

1614.6

Gloucestershire’s Strategy for people with Autistic Spectrum Conditions (ASCs)
https://www.gloucestershire.gov.uk/media/2086394/gloucestershire-autism-strategy-2018-2021.pdf
47
ASD in England from Mental Health of Children and Young People in England, 2017 [PAS] Official statistics. Publication date:
22 Nov 2018
48
Gloucestershire population data from Census 2017
46
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stage information is gathered to
complete an assessment. This
then helps the team gain an
understanding of potential future
needs and consider if Adult
Social Care or the Continuing
Health Care (CHC) team will
be the more appropriate team
moving forward with any
pathway transition planning that
needs to be completed.
The support the Transition Team
provides is focused on individual
needs. They have used positive
‘Stories of Difference’ to reassure
individuals and their families
and encouraged all to raise
expectations and aspirations
considering the Preparing for
Adulthood outcomes. Working
with our Forwards Team49
they have supported people
into employment and working
with Enablement and as part
of planning have connected
individuals with real and
meaningful activities within their
local communities.
The Transitions Team has built
close links with schools and
colleges as well as colleagues in
children’s health, particularly LD
CAMHS, which enables them to
work in a more holistic joined up
way with a better understanding
of their roles and limitations
working creatively to achieve
the best outcomes for those we
jointly support.
49
50

Transitions Operational
Group

When the Transitions Team was
set up one of the first major
obstacles they encountered was
the absence of clear knowledge
of children and young people
coming through from DCYPS
to Adult Services. There was
little idea of the number of
people coming through and the
needs, complexity and current
support of specific individuals
transitioning. This was not only
difficult with people that were just
turning 18 but also problematic
in trying to put in place longer
term planning for those that
were younger with particularly
complex needs that would need
alternative care provision.
A monthly Transitions
Operational Group meeting was
set up with representatives from
adult and children’s services
in health, education and social
care. The role of group is to
enable key stakeholders to
identify and plan for a smooth
and gradual transition of
Gloucestershire children into
adult services once it has been
established that they meet the
eligibility criteria. The group will
ensure that planning takes place
on a tripartite basis for children
from aged 16 onwards and that
there is a clear, co-produced
transition plan is in place for
each young person

As part of the Transitions
Operational Group a Transitional
Tracker has been developed
to include all young people
aged 14 and above. This has
been created using information
across all teams identifying who
may require support from adult
services, this includes children
with a social worker, children in
out of county placements and
children in special schools.
The group then use an agreed
risk rating system to consider the
future needed involvements of
professionals and any additional
information or planning that
maybe needed dependent on
complexity. An example of this
would be someone who has
complex needs and lives in a
residential placement where
an alternative placement may
be needed as they move into
adulthood.
To be compliant with NICE
Guidelines50 the Operational
Transition Group should identify
one professional for each young
person who will act as a ‘named
worker’ and will coordinate their

https://forwardsgloucestershire.co.uk/
NICE guideline [NG43] Published date: 24 February 2016 https://www.nice.org.uk/guidance/ng43
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transition care and support.
This does not currently happen
in Gloucestershire. If it is to be
introduced Commissioners will
need to agree with providers
how the named worker will
be identified. The Operational
Transition Group will ensure that
transition has been discussed
with the young person and their
family and that their transition
plan is co-produced. For
young people accessing health
services the Ready, Steady, Go
programme51 should be followed
and shared with professionals
working with the young person
and their family.
This Operational Transition
Group is to plan for young
people who meet the set criteria
for the DCYPS and will meet the
criteria for adult social care. We

need to ensure there is support
in place for young people with
identified additional needs who
do not meet these criteria or who
are open to other teams within
the service as part of a sibling
group. This will not be through
this operational group which is
focusing on the transition into
Adult Social Care.
The new Transition Team
and DCYPS Transition Lead
have improved transition in
Gloucestershire significantly but
there are still a number of key
issues that need to be resolved
regarding the processes,
decision making and the timing
of assessments and involvement
of adult services particularly with
regards to EHCPs.

Early and Comprehensive
Identification

Within Gloucestershire County
Council we hold a lot of
information on children and
young people with SEND.
è If a child or young person
has an EHCP the details of
this are is held in the Capita
electronic recording system
by the Education team.
è Case notes on children
supported by DCYPs are held
within Liquid Logic electronic
recording system, this will
usually include a copy of their
EHCP.
51
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è Gloucestershire County
Council has a record of
all the children and young
people who they are
funding placements for in
independent special schools
and out of county residential
schools.
However there is no one single
source of information providing
us with a reliable figure of the
number of young people who
will be transitioning into adult
services and the support they
will need. This is partly because
this cannot be answered through
data alone and requires input
from professionals working
directly with the young people
who know their needs.
The DCYPS Transitions Lead
holds an overview of all of the
children and young people
who will be transitioning into
adult services from DCYPS.
This is likely to include our
most complex young people
with SEND. For this cohort of
young people the professionals
usually know the children well
and can plan for their needs
in adult services. These young
people will be discussed in the
Transitions Operational Group.
The aim is that all young people
will have a plan in place for their
post 18 provision before leaving
the DCYPS children’s service. It
is noted that currently this plan

Ready Steady Go
https://www.uhs.nhs.uk/Ourservices/Childhealth/TransitiontoadultcareReadySteadyGo/Transitiontoadultcare.aspx
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is not always agreed in a timely
way and can be close to their
18th Birthday which gives little
time for preparation and care
planning for the young person.
The Children and Families
Commissioning Hub are
developing a Dynamic Risk
Stratification Process to
understand the population of
children and young people
with Learning Disabilities and/
or autism whose needs may
potentially escalate. This will
link closely with the Dynamic
Support Register of people
who are at imminent risk of a
Tier 4 inpatient admission. The
Dynamic Risk Stratification
Process will be shared with Adult
Services so they will be aware
of the complex young people
who will need to transition. This
process will not include all young
people who will require support
but it should identify the most
complex.
Working with the Education
Data Team a Transitions Tracker
was developed by the Children
and Families Commissioning
Hub to understand the current
position regarding Transition in
the county and inform to future
commissioning arrangements.
This tracker included all young
people, age 14 and above,
across all teams who may
require support from adult
52

funded schools and academies
in Gloucestershire identified
as having additional needs
without an EHCP (SEN Support)
continue to increase, rising from
12,016 in 2018 to 12,372 in
2019.52

services this includes young
people with a social worker,
young people in out of county
placements and young people in
special schools. There needs to
be a formal process developed
for maintaining a tracker to
underpin the operational
work undertaken to support
transition planning. SEN leads
in mainstream schools should
know about the tracker and be
able to flag up young people
who don’t have an EHCP but
may need adult social care help.

Barriers to Early and
Comprehensive identification
If a young person is not known
to children’s services either
through the Disabled Children
and Young People’s Service or
via their Education, Health and
Care plan, it is more difficult for
us to identify them, understand
their needs in adulthood and
to plan for their transition. The
number of pupils in state-

There are young people in the
county who are electively home
educated because parents/
carers feel that their needs are
not being met in education
settings. Commissioners need
to ensure these children are not
missed and that they are able
to access services, despite not
being in formal education as they
may require support as adults.
Parents need to be informed of
the criteria for adult social care
and where they should go to for
support with transition if they are
not in a formal education. This
information should be publically
available via regularly updated
webpages. There is potential
to work more closely with the
School Inclusion Service when
identifying young people who
will require additional support
with preparing for adulthood.
If a young person or parent
carer makes contact with Adult
services requesting a transition
assessment, then adult services
should contact professionals
from children’s service who are
working with or have worked
with the young person to fully
understand their needs.

January School Census and relate to pupils on SEN Support in state-funded schools and academies in Gloucestershire see:
DfE: Special educational needs in England: January 2019
https://www.gov.uk/government/statistics/special-educational-needs-in-england-january-2019
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There is significant overlap of the
cohorts of children and young
people with SEND. We need
to avoid double counting when
trying to identify the number
of young people who require
transition support.

