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Tower Hamlets Transfer and Transition Policy

Our vision

To move from birth to adulthood children need to be supported to enjoy the new opportunities they face on this exciting journey. Our transfer and transition policy aims to ensure that times and events likely to cause the most anxiety for children are faced with confidence and resilience by every child, with particular support for those facing the most challenging circumstances; ensuring children are able to use their new experiences as they become successful adults.
 Our principles

To achieve this we have four over-arching principles:

Supporting children to manage change

Encouraging parental engagement

Ensuring information exchange

Developing professional capacity

This policy gives initial guidance on how these can be used at key transition and transfer times, and how they can support particularly vulnerable groups.

Much more detailed guidance is found in supporting documents which are referenced during the text of this document.
Terminology

Throughout this document the term parent is used to cover parents and carers. The assumption is made that these will be adults over 18 years old.

The term transfer generally applies to moves which involve the child moving from one setting to another, transitions are changes in provision within the same setting. 

Supporting children to manage change

All of us find change challenging. To support children at times of change professionals should think through the checklist below to ensure they are minimising the potential impact of any transfer/transition on a child’s developmental progress.
For all children
Have the children been given enough accessible information about the change/new setting? Have they been to visit and been able to follow this up? Have they had opportunities to talk about the new provision? Do they know what to expect? Do the children know who key contact people will be after the change? Have they met them? Do all children have a way of passing on important information about themselves to the new setting, or know what information the previous setting has passed on?
For vulnerable groups

Has consideration been given to whether children are likely to feel socialy isolated in the new setting?

Have children with close relationships to a particular adult been supported in building new relationships prior to transfer/transition? If this is not possible what support will be given post transfer/transition?

Would follow up support from the first setting during the first few weeks of transfer be helpful?

How will important information (academic, medical, personal) to support successful transfer/transition be conveyed, particularly where this is confidential.

For children with additional, multi-agency or specialist needs

Has the Lead Professional or key worker ensured that the full Team Around the Child is aware of the transfer/transition so that the child can be fully supported?

Has planning for transition started early enough. There is statutory guidance on this for Children who are Looked After, those with statements of special educational need and disabled children. A transition plan should be in place for each of these groups at key transfers. Have the child’s views and communication needs been considered fully in creating the plan? If individuals have been supporting the child how will transfer of care be managed for the child?

Encouraging parental engagement

Parents are children’s first and most important educators. To support their children at key transfer/transition times they need to be fully engaged in the process. To help parents support children at times of change professionals should think through the checklist below to make sure they are encouraging parents to be fully involved.

For all parents

Do parents have sufficient information about the transfer/transition process? All settings should hold Parent Information Point meetings well before transfer so that parents can access all the information and support they needHave parents been invited to visit before transfer?

Have parents met key contacts in the new setting before transfer? If this is not possible do they have written information about contacts? Have new home/setting agreements been discussed and signed? Has clear information about homework and/or expected home support been given? Do parents know what information about their child and their circumstances has been passed on to the new setting? 

For parents of children in vulnerable groups

Has consideration been given to parental language, communication and access needs? Where families have had particular support from a setting what are the arrangements for this to continue/end after transfer? Has this been fully discussed with parents?

Have you made clear how contact with parents will be maintained after transfer? 

For parents of children with additional. multi-agency or specialist needs

Have arrangements been made for the lead professional or key workerto meet with parents to discuss options at least a year before transfer? There is statutory guidance for disabled children and those with special educational needs.

Are parents fully aware of the implications of transfer and changes this may mean for home routines or travel arrangements?

Have parents been fully involved in discussing the transfer and updating of information about their child and contributed to this process?

If new professionals are involved in intimate care of the child have the met and discussed this with the parents?

Ensuring information exchange
One of the contributory factors to lack of progress after transition or transfer is that the new professionals working with the child have insufficient information about the child and do not set appropriate expectations. Planning how to transfer academic, health and personal information is essential, both for the setting being left, but also for the receiving setting. The checklist below should aid this process.

For all children

Have both settings, the child and the parent agreed what information will be transferred?  Who is responsible for collating this at the setting being left and are all staff aware of this and at the receiving setting for ensuring dissemination?

Are examples of children’s work included and are these used at the new setting to ensure expectations are appropriate, and communicated to children?

Are there opportunities for staff from both settings to meet and discuss the information exchanged? Have they also exchanged information about their settings for staff in the other setting to use with the children transferring?

For children from vulnerable groups

Have information transfer arrangements to support children who may be particularly vulnerable been agreed between settings and communicated to parents and children? 

If children’s language needs may make communication in the new setting more difficult has this information been conveyed between settings and appropriate arrangements made?

Has sufficient information about choices of settings been provided for parents who may not speak English, is it accessible for disabled parents?

Do both settings have sufficient information about statutory, voluntary, private and community groups that offer particular support to vulnerable groups?

For children with additional, specialist or multi-agency needs.

If a CAF has been completed the first setting should, with the permission of the parents, child/young person, make the new setting aware of this so they can access the information they need to plan effectively.   The new setting can also check to see if a  CAF has been completed  by contacting the CAF administrator aTower Hamlets Attendance & Welfare Service, 2nd Floor, Mulberry Place, Clove Crescent, E14 2BG  tel 020 7364 3461
If the child has multi-agency needs has the Lead Professional or key worker ensured that the Team Around the Child have had sufficient notice of transfer to ensure any care plans are updated to meet the needs of the new setting, reasonable adjustments can be made in the new setting and all information from the Team Around the Child is conveyed to the new setting?Have parents and children contributed fully to this process? 
Specific guidance is available for Children in Care, Disabled Children, those with Medical Care Plans and those with Special Educational Needs.

Developing professional capacity

As part of our Children’s Workforce Development Programme we recognise that all staff need a wider knowledge of provision for children beyond their own service.
At transition times it is particularly important that staff communicate well, but also understand the provision the child or young person is coming from or going to. This knowledge is best developed by working across settings whenever possible.

For all children

Both settings should share assessment information, and any criteria for arriving at these judgements. At least one person from each setting should, whenever possible, have visited the other setting before transfer so that they can share this experience with children. Both settings should agree a date for information transfer and for children (and parents if appropriate) to visit. A follow up visit after a child has transferred is also very supportive.

For children from vulnerable groups

Staff in both settings should be aware of the support available for children from vulnerable groups, and how to make referrals to these groups. In many cases it may be staff  that need additional advice and support to develop their expertise rather than children needing individual support. Staff training should be organised in a timely way. Staff should check that there are diverse positive models in school curriculum materials so that all children can identify with these.
For children with additional. multi-agency or specialist needs 

All staff should be aware of children’s specialist needs, and their implications whether or not they work directly with the children concerned. It is each staff member’s responsibility to access additional information and advice from the SENCO/Inclusion Co-ordinator, however school communication systems are crucial at transfer times. The Lead Professional/key worker for each child should ensure that the whole Team Around the Child receive full information to support the child at transfer. Transitional Plans should be drawn up well in advance of transfer times (and are statutorily required for LDD children and those looked after in Year 5 and Year 9)

Key Transfer Times

From home to setting

The guidance documents on transition in the early years provide advice to early years settings and schools and those professionals offering support to them regarding transition of children from home to first setting and between settings. The guidance is applicable to all children and is based upon good practice. The Early Support Programme is used to make sure that a higher level of planning and support is given to transitions for disabled children and those with other additional needs.

The guidance documents cover three possible transitions: from home to setting; from first setting to school (referred to later in transfer section of this policy) and in the Foundation Stage from nursery to reception (referred to in transition section of this policy).

For all parents

When a parent applies for a place at any setting, key information should be collected by setting staff, including home languages, ethnicity, gender, and additional social, educational or medical needs. 

The Children’s Information Service provides advice support and guidance on all services available for children. All Children’s Centres offer open Parent Information Point (PIP) sessions regularly for parents to be informed of possible choices of services for their children.

Settings should offer a mix of open days, home visits and individual settings visits for children and their parents. As part of pre-admission planning, settings and parents should agree a settling in programme for young children, as leaving home for the first time can be traumatic (sometimes more so for parents than children!)

