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	Our ref: 1374297
05th March 2024
 
	 


Freedom of Information Act 2000
 
I can confirm that the information requested is held by Betsi Cadwaladr University Health Board. I have enclosed copies of the information that is being released to you.  

Your request:

I am seeking to obtain any publicly available policies, procedure documents or protocols detailing your CAMHS service's approach to transition, planning, discharge and referrals/transfers to AMHS. This includes public documents covering topics such as:
 
Transition/discharge protocols
Transition planning and preparation
Involvement of service users and carers
Information transfer/documentation
Joint working arrangements between CAMHS and AMHS
 
Could you also advise on whether any non-public documents are available - (pending ethics of course). 
Our response:

Transition/discharge protocols


There is a policy in place which is currently under review jointly by CAMHS and Adult Mental Health Services, the current policy is presently under review and out to consultation until the end of March 2024 to ensure that it is in line with most recent guidance.

Transition planning and preparation


Each team has designated transition leads and monthly joint transition forums to discuss clinical cases. In addition, there are bi monthly transition steering groups which include CAMHS/AMHS from all areas. Transition is needs led and therefore transition experience will differ from one individual to another.

Involvement of service users and carers


Within CAMHS there is a dedicated patient experience team who are involved in all aspects of the service to ensure service users and their carers are involved. Work in progress to develop service user experience feedback at point of transition as well as 6 months post transition in order that further improvements can be made around service delivery at point of transition

Information transfer/documentation


Documentation and policy sharing is as per policy and Mental Health Measure requirements. In addition, young people can opt to have a personalised 'passport' document completed to support information sharing. This passport is currently under review.
We have also attached a suite of documentation as per request:
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Patient Experience Report

Transition Policy Review



Background

The BCUHB Specialist Children’s Mental Health Services (S-CAMHS) to Adult Mental Health Services (AMHS) Transition policy describes the processes to be followed when a young person requires continuing mental health care as they transition to adult services. Adolescence is a period of intense change for young people and good practice in this area considers young people’s social, educational and employment needs. Planning early, listening to young people, providing appropriate and accessible information to young people, and focusing on outcomes and joint commissioning ensures a smooth transition of care across services.

Many polices and legislation within Wales refer to children and young people from birth to 25 years however due to other legal frameworks, including the UNCRC, many children are deemed to be under the age of 18 years. It is within these differences that we may question what we consider to be a child and this may differ depending on psycho-social constructions of childhood. For example, psychological models of child development relating to both mind and body would rely on the child reaching a specific age rather than a stage of psychologically developed preparedness of making decisions. Sociological models concentrate on the ability of the child to develop experientially however, may miss the opportunities to compare the child’s psychological readiness to reflect, develop and learn from moments of experience (Cregan and Cuthbert, 2014). It is within these differences, Welsh Government (2022) state services should be delivered based on the needs of the child/young person rather than by that of age and where no child or young person should be denied access to an appropriate, safe, quality service on the grounds of age. 



Patient Experience in Transition

To ensure that this policy meets the needs of our population, an expectation to consistently collate feedback is required to ensure we gain the views of the clients who have been through the transition process. Transition leads agreed to promote the use of a questionnaire and thematic reviews of feedback would be provided to teams in order to identify recommendations of improvements across services. This agreement took place in September 2021 alongside the annual policy audit. 

To date 8 questionnaires have been returned to service and while this number may be considered low, National research has equally demonstrated low responses rates, however, thematic review demonstrates some consistencies with experiences of services when transitioning as summarised below:

While many children had been open to CAMHS for many years, most demonstrated transition conversations did not take place until it was closer to their 18th birthday. Within this, many young people felt the conversations were not needs led and more consistent with a need to ‘handover’ than transition. 

Concerns raised through experiences of moving from CAMHS to adult services included a consistent message of ‘not knowing’. This may be in relation to who to contact, who they would be working with and what change looked like. Many comments also included the differences in expectations as an adult where family were not always involved and there is more emphasis on seeking support for yourself. 

While the transition policy clearly refers to joint working and a responsibility for care and support to be gradually transferred many experiences suggest there are waiting times between leaving CAMHS and getting help and support from AMH. It would also be expected through this joint working that both services would have an awareness and understanding of the young person’s presenting need however feedback demonstrates an expectation of repetition and ‘starting again’ as well as the concerns over focussing on specifics of diagnosis rather than holistic needs.   



Experience on the Use of the Transition Passport

		

		Yes

		No

		Don't Know

		Not answered



		Was a transition passport completed with you?

		0

		5

		3

		0



		Were you involved in writing your passport?

		0

		5

		3

		0



		Did you receive information about what would happen when you move into adult services?

		2

		5

		1

		0







A transition passport is the designated tool in ensuring aspects of a young person’s life, what is important to them and care and treatment are all considered within the transitioning process. The above results demonstrate from experience that young people did not feel engaged, informed or involved in writing the transition passport and this is also referenced in the National Report (TGP Cymru, 2022). 

Further to comments on the experiences of transition, many young people referenced the lack of transition support for neurodevelopmental conditions particularly relating to medication and diagnosis. 

Experience Based Pathways

The current transition policy references S-CAMHS to AMHS however due to the fluidity of CAMHS services, more clarity would be welcomed on those who transition from Non-Measure CAMHS Services to LPMHSS and those who are under the Mental Health Measure Care and Treatment Planning therefore transitioning to Secondary Care AMH. 

Previously, the clinical pathway for those with a neurodevelopment condition however no mental health presentation would lead to being placed under an Adult Mental Health Measure Care Plan with an annual review taking place. It is unclear whether this transition policy should include or exclude those within this clinical pathway or whether this needs to have an additional policy to align better with transition guidance as reference in the Good Transition Guidance. 

A number of young people will be referred to CAMHS when approaching their 18th Birthday however there is little guidance as to how these young people will transition whilst on a waiting list. 

Welsh Guidance for Transition (Welsh Government, 2022) does not provide reference to specific services other than child health to adult health. The guidance also references the assurance of a right’s based approach to transition and while the UNCRC is applicable to those under 18 years, any and all transition guidance should consider the values of engagement and rights to health care past this age threshold. 
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Transition Team Referral Form

The Eating Disorders Transition Team are a small multi disciplinary team within the North Wales Specialist Tier 3 Community Eating Disorders Service (CAEDS).  The Transition Team will facilitate the transition of clients with Eating Disorders from CAMHS to AMHS through consultation, advice and direct support to the client and/or family as appropriate. If you would also like to discuss this referral in person, please contact us on 03000 852 861

Please ensure that as much information is provided and that this form is completed fully.

Part A – Initial Questions: (please circle)

1. Does the client wish to move to Adult Mental Health Services (AMHS)?  Yes/No

2. Has the client given their consent for this referral and the sharing of information in this form?   Yes/No

3. Does the client have a suspected Eating Disorder Yes/No 


4. Does the client have a diagnosed Eating Disorder Yes/No

5. How would the client describe their main problem(s)?




6. Would the key worker agree with the client’s description above?   Yes/No

If ‘No’, please outline why not




7. What future input/support does the client want from Adult Mental Health Services?  



Part B – Referral Information: 


		Date of referral:

		



		Care Co-ordinator:

		



		Referrer details (if not Care Co-ordinator):

Telephone number:

		



		Consultant Psychiatrist:

		



		Who else is involved?

		



		How long has the client been involved in Mental Health services?

		



		Referred to CMHT/AMHS?

		Yes or No   Please provide any additional information





		Have CTP documents been included?

		Yes or No







Client details:


		Name & surname:

		



		Preferred Name:

		



		DOB:

		



		NHS Number:

		



		Hospital number:

		



		Address:



		



		Telephone numbers:

		Mobile:                                       Landline:



		Next of Kin & contact details:

		



		Name

Tel:

		Address






		GP Name, Address & phone number:

		





1. EATING DISORDER SYMPTOMATOLOGY :

HEIGHT:………………………         WEIGHT:……………             BMI:................


		Fear of weight gain

		YES/NO

		Restriction of food

		YES/NO



		Chewing and spitting of food

		YES/NO

		Body Image distortion – If YES, please give details:-




		YES/NO



		Vomiting 

		YES/NO

		If yes, please give frequency and method and state whether voluntary or involuntary





		Binge eating

		YES/NO

		If yes, please give frequency, approximate amount of food and timescale of binge





		Exercising

		YES/NO

		Please specify type & frequency






		Absence of Menstrual Cycle

		YES/NO

		If yes, please give number of months






		Laxatives

		YES/NO

		If yes please give frequency and amounts taken





		Diuretics

		YES/NO

		If yes please give frequency & details






		Change in Intake of Fluids 

		YES/NO

		If yes please give details






		Daily food intake 


(Please attach a food plan if one has already been devised) 

		



		Diagnosis

		



		Co-morbidity: physical or psychological illness

		



		Weight loss history / recent changes in weight

		



		Level of risk 


(see attached table) **

		





** Please request advice if guidance needed for level of risk

2. PSYCHOLOGICAL FORMULATION: Please outline any problem patterns or repetitive cycles that seem to be causing/maintaining difficulty.  Please also include the role of any particular triggers, thoughts, feelings and behaviours which seem to contribute to the problem patterns. 