Timely Assessment and
Planning

When Ofsted visited in February
2020 they found that “Transition
planning for children with
disabilities starts too late,
creating uncertainty for all
involved”53, we need to ensure
this is addressed. Although
the financial responsibility for
these young people does not
transfer to adult service until
they are 18 adult services need
to be involved in planning for
adulthood much earlier.
A Transition Assessment should
be completed by Children’s
Service to establish whether
the young person is likely to
be eligible for support from
adult services. Preparation for
transition can then proceed
accordingly. Professionals should
work closely with the young
person and their family at the
earliest stage to co-produce their
plan for adulthood. For complex
young people this planning
should start much earlier based
on individual need.

53
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Transition Panels in Special
Schools

Transition Panels led by
Education are now taking place
in special schools to ensure
there are plans in place for
young people when they leave
education. The ASC Transitions
Team attends these panels so
that the can begin to plan the
provision for the young person.
Commissioners need to work
with professionals across the
integrated care system to ensure
the tools and process are in
place to support transition and
that they are consistently used.

Barriers to Timely
Assessment and Planning

Within Gloucestershire there is
a significant barrier in decision
making between SEN education/
EHCP team and Adult Social
Care regarding young people
who are in an out of county
residential placement when
they turn 18. Children Services
will usually stop funding the
placement when the young
person turns 18 and there is
currently no agreed process in
place for when decisions are
made regarding the continuation
of education and how the
placement will funded after the
young person’s 18th birthday.
This is creating significant delays
in the transition process and
uncertainty for the young person
and their family.

Ofsted monitoring visit February 2020 https://files.ofsted.gov.uk/v1/file/50148774
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A clear plan of action with an
agreed escalation route needs
to be put in place to support the
process. Any decisions need to
be made and communicated in a
timely manner to all professionals
involved to enable effective
planning.

Supporting families

Gloucestershire County Council
and Gloucestershire Clinical
Commissioning Group are keen
to continue work closely with
young people with SEND and
their families to prepare them
for adult life and to understand
the options available in housing,
further education and /or
employment. This includes
è Supporting young people
to be as independent as
possible, by maximizing their
full potential.
è Support Parent Carers to link
with the Carers Hub once
their child has turned 18 so
they can access a range of
support for unpaid carers
è Developing literature which
highlights the options
available for young people
helping them to co-produce
their own circle of support,
linking them in with their
local communities and their
hobbies and interests.
è Signposting people to
the relevant adult health
services highlighting where
people could be eligible for

Community Learning Disability
Teams or Adult Mental Health
support.
è Continuing to work with GPs
and primary care to ensure
that young people and adults
are registered as having a
learning disability with their
GP practice and GPs have
access to Intensive Health
Outreach Service to make
reasonable adjustments.
è Developing the market for
short breaks further, ensuring
that there are options for
young people who go through
transition into adult service,
including Shared Lives.
è Working with individuals and
their families to ensure they
have accessible information
on the Mental Capacity Act
which applies from the age of
16 years.

Funding Panels

There are currently two panels
in place to support children and
young people with additional
needs. They are co-ordinated
by the Children and Families
Commissioning Hub.
The Children and Young People’s
Multi Agency Resource panel
(CYPMARP) is a fortnightly
meeting to discusses requests
for funding residential
placements. The panel consists
of representatives from
Commissioning, Placements,
Education, Health and the 11+
Service.
54

The Personal Budgets and
Exceptional Needs Group
(PBENG) is led jointly by Health
and Social Care Commissioners.
Assessment information is
brought to this panel and
decisions are made on packages
of care, along with Continuing
Care eligibility. These decisions
will feed into transition planning
for young people with complex
health and social care needs.
There is now an agreed process
in place for communicating
when young people whose case
has been reviewed at PBENG
are due to transition to adult
services.
There is currently no Transitions
Panel however operational
professionals have said that
this would be a valuable asset
for when individual needs
are complex and individual
commissioning arrangements
need to be put in place with
agreement from both Children’s
and Adult Commissioners.
The priority here is that YP
remain or return to the county
and so jointly, ASC and
Children’s services will explore
all possibilities that enable
YP to remain in or return to
Gloucestershire both before and
after they are 18. These young
people are very complex and
their numbers remain quite low.
An individual panel to discuss
these children can therefore be
arranged on a needs led basis.

Key Elements of
Preparation for adulthood
Information and Advice

Future Me54 is a new
website being developed
by Gloucestershire County
Council as an alternative way to
communication with children,
young people and their families
to support transition. Future
Me aims to provide young
people in Gloucestershire with
the information, advice and
help they need to plan for their
futures. It includes information on
building independence, getting
into work and keeping safe and
healthy. The content has been
co-designed, so far engaging
with over 70 young people aged
14 – 25. Although this is going
to be a good resource it does
not currently contain enough
information to signpost young
people to it.
The key elements of preparation
for adulthood have been
identified as
è Preparing for Higher
Education and/or
Employment
è Preparing for Independent
Living including Housing
è Participating in society
è Being as healthy as possible
in adult life

https://www.gloucestershire.gov.uk/education-and-learning/post-16/future-me-gloucestershire/
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Preparing for Higher
Education and/or
Employment

The SEND Code of Practice55
states “All young people should
be helped to develop the skills
and experience,
and achieve the
qualifications
they need, to
succeed in their
careers. The
vast majority
of young
people with SEN are capable
of sustaining paid employment
with the right preparation and
support. All professionals
working with them should have
that assumption.”
Whenever young people with
SEND are ready to leave a
Post 16 educational setting, at
any age up to 25, we should
encourage an assumption
of employment. Access to
employment opportunities is
vital to foster independence in
adult life. Fulfilling employment
can also support and develop
positive relationships, can
increase self esteem and
promote good mental health.
Young people are likely to be
healthier and happier if they
have friends, good social lives
and a job. Gloucestershire
County Council commissions
Forwards56, an all age, all
disability service; supporting

people with disabilities achieve
their employment goals. Anyone
can access support from
Forwards if they have a disability,
health condition or need some
support to gain confidence.
Forwards have a Post 16
Pathways Advisor to provide
advice and guidance for young
people with SEND on their
preparation for adulthood and
to work closely with schools to
improve the information available
to young people with SEND to
support their decision making.
Forwards also have a
Community Placement Broker
who works with young people
who are placed in an out of
county school when independent
living or employment isn’t an
option when they leave. The
broker works closely with the
young person and their family to
engage them in the community
where they will be living as an
adult. The Broker works closely
with the ASC Transition Team.
Post 16 settings should be
focussed on helping students to
develop the skills they need for
the workplace and outcomes
within the EHCP should reflect
a path to employment. A
Community Engagement project
has taken place with Post
16 providers to provide more
meaningful and sustainable

community placements for
students who are isolated from
their communities and have
barriers to work.
Post 16 SEND offer in
mainstream schools
As a significant number of our
young people with SEND are
in mainstream schools we
recognised that there should be
a comprehensive Post 16 SEND
offer for young people with
additional needs in mainstream
settings. This will be delivered
primarily by existing Further
Education colleges and will
provide increased flexibility
with a focus on pathways to
employment, independence
and further education for young
people with additional needs.
Young people with SEND
who are in mainstream school
often do not receive the same
quality advice and guidance
on preparing for adulthood as
young people in special schools.
Gloucestershire County Council
has introduced a family learning
adult education programme in
the community so that families
can understand the options
that are available to their child in
adulthood. This is an alternative
approach that works particularly
well for families of children with
SEND whose needs may have
not been met in mainstream
schools.

END Code of Practice 0-25 years https://assets.publishing.service.gov.uk/government/uploads/system/uploads/
attachment_data/file/398815/SEND_Code_of_Practice_January_2015.pdf
56
https://forwardsgloucestershire.co.uk/
55
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Supported Internship
Programme
AIM, the council’s Supported
Internship Programme57 brings
together education providers and
employers in Gloucestershire
to offer young people with
disabilities, aged 18-25 the
opportunity to spend their last
year of education in a real work
setting gaining the skills they
need for employment.
The internship programme
aims to help young people with
learning disabilities gain new
social skills, confidence and
financial independence. The
programme also provides an
opportunity for employers to
see that with the right support
in place, young people with
disabilities can make a positive
contribution to their business.
Since the programme was
introduced in 2015, 117 young
people have taken part. The
Forwards team have worked
with five education providers,
including Cirencester College,
Prospect Training, National Star
college, Gloucester College
and over 100 employers have
offered placements. 62 young
people have started or have
been offered paid work as a
result of their participation in the
programme to date.