Children from vulnerable groups

Health Visitors and Family Support Workers should ensure that children from vulnerable groups are able to access the full range of possible provision, supporting parents to make choices about the services they wish to access. Professionals should use Children’s Centres’ referral routes to support this process if necessary.
Children with specialist needs

Children looked after and those with special educational, social or medical needs receive admissions priority to Local Authority settings. For the majority of children with less complex needs, a Transition Plan meeting is held in the setting/school, supported by the Early Years Area Inclusion team (this always includes the parent/s). The Early Years Inclusion team supports children with specialist needs in transition from home to setting and setting to school, and supports settings staff in developing good inclusive transitions practice. For children with complex needs, the Lead Professional for these children should work with parents to ensure all information from the Team Around the Child supports the initial settling in process using the Early Support Programme. 

In the case of children with severe developmental delay or other complex needs, the Special Needs Section of the LA should have received a Section 332 Notification from Health Services to support the initial placement .

From home or setting to school

The documents Supporting Transition from Setting to School and Developing Home Visiting Practice provide guidance to early years settings and schools, and to other professionals who support this important transition. They include guidelines for effective practice, the importance of parent partnerships, and activities to support children around transitions.

For all parents

Parents are invited to a Parent Information Point (PIP) session at the setting/school, with consideration given to interpreting needs. This provides an opportunity to ask questions, meet staff, and share information. Home visits enable parents to share important information and concerns, and have their anxieties addressed. School information displayed in the setting, invitations to attend school events, and school welcome packs with information about extended services for working parents, support families to feel welcomed and included.

Children from vulnerable groups

Early Years Area Inclusion Coordinators provide support for individual children in liaison with the setting and school. They support settings to ensure that schools receive appropriate information to enable them to plan carefully to welcome children from vulnerable groups into school.

Children with additional, multi-agency or specialist needs

The Early Years Area Inclusion team support individual families, settings and schools as above, ensuring that parents are seen as central to the process and that the voice and individual needs of the child are taken into account. 

Primary to Secondary education
All students and their parents.

An annual prospectus for each secondary school is provided for every family and child. This outlines the curriculum offer and entitlement for all children and any specialist provision that the school has available. It also sets out the care and welfare provided and any additional activities for the benefit of all students and those with specialist needs.

Parent Information Point (PIP) sessions are available to all parents of children approaching Secondary Transfer,  These sessions are offered in primary schools, to  parents of children in summer term of year 5 followed by another meeting in Autumn term of year 6.
All families receive guidance and timelines for applications to the secondary schools of their choice. All secondary schools run open days and other events in the summer and autumn terms to enable parents and their children to visit the school and meet the teachers and other staff. In addition the secondary schools have well founded links with the main feeder primary schools and provide regular joint primary-secondary school projects and activities which students in all year groups take part in.  This means students have the opportunity to learn about and get to know a secondary school well before they transfer.

The Common Transfer File (CTF) for every student is sent electronically to the secondary school towards the end of the spring term.  Student records are  physically transferred to the secondary school from the primary school in the summer term, once choices have been confirmed. This enables secondary teachers to review the needs, attainment and aspirations of the primary students before they join the school. These records help teachers plan for groupings, classes and specific needs. Students also take with them a range of work topics begun  in primary school in year 5 and 6 which are built on by the secondary school teachers. This work enables teachers to support students’ continued progress and learning.

Vulnerable students

Where students have specific needs a transition worker is appointed to accompany them to their secondary school and help them to settle. This supports continuity of care.
Children with additional, multi-agency or specialist needs
Transition to secondary school is discussed in Year 5 for Children Looked After and those with learning difficulties or disabilities. An information pack for students with severe learning needs has been developed by the Support for Learning Service and local schools to provide a transition passport. (Contact SLS for further information)
The Parents Advice Centre holds an annual information session for all parents of children with learning difficulties and disabilities, linking with the Parents Information Point (PIP) team and the Choice Advisers Team.
Post 16 and into adulthood

At 14, every young person has a choice of options within and beyond their school and makes their selection supported by their parents and advisors.  The Year 9 options process is carefully managed in each school to ensure that choices are based on clear information, supported self-assessment and, wherever possible, taster experience of new learning options.  This is particularly important for those who are thinking about options beyond their home school, such as the Vocational Options programme run at Tower Hamlets College or the KS4 Engagement Programme offered through a network of work-based providers.  Both are described through the Stepping Up brochure that goes out to every Y9 learner and each offers taster afternoons so that young people can test their interest before they commit.  The processes that support these borough-wide pathways are being extended to include the Diplomas and Young Apprentice opportunities available from September 2008.

Personal Advisors ensure that young people receive impartial information, advice and guidance at 14 and at 16, as well as attending parents evenings to provide advice and support.  The “Your Next Step” brochure gives a comprehensive view of local post-16 opportunities and options events are held in most schools so that young people and their parents can meet providers face-to-face.  Use of the local options brochure and the Choice eProspectus is guided and quality assured by the Local Authority 14-19 Advisor.  Tower Hamlets College offer to visit each school and conducts interviews on learners’ home ground.  There are agreed partnership protocols about the transfer of personal information to ensure that post 16 providers are alert and responsive to individual needs.

Vulnerable Learners

Young people who have been identified as at risk of drop out at 16 receive a range of targeted support through Connexions.  New Start Personal Advisors work with year 11 students who are out of school or have a minimum engagement with education. In 2007 the role of Transition Mentor was introduced for those who need dedicated support to make an effective transition.  The September Guarantee Delivery Plan operated through the 14-19 Partnership and the Integrated Youth Support Service is designed to enable all young people to plan and manage progression to appropriate post 16 learning.

The borough is working with local businesses and providers of post 16 learning opportunities to increase the opportunities available to young people feeding in information on student demand.  The Connexions service provide a vacancy and placing service for young people. Information on job vacancies, training places and education opportunities is taken into all schools. Personal Advisers support the young people to attain these developing their job hunt and employability skills and brokering them on to suitable opportunities.

Young people with additional, multi-agency and specialist needs
Children looked After and those with statements of special educational needs should be supported by a transitional plan, established in Year 9. This is referred to in Personal Education Plans (for Children Looked After) and in Annual Reviews (for children with statements). Attached as Appendix I is the transitional plan that should be completed in Year 9.

Young people with special educational needs moving out of the school system receive additional transition support from a careers specialist personal adviser resulting in a Section 140 transition plan to ensure their needs are supported.
The Transition Protocol for Young People with Continuing Support Needs (Appendix II) gives detailed guidance for children with particular needs moving from children to adults services. The protocol is a joint protocol with Children’s Services, the PCT and the East London Mental Health Trust.
Transitions within schools 
Nursery – Reception

Most children in Tower Hamlets transfer from nursery to reception in the same school. Schools provide opportunities for teachers to share information, visit classes to meet children, and for children to visit their new class, to support smooth transfers. For children from vulnerable groups or with specialist needs, the process is planned in more detail to ensure individual needs are met. 

Reception to KS1

“Moving On: Transitions from Reception to Year 1” provides guidance to schools.  It outlines good practice in staff handover, using Foundation Stage Profile data to plan for children in Year 1, and on curriculum planning in the first term after transfer to ensure that conditions for learning are appropriate for the developmental stages of the children.

KS1 to KS2
Most children in Tower Hamlets transfer from KS1 to KS2 in the same school.  Schools ensure that staff from both year 2 and year 3 classes have joint ‘handover’ meetings where the child’s learning and personal needs are discussed. Good practice dictates that a member from the school’s inclusion team is also present at these meetings to ensure that the needs of the most vulnerable children and those requiring specialist support are being provided for. Outcomes from the KS1 assessments are used to ensure that an appropriate curriculum is planned for the first term to ensure the child’s learning needs are met. Opportunities are provided, prior to transition, for the child to visit their new classroom and teacher and in some cases to spend time in the new playground. Infant schools have good relationships with the Junior and Primary schools their children transfer to. As with the transfer from Primary to Secondary schools there are procedures in place to ensure the efficient handover of children’s records. In most cases the children will have an opportunity to visit their new school prior to transfer. Both schools ensure that meetings are held to discuss the children, particularly those who are more vulnerable and require additional or specialist support.
KS3 to KS4

Choosing options for Key Stage 4 is an important transition as it may be the first time a young person has put serious thought into their adult life. Schools should hold sessions for parents and young people together so that options can be fully supported. Young people can find the transition to Key Stage 2 challenging, particularly if they have not been used to the deadlines and rigours of the KS4 examination requirements. A written guide to expectations for each subject should be available from the start of each course laying out any key deadlines across the 2 years. If parents have a copy they can reinforce these.
Most pupils move on from KS3 to 4 within the same secondary school. In most schools there will be some continuity of staffing between Y9 and Y10 in terms of oversight of year or tutor groups. Pupil records are held centrally in the schools and in curricular areas and with Heads of Year/Key Stage or SENCO. Assessment data from the KS3 tests and teacher assessment will be made available for all KS4 teachers and year and curriculum leaders to ensure prior attainment levels are considered when agreeing to progression of pupils onto different KS4 courses. 