…..……………………………………………………………………………………………………………...................................................


.................................................................................................................................................................................................


.................................................................................................................................................................................................


.................................................................................................................................................................................................


3. RISK: Please give information regarding risk TO SELF i.e. presenting physical problems, self-harm, mood disturbance and impulsive behaviours.  ** Please indicate if client has stopped eating (this would indicate very high risk).  PLEASE ALSO NOTE ANY RISK TO OTHERS

…..……………………………………………………………………………………………………………...................................................


.................................................................................................................................................................................................


.................................................................................................................................................................................................


.................................................................................................................................................................................................


4. PLEASE GIVE INFORMATION REGARDING CURRENT MEDICATION AND MEDICAL MONITORING (Physical & Psychiatric):

…..……………………………………………………………………………………………………………...................................................


.................................................................................................................................................................................................


Please confirm whether any physical examinations have been completed e.g. 

· Blood tests – FBC, U+Es + Phosphate, T4 + TSH, B12 + Folate, LFTs, Calcium + Magnesium, RBG; 

· BP + Pulse  

· ECG.

……………………………………………………………………………………………………………………...........................................

5. PSYCHIATRIC HISTORY: Please provide details including any previous hospital admissions (psychiatric or medical) for Eating Disorder or any other Mental Health difficulty. Please include reason and length of admission.  

…..……………………………………………………………………………………………………………...................................................


.................................................................................................................................................................................................


.................................................................................................................................................................................................


6. FAMILY AND SOCIAL INFO: Please provide any relevant information with regards to family perspectives and their awareness/understanding of the problem(s). Please also provide the client’s perspective on family dynamics. 

…..……………………………………………………………………………………………………………...................................................


.................................................................................................................................................................................................


.................................................................................................................................................................................................


7. OTHER PROFESSIONALS INVOLVED IN PERSON’S CARE: Please provide details of any other professional involved in the client’s care if not stated previously:

…..……………………………………………………………………………………………………………...................................................


.................................................................................................................................................................................................


8. ANY OTHER INFORMATION: Please provide any other information you think is necessary:


.................................................................................................................................................................................................


.................................................................................................................................................................................................


Print name: ............................................. Signature: .....................................................  Date: .................................

Please return to:

The Transition Team/ Tim Trosglwyddo 


Gwasanaeth Anhwylder Bwyta Oedolion yn y Gymuned (Haen 3)

North Wales Community Adult Eating Disorders Service (TIER 3)


Cartref


Ysbyty Bryn Y Neuadd Hospital


LLANFAIRFECHAN


Conwy, LL33 OHH

Guidance Sheet 1

The guidance table below:  describes the risks of each dimension of an eating disorder across a severity range.  This is not an exhaustive list and patient presentation will cross the table boundaries in response to the treatment element and the stage of the journey of recovery.  The table should be used as a matrix interpreted by multidisciplinary clinical judgement in collaboration with the patient and carers.


		H


I


G


H


R


I
S
K

		PHYSICAL

		DIETETIC

		PSYCHOLOGICAL

		PSYCHOSOCIAL



		

		· Investigation in Concern and  Alert range.


· Rapid weight loss (despite higher BMI) 


· BMI<14


· Purging behaviours

> 3 times a day


· Diabetes


· Pregnancy


· Medication that prolongs QT interval may compromise cardiac functioning in low weight anorexia

		· Total resistance to food intake


· Resistance to fluid intake


· Risk of refeeding syndrome. 


· Possible need for naso gastric feeding 




		· Suicidal ideation


· No engagement with service


· Impulsive & compulsive                                 self-harm behaviours.


· Concurrent alcohol, sub misuse.


· Co-morbid mental  health disorders 


· Poor resilience and protective factors


· Treatment resistance


· Treatment subversion


· Cognitive impairment secondary to starvation.


· Entrenched food avoidant behaviours


· Early onset deep rooted ego syntonic engagement with the ED

		· High personal, family and social stressors.


· No capacity within the family to be a resource to treatment


· Abusive family


· Chaotic social context


· Influential destructive peer group.


· No personal, family or social protective factors for self harm behaviours,

including nutritional rehabilitation.


· Patient’s disorder results in risk to children and or others


· No +ve  social outlets


· No source of positive self worth except  ED



		M


E


D


R


I


S


K

		· Any investigation results in concern  range. 


· BMI<15


· Purging > 3 times per week




		· Food intake increased


· Fluid intake increased


· Frequent non compliance and or compensatory behaviours to reduce energy taken e.g. exercising, vomiting


· Requires supervision during and after meals and snacks. 

		· Potential engagement with clinical team


· Ambivalence and sporadic resistance to treatment


· Poor insight 


· Short onset


· Chronic trajectory with consistent suboptimal weight and food avoidance.


· Entrenched preoccupation with shape and weight 

		· Parents/ carers potential resource


· Career/studies potential  +ve motivator


· Lack of significant relationships.


· Social isolation


· Long term family stressors.


· Admission preceded by significant life event.



		L


O


W


R


I


S


K




		· No major system failure


· All investigation within normal limits


· BMI >17


· Infrequent purging




		· Compliant with meal plan.


· Able to eat and drink previously rejected foods

· Weight gain trajectory consistent.




		· Well engaged with clinical team and psychotherapy


· Compliant with treatment goals.


· Adapting to shape change and weight gain.


· Consistent motivation for recovery


· Recognising relapse signatures


· Some continued preoccupation with shape, weight and food,

		· Family is a resource to treatment and engaged


· Able to function socially


· Able to achieve self efficacy from work /social activities and relationships.


· Developing coping strategies.


· Working with relapse plan
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Introduction to the Transition Plan
Guidance for Young People

What is the Transitions Plan?

As you are due to be discharged from specialist Child and Adolescent Mental
Health Services (sSCAMHS), this plan is a way of helping you move on to
receive services from Adult Mental Health Services (AMHS).

How does it work?

You will be allocated a transitions worker that you will meet whilst you are still
receiving services from sCAMHS. They will work with you to help you put
together your own Transitions Plan. The plan will follow on from your
sCAMHS Care and Treatment Plan and it will be led by you. Your transitions
worker will help you put down in the plan every aspect you identify as
important to you, your life and your care and treatment.

We recognise that much like life, the plan would possibly need to incorporate
many other things apart from your medical care and treatment. Your
transitions worker will support you to find the appropriate care and treatment
and help from other agencies if necessary at the appropriate time. The plan
will be dynamic and will no doubt change over time as you change. Everyone
who is important to you during your time of transition will have an opportunity
to work within your plan, helping to achieve your goals with your consent.

Your transitions worker will be able to journey through transition with you.
They will use your plan to provide you with support and advice, helping you to
take the steps you will have agreed are important, at your pace.

The plan contains the following sections;
All about Me — in this section you will share key details about yourself
including what the key issues are for you, What has worked well for you, your

dislikes, your strengths and challenges.

Creative Expressive Me — things you like doing things that are important to
you that may help you to express yourself like writing, drawing, hobbies.





More to Me - this is split into sections and provides an opportunity for you to
identify key themes you feel you need further support with and how, with help,
you can make progress in each area.

You will be asked specific questions in each area linked to important aspects
of your life such as, accommodation, physical wellbeing, budgeting with a view
to set goals.

People in your life - on becoming an adult, you will choose who is involved in
your treatment and your recovery. In this section it would be good to identify
sources of supportive people and how they may play a part in your recovery
and possibly people to avoid.

Transition Plan — setting goals in the More to Me section, will help you
identify your plan and your way forward, led by you with support. There may
be times where it may be necessary to include other agencies or organisations
to support you further with certain things. A consent form is attached to let you
authorise them to have access to relevant pieces of your information.

Appointments summary - this will log all necessary appointments. It
includes space for key information that will help you identify if the appointment
Is beneficial, and how you would like to progress.

AMHS Action Plan - during transition the information in your passport will
help to inform your new AMHS care and treatment pathway. This will continue
to be gathered, possibly working alongside AMHS. There will be regular
opportunities to stop and review where you are at and what has changed.c

What if - this section will give you a brief overview of things that may happen
to affect your transition.

There will be lots of links for you to access transition guidance information and
how to make a complaint if you need to. You will be supported every step of
the way through your transition.





Please respect that this document is private and confidential...






All About Me...

Preferred Name:

Legal Name:

Date of Birth: Gender: Ethnicity:

Address:

Alternate Address: (i.e. university address and term dates)

Contact Numbers:

Emergency Contact:

Email Address:

NHS Number:

Name of CAMHS Care and Treatment Plan Coordinator:

Contact details:

Planned Discharge Date: Transitions Start Date:

Name of Lead Transitions Worker:

Contact Details:






All About Me (continued)....

Key Issues from my CAMHS Care and Treatment Plan:
(Include treatment and therapies and who they are with )

Likes: (What works well)

Dislikes: (Include triggers)

Strengths:

Challenges:






Creative, Expressive, Me...
(Things that are good and | enjoy in my life)






More to me...
(What | would like you to know about me)

Physical Me
(Being healthy and active, meeting my basic needs such as housing/ money, my
responsibilities )

Things | do Well
(Strengths)

Goals
(What I need to do)

Who can help me?