57

30/30 Challenge
The 30/30 Challenge provides
the opportunity for young
people with a disability or
health condition to experience
a work place for a day with a
local employer. It offers insight
days with local companies to
help young people who may
be disadvantaged in the labour
market make career choices
by getting to know some more
about what different jobs/
employers do. Over 70 local
employers have signed up for
the scheme offering a range
of awareness sessions. This
is available to anyone with a
disability or health condition who
is in full time education.

Preparing for Independent
Living including Housing

In our Sufficiency Strategy we
recognise the need to develop
the market for accommodation
in Gloucestershire and establish
more bespoke provision to
support some of our most
complex young people including
those with SEND. We know
that the average age for
children living in out of county
residential schools is 14. If we
can support these young people
in Gloucestershire they can
maintain positive social networks
and will not need to transition
back into county when they turn
18. Where possible, when our
in county provision increases,
we also plan to transition

young people who are currently
living out of county back into
Gloucestershire to be supported
closer to home.
All Age Commissioning
Framework
We want to develop an all age
commissioning framework to
offer consistency of provider into
adulthood and reduce the need
for transition. When children
enter care post 16 or require a
move we will work with adult
providers to find a home that is
sustainable pre and post 18.
NHS England and NHS
Improvement Pipeline Funding
The NHS Long Term Plan
aims to increase the support
available to people with
learning disabilities in their own
community. We will continue to
work closely with NHS England
to provide suitable homes for
our most complex young people
by purchasing property within
Gloucestershire and adapt it
to meet their individual needs.
This will enable young people
to stay close to their families
and friends whilst getting the
support they need. This housing
will be planned as a lifetime
accommodation solution so
there will be no need for them
to leave when they are 18.
The focus of this initiative is
preventing the most complex
young people being admitted
into hospital or to support their
discharge.

https://www.forwardsgloucestershire.co.uk/aim/
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Information on options
Young people preparing for
independent living will have a
range of options and it can be
complex. Families have said that
they need support to understand
the options so that they can
make an informed choice. We
need to ensure the information
on the options is available for
young people and their families
in an understandable format.
This should include information
on the Mental Capacity Act,
particularly where young person
cannot make the decision
themselves. This should be
shared early in the process
to ensure that young people
and their families have time
to explore and evaluate the
options, and make informed
choices about their futures in a
timely way.
Participating in society
Indicators of sustained and
long term well being are the
ability to live as independently
as possible, have good access
to community activities and the
ability to make and maintain
friendships. As most people
develop friendships when
young, some of which are often
sustained throughout their lives,

58
59
60
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it is important therefore that
young people with SEND are
supported to be able become
part of social groups, meet
friends regularly and stay in
touch.
Transition should be based
upon the idea that people
with SEND will live in inclusive
communities. All those helping
to support young people into
adulthood need to be aware
of local opportunities and
options regarding housing and
community involvement, and
such aspirations should be
encouraged in planning.
The SEND Local Offer
is included in the Family
Information Service Website,
Glos Families Directory58.
This includes information for
children, young people, families
and professionals. There
is information on activities,
services, health and wellbeing
and preparing for adulthood.
GCC has committed resource
and development time to a
“You’re Welcome”59 website, an
inclusive online space. This is a
shared arrangement with adult
services and the voluntary and

https://www.glosfamiliesdirectory.org.uk/kb5/gloucs/glosfamilies/home.page
https://www.yourewelcomeglos.org/
www.kftseekers.org.uk
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community sector to inform the
public and professionals of the
support and services available in
Gloucestershire for people with
disabilities. There is resource
attached to this to ensure this us
updated and managed.
GCC and Gloucestershire
Clinical Commissioning Group
(CCG) work closely with
Kingfisher Treasure Seekers60
to provide support and social
opportunities for young people
with Learning Disabilities, this
includes discos, craft activities,
cookery classes, drop in
sessions and work experiences.
GCC and CCG are working
with a new parent carer forum
place as our strategic partner to
inform our work and improve coproduction

Being as healthy as possible
in adult life

Preparing young people for adult
services and aligning processes
where possible reduces the
impact of transition.
Transition to Community
Learning Disability Teams
Adults with a learning disability
may be supported by the
Community Learning Disability
Teams (CLDT) within GHC. The
CLDT provides specialist health
care services for people with
learning disabilities to enable
and support them to participate
in daily activities and increase or
maintain levels of independence.

Figure 9: Number of people on the Learning Disabilities Register by district
Row Labels

Total Number
of patients
on the LD
Register

LD Diagnosis
<14

Gloucester City

1113

16

57

1040

1097

Stroud and Berkeley Vale

658

6

15

612

610

The Forest of Dean

618

8

40

595

652

Cheltenham

564

3

30

531

561

Tewkesbury Newent and
Staunton

207

1

14

192

206

South Cotswolds

121

0

5

116

121

North Cotswolds

80

0

8

72

80

3361

34

169

3158

3327

Grand Total

Commissioners need to ensure
that the pathways into the
CLDTs are clear and that the
young people and their families
understand how to access
services.
Reasonable Adjustments
People with learning disabilities,
especially those with moderate
to severe disability, often have
more health problems than
other people. When attend a
health setting young people
with learning disabilities may
need special consideration to
ensure they receive the care
and treatment which meets their
specific needs and maintains
their safety.
People with a learning disability
have a legal right for reasonable
adjustments to be made so they
can get the same benefits from
healthcare services as everyone
else. This may include:

LDdiagnosis
LD Diagnosis
14-17 (eligible >18
for annual
health check)

è using pictures, large print or
simpler words to say what’s
happening
è booking longer appointments
è putting an appointment at the
beginning or end of the day, if
you find it hard to be in a busy
waiting room
è Adjustments can also be
made to ensure that the
journey into hospital goes
more smoothly, for example
through pre-visits or by
arranging appointments that
will minimise waiting.
All Age Health Passport
An all age Health Passport has
been introduced so that people
of any age with a learning
disability can access services
adapted to meet their needs.

Total eligible
for AHC

Learning Disabilities Register
The GP surgeries hold an all
age, all disability Learning
Disability Register. If a person
is on the GP’s Learning
Disability Register they should
be offered these reasonable
adjustments. The GP can also
ask if people with a learning
disability want their additional
details shared on the Summary
Care Record with additional
information. This information will
then be accessible by health
care professionals across
the whole of England should
someone require health care
support. Gloucestershire is also
supporting NHS England with
trialing a reasonable adjustment
flag on the summary care record
and this is expected to be rolled
out nationally in 2020-2021.
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The number of children and
young people currently on the
GP’s Learning Disability Register
is low, current figures show only
34 young people under 14 are
registered, we think this figure
should be nearer 1000. If the
children are put on the register
before turning 14 they will
automatically be invited for an
annual health check when they
are 14 if they meet the criteria.
Annual Health Checks
People with a learning disability
often have poorer physical and
mental health than other people.
This does not need to be the
case. Annual health checks are
available for adults and young
people aged 14 or over with:
è a moderate or severe learning
disability
è profound learning disabilities
or
è a mild learning disability and
possible other health needs
GPs will contact all of these
people on their Learning
Disabilities Register to invite
them for their annual health
check. Annual health checks
are designed to promote the
early detection and treatment
of physical and mental health
problems, which can lead to
better health outcomes. Health

checks are effective in identifying
previously unrecognised health
needs, including life‐threatening
conditions61.
Annual Health Checks are also
an opportunity for the young
person and the GP to get to
know each other. When a young
person transitions into adult
services the GP may become
the main professional supporting
their care so this early contact is
invaluable.
The CAMHS Learning Disability
Service within Gloucestershire
Health and Care (LD CAMHS)
is working closely with special
schools to promote the Learning
Disability Register and Annual
Health Checks through special
schools.
Professionals should also
encourage parents to register as
carers so that they can access
support.
Supercharged Me
Supercharged Me62 is a new coproduced marketing campaign
seeking to reach independent
young adults with learning
disabilities. Utilising online
platforms; including a website
and social media targeted
advertising, it aims to inspire
people to have their annual

health check. Rather than
focusing on the health check
itself, it emphasizes the positive
benefits of staying well and helps
lead people towards booking
their check.
Ready Steady Go Programme
The Ready, Steady, Go and Hello
transitions programme63 is a tool
professionals can use to have
conversations about transition
and to begin planning the
transition journey Ready, Steady,
Go is widely used across health
services within Gloucestershire.
There is an Easy Read version
available for children and young
people with learning disabilities.
We need to ensure Ready
Steady Go documents are
shared with all professionals
working with our young people
as currently these plans can
often just seen as a “health”
document but it does include the
young person’s aspirations for
the future.
Support in adult services for
young people with a learning