Parent Information Point (PIP) sessions are offered in secondary schools to parents of young people in year 9.  These interactive sessions offer information and tips to parents at the time that their children are involved in choosing options.
Pupils receive support and guidance on the choices facing them of curricular options for Y10; normally through parental evenings, academic review days, and tutor group discussions and assemblies. Most schools produce specific guidance documents which are provided to all pupils and parents/carers. Careers education and guidance will also be provided through PSHE programmes to support this process and ensure pupils understand the implications of any choices they make for future curricular progression pathways and career choices.

More vulnerable pupils will receive extra support through their Connexions Personal Advisers and through the learning support staff in the school. Educational Psychologists will attend Y9 annual reviews for pupils with statements of SEN, along with other professionals, including social workers, involved with the pupil. Discussions will be held about the options and progression pathways for these pupils and the requirements for support.

In many schools curricular programmes are in place at the end of Y9 which support transition from KS3 programmes of study to KS4 programmes of study. These take place after the KS3 SATs and might include bridging units, learning skills units or other preparatory work for GCSE courses.

Individual Progress Files are kept for all pupils and these provide an ongoing record of achievements, both in and outside the school environment, and will transfer from Y9 to Y10 with the pupils. 
Playtimes

Playtimes can be a difficult time of transition for children. In most schools playtimes are supervised by teachers and/or teaching assistants working in the school. A familiar adult in the playground can allay the anxieties of most children. Many schools have peer support systems in the playground, such as Playground Friends, to support those children who struggle with finding someone to play with. Most schools have a learning mentor who works to support more vulnerable children during playtimes. 
Lunchtimes

Lunchtimes can also be a difficult time of transition for children. In most schools lunchtimes are managed by a team of mid-day meal supervisors. Often a senior member of staff is available at lunch times to offer support for those children in need. Support is given during the time the children are eating in the dinner hall as well as in the playground. Time in the playground can be lengthy and many mid-day meal supervisers are trained to engage children in a range of games and activities as well as managing playground disputes in a positive way.   
Being late

Being late can be stressful for a child and often means entering the school via an unfamiliar entrance. All schools have procedures in place to greet and register a late child. A member of staff is always on hand to register the child and to ensure that they reach their classroom safely. The school and staff recognise that for most children it is not their fault that they are late and strategies are used so that the child settles into the classroom and their learning as quickly as possible. All schools work hard with parents to ensure that children come to school promptly every day . 
School Journeys

Most children in Tower Hamlets will go on a residential school trip during their time in KS2. For some children this will be the first time they have stayed away from home without their family. Therefore preparation for school journey with families is thorough: meetings with the all the parents and children together; meetings and phonecalls with individual families; advice on financial support; discussions about arrangements for those children requiring additional support and adjustments to the residential programme. School journey itself has a high level of staffing. Schools ensure that the staff who know the children the best accompany them. There is a strong focus on the child’s personal well-being throughout this experience. Support is on hand for any child who is finding this period of transition difficult. 
Personal changes 
Critical Incidents

Children Services has published guidance for schools on their response to critical incidents such as bereavements, or parental relationship break down. This advises how schools can plan ahead including how they should support all their pupils through the curriculum. It also provides schools with a list of useful contacts should a critical incident occur. The Educational Psychology Service is also able to run training sessions for schools who want to look at how they prepare and respond to such events. 

Moving home, the death of pets, older siblings leaving home may all be changes that have a significant impact on children and young people. There a number of agencies able to help individuals and groups of adults or children affected by critical incidents. The Educational Psychology Service is useful point of contact for schools often able to sign post them on to other services.

Immediate information and a  leaflet on crisis support is available from david.carroll@towerhamlets.gov.uk

Personal ill health

Parents and carers should keep children at home if they are too unwell to attend school and should seek medical advice if appropriate from the family doctor or the Whitechapel Walk-In Centre, 174 Whitechapel Road, E1 1BZ, telephone 020-7943 1333.  Schools should always be informed if children are ill and when they should be back at school.  Parents may meet the school nurse at a New Parents meeting at the school and receive a questionnaire to complete to give an up to date summary of their child's health and any particular needs which may require assistance or support during the school day.  They will also be given details of how to contact their school nurse if needed.  Some pupils may be offered an appointment for a health assessment with their parent or carer. Returning to school after an illness can be difficult for children. Staff should make sure that arrangements are made for children to catch up on work missed. If children’s health means they are likely to miss significant periods of schooling arrangements for reducing the impact of this should be addressed as part of an individual plan.

Staying in hospital

Hospitalization may be a significant disruption in a young person’s life. It may be the first time they have been separated from their family. The hospitalization may be the result of a particularly traumatic episode or may mark the onset of a condition that will impact their future. Being admitted into the busy life of a hospital may cause considerable anxiety in addition to the sometimes invasive and painful procedures that may be needed. 

Potentially in this situation young people can lose contact with their friends and peer groups or miss important parts of their schooling.

The team at the Royal London Hospital PRU will be working with the young person whilst they are in hospital to minimise the effect that a period in hospital may have and facilitate continuity in learning.

The team can provide advice and information to others working with the young person that will support both their stay in hospital and their return to school. This team works closely with the young person’s school and other medical professionals .  They can provide training to others on how longer term conditions may affect learning  and prepare others in the school to help their transition.  The team may also be able to provide the contact information of other teachers working in hospitals outside Tower Hamlets. They will be able to signpost to other professionals within the hospital that may assist the planning around young people. 

The Team Leader at the Royal London Hospital PRU can be contacted on 

020 7377 7000 extension 3323.

Where children’s ill health requires them to stay in hospital schools should link with the PRU so that the school at the Royal London Hospital receives as much information as possible to enable the child to continue their studies. If the child is in hospital for a significant period of time school staff should visit the Hospital School to discuss with the staff there and the child how their learning needs can be best supported, and particularly to ensure hospital staff are aware of any course work deadlines , or syllabus requirements for public exams.
Support for particular groups

Disabled children and those with special educational or medical needs

There are statutory requirements for children with disabilities and those with statements of special educational need.

The Children with Disabilities Team work with parents to ensure they are supported when their child’s needs are first diagnosed, using the Early Support Package. This will include planning for transfer to educational settings and access to services to support individual needs, including starting primary school.

The Annual Review in Year 5 should consider the child’s transition to secondary education and possibilities should be discussed with the child and parents. The Parents Advice Centre holds a session for all parents of children with statements during Year 5 giving them background information, and ensuring they are able to access the support of Choice Advisers if needed.

The Annual Review in Year 9, and any subsequent Annual reviews until a young person leaves school, must include the drawing up, and subsequent review of a Transition Plan (Appendix I), as part of the transition protocol for children with complex needs (Appendix II). The Transition Plan describes what needs to be put in place to ensure an effective transition to adult life. 

Ian Weeks is the Local Authority Statement Monitoring Officer

Khalida Khan is the Head of the Children with Disabilities Team

Children in Care  
Every child who comes into care must have a Personal Education Plan (PEP) within 20 days and that plan must be updated every 6 months until they reach the end of statutory schooling.  In Tower Hamlets we start doing PEPs for children from 3 years old.  If a child moves to another educational provision the PEP should be updated to ensure the new school, early years setting or other education provider has a good understanding of the child’s abilities and needs and that there is a clear plan for their support in the new school.   The PEP meeting should involve the child, their carer, social worker and a representative from the school / education provider. 

A PEP form is available from the Children and Young People in Public Care Team. Tel: 0207364 6304 / 6465.  Social Workers will provide copies of individual PEPs to the child’s school or early years provider. 