How ?

By When?






Emotional Me
(My relationship how I think about things/people)

Things | do Well
(Strengths)

Goals
(What | need to do)

Who can help me?

How ?

By When?






Social Me
(Things | do, places | go)

Things | do Well
(Strengths)

Goals
(What I need to do)

Who can help me?

How ?

By When?
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Productive Me
(Work, Education Training, volunteering)

Things | do Well
(Strengths)

Goals
(What | need to do)

Who can help me?

How ?

By When?
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People That Are In My Life...
(List positive and supportive people and any others who are not
supportive but are or have been significant in your life)

12





If you are at the centre, use the eco map to identify where people fit around
you, indicating:

e who you get most support from, and
e how important people are to you in respect of your recovery/wellbeing.

This exercise can also be used to explore changes in relationships. It may also
be used to measure and review progress in later sessions.
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Transition Plan...
What | want my future to look like...

14





Appointment guidance...

Young people discussed their difficulties during appointments and
consultations included fear, managing expectations and wanting to know more
about what professionals do.

These pages can be used by professionals to introduce themselves to you and
set out specifically what service/intervention they offer. They can be completed
prior to appointments or they can be completed with you as a tool to discuss
the treatment options available.

At the bottom of each contact detail is a consent form that can be checked if
you want to share your information with any other individual or team for further
support or intervention. This will make sure that you do not have to repeat
your story.
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Professionals, please answer the following:
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Appointments

17





Consent to share information

Please note: This form will need to be completed by you if you are happy
for your information or bits of your information to be shared. If you do not
consent, personal information about you cannot be shared with any other
services, unless there is a serious risk of harm.

| am aware that this information will be stored, shared and used for the
purposes of providing services to me. | agree to this information being
shared with or gathered from those listed below:

o All/ specific bit:

o All/ specific bit:

O All/ specific bit:
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Adult Mental Health Services Action Plan...

You may by this stage be thinking about your transition and what it actually
really means. The process of transition will be led by you and go at your pace.
Initial links into adult mental health services (AMHS) will be strengthened so
you can explore the people, places and processes before complete transition.
This will make sure you are supported, and feel confident with what happens
next as part of your recovery and long term wellbeing outcomes.

Transitioning goals you may want to consider:

e Joined up transitions meetings at SCAMHS with AMHS
e Understanding what will be different
e What will be expected of me?
e Will | have support throughout the whole process?
Goal What you can do What you would like help | Who you want to ask to
with help us
Give an
example:
(Catching the
bus, Visiting

AMHS buildings,
meeting staff,
understanding
new processes )

19






Goal

What you can do

What you would like help
with

Who you want to ask to
help us

Who was involved in putting this plan together?

20






REVIEW
This will be a chance for you to think about your situation again and to check
if:

e you have been able to do some of the things that you wanted to do
¢ you had the help/services that you had asked for

¢ things have improved or

e there are still things that need to be done

This can be measured using the Child Outcome Rating Scale (CORS) or
similar accredited tools

http://www.coreims.co.uk/index.html

If there are still a lot of things you want to work on, you may need to have a
new Action Plan.

21
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Progress Review

Before:

After:

Before:

After:

Date the review was completed: ...
22





What If...
| have a Crisis

In a crisis | know | can contact

Your transitions worker will help you put your attached safety plan in motion.
They will also support you to make emergency arrangements with other
appropriate agencies and services with your consent, getting you the help you
need when you need it.

| don’t Transition to AMHS

Your lead transitions worker will help you action some areas where you have
already identified strengths and goals. They will help you to put a different type
of plan in place with your GP and primary mental healthcare services.

| feel Better
Your transitions worker will support you to build on this further.
| want to make a complaint

If you are unhappy about your plan or need to complain about services that
are working with you then please speak to your Care and Treatment
coordinator. Depending on your circumstances you may also be able to
access an Independent Mental Health Advocate (IHMA). This could either be
through an independent agency or if appropriate, may be something your
transitions worker could support you with.

Further information on advocacy support is available on the following link:
https://www.dewis.wales/ResourceDirectory/ViewResource.aspx?id=2004

23
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APPENDICES

1. Roles and Resources
e My CAMHS Care and Treatment Plan Coordinator role and what | can
expect from them.

e My Transition Worker’s role and what | can expect from them.

e Third Sector’s role.

2. Useful Links for further information (Transition Guides)

24





Appendix 1
Roles and Responsibilities

Care and Treatment Plan Coordinator

Health boards and local authorities have a joint duty to implement Part 2 of the
Mental Health (Wales) Measure 2010 (The Measure). This says that people
who receive secondary mental health services have two important new rights:

The right to have a Care Coordinator appointed to work with them to
coordinate their care and treatment, and

The right to an individual and comprehensive Care and Treatment Plan to
assist their recovery.

The Measure is accompanied by a comprehensive Code of Practice which
sets out what these rights should mean in practice. In summary it should
mean:

Holistic assessment to establish information from which care and treatment
planning, and future work, can take place.

Allocation of a Care Coordinator who will be a mental health professional
with appropriate skills and qualifications (such as a social worker, mental
health nurse, occupational therapist, psychologist or doctor) and who will be
responsible for working with a person to agree a written Care and
Treatment Plan.

A Care and Treatment Plan which will consider at least eight areas of a
person's life:

— finance and money

— accommodation

— personal care and physical well-being

— education and training

— work and occupation

— parenting or caring relationships

— social, cultural or spiritual

— medical and other forms of treatment including psychological

interventions

Monitoring and review with a Care Coordinator who has ongoing
responsibility for monitoring the implementation of the plan.

A duty to have a formal review at least once a year.

25





Transition Service and the Transition Worker’s role

The transition service aims to bridge the gap between CAMHS and AMHS by
developing a ‘one stop shop’ model of services for young people. Itis
specifically aimed at families with young people in transition between statutory
health services who are in need of practical assistance and would benefit from
a therapeutic input.

The transition service provides an assertive outreach programme that includes
direct advice and intervention to vulnerable young people ages 16 -25 and
their families. Support is particularly for those experiencing, at risk of, or
recovering from mental health crisis.

Support plans will be built into your care treatment programme in respect of
taking up employment, education and training opportunities, whilst managing
your physical, psychological and social functioning. You can access the
service when your transition planning begins. If you are not accessing
CAMHS, but are in transition because your personal development means that
you are directly accessing AMHS, you may also be eligible to receive support
from a transition worker. Self-referrals are accepted as well as those from
CAMHS and AMHS.

Your Transition Worker will:

e Meet and support you on a regular and planned basis within a structured
and agreed time limited programme

e Facilitate communication and engagement with you using a range of
approaches ( Motivational Interviewing, Restorative Approaches, Cognitive
Behavioural Therapy, Solution Focussed Therapy)

e Attend and contribute to your reviews, including those involving staff

e Liaise, mediate and advocate with other agencies that are involved in your
care

e Encourage you to actively participate in all aspects of your care and
treatment

e Develop and maintain your social groups and activities

26





Transitions Passport
The Role of the Third Sector

Lead Transitions Worker (Third Sector Independent)
(Hold and contain Young People during Transition Phase)

_ e Bridging the Gap information sharing -
e Contained Intervention
e Focussed 1:1 Support for YP
e Contribute and review process
e Mapping and Accessing 3rd sector services
e Joining Plans to Inform pathway final CTP plan
e Point of contact
e Ensure Review and outcomes monitored and evaluated
e Manage and maintain young person passport
e Lead on third sector multi agency meetings ensure PMHS support is SMART and evaluated
e Update PARIS or equivalent systems similar to health records prior to next planned appointment
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Appendix 2
Useful Links

Young Minds have produced these useful transition guides for you, for parents
and for professionals. They will help you to understand what happens during
this particular ‘transition’ , what to expect and how you can best be involved in
shaping and moving through this stage of your life.

http://www.dawsonmarketing.co.uk/youngminds/shop/PDF/YP-TRANS.PDF

http://www.dawsonmarketing.co.uk/youngminds/shop/PDF/PARENT -
TRANS.PDF

http://www.youngminds.org.uk/assets/0000/1331/YM Prof Transitions Guide
email version.pdf
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areas in North Wales. The team
members have different professional

backgrounds which include:

. Psychiatry

. Psychology

. Social Work

. Nursing

. Occupational Therapy
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EMAIL: NATALIE.BRETT@WALES..NHS.UK OR
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We have written this leaflet to help explain
about your “transition” from Child and
Adolescent Mental Health Services (CAMHS)
to Adult Mental Health Services (AMH). We
hope you find it useful.

As you leave school, start thinking of leaving
home or moving on to college or employment
you become more independent. Your needs
from the Health Service will also change. In
Mental Health, Adult Services are geared to
provide for the needs of independent young
people. AMH services in North Wales are
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Transition into Adult Mental Health

services can be a big change for a

young person. We want to offer you

the help and support you may need
during this
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1. Introduction

The provision of appropriate healthcare for children and young people
between the ages of 16 and 25, and handover of care and accountability from
children’s to adults services has been highlighted as a key priority for
improvement. This was flagged by the National Assembly for Wales!and by
the Children’s Commissioner for Wales in recent years?, calling for good
quality ‘transitional care’ for this group of the population, from all health
services.