The impact of health checks for people with intellectual disabilities: a systematic review of evidence. J Roberston et al 2011
https://superchargedme.uk/
63
Ready Steady Go
https://www.uhs.nhs.uk/Ourservices/Childhealth/TransitiontoadultcareReadySteadyGo/Transitiontoadultcare.aspx
61
62
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disability and complex medical
needs.
For a small cohort of young
people with complex medical
problems and a learning disability
there is no appropriate adult
service for them to transition in
to once they leave the care of a
paediatrician. These are almost
the first generation of individuals
with learning disabilities and
complex physical needs who
are surviving into adulthood
and current adult services to
not meet their needs. This is
a recognised gap across the
country.

Many of these young adults with
learning disabilities and complex
needs are in and out of hospital
on a regular basis. For some
their condition is deteriorating
but for many they just have very
complex medical needs. It is
acknowledged that adult wards
may not the best place for young
people with complex needs and
learning disabilities but there is
currently no alternative process,
team or service to support these
young people.

These young people have come
to be held within elderly care/
palliative care/rehabilitation
services in different areas across
the country, where there is
expertise in complex medical
needs and also experience
in controlling and managing
symptoms and pain.
This issue needs to be fully by
understood by commissioners
and a provision should be
agreed to meet the needs of
these young people.
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Young People with Long Term Conditions
Introduction

It should:

Transition for young people with
long term conditions into adult
services should be a planned,
gradual process that gives the
young person, and everyone
involved in their care, time
to prepare for the move into
adulthood. It should empower
the young person to be able
manage their condition, lifestyle
options and be confident to
make informed choices about
options available. This includes
deciding which services are most
appropriate and where they will
be delivered.
Some young people leaving
children’s services will not
have access to the support or
services previously available to
them even when their needs
for these services remain
unchanged. Other young people
will not be considered eligible
for adult services at all. In some
cases, care of a person with a
long term condition will pass to
the GP who may not know them
well. There will be other young
people with long term complex
medical conditions requiring
palliative care, and those with life
limiting conditions and complex
long term conditions requiring
assessment and support who
will continue to access specialist
support but will no longer be
under the overarching care of a
paediatrician.
64

52

è be in an accessible format,
depending on the needs and
preferences of the young
person
è describe the transition
process
è describe what support is
available before and after
transfer
è describe where they can get
advice about benefits and
what financial support they
are entitled to.

Ready Steady Go and
Hello
For some people, moving away
from a team of doctors, nurses
and therapists that have been
with them for many years can be
scary. However, by getting them
involved in the transition process,
they should feel more confident
and happier about the move.
All children’s and adults’
services should give young
people and their families or
carers information about what
to expect from services and
what support is available to
them. This information should be
provided early enough to allow
young people time to reflect and
discuss with parents, carers or
practitioners if they want to.

In Gloucestershire
Commissioners made the
decision to use the Ready
Steady Go programme64 to
support young people and
their families through transition.
The University Hospital of
Southampton developed the
Ready Steady Go and Hello,
which has been adopted
across the main health trusts in
Gloucestershire: Gloucestershire
Health and Care NHS
Foundation Trust (GHC) and
Gloucestershire Hospitals NHS
Foundation Trust (GHT).
Ready Steady Go is for children
from 11 years old upwards
(depending on the condition)
with a long-term physical, or
mental health condition. It can be
used across all subspecialties.
It is a structured programme to

Ready Steady Go
https://www.uhs.nhs.uk/Ourservices/Childhealth/TransitiontoadultcareReadySteadyGo/Transitiontoadultcare.aspx
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help children and young people
get ready for and feel confident
to move to adult services at
around 18 years of age - at their
own pace.
The process is slightly different
for everyone, but typically health
care professionals will talk to
young people and their families
about what care they will need
as an adult and where this might
happen. They will also make
sure that people are fully aware
of how their condition may
impact upon their life as they get
older, where they can access
additional support and what to
do in case of an emergency.
The programme is a series of
questionnaires designed to guide
appropriate discussions between
the clinicians, the young people
and their carers. The aim is
to empower young people to
manage their healthcare by
equipping them with the skills,
knowledge and confidence to
manage their condition from
children’s services through to
adult services. Talking about
transition early ensures there is
plenty of time for discussions
and questions, and that young
people are fully prepared when
the time comes to make the
move to adult services.

Successful transition also needs
carers to be part of the transition
process. This is achieved by
engaging with the carer over
issues that are raised during the
completion of the parent/carer
questionnaire. Ready Steady Go
actively involves and supports
them through the process, thus
making it easier for them to ‘let
go’ and enabling the young
person to gain independence.
The Hello programme has been
developed to support patients
who are new to adult services.
It is for people from 16 years
upwards (depending on the
condition) with a long-term
health condition.
The questionnaires follow the
same format as Ready, Steady,
Go, ensuring a consistent
approach across
children’s and
adult services.

Current position in
Gloucestershire
Gloucester Hospital
Education Service

Gloucester Hospital Education
Service (GHES) provides
education for children and
young people age 4 to 16
who are unable to attend
school for medical reasons.
This is delivered through the
Gloucestershire Royal Hospital
Schoolroom and for those
who are back at home, the
Outpatient Team. Pupils stay for
different lengths of time ranging
from a few days to much more
extended periods. Ofsted have
inspected the Gloucestershire
Hospital Education Service and
have judged it to be outstanding.
Parents and young people also
have very positive feedback
about the service. Many of the
children and young people who
are supported by GHES transfer
back into mainstream education
however there are some young
people who are with the service
at 16 when the provision ends.
This loss of education provision
can have a significant impact on
these young people, particularly
those with mental health needs.

Continuing Care

Some children have complex
needs arising from congenital
conditions, long-term, life-limiting
or life-threatening conditions,
disability, or the after-effects
of serious illness or injury. If
these needs cannot be met by
Gloucestershire’s Joint Health, Social Care and Education Service
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universal or specialist health
services a package of additional
health support may be needed
which is known as Children’s
Continuing Care. Within
Gloucestershire there is a referral
pathway to support continuing
care assessments where
clinically indicated. Children’s
continuing care commissioners
work collaboratively with
Education and Social Care
colleagues where joint
assessments and subsequent
care and support packages are
appropriate.
In Gloucestershire decisions
on packages of care are made
at the Personal Budgets and
Exceptional Needs Group
(PBENG) which is led jointly
by Health and Social Care
Commissioners. Assessment
information is brought to this
panel and decisions are made as
to the level of health and social
care support based on assessed
eligibility and need.
There are currently 32 children
with continuing care packages,
of these 22 of these children
are jointly funded, 9 are funded
by health commissioners only
and 1 is unknown. There are
a slightly higher number of
children who are age 4, 11
and 13 as at March 2020. The
process for monitoring children
with continuing care packages
has significantly improved in
2019/20. This makes it easier to
identify and plan for individuals
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who may require support in adult
services.

from the start of transition
planning

Many children and young people
provided with continuing care will
remain dependent upon others
for all of their care throughout
their lives. The aim of providing
continuing care for this group
is to enhance their quality of life
and empower and support their
families and carers to manage
and understand their conditions
and situations.