We use the Pathway Assessment & Planning documents to plan transitions with  young people in care moving into adulthood. It is a Statutory requirement that each young person has a Pathway Assessment & Plan at aged 16 years & 3 months. Referrals for young people are forwarded to the Leaving Care service as they are rising 16, and each young person is allocated a Personal Adviser. The assessment & plan is completed with the young person, carers, social worker & other significant individuals. The Pathway plan is reviewed & updated on a six monthly basis, a young person has an allocated Personal Adviser & Pathway plan until they are 21 or 24 years if in continuous education. 

Copies of the Pathway Assessment & Plan forms are available from Frameworki.

Jo Bird is lead Local Authority manager for this work.

Jenny Boyd is the Head of Children Looked After Services
Children speaking little or no English and newly arrived 
Care should be taken at all times to ensure that children who do not have a fully fluent understanding of English are supported at all transition times, particularly if they are casual admissions.  Interpreters should be arranged to support communication with parents/carers on admission to the school and at parents’ events.  

The EMA Team  has written guidance on meeting the needs of new arrivals in their first few weeks of school, offering staff advice on the review of admissions procedures, information about agencies for supporting pupils and families and ideas for teaching children to learn English and to make friends.  Schools are advised to take particular care of refugees or asylum seekers who may need additional support.  Unaccompanied young people are supported by Children’s Social Care.

Guidance on Meeting the Needs of New Arrivals – A Handbook for Primary Schools,  for a copy e.mail jane.connolly@towerhamlets.gov.uk 

Jane Connolly is the Senior School Development Adviser and EMA Team manager.
Traveller Children

Traveller families are offered particular support at times of transfer. Each family is visited by our Traveller Education Service at least a year before transfer to ensure parents are aware of choices and the processes involved. Specific support, from our traveller teacher, can be provided when there are individual transfer concerns. Families are supported on arrival into the Borough to help find school places as quickly as possible.  In September our Traveller Education Service checks whether all travellers have returned to the settings they had attended before the holidays and links with our Children Missing Education Service if any children have not returned.

Chris Lilly is the Teacher for Gipsy and Traveller Children

Children at risk of exclusion 
Young people at risk of exclusion may need particular support as they move between schools. The Transition Workers Project supports vulnerable young people moving between primary and secondary schools. Children and young people returning from a period of exclusion may need particular support to manage this transition. A return to school interview should always be held, and a re-integration programme may be necessary.

Liz.vickerie@towerhamlets.gov.uk  and Terry.bryan@towerhamlets.gov.uk are able to offer additional advice if required 
Children Missing Education
Where a child goes missing from school it is essential the Children Missing Education Adviser is informed. The Attendance & Welfare Adviser (CME) works with children and their families, offering advice and guidance on a range of LA provisions and procedures pertaining to children missing from education.  Referrals are taken from all Tower Hamlets agencies in contact with families and children who are having difficulty accessing educational services.  The AWA reports monthly to the Social Inclusion Panel (SIP) with assessments of the circumstances of vulnerable, out of school children and liaises with other local authorities about ‘missing’ pupils.  The AWA(CME) also regularly monitors and updates the Missing Children Register(MCR) whilst contributing to the review of CME and MCR policy. The CME is also able to support the transfer of school information if a missing child is found in their new setting.  

Brendan Mulcahy is the AWA with responsibility for Children Missing Education.
Contact Brendan.mulcahy@towerhamlets.gov.uk

Young Carers

Many young people have caring responsibilities. This may include young people who need to support their parents through the transfer process or other transitions, rather than their parents supporting them. Schools and settings should be particularly supportive of these children and should ask Choice Advisers to give targeted support if they are aware of this need.
Young Offenders 
Young offenders will need particular support both when entering the Criminal Justice System and when re-integrating after a conviction. The Youth Offending Team works across services with young people to ensure transitions are well supported.

For further information contact stuart.johnson@towerhamlets.gov.uk
Related Documents 

Lead Professional and Team Around the Child Guidance 

Common Assessment Framework

Assessing and Responding to Individual Needs Guidance

http://www.lgfl.net/lgfl/leas/tower-hamlets/accounts/THe%20Grid/everychildmatters/homepage/home/
Looked After Children Guidance 
http://towernet/Intranet/business_areas/childrens_services_home_page/childrens_social_care/childrens_sw_procedures.aspx

Early Years Transition Guidance

Available from michellex.ward@towerhamlets.gov.uk
Primary and Secondary School Admissions Brochures

https://www.towerhamlets.gov.uk/schooladmissions

Connexions Guidance Booklet 

Guidance on Meeting the Needs of New Arrivals  A Handbook for Primary Schools 2007 from jane.connolly@towerhamlets.gov.uk 
Support agencies

Pupil Services  

Information and advice about how to apply for a nursery, primary or secondary school place is available from the Pupil Services Team, telephone 010-7364 5006 or go to www.towerhamlets.gov.uk/school admissions (is this part of the URL?).  Families moving into Tower Hamlets after the Reception Year or wanting to transfer their children between Tower Hamlets schools can apply direct to schools.  As there is pressure on primary school places in some parts of the borough, parents and carers will find it helpful to contact Pupil Services to register their child's details and for information on vacancies.  If a school cannot offer a place, parents have the right of appeal.  In some cases assistance is available for home to school travel and consideration can be given to parental disability.  The primary and secondary school admissions brochures and the home to school travel policy are available from Pupil Services and the Tower Hamlets Council website.  When children transfer to secondary school, grants are available for low income families. Information is available at: www.towerhamlets.gov.uk/data/caring-for-you/data/benefits/data/schoolclothing.cfm. .

Parent Information Point (PIP)

The Parent Information Point (PIP) team offer a service to all Tower Hamlets Schools, Children’s Centres, Early Years and Community Settings.  The PIP Team can advise and support in planning and delivering interactive information sessions for parents at key transition stages in children’s development.  PIP Sessions offer all parents the opportunity to share experiences or raise concerns about the transition that their child is about to experience.  The PIP team also provide a “marketplace” of information on local services, agencies and activities that are available to parents in the borough.  This is usually in the form of a wide range of leaflets but representatives of local agencies can also be invited to attend.  PIP is the Tower Hamlets version of Transition Information Sessions (TIS)/ Starting School Sessions, now a requirement nationally in all schools.

The PIP Team offer training every half term for staff in schools. Training for staff in Early Years Settings is delivered in partnership with the Early Years Service.  It is also possible to arrange for the PIP team to attend staff meetings or INSET to help plan PIP in a school/setting.

Contact Details

Lynn Stone  PIP Coordinator

Sharon Sullivan  PIP Coordinator

Ayesha Khanam  PIP Outreach Worker

Parent Information Point

85 Harford Street

E1 4PY

020 7364 6398

Lynn.stone@towerhamlets.gov.uk
Sharon.sullivan@towerhamlets.gov.uk
Ayesha.khanam@towerhamlets.gov.uk

Parents Advice Centre 
The Parents Advice Centre offers particular support for parents of children with statements of special educational need or at risk of exclusion.

Meetings for parents are held at particular transfer times and all parents of children with statements are notified of these.

Parents self-refer to the service but schools should have information easily available to encourage them to do so, particularly at transfer times.

Choice Advice
Choice Advice is a service provided by Tower Hamlets Parents Advice Centre (PAC) to parents and carers of children in Year 5 and Year 6, who want advice and support in applying for a Year 7 secondary school place for their child.  Choice Advice provides an independent and impartial service to all users, particularly targeting those parents and carers who are least likely to engage with the secondary transfer process.

Choice Advisers help parents and carers find out about the range of secondary schools that might suit their child’s needs and interests. The aim is to encourage parents to look at all the options and make sure that they have visited the schools which may be suitable. Choice Advisers inform parents about provision for special needs and various admissions policies for different types of schools. The service also offers assistance with filling in forms for both Tower Hamlets and out-of-borough schools. 

Support is also given to parents through the appeals process by helping them with their appeal. However a Choice Adviser will not attend appeals. 

Choice Advisers meet with individual parents to offer 1-1 help and advice and take referrals from schools, as well as self-referrals. A number of information sessions for groups of parents/carers take place throughout the year at different venues/schools.