The 2016 NICE guidance? on transition should be used by all health services.
Local Health Boards and NHS Trusts should take into account the
recommendations within the NICE guidelines and associated quality
standards* to help children and young people and their carers® have a better
experience of transition and handover to adults services by improving the way
this is planned and carried out.

Definitions

Children and young | For the purpose of this guidance, we use the term ‘children and

people young people’ to refer to those from birth, through childhood and
young adults up to the age of 25.

Children’s health The service providing healthcare to the infant, child and young

services person, including all providers in the primary, secondary,

tertiary and community care setting. Children’s health services
generally care for children up to the 16" birthday.

Adults health The services providing healthcare to adults from the 18

services birthday, including all providers in the primary, secondary,
tertiary and community care setting.

Family and To identify and acknowledge those who hold parental responsibility

carers but who may not be the biological parent (This also includes

corporate parents i.e. where local authorities hold parental
responsibility for children (sometimes in addition to biological
parents)).

Our Aims for the Transition and Handover of Care:

1 https://senedd.wales/laid%20documents/cr-ld11522/cr-1d11522-e.pdf

2 https://www.childcomwales.org.uk/wp-content/uploads/2019/10/Annual-Report-2018-19.pdf
3 https://www.nice.org.uk/quidance/ng43

4 https://www.nice.org.uk/quidance/QS140
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To provide a safe and effective transition and handover from children’s
services to adults services for all children and young people requiring on-
going care and support from health services.

To focus on children and young people requiring healthcare services as
they grow to adulthood. The guidance will cover children and young
people up to the age of 25 who need healthcare as they grow older, and
who encounter service boundaries related to age, with the need for
handover of clinical care and accountability.

To support consistent implementation of the NICE guidance throughout
Wales, provide direction and a standard template for Welsh health boards
and trusts to develop consistent local guidance. Health Boards have the
duty to provide healthcare to meet the needs of their population, whether
they provide them within their own borders, or commission them from
other Health Boards or Trusts, within or outside Wales, to achieve
equivalent standards of care.

To provide principles to underpin local robust governance arrangements
and administrative processes and procedures to which services are
expected to adhere. There should be no interruption in care or gaps in
service provision.

To follow a Rights Based Approach to ensure children and young people
are fully involved in the way transition and handover of care is planned,
implemented and reviewed. Care for children and young people in adults’
services should be provided in a developmentally appropriate way
without any loss in the quality of services provided, ensuring on-going
engagement and good patient experience. A child’s experience of
‘growing up’ into adulthood is a process, not an event, and may span a
wide age range. Services should respond to the child and young person’s
individual needs rather than take a strict age bound approach.

To promote assurance that Children and young people, their families and
carers should experience a transition process that equips them with the
required knowledge and skills to manage in adults’ services.

To adhere to the underlying principles of prudent, integrated, high quality,
person-centred care, where, regardless of age, disability, or any
protected characteristics, every individual can access a suitable service,
offering the correct skills and expertise, complying with expected NHS
Wales Health Care Standards. This guidance is underpinned by a human
rights approach, including the UN Convention for the Rights of the Child.
The strategic and legislative framework is set out in Annex 1.





e To adhere to the Social Services and Well-being (Wales) Act 2014 which
provides a legal framework placing a safeguarding duty on healthcare
staff for children and young people.

Guidance and procedures for children and young people in relation to
safeguarding must be applied appropriately, which includes taking
account of the all Wales protection procedures’. The duty on relevant
partners of local authorities (such as healthcare) is to report to the
responsible local authority if they have a reason to believe that a child or
adult is at risk. Staff must be equipped with training and skills to serve
this age group safely and effectively. Every service involved in supporting
children and young people should take responsibility for sharing
safeguarding information with other organisations, in line with local
information-sharing and confidentiality policies.

2. Consent and mental capacity for transition and handover
of care

Transition should be a purposeful and planned process provided as a core
component of a person-centred developmentally and physically appropriate
healthcare. In line with UNCRC?, all children and young people should be
actively involved in decisions about their health care.

A person's 18th birthday draws the line between legal childhood and
adulthood. Children and young people aged 16 to 17 are presumed to have
sufficient capacity to decide their own medical treatment, unless there's
significant evidence to suggest otherwise. However, unlike adults, their
refusal of treatment can in some circumstances be overridden by a parent,
someone with parental responsibility or a court. This is in line with the
overriding duty to act in the best interest of a child.

The Mental Capacity Act 2005° (MCA) applies to children who are 16 years
and over. Mental capacity is present if a person can understand information
given to them, retain the information given to them long enough to make a
decision, can weigh up the advantages and disadvantages of the proposed
course of treatment in order to make a decision, and can communicate their
decision.

6  https://www.legislation.gov.uk/anaw/2014/4/contents

"http://www.wales.nhs.uk/sitesplus/documents/861/All%20W ales%20Child%20Protection%20Pr

ocedures%202008.pdf

8 United Nations Convention on the Rights of the Child - Full text - Children's Commissioner for

Wales(complantcymru.org.uk)content/uploads/2010/05/UNCRC united nations convention on

the rights of the child.pdf

9 https://www.legislation.gov.uk/ukpga/2005/9/contents
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Under the Mental Capacity Act, a person must be assumed to have capacity
unless it is established that they lack capacity. Every effort must be taken to
encourage and support the person to make the decision for themselves.

If a person makes a decision which is considered unwise, this does not
necessarily mean that the person lacks the capacity to make the decision.

If there are reasons to believe that a child or young person that is 16 years or
over lacks capacity, an assessment of capacity* to consent should be
conducted and recorded in the child or young person’s medical record.

Lack of capacity may not be a permanent condition. Assessments of
capacity should be time and decision-specific.

If a child or young person lacks the capacity to consent, they may be treated
without their consent under the MCA as long as the treatment does not
involve a deprivation of liberty.1?

In line with the Social Services and Well-being (Wales) Act 2014, whilst a
child or young person may not have the capacity to independently make
decisions about their treatment choices, they may still be able to
meaningfully engage and influence the process. Children and young people
should receive support to ensure they are involved in the decision-making
process as far as possible.

If a child or young person is not competent to give or withhold consent,
consent can be given by a person with parental responsibility, provided that
person is capable of consenting and is able to communicate their decision.

This could be:

the child's mother or father

the child's legally appointed guardian

a person with a residence order concerning the child

a local authority designated to care for the child

a local authority or person with an emergency protection order for the
child

If a parent refuses to give consent to a particular treatment, this decision can be

overruled by the courts if treatment is thought to be in the best interest of the
child or young person.

10 https://pathways.nice.org.uk/pathways/decision-making-and-mental-capacity

11 The Mental Capacity (Amendment) Act 2019 will replace the existing Deprivation of Liberty

(DoLS) scheme with the new Liberty Protection Safeguards (LPS), which will apply to all settings

and also to 16 and 17 year olds. Under the LPS, where the care, support or treatment
arrangements for an individual amount to a deprivation of liberty, this deprivation of liberty must
be authorised.
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Where a competent child or young person may require support to give a view or
opinion, or their views are different from those of their family or carers, a
proactive offer of using an independent advocacy service should be made.

Children or young people under the age of 16 may still be able to give consent
for themselves, provided they are mature enough to understand fully what is
involved. This is known as being Gillick competent. Where a person under the
age of 16 is not Gillick competent and therefore is deemed to lack the capacity to
consent, it can be given on their behalf by someone with parental responsibility or
by the court.

However, there is still a duty to keep the child’s best interests at the heart of any
decision, and the child or young person should be involved in the decision-making
process as far as possible.

Involving the family and carers

Whilst transition and handover is often focused around the needs of the child or
young person, it should be noted that the family and carers are also often
undergoing their own changing circumstances in the way they support and care
for the child or young person. It is important to discuss the transition with the
child or young person’s family and carers to understand their expectations about
transition and handover. Advice and support should be offered to the family and
carers about other services and support that they may be entitled to receive.

Family and carers involvement should be considered but a child or young
person’s wishes must be taken into account so family and carers may be
excluded. The child or young person should be asked regularly how they would
like their family or carers to be involved throughout their transition and handover,
including when they have moved to adult health services.

3 Implementation principles

Health boards and trusts should ensure that feedback from the child or young
person is captured so that the voice of the child or young person is at heart of
any decision about their care.

There should be a continuity of care across all services.

Annual meetings should be held with children’s and adults services to review the
children and young people who are nearing transition and handover in order to
allow the receiving teams to plan services effectively.

Welsh Government expects Health boards and trusts to adhere to the 5 key
principles of the children’s rights approach as laid out by the Children’s
Commissioner when implementing this guidance:





1. Embedding rights:
Ensure that the Guidance links to appropriate children’s rights under the
UN Convention on the Rights of the Child, and other human rights such
as the UN Convention on the Rights of persons with Disabilities. This
ensures that children and young people receive the message that they
are entitled to these services as they have the right to healthcare, to be
listened to, to be supported to achieve their potential.

2. Equality and anti-discrimination:
Health boards and trusts to examine carefully which groups of children
and young people may face more barriers to accessing services than
others and put in measures to mitigate this. They should also consider
whether children and young people, especially if disabled, are
discriminated against as a whole, e.g. by not having a clear pathway for
children and young people aged 16 or 17 who require secondary care for
the first time, or who present for emergency care.