Every child or young person with
a package of continuing care
who is approaching adulthood
should have a multi-agency
plan for an active transition
process to adult or universal
health services or to a more
appropriate specialised or NHS
Continuing Healthcare pathway.
The decisions made at PBENG
will feed into transition planning
for young people with complex
health and social care needs.
There is now an agreed process
in place for communicating
when young people whose case
has been reviewed at PBENG
are due to transition to adult
services.

For those young people
with the capacity to develop
independence, the aim of
continuing care should be
to support the move from
dependence to independence,
with children and young people
being enabled to manage their
condition themselves with a full
understanding of the implications
of their condition.
There are significant differences
between children and young
people’s continuing care and
NHS Continuing Healthcare
for adults. Although a child or
young person may be in receipt
of a package of continuing care,
they may not be eligible for NHS
Continuing Healthcare or NHSfunded Nursing Care once they
turn 18. Before they transition to
adult services a new assessment
will be required in order to
ascertain eligibility. It is important
that young people and their
families are helped to understand
this and its implications right

Future entitlement to adult NHS
continuing healthcare should be
clarified as early as possible in
the transition planning process,
especially if the young person’s
needs are likely to remain at a
similar level until adulthood, and
this should be accomplished by
undertaking an initial screening
for NHS continuing healthcare
at a suitable point when aged
16-17.
The current agreed process in
Gloucestershire is as follows:
è At 14 years of age, the young
person will be brought to the
attention of the CCG’s Adult
NHS Continuing Healthcare
Team by email

è At 16 years of age, screening
for Adult NHS Continuing
Healthcare will be undertaken
using the adult screening tool.
è At 17.5 years of age, an
agreement in principle
for Adult NHS Continuing
Healthcare will have been
made.
è At 18 years of age, full
transition to Adult NHS
Continuing Healthcare or
to universal and specialist
services will have been made,
except in instances where this
is not appropriate.
There should be a single key
contact for families of a young
person approaching transition.
A key aim is to ensure that a
consistent package of support
is provided during the years
before and after the transition
to adulthood. The nature of the
package may change because
the young person’s needs
or circumstances change.
However, it should not change
simply because of the move
from children’s to adult services
or because of a change in the
organisation with commissioning
or funding responsibilities. Where
change is necessary, it should be
carried out in a planned manner,
in full consultation with the young
person and their parents/carers.
No services or funding should
be unilaterally withdrawn unless

a full joint health and social care
assessment has been carried
out and alternative funding
arrangements / care package as
per identified needs have been
put in place.
Work has been undertaken to
improve the communication
between children’s and adults
continuing care teams and
commissioners. Adult services
are now notified by the PBENG
co-ordinator of any young
people who approaching
transitions giving adult services
time to assess the individual and
plan for how best to meet their
needs. Previously some disabled
children were transferring
into adult services without
being assessed by children’s
continuing care. However the
CHC assessment process is not
consistently being followed in
a timely manner due to lack of
capacity in the adult CHC team.
A more joined up approach
between the DCYPS and the
CCG means that more children
are now transitioning in a timely
manner.

Improving transition in our
NHS provider trusts

In 2015/16 there was a CQUIN
for all trusts in Gloucestershire
with an aim to improve the
transition experience for young
people and their families. The
focus of this CQUIN was the
roll out of the Ready Steady Go
programme.

Ready Steady Go
implementation

In 2015 NHS England developed
a South West working group
to improve Transition practice
from children’s to adult clinical
services; Gloucestershire
Hospitals Trusts was part of
that group. There were several
elements to this work not
least raising awareness of the
need for better planning and
implementation of the planning
for young people moving from
one set of professionals to
another and to services delivered
in very different ways.
In order to help inform young
people and families as well as
clinical staff of this need the
Ready Steady Go programme
was introduced. It was
implemented in 2 specialities
initially very successfully. There
was then a trustwide awareness
project to embed the programme
across other specialties. The
most successful have been
those with nurse specialist roles
in children’s and adult services
to enable a bridge across the
divide.
The Learning Disabilities Team
within GHC (LD CAMHS) have
developed their own Easy
Read version of Ready Steady
Go. This has been piloted with
families and has had a very
positive response.
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Gloucestershire Health
and Care (GHC) NHS
Foundation Trust

GHRC have a transition policy
in place and Ready Steady Go
has been embedded in practice.
There is a Transitions review
currently taking place following
the organisational merger.

Community Nursing
Children’s Community Nursing
Team (CCNT)
The Children’s Community
Nursing Team (CCNT) delivers
a community-based nursing
service to children and young
people with specific medical
conditions requiring nursing
treatment. It is a countywide
specialist nursing service for
children and young people aged
up to 18 who have a designated
consultant paediatrician
managing their ongoing care.

The team provides nursing
treatment for children to facilitate
early discharge from hospital or
prevent a hospital admission.
This nursing care will enable
children and young people’s
acute and complex health needs
to be managed in their own
home or an appropriate clinic
setting.

and young people aged up to
18. Once an agreement for a
care package has been made,
the team will provide specialist
care. The care will be delivered
by a team of clinical support
workers. Care packages may
include overnight care. The team
provides transitional care into
adult services.

There are 33 children in the
children’s community nursing
team who are 13 and over.The
breakdown by age is as Figure
10 below.

The children’s complex care
team transition to adult services
is overseen and planned by the
PBENG panel. The Children’s
complex care team will hand
over to the appropriate adult
services identified by the panel.

Children’s Complex Care Team
(CCT)
The children’s complex care
team (CCT) delivers home-based
specialist care and support
to children who have been
diagnosed with a life-limiting
or life-threatening condition
and are not expected to reach
adulthood. This is a countywide
specialist service for children

Figure 10: Number of CYP over 13 years old supported by the
Children’s Community nursing team
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17

18

GHC Children’s Therapy
Services
Children’s therapy services,
which includes Physiotherapy,
Occupational Therapy and
Speech and Language Therapy
deliver specialist service to
children and young people
aged up to 18 years. The
services implement a “Care
Aims” framework which focuses
on enabling service users
and their families to maintain
and improve their health and
wellbeing through focusing on
person-centred outcomes. The
Ready Steady Go programme
is embedded into practice for
those young people transitioning
from children’s to adult services
with on-going therapy needs and
includes discussion and hand
over to Adult physical services
and Adult Learning Disabilities.

Young people aged 16+ who
require physiotherapy for
musculoskeletal difficulties are
given the option of accessing
this through adult services.

Gloucestershire Hospitals
NHS Foundation Trust
(GHT)
During 2016 GHT promoted
Ready Steady Go through
display boards in adults
and children’s services, staff
information packs, emails,
conferences, nursing strategy
days, Transition Fact Packs
for ward staff and a bespoke
e-learning training module. The
initial focus was on improving
transition for young people
with epilepsy and the GHT
Patient Experience Team
worked with both Paediatric
and Adult Epilepsy Specialist
Teams to capture the opinions
and experiences of our young
people with Epilepsy through the
Transition pathway.
GHT has continued with the roll
out of Ready Steady Go. For
certain specialities; Diabetes,
Renal, Epilepsy and Respiratory,
it is now fully embedded.

Transition Clinics
Renal
To improve young adults’
experience of moving into Adult
Renal outpatient services at
GHFT, the Young Person’s Renal
Clinic was started in June 2017.
For 60% of young adults
attending the Young Person’s
Renal Transition Clinic to
complete the Patient Experience
Questionnaire indicating that:
è They feel engaged with the
clinic
è They felt welcomed by staff at
the clinic
è That the care they received at
the clinic was, at least, rated
“good”.
It is too early to draw firm
conclusions as there have been
only two clinics this year, but
initial findings suggest that the
Young Persons’ Clinic is a helpful
and engaging service for the
young Renal population.

Ready Steady Go Stage Current Caseload
22

Go
Under 11 years

83

N/A

1

To be started

142

All

248

Between the ages of 16 – 18
years the young person will be
invited to a transition clinic where
they will meet the adult epilepsy
nurse specialist. The adult
epilepsy nurse will then see them
in an adult clinic and involve the
adult neurologist.