The Parents Advice Centre also provides help to parents/carers of children with admission to Reception class and mid-term admissions if requested.

For further information please contact Rashmi Deb on 020 7364 6489 or            e-mail at rashmi.deb@towerhamlets.gov.uk
 Tower Hamlets Children’s Information Service

Overview

In order to enable all parents to exercise choice and to become informed users of services available to support them and their children, they need comprehensive, up to date and easily accessible information.

The Children’s Information Service (CIS), provides this information directly to parents as well as professionals, in particular working closely with children’s centres and extended schools staff. 

For all children

The CIS provides information, advice and guidance to parents on childcare and other services available to all parents, prospective parents, children or young people (from 0-20 years old).

The CIS assists parents in finding appropriate childcare, how to choose it and ways to pay for it, including tax credits, nursery education funding, care to learn grant and other local initiatives. 

The CIS will signpost parents to other relevant services, publications and websites.

For vulnerable groups

Information is provided in a variety of formats taking into consideration individual needs.There is an outreach service which targets those who have particular language, communication and access needs.  

The CIS will explain the choice of settings available to parents. Where identified, the CIS will work with partners such as the childminder network co-ordinators and Early Years Area Inclusion co-ordinators to provide a brokerage service. 

For children with specialist needs

The CIS will advise parents on access to services and specialist facilities available within childcare settings. It holds information on voluntary and statutory organisations and departments that provide specialist medical services, therapy services, support services, specialist help groups, financial advice and details of available short term breaks. 

The information given will be tailored to the individual needs of children and parents.

The CIS works with and signposts to relevant services such as the Parents Advice Centre, Choice Advice,  Portage Service and  Early Years Inclusion team.  

Contact details

Shop front 
189 Roman Road, London E2 0QY. 

A drop in advice service available between 9am- 5pm on weekdays. Outreach service available at weekends.

Telephone
020 7364 6495

Minicom
020 7364 7945

E-mail

cis@towerhamlets.gov.uk
Website
www.childcarelink.gov.uk
Appendix I: Year 9 transition planning

Transition Plan

The Annual review in Year 9, and any subsequent Annual reviews until a young person leaves school, must include the drawing up, and subsequent review of a Transition Plan. The Transition Plan describes what needs to be put in place to ensure an effective transition to adult life. The Plan will be shared with other people who support transition to help make sure it works.

Section 1: Personal Details

Name:






Date of Birth:

Male/Female:

Address: 

Telephone:

Nation Insurance Number (if known):

Unique Pupil Number:

Name of Parent/carers/person responsible:

School:

Year Group:

Expected school leaving date:

Looked after young person:

List of key people supporting transition:

	Name
	Contact Details

	
	

	
	

	
	

	
	

	
	


Section 2: Vocational and Additional Education

This is a consideration of young person’s developmental needs in vocational and additional curricular planning and also the arrangements for post-16 education/employment/training. 

What                        wants to do:

	Aims
	By When

	
	


Summary of key issues to be addressed during transition: 

	Issue(s)
	Raised By

	
	


Objectives/Targets:

	Action
	By Whom
	By When
	Review Date

	
	
	
	


Section 3: Personal and Social Skills

This is a consideration of what will be necessary to help the young person work towards personal, social and independence skills and take up a role in the community.

Summary of key issues to be addressed during transition:

	Issue(s)
	Raised By

	
	


Objectives/Targets:

	Action
	By Whom
	By When
	Review Date

	
	
	
	


Section 4: Health and Welfare Needs

This is a consideration of the special health and welfare needs that will require planning and support now or in the future. 

Summary of key issues to be addressed during transition:

	Issue(s)
	Raised By

	
	


Objectives/Targets:

	Action
	By Whom
	By When
	Review Date

	
	
	
	


Section 5: Additional support arrangements:

Practical and technological help required:

	Practical help required (adaptations, aids or general support during the transition period)
	Reasons

	
	


	Technological aids required and training needs (record provision for secure training technological support on transition)
	Reasons

	
	


Additional professional support required:

	Which local service could provide relevant information, advocacy and advice if required?
	Service Required

	
	


	Which new professionals need to be involved in planning for transition?
	Service Required

	
	


Head Teacher signature:





Date:

Young Person signature:





Date:

Connexions Personal Advisor’s signature:


Date:

To support transition it may be useful to pass on a copy of this plan to the people listed at the from of this document in section 1. Please sign below if you are happy for this to happen.

Signature:
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Transition Protocol for Young People 

with 

Continuing Support Needs

CONTENTS

	Chapter
	Title

	1
	Introduction



	2.
	Principles of Transition Planning



	3.


	Funding Arrangements

	4.
	Young People with  Disabilities



	5.
	Young People with mental health problems



	6.
	Young people with other needs.




1.  Introduction

1. The London Borough of Tower Hamlets and Tower Hamlets Primary Care Trust is committed to offering a person centred, transparent and timely transition service for young people with continuing support needs and their families.  

2. This protocol applies to all young people with continuing support needs making the transition from children’s services, (including CAMHS) to Adults Health and Wellbeing Services.  The protocol is intended as a guide to staff working with transition cases across both Directorates.  Separate user information is available for young people in transition. 

3. There is a Primary Care Trust separate protocol for those young people who have complex physical health needs and continuing rehabilitation potential who may benefit from support from the Disability Options Team.  (Appendix III). There is a separate protocol for young people moving from Child and Adolescent Mental Health Services to Adult Mental Health Services (Appendix IV)

4. It is recognised that in some cases children present with multiple needs and in such cases it will be important to identify a lead service based on the child’s primary need.  Where this is the case, the lead service will hold the responsibility to coordinate care across all the services involved in the individual’s care. 

2. Principles of Transition Planning

5. The transition process will be:

· Person Centred:  this means that the young person leads the process and has access to information about the process at a time suitable for them and in a format which is accessible to them.  

· Transparent: At all stages of the transition process young people and their families should be aware of this protocol, the options for support available,  decision making processes and funding arrangements.

· Timely: All young people with continuing support needs should have the opportunity to attend a transition planning meeting during Year 9. Where appropriate, this may be combined with the Special Educational Needs annual review. All young people eligible to transfer to Adults Services should be aware of what support is available to them from the Adults Service at least 6 months before their 18th birthday.  This means that from the identification of need in year 9, Children’s Services and Adult Services will work together with the young person and their family to plan the eventual transition. 

Eligibility
6. Eligibility criteria for access to services are different between Children’s Services and Adults Services.  This can be confusing and difficult for young people and their carers especially where it may result in or be perceived to result in a reduction of services at the time of transition.  All workers with clients in this situation need to work with the family to prepare them for the transition to Adults Services. 

Adults, Health and Well Being Directorate (AHWB)

7. The Adults, Health and Well Being Directorate provides services to adults who have needs which are assessed as presenting a “substantial” or “critical” risk to independence as outlined in the Fair Access to Care Framework. A copy of the Council’s Fair Access to Care Services (FACS) Policy can be obtained from the young person’s lead professional/care coordinator or from the Council’s website.

8. All young people with continuing care needs will be assessed under FACS criteria for eligibility for support from Adults Services. This assessment will be completed when the young person turns 16 and updated until their 18th birthday as appropriate. 

9. The AHWB Directorate offers support for people who have eligible needs arising from one of the following:

· physical disability or life-limiting illness

· sensory impairment 

· learning disability 

· cognitive disability

· substance misuse

· mental health difficulties

10. The Directorate also provides support to those carrying out a substantial and regular caring role to somebody.  

11. Young people with continuing support needs will fall into one or more of the above categories.

Age of transition to Adult Services

12. In all client groups with one exception care of an individual will transfer from Children’s Services to Adults Services at age 18.  The planning for transfer should start long before this, as is described in the policy below.

13. The one exception to this arrangement is the age at which a young person transfers from Paediatric Services to the Disability Options Team where transfer is at age 16 (Appendix III). This is to maximise the potential for rehabilitation which it is felt (medically) would be reduced if transfer were delayed to age 18.  

14. It should also be noted that in some cases the Leaving Care Service continue to work with a young person beyond age 18.  This will not in any way affect the young person’s eligibility for community care services, although, as with any care plan, the appropriate service provision will take account of other supports available. Support from the Leaving Care Service will only be included as a component of a ‘community care’ care plan with the agreement of that service.