3. Empowerment:
Children and young people should be informed using accessible methods
about their rights concerning transition and handover of care. They
should have access to an independent advocate where needed.

4. Participation:
Children and young people should be able to actively take part in
decisions about their own care, as discussed throughout this guidance.
Health boards and trusts should also involve groups of children and
young people to advise on arrangements to implement this guidance
using the Children and Young People’s National Participation
Standards??.

5. Accountability:
Health boards and trusts should ensure that there are adequate
arrangements for responding to any complaints made about transition
and handover services by the child or young person, in line with the

12 https://gov.wales/children-and-young-peoples-national-participation-standards
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Putting Things Right Regulations*3. This should form part of the regular
reporting to the Quality and Safety Committee.

They should also make transparent to the child or young person their
progress in implementing transition and handover arrangements and
where they have consulted with children and young people, they should
make clear how their views have been used to develop services.

In developing local transition and handover arrangements, health boards and
trusts should apply the following principles to the individual — in every case
considering the child and young person, their family or carers, subject to the
competent individuals’ wishes. (see Box 1).

Box 1: Principles underpinning individual care delivery for transition
and handover between children’s and adults services

(in every case considering the child and young person and their family or
carers, subject to the competent individual’s’ wishes)

1. Ensure the needs and wishes of the child and young person are at the
heart of service delivery, with safe, responsive care and well-planned
transition and handover.

2. Promote early and easy access to care and support, particularly for those
in crisis, or with disability or disadvantage.

3. Work in partnership with statutory services such as social care, education,
criminal justice and voluntary agencies wherever cooperation is required to
meet needs.

4. Ensure access to information and choices about giving valid consent,
access to appropriate advocacy support and clear information and
appropriate independent advocacy offer around Putting Things Right to
make a complaint or representation. Support and advice for children and
people in Wales is provided through the Meic Cymru'# helpline.

5. Have strong planning, monitoring and governance structures to offer
assurance through reporting arrangements, ensuring feedback that
captures the voice and views of the individual in a suitable format.

These principles support children and young people’s rights under the
UNCRC to take part in decisions that affect them (article 12), receive good
quality information (article 13), to be protected from harm (article 19), receive
extra support if they are disabled (article 23), receive good quality health care
(article 24), and for adults to act in the best interests of the child (article 3).

13 NHS Wales complaints and concerns: Putting Things Right | GOV.WALES

14 https://www.meiccymru.org/
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Transition and Handover Senior Lead and Committee Report

Health Boards and Trusts must have a clear accountability and delivery
mechanism in place, which includes identifying and designating a senior lead
reporting to the Quality and Safety Committee, who will have accountability for
ensuring implementation and quality of the transition and handover guidance
across all primary, secondary, tertiary and community services. The senior lead
will be responsible for championing transition and handover at a strategic level.

The identified senior lead will be crucial to the effective and coordinated
operation of transition and handover between children’s and adults services.

The Health Board or Trust should ensure that the designated senior lead:

e has appropriate clinical experience (for example in a field such as Medical,
Nursing, Midwifery, Allied Health Professional, or Public Health);

e is capable of providing overall strategic direction with a view to ensuring the
Health Board or Trust meets the requirements of the guidance;

¢ have an ability to secure strong partnership working across both children
and adult services;

e s able to identify and solve problems and conflict at the earliest opportunity
between children’s and adults services;

e produce an annual report to the Health Board’s Quality and Safety
Committee

e is able to escalate issues to the Health Board’s Executive Board, as
appropriate.

Further detail on the role of the Transition and Handover senior lead can be
found at Annex 2.

Health Boards and Trusts should take into account key legislative and policy
frameworks and duties which include:

e The National Clinical Framework®® sets out a new model of planning and
delivery for specialist services and hospital-based services, and the skills
and technologies needed to support them, as part of the broader health
and social care offer.

The Framework sets out a health system that is co-ordinated nationally
and delivered locally or through regional collaborations. It will be
underpinned by a suite of new commitments outlined in ‘Quality
Statements’.

These quality statements are aligned to the population’s burden of
disease and will support service transformation in these areas. Ultimately,

15 https://gov.wales/national-clinical-framework-learning-health-and-care-system
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they will seek to improve the quality of clinical services and thereby the
outcomes they achieve.

They exist alongside and integrate with other cross-cutting policy
commitments on disease prevention, access to diagnostic services and
good end of life care provision. Health boards and Trusts will need to
respond to the Framework with their own clinical service planning, quality
improvement approaches and prudent in practice behaviours. At the
heart of this new approach will be the role of the NHS Executive function
and expectations set out in nationally agreed clinical pathways.

e Social economic duty: Health Boards should take into account of the
social economic duty!® which requires public bodies, when making
strategic decisions, such as deciding priorities and setting objectives, to
consider how their decisions might help to reduce the inequalities
associated with socio-economic disadvantage.

4 Before the Transition and Handover of Care:

Identifying the appropriate age to start planning for transition and
handover of care from children’s to adults services

Early preparation and planning for the transition period is essential in managing
expectations and ensuring children and young people are well informed and
therefore empowered. Planning must be based on children and young people’s
physical development, emotional maturity and local circumstances.

Good transition and handover of health care should be a shared, co-produced
process between the child or young person and health professionals, their family
and carers and any other relevant statutory services such as Social Services and
Education.

Transition and handover of care should avoid making the child or young person
feel that they are being pushed into unfamiliar services with no support. Continuity
of care should be offered during a period of transition and handover, as required
for the child or young person to build relationships with the health professionals
who will continue their care.

Planning for transition and handover should be tailored to the needs and wishes of
the child or young person, rather than be based on an arbitrary age. No child or
young person should be denied access to an appropriate, safe, quality service on
the grounds of age.

16https://gov.wales/socio-economic-duty-overview
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Specific services will have different age thresholds driven often by legal
frameworks. As a consequence, it may be necessary to reconcile these by
agreement for a child or young person requiring multiple services.

At the start of the process of moving to adults’ services, information should be
provided specifically to the family and carers to address issues they are likely to
face in formats or using methods that are familiar and accessible.

Aged 13to 14

When the child or young person is aged 13 to 14, the Health Board or Trust should
identify their healthcare needs and wishes for support to plan the period of
transition and handover of care from children’s to adults services. Planning and
preparing early will help make it a more positive experience and build confidence
and independence for transition and handover to adults’ services. Every child or
young person’s development will be different, so plans and services need to take
account of this.

Setting an age of 13 to 14 where the mechanism for consideration of the transition
and handover to begin is important, even if this leads to a decision not to begin the
process. It is important that an active decision about the appropriate time and
future healthcare plan is made in partnership with the child or young person, their
family and carers at an appropriate but early stage.

Transition and Handover named workers (“Named Worker”) — From NHS
Body Children or Adults' services

There will be a Transition and Handover named worker (“Named Worker”) who will
be identified and appointed from the NHS Body’s children’s or adults’ services to
support the transition and handover of healthcare for every child and young
person. They will provide data that will allow the identified

Senior lead to report regularly to the Health Board or Trusts’s Quality and Safety
Committee and to the Executive Board as required. Where healthcare of a young
person is overseen by a multi-disciplinary team (MDT?'’), the Named Worker
should attend meetings as necessary/ be a core member early in any transition
process.

The Named Worker will be a health professional who takes a key role in
coordinating and promoting continuity and integration of the child or young
person’s healthcare. Their role is likely to encompass the following:

¢ Manage transition and handover of healthcare between care settings.

e Support the child or young person in the coordination of healthcare plans
and services during the period of transition and handover of clinical
accountability for care.

17 A Multidisciplinary Team is a group of professionals from one or more clinical disciplines or
partner organisations who together make decisions relating to individual patients.
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Manage expectations around how adults’ services might be differently
configured and delivered.

Ensure healthcare plans have been agreed with the child or young person
(and where relevant, family and carers).

Coordinate a summary of all healthcare needs, especially where there are
complex health needs.

Link between the child or young person and the various health
professionals involved in their care across all care settings, especially
where there are statutory plans in place.

Collate existing assessments from key health professionals in the child or
young person’s multi-disciplinary team.

Ensure the child or young person knows who to contact when help or
advice is needed, whether from the Named Worker or other appropriate
health care professional.

Ensure relevant information such as healthcare needs or any safeguarding
concerns are shared with other agencies, in line with information
governance arrangements, to promote integrated multiagency service
provision for the child or young person’s safety and wellbeing.

Promote and advocate the wishes and views of the child or young person
to ensure appropriate access for them and their family or carers to all
necessary healthcare services and wider services as appropriate.

Be a source of easily accessible information around healthcare advocacy
as part of wider support.

Support the child or young person, family and carer to access appropriate
independent healthcare advocacy support.

Arrange appointments for the child or young person, act as their
representative, direct them to other services and sources of support, and
support the child and young person’s family and carers if appropriate.
Ensure cross-border co-ordination for the child or young person if care is
placed across the Wales-England border.