Ready Steady Go Stage Transitioned

Ready
Steady

Epilepsy
Many children will grow out of
their epilepsy so will not need
to be transitioned to adult
services. For those that still
need treatment for their epilepsy
the transition process will start
between the ages of 11-14
years and will be individually
tailored to the young person’s
needs. During this process the
epilepsy team will educate and
check that the young person
understands their epilepsy and
the implications it has on their
daily life.

Ready

54

Steady

5

Go

10

69

84

Gloucestershire’s Joint Health, Social Care and Education Service

57

Diabetes
For young people with diabetes
the transition is more closely
monitored as there is managed
clinical network which supports
a co-ordinator to collate data.
Figures as at 2017 were as
follows. 66% of young people
were still waiting to start the
Ready Steady Go programme.
The programme should be
embedded into patient care.
Plans for the future
GHT continue to work on the
transition plans for children
with more complex needs and
have commissioned a Nurse to
complete an assessment of the
current service. This is currently
being reviewed to understand
the situation and how we can
move this plan forward.
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Priorities for long term conditions

è Agree transition Continuing Health Care pathways to include
timescales for assessments and decision making.
è Develop information on children and young people’s
continuing care and NHS Continuing Healthcare for adults
so that young people and their families understand the
differences and the implications right from the start of
transition planning
è Continue to promote the Ready Steady Go Programme and
develop improvements with clinicians across children and
adult services.

Young People with Mental Health Needs
Introduction

The prevalence and recognition
of mental health conditions in
young people is growing. The
number of children and young
people in need of support and
treatment from mental health
services is increasing. A number
of disorders are persistent and
will continue into adult life unless
properly treated. Others show
recurrent episodes emerging
in childhood and adolescence
but continuing into adult life. It
is known that 50% of lifetime
mental illness (except dementia)
begins by the age of 14 and
75% by the age of 25, and that
75% of adults those requiring
secondary care mental health
services developed problems
prior before the age of 18. At
the same time, treatments have
been developed to improve
the life chances of children and
young people, and to minimise
the impact of mental illness
on the long-term health of the
population and economic cost to
the public purse.65
There is a growing evidence
base documenting the significant
mortality and morbidity risks
in relation to young people’s
acute and long- term health
and wellbeing if disengagement
and non-concordance with their
recommended health care plan
occurs during adolescence

Nationally in mental health
services 16 to 17-year olds are
not being treated, 18-year-olds
are falling through a gap, and the
needs specific to 18 to 25-yearolds aren’t being addressed.

and young adulthood. The
point of transfer from child and
adolescent or youth to adult or
other services and engagement
with a new team and culture in
adult health care is recognised
as a potential risk escalator.66
A well planned transition will
benefit the health and social
care system as it will reduces
episodes of mental or physical
crisis and unplanned admissions.
The NHS Long Term Plan
(2019)67 recognises that between
the ages of 16-18, young people
are more susceptible to mental
illness, undergoing physiological
change and making important
transitions in their lives. The plan
also states that the structure
of mental health services often
creates gaps for young people
undergoing the transition from
children and young people’s
mental health services to
appropriate support including
adult mental health services.

The NHS Long Term Plan
proposes developing a new
approach to supporting young
adults aged 18-25 which bring
together partners in health,
social care, education and the
voluntary sector. This approach
should ensure young people are
supported at what can be a very
vulnerable time. Some young
people will still need to make the
transition to adult mental health
services at age 25, but with
support most will be in a much
better position to make this
move than they were at 18.
Current service models should
be extended to create a
comprehensive offer for 0-25
year olds that reaches across
mental health services for
children, young people and
adults. The new model will
deliver an integrated approach
across health, social care,
education and the voluntary
sector, such as the evidencedbased ‘iThrive’ operating model
which currently covers around
47% of the 0-18 population and
can be expanded to 25 year
olds. In addition, NHS England is

Department of Health, HM Government, ‘No Health without Mental Health. A cross governmental strategy for people of all
ages’, Crown Copyright (2011)
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https://www.england.nhs.uk/wp-content/uploads/2015/01/mod-transt-camhs-spec.pdf
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NHS Long Term Plan 2019 https://www.longtermplan.nhs.uk
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working closely with Universities
UK via the Mental Health in
Higher Education programme to
build the capability and capacity
of universities to improve student
welfare services and improve
access to mental health services
for the student population,
including focusing on suicide
reduction, improving access
to psychological therapies
and groups of students with
particular vulnerabilities.”68

Where we are now

There is a range of mental
health support available in
Gloucestershire for children
and young people depending
on their level of need, this
includes TiC+69, School Nurses
and Mental Health workers in
schools. Many children and
young people will have period of
time where they require mental
health support and will not go
on to need specialist support
in adulthood. However there
are some young people with
mental health conditions who
will continue to need support as
an adult. Most of these children
and young people will have been
supported by Gloucestershire
Health and Care (GHC) whose
services are designed to meet
the needs of a wide range of
mental health and emotional
disorders for children and
young people aged 0-18 years,
including those with a moderate
to severe learning disability.
68
69
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Transition Policy

In March 2019 GHC agreed
a new policy for the transition
of care from children mental
health services to adult
services following the merger of
Gloucestershire Care Services
and 2gether. This update
ensures the policy is still relevant
and incorporates the NICE
standards and CQUIN markers.

National Transition CQUIN

In 2017-2019 there was a
national CQUIN to improve
transition out of Children and
Young People’s Mental Health
Services. The Commissioning
for Quality and Innovation
(CQUIN) framework supports
improvements in the quality of
services and the creation of new,
improved patterns of care.
The Care Quality Commission
highlighted that many young
people experience a poor
transition to adult services
and up to 50% of under 25s
disengage from adult mental
health services on transition.
The aim of the CQUIN was to
improve the experience and
outcomes of young people who
transition from CAMHS either
to commissioned adult mental
health services or community
services and also to ensure
that adult services better meet
the needs and expectations of
young people.

NHS Long Term Plan 2019 https://www.longtermplan.nhs.uk/
https://ticplus.org.uk/
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GHC has worked closely with
the CCG and local partners
to implement the national
Transition CQUIN. The work
has focused on consulting with
young people and carers about
what makes a good transition,
building resilience through
careful preparation and providing
information to equip young
people to make choices should
they need further care. ). A pre
and post transition questionnaire
for young people has helped
to identify how services can
improve.
The key achievements with
implementing the CQUIN to date
are:
è A webpage has been
developed on the trust
intranet for staff with guideline
and frequently asked
questions about transition.
There have been over 600
views of these pages showing
staff are engaging with the
need for better transition of
children and young people
from CAMHS.
è A Dialectical Behaviour
Therapy group available for
people who transition as a
pilot from CAMHS to adult
mental health teams.
è The development of Just
in Case plans and further
information is given when
young person is discharged
from the service and shared

Figure 11: CYP with SEMH needs in Gloucestershire’s specialist
SEMH schools
School

Age range Commissioned Current Placements
Places
(Nov 19)

Peak Academy

11-16

60

70

The Ridge

5-11

40

49

with the GP. A leaflet has
been developed for young
people explaining how adult
Mental Health services
work as they are different
to children’s service. In
particular the CQUIN will
look at young people who
may be discharged from
CAMHS but access further
mental health support as
an adult. Gloucestershire is
also working to implement
the NICE transition quality
standard.
è Gloucestershire has
implemented the ‘Ready,
Steady, Go’ programme
throughout its Learning
Disabilities service. An
easy read version of the
programme’s documentation
was developed and following
a pilot received positive
feedback from professionals,
and families. Further work
is underway to improve the
experience and outcomes for
this population.
Work continues to ensure that a
further CQUIN (from Adult Mental
Health Services) looking at the
100% requirement for 2 Care

Programme Approach (CPA)
reviews take place between
CAMHS and Adult Services is
achieved.

Mental Health Services
for vulnerable young
people

Vulnerable young people, such
as care leavers and children in
contact with the youth justice
system, may also be especially
vulnerable at points of transition
and local strategic planning on
transition should take their needs
into account70.