Service Planning for Transition 
15. The relevant Service Heads and their service managers within the Children’s and Adults Directorate (including Child and Adolescent Mental Health Services and Adult Mental Health) will have an annual planning meeting in September of each year to review the numbers of cases coming through the services in order to ensure that the subsequent financial planning for each Directorate fully reflects commitments arising from transition.   Joint funded cases will also be reviewed at this meeting. 

3. Funding Arrangements

16. Children’s Services will retain case and funding responsibility until the young person’s 18th birthday. However, within three months after the young person’s sixteenth birthday, the relevant Adults team will allocate a care manager to work jointly with the responsible Children’s Services lead professional and Leaving Care Personal Adviser to draw up and implement a transition plan. The allocated Adults care manager, by agreement with the young person and carers, will attend all child in need / child looked after / Pathway reviews, and any child protection case conferences relating to the named young person. They should be invited to attend Special Educational Needs reviews co-ordinated by Children’s Services, and all attendees will receive minutes of all such reviews and meetings.

17. The lead responsibility for managing the transition process is with Children’s Services. However, Adult Services are responsible for ensuring that a community care assessment and care plan are completed at least three months before the young person’s 18th birthday. All assessments are needs led. It should not be automatically assumed as part of this process, however, that an existing funded provision will be continued as the most appropriate way of meeting needs within the community care framework. All care plans will be subject to approval within Adults Services.

18. Adult Services will assume case and funding responsibility on the young person’s 18th birthday. The exception to this will be for those young people who remain in a residential school placement, funded jointly by Children’s Services, after the age of 18. In such cases:

· Children’s Services will continue to be responsible for the Social Services element of the funding until the child leaves school. Where a residential college is offered beyond the age of 19, Children’s Services responsibility for joint funding with Education ends at the end of the academic year in which the young person turns 19.

· Where a young person is in a residential school placement but periods of care and support are required at home, the agreement and funding of such support will be the responsibility of the Adults Services once the young person has reached the age of 18. The costs of travel to and from school, and any other directly school related costs, will however continue to be the responsibility of Children’s Services.

· When any funding negotiations arise the proposed care plan should be put in place (subject to eligibility) whilst negotiations continue in a timely manner so that there is no delay in the provision of a service arising from issues of negotiations over which Directorate funds the care plan.   

Direct Payments

19. Direct Payments are a method of giving people the opportunity to organise and manage their own services, thus promoting independence, choice and flexibility.  Direct payment funds are for meeting the needs as specified an individual’s care plan.  Direct payments can be used by: 
· A person with parental responsibility for a child including disabled 16 and 17 year olds. This could include a parent or others with parental responsibility for a disabled child, such as a grandparent. The term “disabled” includes children with any kind of impairment for example a sensory need, learning disability or mental illness. This could also include children whose impairments have arisen through illness such as HIV/AIDS. It may also include a disabled person with parental responsibility for a child

· Disabled 16 and 17 year olds – in their own right.  
· Carers aged 16 and over.  This would cover people who are assessed as needing services because they provide a substantial amount of care on a regular basis for someone aged 18 or over - Carers Services. These people may obtain direct payments in respect of their own needs for services but not for services in respect of the needs of the person that they care for. 

20. It should be noted that in general  Direct Payments can only be used for social care services and not for NHS or housing authority services (for example to pay for a hospital bed or special adaptations to a person’s home).  There are other regulations regarding Direct PY aments which are contained in the Tower Hamlets’ policy on Direct Payments which can be obtained from the lead professional/care coordinator. 

4. Children with Disabilities

Transition Pathways

21. Most young people with learning or physical disabilities will be identified via their school, either as part of the “statementing” process or prior to the Annual Information Meeting as part of the Year 9 review.

22. The Tower Hamlets Transfer and Transition Policy is a policy developed in Children’s Services that sets out standards within Children’s Services in preparing children to make the transition into adulthood.  The policy aims to ensure that times and events likely to cause the most anxiety for children are faced with confidence and resilience by every child, with particular support for those facing the most challenging circumstances; ensuring children are able to use their new experiences as they become successful adults to guide practitioners in working with them.  A copy of this policy can be obtained from the young person’s lead professional/care coordinator.

Annual Information Meeting
23. The annual information meeting is held each year in June and is organised jointly by the Transition senior practitioner in the learning disabilities service and the Children’s transition social worker. 

24.  Prior to this meeting the senior practitioner and transition social worker will write to all schools with Tower Hamlets students inviting them to send information about students in Year 9 who have been statemented and any other young people the school identifies as potentially having continuing support needs.  This may include young people who have Individual Education Plans and /or a Pastoral Support Plan and will include children with a range of support needs as set out in paragraph 11 above. 

25. The information meeting will agree which service should have lead responsibility for transition planning with children’s services based on the identified needs of the young person.

26. The annual information meeting is a procedural meeting and not one which young people or their families would need to attend however, they should be informed of the meeting as part of the Transition process.  

The Disabilities Transition Team 

27. The transition team is a multi-disciplinary “virtual team” and comprises key professionals working with disabled young people in transition and/or who have a lead role in Transition in their organisation or team. The team work with young people who have a learning or physical disability.    

28. The Virtual Transition team comprises: 

· Transition senior practitioner from the learning disabilities service

· Transition social worker from children’s services

· Lead Transition social worker from physical disabilities and sensory impairment services

· Transition Lead Clinician Tower Hamlets PCT

· Person centred Planning Co-ordinator

· Connexions

· Employment Co-ordinator 

· Any other with a direct involvement with the service user. 

29.  The team is managed by the Service Manager, Learning Disabilities and the Disabled Children Service Manager.

Responsibilities of the Virtual transition team
30. The transition team will work closely together on:

· Offering professional consultation and advice to non team members working with young people in transition

· Developing Transition practice

· Raising awareness of person centred approaches in transition within their primary team/organisation.

· Identifying training needs across the transition network and contributing to the development of training.

· Reporting to the Learning Disabilities Partnership Board, Physical Disabilities Partnership Board, and the Children and Young People’s Partnership Board. 

· Direct work with young people in transition.

31. Members of this team will not undertake all direct transitions work and young people in transition may have a lead professional who is not part of this team. However, the team can offer support and consultation to any professional working with young people in transition.  

Responsibilities of the Lead Professional
32. The Children’s service has lead responsibility for managing the transition process.

33. The lead Adult Service identified at the information meeting will identify the lead professional for transition planning for individual service users.

34.  It is the responsibility of the lead professional to co-ordinate and oversee all transition planning for the individual service user from the Adults Services perspective. This will include working closely with the allocated Children’s social worker to achieve the following:

· Promoting and engaging in person centred transition planning

· Identifying on going support needs of the young person 

· Identifying options for future care, education and training with the young person.

· Ensuring the Continuing Care screening tool is completed prior to Transition (responsibility of Adults Services)

· Seeking agreement for funding of on going care packages prior to transition to Adults Services.

· Attending annual school reviews, pathway reviews and case conferences. 

35. The allocated Children’s Services social worker will work with the young person and their network, (including the Adults lead professional) to develop a person centred transition plan. This should include details of the young person’s hopes and aspirations for the future as well as information about support needs.  A copy of this should be on both Adults and Children’s case files and a copy held by the young person. Particular care should be taken to include specific information about a young person’s communication needs. 

36. If young people are not eligible for community care services, they should be given information about other sources of support e.g. voluntary sector and community organisations, help lines etc.  These cases should be included within the Annual Service Planning for Transition meeting of Service Heads. All cases agreed for transition planning under these arrangements will be managed in accordance with the principles set out above.

37. In some cases, it may be that there is no identified need for a referral for community care services as the young person approaches 18, but that such a need will arise later. These cases should be referred to Adult Services in the usual way. If the Leaving Care Service remain involved, they should refer to the relevant Adults Team as outlined above. Any disagreement about the young person’s eligibility for services will be resolved through the Service Heads for both directorates. 

38. The continuing involvement of the Leaving Care Service with a young person beyond age 18 does not in any way affect the young person’s eligibility for community care services, although, as with any care plan, the appropriate service provision will take account of other supports available. Support from the Leaving Care Service will only be included as a component of a ‘community care’ care plan with the agreement of that service.
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Transition of Paediatric clients to the Disability Options Team

Process Protocol

AIM:


To facilitate the smooth transition of appropriate clients from Paediatric Services to the Disability Options Team.