Be available to coordinate support the child or young person and their
family and carers for a minimum of 6 months after the transfer of care. The
exact time will be based on individual clinical need and any decision
around timescales should be discussed with the child or young person.
Support the child and young person to feed back on their experience.

The Named Worker should be involved throughout the transition and handover
process, supporting the child or young person before and after transfer for at least
6 months or until a time agreed with the child or young person and their family and
carers.

The Named Worker from the children’s health service will be someone based
within the child or young person’s existing care team.

The existing MDT should be aware of the child or young person’s health and care
needs, history and requirements and are often best placed to provide robust up to
date information to the receiving MDT to plan the most appropriate care going
forward.

14





The Named Worker should continue to work with the child or young person after
transition and handover to adults’ services for a minimum of 6 months to help
address gaps identified in the child or young person’s healthcare management.

The child or young person should help decide who the Named Worker should be.
It could be, for example, a nursing professional, an allied health professional, a
medical professional. It could also be someone who already has the title
keyworker or transition worker. In clinical areas where large numbers of children
and young people transfer to adults’ services (e.g. those caring for the child or
young person with long term conditions) there may already be a lead individual in
that specialty with responsibility for transition and handover of care.

The allocation of the Named Worker should be reviewed by the existing MDT at
key points in the transition process. The transition process can be lengthy and it
would be expected that the Named Worker may change over time.

Any changes to the Named Worker must be discussed with the child and young
person. Local arrangements should be put in place to provide cover during any
absence of the single Named Worker and any changes should be agreed by the
child and young person.

Independent Healthcare Advocacy

Independent Healthcare Advocacy and support should be available for every child
and young person. The Transition and Handover Named Worker should be a
source of easily accessible information around healthcare advocacy as part of
wider support.

Independent Healthcare Advocacy should be a proactive offer made before the
transition journey starts and should be developmentally appropriate for the child or
young person, and take into account any communication difficulties.

Independent Healthcare Advocacy services should include support in relation to
access to information and choices about giving valid consent about treatment, as
well as support around Putting Things Right to allow a child or young person to
make a complaint or representation about the treatment they have experienced.

An Independent Healthcare Advocate may help a child or young person to obtain
information, explore options and carry out action but, throughout the transition and
handover process, the Independent Healthcare Advocate will be directed by the
child or young person and only act on their behalf.

The Independent Healthcare Advocate’s role is to make sure the wishes of the
child or young person is expressed and heard.

In addition to the above, the Independent Healthcare Advocate’s role also includes
the following:

15





Supporting the child or young person to:

Talk about their feelings about their healthcare;

Make decisions and provide informed consent about their healthcare;
Challenge decisions about their healthcare and provide support if the child or
young person does not agree with decisions about their healthcare;

Assist the child or young person with raising concerns early and if no resolution
can be found making complaints under the Putting Things Right.

The Transition and Handover Plan

Every child and young person transferring from children to adults’ services will
have a documented Transition and Handover Plan (THP), or equivalent!8, to
ensure relevant professionals have access to essential information about the
child or young person. (see Annex 4).

The THP is a document that the child or young person can carry with them when
attending healthcare appointments. The child or young person should be given
information on their condition and their care plan in a form that they can
understand. The THP contains information about the child or young person’s
care needs, history and requirements.

The plan also includes information about what is important to them, the care and
treatment required and the timeline. Transition and handover planning may start
earlier than 13-14 years of age as some medical conditions may have specific
arrangements already in place. For children and adolescent mental health
services, who routinely see patients up to aged 18 years, planning may start a
little later.

The THP will be co-produced in consultation with the child or young person,
family, carers and health professionals with support of the Named Worker, using
resources such as ‘Ready Steady Go™°. The THP can be individualised and
should be a continuous and evolving process that should be adapted to meet
the needs of the child or young person.

Healthcare professionals should involve the child or young person and be
responsive to their wishes feelings and needs at every stage.

18 CAMHS services may offer a Young Persons Passport or a Care and Treatment Plan which
should contain the same information as described for the THP. Other statutory care and support
plans should also contain this information.

9TIER Network - TIER Professionals Homepage (readysteadygo.net)
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Some medical conditions may already have a specific transition and handover
plan? or other statutory plans in place. In these circumstances, there should be
no duplication and the THP within this guidance should only be used to enhance
or aid discussions as necessary.

The THP should be linked or integrated with other care plans (e.g. the Individual
Development Plan (IDP) required by the ALN Act, Continuing Care Plan or Care
and Support Plan, Mental Health Plan, End of Life Care Plan). The THP should
be reviewed and updated at appropriate intervals.

All looked after children have a Care and Support Plan. A key feature of that
plan is about the health of the child or young person. Around the age of 16 a
looked after child’s Care and Support Plan is further developed into a Pathway
Plan. This Pathway Plan builds on the original Care and Support Plan to include
plans for transitioning towards adulthood and independence. The THP in this
guidance should form part of the ‘health’ element of Care and Support/Pathway
plans for looked after children or young people leaving care?!.

The child or young person with long term conditions commencing during
childhood, must be offered choices about transition and handover of care at a
point determined by their overall needs, including any national condition specific
guidance (e.g. for diabetes, asthma, epilepsy, mental health, cerebral palsy,
Duchenne muscular dystrophy, traumatic brain injury).

The child and young person should not have to repeat their story unnecessarily.
They should be encouraged to contribute in developing their own healthcare
information for their THP to help smooth the process of transition and handover
of care.

Information should be readily available and in an accessible format for the child
or young person and their family prompting their engagement, explaining the
process, their rights and what they can expect when their care is transferred
from children to adults’ services. In each case a plan for the transition and
handover of the child or young person’s care between services to another must
be written and shared.

In line with the Welsh Language (Wales) Measure 201122, Welsh language
services should be built into planning and delivery and Welsh language services
should be offered to Welsh speakers without them having to request it.

20 This is the case for transitions between Child and Adolescent mental health services and
Adult mental health services, also the case for transitions between diabetes children services to
adult services

21 Detail around the plans including what they contain are set out in the Code of Practice which
accompanies the SS&WB Act. Chapter 1 (p. 14,15) and chapter 5 (p. 82)
https://gov.wales/sites/default/files/publications/2019-05/part-6-code-of-practice-looked-after-
and-accommodated-children.pdf

22 hitps://www.leqislation.gov.uk/mwa/2011/1/contents?lang=en
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The THP should be supported by common IT systems in order for information to
be shared via secure online platforms, with appropriate consents to ensure that
the information is accessible to all.

This is essential data for continuing monitoring and quality assurance. With the
increasing move to integrated IT systems (e.g. WCCIS) information should be
easily shared across agencies.

Role of Health Boards and Trusts: Working with outside agencies and
services

Health Boards and Trusts should ensure early engagement with outside agencies,
including the Third sector, and health services where appropriate to ensure
proactive planning for smooth transition. There should be a period of joint working
between services up to and after the period of transition and handover,
emphasising continuity of care and clear clinical accountability.

Agencies and services are expected to work together and engage with any
organisation that the child or young person is involved in. Also it is important that
safeguarding standards are met and a clear guidance on information sharing
protocols are in place.

The support services for the period of transition and handover should be strength-
based and focus on the needs and wishes of the child or young person. Building
resilience is an important part of ongoing care for the child or young person.
Information should be available about how they can access support to develop
and sustain social, leisure and recreational networks

Services should have a clear decision making approach to manage an individual's
request to transfer to adults’ services. Reasons must be given if a request is
declined. Agencies need to agree who should be the Named Worker for the child
or young person to help co-ordinate transition and handover across a number of
services.

Transition and Handover of care for the child or young person with multiple needs
or complex conditions may span a number of professionals, specialisms and
agencies. A coordinated approach to service provision will achieve effective care
for the child or young person, good communication, engagement and continuity of
care, and staff feeling clear about roles and responsibilities.
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Primary and Community Care team

The Named Worker must ensure that any decisions around Transition and
Handover should be appropriately communicated to the Primary healthcare Care
team (which includes the GP). Primary care should be involved in planning or
implementation of any transition and handover of care if deemed appropriate,
especially if the plan includes discharge from secondary care back to primary care
services or community services.

The Primary Care clinician may already be the Named Worker for the child or
young person with chronic conditions such as asthma or epilepsy. The GP should
be made aware of who has been identified as the Named Worker.

The THP might need to include appropriate recommendations for future follow-up,
investigations, preconception advice, or signposting to other services including
patient support groups.

Primary care clusters once clearly defined may in the future have a role in
coordinating Named Workers for the child or young person undergoing transition
and handover planning.

5. Reviewing the Transition and Handover Plan in preparation
for the 16" birthday — “rising 16 THP review”

For transition and handover from Paediatric service, plans for a joint review of the
care plan should be undertaken in preparation for the child or young person’s 16th
birthday. Transition and handover planning may start earlier or later as some
medical conditions may have specific arrangements already in place. There is
expectation that adults’ services are involved in discussions before the child or
young person’s 16" birthday.

The Named Worker has the responsibility to convene a meeting for this “rising 16
THP review”. Membership should include the child or young person, their family
and carer if wished, an advocate, all relevant professionals from Primary Care,
children’s and adults medical, nursing and therapy services and any other
significant individuals involved in providing care.