Social Emotional and Mental
Health Needs

According to the SEND
Commissioning Strategy71 as
at November 2019 there were
759 children and young people
(aged 0-25) with SEMH recorded
as their primary need on their
EHCP. Many of these children
and young people will be in
mainstream schools.
There are two special schools
in Gloucestershire for children
and young people with Social
Emotional and Mental Health
Needs, Peak Academy

(secondary) and The Ridge
(primary). A new SEMH free
school is being developed.

Children in Care

There are currently just over 700
children in care. As part of the
social worker’s role, they need
to ensure that Children in Care
and Care Leavers are supported
to access universal health
services as part of their journey
to independence information on
mental health Services. Ensuring
that care leavers have access to
appropriate mental health and
emotional well being services,
has been a priority for Mental
Health Commissioners.
It is recognised that “Children
in Care” and those young
people who are care leavers
require personalised, additional
support to help to enable them
to manage the transition into
adulthood. These vulnerable
young people need to
experience responsive and timely
services that do not have strict
‘cut-off’ points but are able to
do what is right for the young
person alongside good quality
interagency communication.
The young person’s voice needs
to be clearly heard throughout
the transition of care process.
There can be clear challenges to
effective transition due to the fact
that foster/residential placement

Future In Mind Promoting, protecting and improving our children and young people’s mental health and wellbeing
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_
Mental_Health.pdf
71
SEND Commissioning Strategy 2019-2024
https://www.gloucestershire.gov.uk/media/2094439/approved-send-commissioning-strategy-jan-2020.pdf
70
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are often fluid and there is a high
likelihood that accommodation
status can change very quickly
often as a result of a crisis and
the young person is placed in
a further placement which may
be either within Gloucestershire
or even out of county. It is
important that an Adult Care
Coordinator is allocated as early
as possible within the transition
process and have Trust support
to maintain Care Coordinator
responsibilities to maintain
consistency despite any future
placement changes

through this maturational stage
to gradually acquire these
necessary skills and knowledge
base.

Positive work has progressed
with Gloucestershire CCG
and Young Gloucestershire
to develop the Linked In Plus
service, which provides Tier two
emotional and mental health
support for care leavers. This
commenced in 2019 on a pilot
basis and currently around 20
young people are receiving either
an assessment or service.

In Gloucestershire there are
currently clear transition
processes for young people
transitioning from CAMHS to
Adult Mental Health Services
(AMHS). All young people are
provided with a discharge
summary from CAMHS which
details their individual therapy
techniques and coping strategies
that they have learnt during
their time being supported
by CAMHS. Gloucestershire
mental health commissioners
are currently reviewing transition
pathways between Children and
Adult Mental Health Services
and the VCSE sector to ensure
that there is a range of flexible
services available that meet the
mental health needs of all 18-25
year olds. Many young people
will require transfer to services
provided outside of the Trust,
including primary care, social

Continued support following
transition
Not attending appointments
with adult services is an
expected and typical transitional
challenge. This transitional
period is the start of how
young people start to develop
personal responsibility for their
treatment and clinical care. An
important part of the transition
care plan is how all staff support
these vulnerable young people
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Mental Health Transition
Pathways

The NHS Long term Plan 2019
sets out a key ambition to deliver
a comprehensive 18-25 offer that
reaches across children’s and
adult’s mental health services.
This can be achieved in a variety
of different ways according to
local need and will be responsive
and flexible.

care, youth support services,
college and university pastoral
care, specialist gender identity
services and other statutory
and non-statutory provision.
This project will therefore involve
aligning community mental
health services with Primary
Care networks and ensuring that
support is available across local
communities.

Priorities for improving
Preparing for Adulthood
for young people with
mental health needs.

è Review transition
pathways between
Children and Adult Mental
Health Services and the
VCSE sector to ensure
that there is a range of
flexible services available
that meet the mental
health needs of all 18-25
year olds.
è Ensuring that care
leavers have access to
appropriate mental health
and emotional well being
services. This includes
the Linked In Plus service,
which provides Tier two
emotional and mental
health support for care
leavers. This commenced
in 2019 on a pilot basis
and currently around 20
young people are receiving
either an assessment or
service.

Young People at Risk of Going on to be NEET
(Not in Education, Employment or Training)
Gloucestershire County Council
aims to ensure all young people
in Gloucestershire are given the
opportunity to achieve all that
they are capable of throughout
their education, career and
life. Post 16 provision is the
fundamental step in young
people’s journey to adulthood.
It should provide the skills and
experience which enable them
to become more independent.
There should be the opportunity
to learn skills which will enable
them to gain employment where
appropriate, to play a role in
their communities and to learn
how to access support from
these same communities. We
will provide every young person
with the opportunity to develop
their transition pathway from
Year 9 (age 14) and will provide
the expert advice and guidance
required for this.
The Education and Learning
teams within Gloucestershire
County Council lead on the
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transition into adulthood
process for young people.
Gloucestershire County Council’s
Post 16 Education Vision and
Strategy72 sets out the council’s
vision and strategy to deliver
a sustainable and responsive
post 16 system which provides
the skills and experience to
enable young people to become
independent, to play an active
part in their community and to
move into employment.
The priorities for transition are
identified in Gloucestershire
County Council’s Post 16
Education Vision and Strategy
for Gloucestershire are:
è Young people are supported
with transition between and
within settings to enable high
quality post 16 provision
è Good quality information,
advice and guidance (IAG) is
available to all

Gloucestershire County Council’s Post 16 Education Vision and Strategy
https://www.gloucestershire.gov.uk/media/2086117/gcc_2420-post-16-education-vision-and-strategy_final.pdf
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Current position in
Gloucestershire

Studies have shown that
time spent not in education,
employment or training (NEET)
can have a detrimental effect
on physical and mental health,
and increase the likelihood of
unemployment, low wages, or

low quality of work later on in life.
In 2018 the proportion of 16 and
17 year olds in Gloucestershire
who were NEET was similar to
the national average and slightly
better than other counties in
the South West, see Figure 12
below.

Figure 12. Percentage of 16-17 year olds who are NEET or
whose activity is not known, PHE Fingertips

Figure 13. Percentage of all children gaining 5 or more GCSEs.
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One of the aims of the Post
16 Strategy is that educational
attainment at Level 2 (including
maths and English) and Level 3
is above national average. Figure
13 below shows that currently
Gloucestershire is the best
performing local authority in the
south west for the percentage
of all children gaining 5 or more
GCSEs.

Position on Post 16
Priorities

In 2018/19 a pilot of a
Transition Panel took place in
4 comprehensive secondary
schools in Gloucestershire.
The purpose of the panel was
to discuss and plan for young
people who were in Year 11
and at risk of going on to be not
in education, employment or
training (NEET) in Year 12.

The pilot was very successful
and valued by the schools and
colleges. The college found they
had much more information
on the young person, which
enabled them to put the
appropriate support in place for
September. The college were
able to follow up if the young
person did not arrive, whereas
previously they may have
assumed the young person had
decided to go to another setting.
All of the pilot cohort were given
additional support in their first
week in further education to help
them to settle in.

The Transition Panel was made
up of representatives from the
schools and main receiving
further education college,
Gloucestershire College. Other
organisations such as, the Youth
Support Team, Bridge Training
and Young Gloucestershire also
attended the panel to share how
they could support the young
people.

The pilot has now been rolled
out to 19 out of the 27 schools
that have been identified as
having a significant number of
young people who go on to be
NEET. The rollout includes 3
special schools. In 2020/21 this
plan is to expand these panels all
27 schools and to include young
people attending all special and
alternative provision schools.

The professionals discussed the
young people, their aspirations
for the future and how they
could be supported to achieve
them. The Panel also checked
on the Post 16 applications to
ensure that young people had
completed applications and
applied to appropriate courses.

GCC will continue to track the
cohort who have been discussed
by the transition panels to ensure
that this process is improving
outcomes for young people and
if not, why not.

Young people are supported with
transition between and within
settings to enable high quality
post 16 Provision
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Good quality information,
advice and guidance
(IAG) available to all
Schools and colleges must
provide both in-house and
external careers information,
advice and guidance for pupils
in years 8 to 13. This must be
timely, impartial and include
apprenticeships and other
vocational training alongside
information about work or
Further and Higher Education.