To ensure that relevant data and detailed knowledge of paediatric clients is passed on and utilised in the care of clients transferred to the Disability Options Team.

1. Introduction

1.1 This protocol outlines the transfer of care for young people with physical disabilities from Tower Hamlets Paediatric Services to the Disability Options Team.

1.2  Tower Hamlets Paediatric Services and the Disability Options Team are committed to providing the highest possible standard of care to all clients and believe that all clients should receive input from the service that best suits their needs. We are aware of the impact that transfer of care can have on the client and their family. We, therefore, will ensure that when transfer of care is deemed appropriate, disruption to both the client and their family will be minimised. 

2. Principles of transfer of care

2.1 Disability Options Team provides specialist assessment, treatment and support to clients who are between 16 and 64 years of age, reside in Tower Hamlets and have a permanent disability of one of the following categories:

· Acquired Neurological Disability

· Chronic or Progressive Neurological Disability

· Complex Disabling Condition

2.2 It is recognised that due to the planned, co-ordinated transition process the team will accept referrals for 15 year olds for assessment and discussion only. Exceptions to this are discretionary and should be discussed with the team manager on an individual basis.

2.3 The client must demonstrate some potential to benefit from further specialist/comprehensive assessment and/or require a period of rehabilitation.

2.4 The client and must be informed of the request for transition prior to it being made. The client and/or his/her legal representative must have expressed consent to the referral being made.

2.5 It is recognised that clients may require care from only one therapist specialising in neurological or physical disability. It is not critical that the client needs a multi-disciplinary service as long as the need for a specialist service in the community can be justified.

2.6 All requests for transition of active clients should be made to the Manager of the DOT via the Single Point of Access (SPA) and should be supported by relevant documentation, namely the Transition Report Form. Transition Reports for currently ‘inactive’ clients can be sent directly to the Manager of the DOT.  The completion of the Community & Rehabilitation Services Referral Form (SPA referral) form is not required for this client group at this point in time. The client’s status as “active” or “inactive” must be clearly stated in the relevant section on the Transition Report Form

2.7 The needs of clients with moderate to severe mental health conditions, behavioural problems or cognitive impairment may not be able to be addressed sufficiently by expertise within DOT, although specialist/ comprehensive assessment may be very useful e.g. to identify how the client and their family/ carers can be supported to cope with the condition. The Team will discuss these referrals with referrers and a joined Initial Assessment will be arranged in most cases to determine the scope for therapy.

2.8 If there is reasonable doubt that a referral meets the eligibility criteria then it will be allocated to a team member for further screening. If further screening determines that the case meets the eligibility criteria, then the referral will be allocated for initial assessment.

3. Standard Procedure

3.1 All transitions of Clients between Paediatric Services and DOT will take place according to Tower Hamlets trust-wide principles for care. 

3.2 The transition coordinator within DOT will ascertain core data of clients for planned transition prior to the biannual meeting.  It is also the responsibility of individual members of the referring teams or their transition leads to forward this data to DOT. 

3.3 Biannual Meetings will be held with representatives (transition lead or nominated representative) from Paediatric OT, PT, SALT, Social Work, Counselling and Transition Co-ordinator in DOT. (February and October) These biannual Transition Meetings should highlight those clients to be transitioned in that current calendar year, discuss ongoing needs and indicate most appropriate therapists to complete a joint Paediatric/ DOT Initial Interview.  Point 3.3 may be by-passed for clients who are not known to the respective teams at the time of the bi-annual meetings.

3.4 A Community & Rehabilitation Services Referral Form together with a Transition Report should be completed and sent to the Single Point of Access (SPA) at least 1 month prior to the expected transition time (16th birthday or other appropriate time frame as discussed at Biannual Transition Meeting).  It should be clearly stated on the SPA referral that the client is referred the Disability Options Team.  

3.5 Where it is clear that a referral meets the eligibility criteria it will be forwarded to the allocation stage, at DOT weekly Team Meeting, for Initial Assessment. 

3.6 A DOT staff member will be allocated as temporary Key Worker and will contact the most relevant Paediatric Therapist, as highlighted in the Transition Meeting, for an Initial Interview.

3.7 When possible a joint Initial Interview between DOT and Paediatric Services will be conducted.

3.8 The temporary Key Worker will provide feedback, at the DOT’s weekly Team Meeting, When it is agreed that transition of care of the client to DOT is appropriate, the Client will be placed on appropriate therapy waiting lists. A Letter regarding acceptance to DOT and waiting lists will be sent to client, referrer, GP and all Paediatric services involved. Relevant Therapies will begin input as and when appropriate.

3.9 Any current/ongoing adaptations will be discussed on an individual basis between Paediatric Services and DOT in order to determine exact time frame of Transition and need for joint work.

3.10 Cases where an individual’s needs are not best met by DOT, at either referral stage or following an Initial Interview, would then be referred back to the referrer. Where possible the referrer will be given as much information as possible about other options for referral.

4. Procedure for Clients not currently active

4.1 These are clients not requiring active intervention at time of transition, but due to the nature of their disability are expected that a specialist assessment and/or treatment will be required in the future. 

4.2 As above for 3.1, 3.2, 3.3 with the exception, that an Initial Interview will not be considered at this stage.

4.3 A Transition Report should be completed by the referrer and sent to the DOT Manager, at least 1 month before expected transition time (16th birthday or other appropriate time frame as discussed at Biannual Transition Meeting). The Report must state that the client is ‘currently inactive’ with respect to therapy, but is highly likely to require input in the future.

4.4 The referrer is responsible for providing the client and/or family with the appropriate details about the DOT and notifying them of the possible self-referral process in the future, should this become necessary.

4.5 The Clients information will be filled by the DOT to be available for future use.
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Policy for Transition from Child and Adolescent

Mental Health Services to Adult Mental Health

Services

Tower Hamlets
Contents

1. Introduction 

2. Open Case Transfer 

3. In patient Transition Process 

4. Consultant Responsibility

5. Time Frame

6. Closed Case Transfer

7. Out of Borough Transition 

8. Exceptions to the above

9. Transfer of Case Notes 

1 Introduction

1.1 
This policy is being introduced to ensure that case transfers, from the Child and Adolescent Mental Health Service (CAMHS) to the Adult Mental Health Service (AMH), are carried out consistently and safely, with as little disruption to the young person’s care as possible.

1.2 
This policy is aimed at all professionals in Child and Adolescent Mental Health and Adult Mental Health Services.

1.3
 This policy is only aimed at Adolescents identified by the CAMHS Adolescent Mental Health Teams or the responsible consultant, as eligible for transfer into the Adult Mental Health Service.

1.4
 Those Adolescents identified as eligible for transfer into adult mental health services will be transferred within the Care Programme Approach Framework, outlined in the Trust’s Care Programme Approach and Care Management Policy.

1.5
 It is the responsibility of the Operational Management Group in CAMHS, and Sector/Locality Managers in AMH to ensure that this policy is adhered to.

1.6
 It is recognised that adolescents and their families may be concerned about the transfer process, and for some young people transition between services can be a traumatic event in itself. Every effort will be made to involve the service user and their family in the process and inform them of whom they are being transferred to. A joint handover meeting will be arranged to facilitate the engagement of the young person and their family in the transition process.

2 Open Case Transfer

2.1 
Planning for the transfer of responsibility from CAMHS to Adult Mental Health should start on the individual’s 17th birthday. (The issues may have been previously discussed as part of team around the child transition planning from Year 9)
2.2 
This should comprise the development of a transition plan by the CAMHS team that identifies the services to which the individual’s care will be transferred and any other services that the young person will require. 

2.3      It is acknowledged that the needs of an individual may fluctuate and that it is not always possible to plan one year in advance.  However the purpose of starting this planning a year in advance of transition is to allow time for full consideration of the needs of each service user and for their views and the views of their carers to be taken into account.  

2.4.
The transition plan will include to which team the young person should be transferred and include what level of CPA the young person is to be placed on. This decision will be made by the Adult Mental Health Team/Consultant Psychiatrist using the Adults Services eligibility criteria. 