There is a need for the Named Worker to have due regard to care leavers
entitlements in relation to health services support as part of the pathway planning
and review arrangements provided for in the Care Leavers (Wales) Regulations
201523,

The agenda for the “rising 16 THP review” should include the child or young
person’s needs and wishes for healthcare, any legal, mental competence and
service boundary issues that may affect quality or access to healthcare, and any
other impact on health outcomes for the child or young person.

23 https://www.legislation.gov.uk/wsi/2015/1820/contents/made
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The aim of the “rising 16 THP review” is to ensure the plan is person centred,
clinically appropriate, realistic, and meets the wishes and best interests of the child
or young person.

There is a need to document within the THP the ongoing clinical accountabilities
for care by respective services, the timing and nature of clinical transition and
handover and coordination (e.g. clinical lead, need for joint clinics, referral for
additional services, timing and transition/handover, etc.).

All reviews relating to transition and handover should be transparent, involve the
child or young person and their family and adhere to the principles of children’s
rights and wellbeing set out within The United Nations Convention on the Rights of
the Child®* . Reviews are an opportunity to update the multi-agency THP and this
should be shared with the child or young person and their family as appropriate.

Once the THP is agreed by the child or young person, family and carers, all
clinicians and other relevant parties it should be kept by the child or young person
and copy kept on the child or young person’s health care record.

6. The child and young person entering the healthcare
system for the first time at 16 or 17

The child or young person being referred into any specialist secondary service or
therapy (such as gastroenterology, cardiology, chronic pain, orthopaedics) for the
first time at age 16 or 17 may be cared for by paediatric or adult specialists, or a
combination of both, depending on local arrangements.

There should be a clear pathway for 16 or 17 year olds for both secondary care
and emergency admissions so that no child or young person of this age
experiences delay or confusion surrounding their care, this includes the
consideration on appropriate location (see Annex 5).

The child or young person must not be denied access to an appropriate, timely
service because of their age and must not be disadvantaged by moving from a
children’s waiting list to the adult waiting list.

The professional making the referral will retain clinical responsibility in line with
local guidance of accountability until the arrangements for transition and handover
of care are formally agreed, ensuring that the child or young person is kept fully
aware of which clinician has responsibility for their care.

24 https://www.unicef.org.uk/what-we-do/un-convention-child-rights/
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Children and adult teams should work together to achieve continuity and the most
effective services for the child or young person. If any clinician feels they are
practicing outside their competence due to the age of the patient, they must
escalate the matter through their scheme of clinical accountability.

7. Service quality and environment

Children and young people should be provided with care in settings appropriate

to their age and needs. A decision around the most appropriate setting for care

should be considered on an individual basis, reflecting the person’s wishes and

in consultation with the consultant with clinical responsibility. Safeguarding must
be observed appropriately at any age. (see flowchart at Annex 5).

Any decision should take into account the physical size, maturity, developmental
stage, medical condition and ongoing care arrangements of the child or young
person as well as their preference as to whether they are admitted to a
children’s ward or adult ward. A choice should be offered where possible.

Settings should be psycho-socially appropriate to the individual’s developmental
circumstances and needs. Skills, equipment and facilities should be available for
both children and adults appropriate to their individual clinical needs and wishes,
physical size and maturity.

Inpatient accommodation should be age appropriate for medical and surgical
care, investigations, therapies, anaesthetics, intensive care, maternity care or
other specialist health care.

Clinicians may require additional skills to care for a child or young person up to
25 in either paediatric or adult specialisms. Clinicians must work within the
boundaries of their expertise, but must establish mechanisms to consult with
colleagues in the short term. In the longer term, Clinical Directors must identify
skills deficits in consultation with clinicians, and develop educational strategies
to bridge any gaps. Medical Directors will have oversight of the overall service.

All clinicians must have safeguarding skills and competencies appropriate to the
nature of their employment. Employment checks (DBS), relating to requirements
for managing children and adults at risk (SSWB 2014) are a universal NHS
Wales employment requirement.

Robust governance arrangements should be in place to ensure safe prescribing
of medications, including off licence and off label prescribing.
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8. The completion of Transition and Handover from
children’s services to adults services

At formal discharge from any children’s service, a written clinical summary of
health needs, diagnosis /formulation, management plans and recommended
interventions (medication, therapy, investigations, etc.) should be provided by all
paediatric clinicians as part of the transition and handover process, so that the
adult accountable clinician(s) can plan an appropriate healthcare offer. This
document should be copied to the child or young person and their GP.

The Named Worker will offer support as needed to the child or young person
through the period of transition and handover of care. This might include the
need for a visit to a new centre for the child or young person and family to meet
the new team, support at the first appointment with the adult accountable
clinician, information about in or out-patient facilities as appropriate to the
condition and individual needs. The Named Worker will also support the child or
young person and their family and carers for a minimum of 6 months after the
transfer of care.

The exact time will be based on individual clinical need and any decision around
timescales should be discussed with the child or young person.

The child or young person should remain under the care of children’s services
until formal transition and handover is completed, signified by attendance at a
consultation/appointment with adults’ services.

9. Recommended measures to monitor and report on service
guality and user experience:

Health boards and trusts have a mechanism to capture the child and young
person/family/carer impression of the transition and handover process after 6
months and 12 months to help inform future service provision. (Collation of
service user experience and narrative/patient stories, complaints or concerns as
set out in the Framework for Assuring Service User Experience).

Health boards and trusts should monitor implementation of the transition and
handover guidance using service user feedback, service standards, recognised
national audit outcomes, and undertake a review of structures, processes and
outcomes after 2 years to ensure it remains fit for purpose and key services user
outcomes have been achieved.

Welsh Government will undertake annual reviews of these arrangements (see

Annex 6), after two years of implementation to ensure quality and consistency
across Wales.
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Health Boards and Trusts should have a clear accountability and delivery
mechanism in place for ensuring implementation of the transition and handover
guidance across all healthcare setting, which reports to the board. These
mechanisms should take into account the following principles:

o promote the requirements of this guidance and share innovative
and successful practice more widely;

o include quality and safety considerations, especially feedback from
the child or young person and their families;

o promote its effective operation across the organisation;

o ensure effective implementation of this guidance within their area
or service, and seek continuous improvement;

o report to their Board on the implementation of this guidance;

o act as a source of advice to clinical and other staff on
implementation;

10. Dispute resolution

The health board/trust must have a responsive representations and complaints
system through the NHS Wales Putting Things Right process to monitor and
address any problems in real time, including concerns about prolonged waiting
times or clinical delay.

Children, young people and carers must have access to information and
support, including advocacy support, and use the NHS Wales Putting Things
Right process to raise concerns/complaints if required. Support and advice for
children or young people to make representations in Wales is provided through
the Meic?® helpline

25 https://www.meiccymru.org/
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Annex 1
Strategic and Legislative Framework

This guidance is supported by the Welsh Government strategic and
legislative framework. The United Nation Convention on the Rights of the
Child?® (UNCRC) is the basis for all Welsh Government work with child
and young person, with the Seven Core Aims for developing policy for
children and young people. The Rights of Children and Young Persons
(Wales) Measure 2011 imposes a duty on the Welsh Ministers to have
regard to children’s rights set out in the UNCRC. The Children’s Rights
Scheme 2014 sets out the arrangements for Welsh Ministers to comply
with the duty to have due regard to children’s rights when exercising any
functions.

The participation standards identify seven key topics that all workers
should be aware of when working with children and young people in
Wales.

These are:-

* Information — this must be easy for children and young people to
understand and make an informed decision

» Choice — Children and young people have the right to choose to be
involved in and work on things that are important to them

* No Discrimination - children and young people are all different and you
have the right to be treated fairly

* Respect — Children and young people have the right to have a say.
Their opinions are important and must be respected.

* Children and young people will get something out of it - they have
the right to learn and be the best they can be

* Feedback — Children and young people have the right to know what
difference their involvement has made

* Working better - those who make decisions that affect children and
young people should put children’s rights at the centre of everything they
do.

The standards have been ratified by the Welsh Government and are
underpinned by the UNCRC and the Well-being of Future Generations
(Wales) Act 2015 that puts the involvement of children at the heart of
improving their well-being. The standards have been adapted to make
them more accessible for disabled children and young people under the
name of Having a voice, having a choice.

26 United Nations Convention on the Rights of the Child: Full text - Children’s Commissioner for
Wales (childcomwales.org.uk)
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The United Nations Convention on the Rights of Disabled People is
intended as a human rights instrument with an explicit, social
development dimension. It adopts a broad categorization of persons with
disabilities and reaffirms that all persons with all types of disabilities must
enjoy all human rights and fundamental freedoms. It clarifies and qualifies
how all categories of rights apply to persons with disabilities and identifies
areas where adaptations have to be made for persons with disabilities to
effectively exercise their rights and areas where their rights have been
violated, and where protection of rights must be reinforced?’.

Taking Wales Forward?® (2016-2021) is the Welsh Government'’s five
year plan to drive improvement in the Welsh economy and public
services, delivering a Wales which is prosperous and secure, healthy and
active, ambitious and learning, united and connected.

Healthcare delivery plans are the strategic framework for service
improvement across 9 serious conditions or clinical service areas
(diabetes, cancer, end of life, heart disease, stroke, critical care,
respiratory, liver disease, neurology). All plans incorporate an aspect of
care relating to children.