What’s Next?

What’s Next?73 is a booklet that
gives Gloucestershire students
information and advice about
choosing GCSE options, post16 study, the world of work,
and preparing themselves for
adulthood.
Designed with the help of
students, it takes young people
through the choices they have
and suggests lots of resources
where they can explore these
options for themselves. It
encourages students to think
about what subjects they enjoy,
what they’re good at and what
they might want to do after
school. Students have to stay in
a form of education or training
until their 18th birthday, but this
doesn’t have to be at school.
What’s Next? outlines all the
options available, including
apprenticeships, traineeships or
part-time training whilst working,
and shows there is more than
one route to success.

What’s Next
https://www.gloucestershire.gov.uk/media/2093743/gcc_2342-whats-next-booklet-202021online.pdf
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Future Me

In 2019 the
website Future
Me74 was
launched, it
aims to provide
young people
in Gloucestershire with the
information, advice and help
they need to plan for their
futures. Future Me uses social
media platforms such as Twitter,
Instagram and TikTok to engage
with young people on issue that
may affect them as they move
into adulthood.
Future Me was developed
with young people through
engagement sessions in
mainstream schools, special
schools and at the university. It
aim is to answer the questions
and issues raised by the young
people themselves. GCC

74
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are working closely with the
University of Gloucestershire
to develop a suite of films that
will be shared on Future Me.
Currently a lot of the content
is providing information from
public health, social care and
education but future content will
be developed with young people
and focus on more personal
content such as safe sex and
healthy relationships.
Future Me is evolving and next
phase will be to hand it over
to young people. GCC will be
recruiting young ambassadors in
2020 to promote Future Me and
get more young people involved
in developing content. The
number of social media followers
is growing and GCC continues
to promote Future Me through
events targeted at young people
such as careers fairs.

Priorities

è Complete content of
FutureMe so that young
people can be signposted
to it and good quality
information, advice and
guidance is available to all
è Expand Transition Panels
to all 27 schools and to
include young people
attending all special and
alternative provision
schools.

Future Me https://www.gloucestershire.gov.uk/education-and-learning/post-16/future-me-gloucestershire/
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Young Carers
Young Carers are children
and young people who take
responsibility for the care of a
family member, usually a parent
or brother or sister, who have
a disability, a serious illness,
mental ill health or who have
issues with substance misuse.
The care might range from basic
household tasks to nursing
care, or it might take the form
of emotional support. A Young
Carer becomes vulnerable when
their caring role risks impacting
on their emotional or physical
well-being and their prospects
later in life. Provision needs to be
in place to ensure that support
does not rapidly fall away when
they become an adult.

The Children and Families Act
2014 places a duty on local
authorities to provide a Young
Carers Needs Assessment for
Young Carers to assess the
impacts of caring responsibilities
upon their wellbeing. Local
Authorities must provide
Young Carers with a ‘Transition
Assessment’ before they turn
18 to consider their aspirations
for the future, and how their
caring role may impact upon
their wellbeing and goals as
they transition into adulthood.
Families are signposted or
referred to the appropriate
services if it is highlighted that
the needs of the cared-for are
impacting upon the wellbeing of
the Young Carer.

Current position in
Gloucestershire

The 2011 Census showed there
were 3,692 Young Carers in
Gloucestershire, this equates to
around 2.2% of people under the
age of 25. Nationally there were
413,779 Young Carers which
equates to around 2.5% of the
age group.
PHE information (Figure 14
below) shows that the number
of young people aged 16-24
providing care in Gloucestershire
in 2011 is 2608, this was lower
than the rate for England and the
South West region.

Figure 14. Young People providing unpaid care (aged 16-24)
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Gloucestershire Young
Carers

In 2018 GCC and CCG together
recommissioned support
services for Young Carers and
Young Adult Carers aged 8
to 24 years. The contract for
Young Adult Carers was won by
Gloucestershire Young Carers
(GYC). In partnership with
statutory and voluntary agencies
in health, education and care,
GYC works to identify Young
Carers and Young Adult Carers
at the earliest opportunity. GYC
provides a range of support
appropriate to need aiming to
ensure that Young Carers and
Young Adult Carers have the
same educational, health and
wellbeing and life chances as
their peers.
Gloucestershire Young Carers
currently has a caseload of 1024
Young Carers aged 8-24, of
whom 184 were Young Adult
Carers 17-24 (July 2020).
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Support for Young Adult Carers
age 16-25 includes:
è Assessment and support
planning using Carers Star
è Online peer support including
information, advice and
guidance and virtual sessions
and activities to promote
connection and wellbeing.
è Responsive, holistic 1-1
support from YAC worker
è Help with applying for jobs,
work experience, training
courses, university or college.
è Events such as YAC Futures a careers and education day
for Young Adult Carers
è ‘Caring Counts’ a unique
short course for young adult
carers
è Help with accessing
counselling and other
specialist support.
è Day trips and workshops.
è Opportunities to meet other
young adult carers who share
similar experiences
è Advocacy support (GYC
can talk to school/college/
university/work to help them
understand the caring role)
è Small grants to help with
education or employment

Young Carer Participation

GYC runs three separate forums
to enable Young Carers and
Young Adult Carers to be seen,
heard and recognised.
è Our Voice is a group of Young
Carers aged 11-18 who meet
throughout the year and act
as representatives for Young
Carers.
è YACtion is a monthly
participation group (currently
online) of Young Adult Carers
16-24.
è The Mosquito Mission is a
group of Young Carers aged
14+ who have experience of
caring for a parent impacted
by substance misuse/mental
ill-health.
These groups work hard to bring
about positive change and make
sure that the Local Authority
includes the needs of Young
Carers and their families in
service and policy development.
They are involved in the
coproduction of GYC services
and materials and its annual
conference for professionals.
Members of these GYC groups
have taken part in training
professionals and meeting with
MPs, local councillors and senior
health and social care managers.

Feedback from Young Adult Carers

In your own words, can you explain how having 1:1 support through the YAC service has made a
difference to your life?
è It has made a massive positive difference to my ability to cope with my situation, and to plan for
the future
è Someone there to listen, and offer advice alongside practical assistance - Huge help in preparing
for university and other education related areas beforehand to ensure I excelled
è It has given me the chance to talk about my situation without feeling judged by others. YAC
understand my situation better then anyone else.
è I have been given different strategies and advice (support) on managing certain issues also I have
had help on finding different groups I can go to for support. I’m dealing with and in the process of
getting help on building my confidence up.
è It’s given me someone to talk to that can help me understand what I’m going through and let me
know I’m not alone
è I feel more confident and motivated to pursue the things I want to do in life, GYC have been a
huge help to myself and my family.
è 1:1 Support with YACS has helped me feel much more confident about myself and my role, and
has also helped me meet amazing people and get support that I need. All of the staff at YACS are
legends and I probably wouldn’t be here without them
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Supporting families of young people leaving
children’s services
Families and carers can often
feel excluded once their child
moves to adults’ services, which
can cause them considerable
distress. The young person can
themselves ask for their family
not to be involved in decision
making once they turn 18 and
therefore families may have to
undergo a ‘transition’ phase of
their involvement in the care of
the young person. Alternatively,
the young person may want their
family involved after they move
to adults’ services.
The information that is provided
by professionals can often be
complex. As an integrated care
system we need to focus on
making information accessible
and easy to understand for
young people and their families
so they are able to make
informed decisions. We need
to ensure that professionals are
engaging directly with young
people and their families so
that we are working together
to achieve the best possible
outcomes in adulthood.
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Commissioners need to
understand how best to support
and help families and carers
through the transition period
by continuing to work closely
with our parent carer forum
to develop services and coproduce information.

Priorities

è Develop information on
children and young people’s
continuing care and NHS
Continuing Healthcare for
adults, so that young people
and their families understand
the differences and the
implications right from the
start of transition planning
è Develop information about
preparing for adulthood for
young people with SEND
and their families (including
information on the Mental
Capacity Act and consent).
This will be made available on
a website and therefore be
accessible to those who are
not in education or receiving
support from services.
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