2.5
The process of planning transition will include an agreed date for a written referral to be made to the appropriate Adult Mental Health Team/Consultant Psychiatrist.  As a minimum this should be at least 3 months prior to the young person’s 18th birthday. The young person and their carers should be informed that transfer of care is impending.

2.6 Following referral, for Service users identified as meeting Enhanced CPA criteria and appropriate for CMHT follow up, one month prior to the adolescent’s 18th birthday, a CPA Transfer Meeting should be set up to agree a transfer date and initiate the CPA process. The CAMHS worker will be responsible for arranging this transfer meeting, and inviting all agencies involved in the case. The Adult Mental Health Team will be responsible for completing the CPA documentation at the transfer meeting.

2.7 It is the CAMHS allocated worker’s responsibility to initiate the formal transition planning and to convene a meeting on the young person’s 17th birthday of relevant staff from both CAMHS and Adult Services and any other services that are working with the young person as appropriate.   

2.8  It is the CAMHS allocated worker’s responsibility to  prepare a formal case summary for the CPA Transfer meeting detailing:

· History

· Current situation

· Mental state, relapse indicators

· Medical Summary

· Current care plan

· Predicted future level of involvement

· Eligibility criteria for transfer to adult services

· An up to date risk assessment

2.9
 It is the Adult Mental Health team leaders’/CAMHS worker’s responsibility to ensure that administration staff are aware of cases, which have been transferred in and out of the team, and the appropriate IT system is updated.

3 
In Patient Transition Process

3.1 
For service users admitted to the Trust’s Adolescent in patient service, who are about to turn 18, and are not known to the CAMHS Community services, it will be the responsibility of the in patient service to initiate the transition process.

3.2 
For service users admitted to an in patient service within the Trust or elsewhere (e.g. private sector) who are about to turn 18, and are known to the CAMHS community services it will be the responsibility of the Community CAMHS services to initiate the transition process.

3.3   In addition to 3.2, for service users admitted to a private sector adolescent facility who are likely to still be in hospital post-18, the CAMHS Development Manager will confirm with the Clinical Adviser to Service Development 3 months before the adolescent’s 18th birthday so that funding arrangements post-18 can be confirmed.  
4 Consultant Responsibility

4.1 
Consultant responsibility lies with the CAMHS consultant, depending on (or in accordance with) individual team arrangements.

4.2 
When a service user is transferred Consultant responsibility has to change to the receiving consultant. Transfer cannot occur until the consultant responsibility has changed.

4.3
 The allocated worker is responsible for informing the CAMHS consultant of an impending transition, and to advise referral of consultant responsibility by the CAMHS Consultant to the appropriate consultant in Adult Mental Health.

5
 Time Frame 
5.1
Although CAMHS support will be discussed as part of the ongoing transition process from the age of 15/16 detailed arrangements need to be set by the timescale that meets the young person and their family’s own pace in order to facilitate continuity. However, it is envisaged that once plans are clear that the whole process of organising adult mental health support should not take more than six months.

6 
Closed Case Transfer

6.1
 All closed cases must have a formal typed closure summary prepared by the allocated CAMHS worker prior to closure.

6.2 Where a case has been closed in CAMHS and a service user presents to services at 18 years of age, the service user will be the responsibility of the Adult Services .  

6.3
 Copies of the closure summary or case notes will be sent on request from CAMHS to Adults Services. 

7 Out Of Borough Transition

7.1 
When a service user moves to alternative independent accommodation outside of the borough at the age of 18, the open case transfer process is to be followed with the relevant team in the new area, including the transfer of consultant responsibility.

8 Exceptions to the Above

8.1
 In exceptional circumstances cases may arise where the CAMHS Team feel that the transfer of care should take place prior to the young person’s 18th birthday due to the needs of a service user being better met by adult services. These cases should be discussed on a case by case basis by the clinical teams in CAMHS and AMH.

8.2 
Cases may also arise where the CAMHS team feels that there should be a delay in the transition process taking place, and that a service user’s needs are better met within the CAMHS after the 18th birthday. These cases should be discussed on a case by case basis by the clinical teams in CAMHS and AMH.

8.3 
Any disagreements should be referred to team managers in the two services.

9
 Transfer of Case Notes

9.1 The Royal College of Psychiatrists’ guidance notes state that: In all cases where a young person is being seen in the CAMH service at the time of handover to the adult services the case notes should be transferred. However, wherever possible the transfer of notes between professionals in different teams in different parts of the Trust should be accompanied by permission. The other family members concerned in the original referral need their right to confidentiality respected. These include the parents, siblings and that of third parties.

9.2
 In the case of an emergency, it might be acceptable to have access to the notes regardless of whether or not permission has been granted. In all other cases where the child or young person had been seen in the past in CAMHS but is currently being seen at the time of handover referral to the adult services, access to notes should be accompanied by permission from the service user and family wherever possible.

9.3
 Information from third parties should be removed from the case notes before they are handed over. Where this is not possible permission should be sought for their disclosure.  

Appendix V: Transfer of Substance Misuse Treatment for Young People

to Adult Service Providers

Transfer of Treatment to the Specialist Addiction Unit [SAU]

1.1 
This policy applies specifically to those young people engaged with East London and City’s Young People’s Substance Misuse Treatment Service [CAMHS], who having reached their 18th birthday, become eligible for adult services and require transfer of treatment and ongoing specialist intervention from the SAU. It should be noted that SAU offers treatment to those aged 16 years and above, although the referral of under 18’s to this service, is a relatively rare occurrence.

1.2 
Given that some young people will not readily adapt to the change and transition from child to adult service provision, it is appropriate that an extended handover of care [determined on a case by case basis] is offered, with the aim of maintaining continuity of service provision and minimising the potential of ‘fall out’ from treatment.

1.3 
Transition planning for young people in this service should start at their 17th  birthday as set out above.  (Although it may have been discussed as part of Team Around the Child transition planning from Year 9)
1.4  Actual referrals of young people should be made to the Specialist Addictions Unit [SAU] at a point prior to their 18th birthday. The SAU in each area will advise the Young People’s Treatment Service [YPTS] as to the likely time frame for pick up and first assessment appointment. Should the SAU be unable to accept the referral of a young person prior to their 18th birthday then the YPTS will continue providing treatment until such time as the transfer can be made.

1.5
 In the event of an extended handover of treatment being initiated following the young person’s assessment by the SAU, the responsibility for treatment during this period lies with the adult service provider with the YPTS offering support as deemed appropriate.
Transfer of treatment to other substance misuse specific services [Tiers

2,3&4]

1.6 
Young people who have been subject to and have successfully completed highly specialised treatment programmes [Community Detoxification, Residential Rehabilitation] will generally be referred to their local young people’s substance misuse service, for ongoing support and follow up treatment.

1.7 
In the event of a young person being transferred to the Adult Community Drug Service, extended handover arrangements will be offered, if appropriate.

1.8
 Young people who are on the cusp of their 18th birthday and who are requesting residential drug and alcohol treatment should be jointly referred to, and, ideally jointly assessed as suitable for such treatment, by the Adult Substance Misuse Care Management Team. This should ensure that there is a commitment from the Adult Team to part-fund the residential programme, if it extends beyond the young persons 18th birthday and to ensure that appropriate follow-up treatment and aftercare arrangements can be considered and put in place.

Appendix VI: Transition Between CAMHS and Learning Disabilities

(Psychiatry)

1.1 
This policy is only aimed at adolescents identified by CAMHS consultant psychiatrists as eligible for transfer to specialist adult MHiLD (Mental Health in Learning Disabilities) services. 

1.2 In line with ‘Valuing People’ (DoH, 2001) specialist services should at all times aim to facilitate access to mainstream services for all people with learning disabilities, whilst providing specialist services to a small group of individuals with highly complex needs.

1.3
 A written referral/completed referral form should be sent

1.4 
The receiving consultant will, in discussion with the multi-disciplinary team, make the decision whether the service user meets the criteria for access to specialist MHiLD services, and where appropriate will arrange follow-up.

1.5 Young people who turn 18 whilst an in-patient in an out-of-borough admission and treatment unit (i.e. placed there from CAMHS) will not automatically transfer to specialist MHiLD services unless there are clear plans for the young person to return to borough, and an agreement has been reached on a case by case basis, between LD and CAMH services.
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