The Socio-economic Duty?® came into force in Wales on 31 March 2021.
It improves decision making and helps those who are socio-economically
disadvantaged. The introduction of the Socio-economic Duty means that
some public bodies now have to think about how their strategic decisions,
such as setting objectives and developing public services, can improve
inequality of outcome for people who suffer socio-economic
disadvantage.

Together for Mental Health®° (2012) is the Welsh Government’s all-age
strategy over 10 years, to improve mental health services and outcomes.
It highlights service user experiences that at the points of transition
between services that care and treatment can break down. It states that
transfers between services should be based on need and not on artificial
age boundaries and focuses on how to improve the lives of service users
and their families using a recovery and enablement approach.

27 https://www.un.org/development/desa/disabilities/convention-on-the-rights-of-persons-with-

disabilities.html
28 hitp://www.wales.nhs.uk/sitesplus/documents/986/Taking%20Wales%20Forward. pdf

29 https://www.legislation.gov.uk/wsi/2021/295/contents/made

30 https://gov.wales/sites/default/files/publications/2019-03/together-for-mental-health-a-strategy-

for-mental-health-and-wellbeing-in-wales.pdf
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The Mental Health Act 1983 and associated Code of Practice for Wales3!
(2016) sets out the duties and provides guidance to medical practitioners,
clinicians, managers and staff of hospitals, independent hospitals and
care homes, independent mental health advocates and approved mental
health professionals on how they should proceed when exercising their
functions and duties under the Act. It also gives guidance to doctors and
other professionals about certain aspects of medical treatment for mental
disorder more generally.3?

The Mental Health (Wales) Measure3? (2010) places legal duties on local
health boards and local authorities about the assessment and treatment
of mental health problems. In particular it ensures care is in place across
Wales which focuses on people’s mental health needs by making sure all
patients in secondary services have a Care and Treatment Plan. It
provides a route to assessment/treatment in primary and secondary
services, and the provision of advocacy support.

The Mental Capacity Act (MCA)3* is designed to protect and empower
individuals who may lack the mental capacity to make their own decisions
about their care and treatment. It is a law that applies to individuals aged
16 and over. The Mental Capacity Act Code of Practice provides detailed
guidance on how to undertake assessments of what is in a person’s best
interests. There is also an NHS factsheet.

The NICE guideline® covers decision-making in people 16 years and
over who may lack capacity now or in the future. It aims to help health
and social care practitioners support people to make their own decisions
where they have the capacity to do so. It also helps practitioners to keep
people who lack capacity at the centre of the decision-making process.3¢

The Social Services and Well-being (Wales) Act®” (2014) provides the
legal framework for transforming social services in Wales. The Act has
integration at its heart, and has implications for the Welsh NHS and the
way in which it provides services.

31https://gov.wales/mental-health-act-1983-code-practice

32 Following an independent review of the Mental Health Act 1983, the UK Government has
published the Reforming the Mental Health Act White Paper. Welsh Government is currently
considering the proposals set out in the White Paper and the actions and any new legislation
that may be required in Wales.

33 https://www.legislation.gov.uk/mwa/2010/7/contents

34 https://www.legislation.gov.uk/ukpga/2005/9/contents

35 https://www.nice.org.uk/guidance/NG108

36 The Mental Capacity (Amendment) Act 2019 will amend the Mental Capacity Act and replace
the existing Deprivation of Liberty (DoLS) scheme with the new Liberty Protection Safeguards
(LPS), which will apply to all settings and also to 16 and 17 year olds. Under the LPS, where the
care, support or treatment arrangements for an individual amount to a deprivation of liberty, this
deprivation of liberty must be authorised.
S7https://www.legislation.gov.uk/anaw/2014/4/contents
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The fundamental principles of the SSWBA are:

e Voice and control — putting the individual and their needs, at the
centre of their care, and giving them a voice, and control over the
outcomes that help them achieve well-being.

e Prevention and early intervention — increasing preventative services
within the community to minimise the escalation of critical need.

e Well-being — supporting people to achieve their own well-being and
measuring the success of care and support.

e Co-production — encouraging individuals to become more involved in
the design and delivery of services.

The Well-being of Future Generations (Wales) Act® (2015) came into
force in April 2016 and seeks to improve the social, economic,
environmental and cultural well-being of Wales. It makes public bodies
think more about the long-term, work better with people and communities
and each other, look to prevent problems and take a more joined-up
approach.

The Additional Learning Needs and Educational Tribunal (Wales) Act
2018% (ALNET Act) makes provision for a new statutory framework for
supporting children and young people with additional learning needs
(ALN). This replaces existing legislation surrounding special educational
needs (SEN) and the assessment of children and young people with
learning difficulties and/or disabilities (LDD) in post-16 education and
training. The ALNET Act also continues the existence of the Special
Educational Needs Tribunal for Wales, which provides for children, their
parents and young people to appeal against decisions made by the LA
concerning their or their child’s ALN, but renames it the Education
Tribunal for Wales.

The ALNET Act creates:

e a unified legislative framework to support all children of
compulsory school age or below with ALN, and young people
with ALN in school or further education (FE);

e an integrated, collaborative process of assessment, planning
and monitoring which facilitates early, timely and effective
interventions; and

e afair and transparent system for providing information and
advice, and for resolving concerns and appeals.

38 https://www.legislation.gov.uk/anaw/2015/2/contents/enacted
39 https://gov.wales/additional-learning-needs-and-education-tribunal-wales-act
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In line with the Welsh Language (Wales) Measure 20114° , Welsh
language services should be built into planning and delivery and Welsh
language services should be offered to Welsh speakers without them
having to request it.

In line with the Nurse Staffing Levels (Wales) Act 20164, Health Boards
have a legal duty to regard the importance of ensuring appropriate levels
of nurse staffing in all settings. Including all settings provided and
procured by the health board.

The Children’s Continuing Care guidance “?assists Local Health Boards,
Local Authorities and their partners to plan and support children and
young people’s continuing care needs. It supports understanding of the
range of potential health needs - physical and learning disabilities, mental
health needs, neurodevelopmental disorder and behaviours considered
to be challenging - and how meeting those needs with a package of
continuing care may fit with other types of support.

Health boards and trusts also need to consider how their IT systems
support information sharing between children’s and adults services.

40 hitps://www.legislation.gov.uk/mwa/2011/1/contents?lang=en

41 hitps://www.leqgislation.gov.uk/anaw/2016/5/enacted

42 https://gov.wales/sites/default/files/publications/2020-03/the-children-and-young-peoples-
continuing-care-quidance.pdf
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Annex 2
Supporting Infrastructure
Transition and Handover Senior Lead

The role of the Transition and Handover Senior Lead (clinical role) is likely to
encompass the following:

e To ensure that appropriate arrangements are in place in the health
boards or trusts for children and young people transferring from children’s
to adults services to ensure effective transition and handover of care, and
deal with gaps in service provision across children and adult health
services.

e To provide leadership and strategic direction to ensure the health board
or trust meets its obligations in relation to the Transition and Handover
Guidance.

e To work in close collaboration with the DECLO but also the professional
lead from both children’s and adults services from areas such as Allied
Health Professionals, Community Paediatrics, Adults’ services, Learning
Disabilities, CAMHS, Primary Care, School Nursing, District Nursing and
Specialist Nursing.

e To improve co-ordination of care and provide a focus for the health board
or trust to discharge its obligations under the Guidance.

e To promote assurance, improve the co-ordination and integration of
health services provided to all individuals in the transition and handover
process.

e To ensure appropriate governance arrangements are in place to manage
risk.

e To report progress to the Health Board or Trust’s Board.

e To produce an annual report to the Health Board’s Quality and Safety
Committee

e To promote benchmarking of process and outcomes across health
boards and trusts to minimise variation in practice and promote good
practice.

e To monitor the health board or trust's compliance and provide annual
reports to Welsh Government.

e Represent the health board or trust on relevant local and national
committees and working groups in relation to Transition and Handover.
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Annex 3

Transition and Handover Flowchart

This flowchart by its nature is generic however, there will be circumstances whereby a child and young person may require transitioning at different
ages. In such circumstances, other activities will also need to be considered to best support the child and young person.

Health Boards and Trusts must have a clear accountability and delivery mechanism in place, which includes identifying and designating a Senior Lead
who will have accountability for ensuring implementation and quality of the transition and handover guidance across all primary, secondary, tertiary services
and community services.

Annual meetings should be held with children and adults services to review the children and young people who are nearing
transition and handover.

When the child and young person is aged 13 to 14, the Health Board or Trust should identify their healthcare needs and wishes for support to plan the
period of transition and handover of care from children’s to adults services.

A Transition and Handover “Named Worker” should be identified and appointed from the NHS Body’s to support the transition and handover of
healthcare for every child and young person.

The Named Worker will:

» Work with the child and young person, their families and services to coordinate plans and services during the period of transition and handover of
clinical accountability for care.

» Promote and advocate the wishes and views of the child and young person to ensure appropriate access for them and their family to all necessary
primary, secondary and other healthcare services required.

Liaise with other services outside of Health as necessary (including social care, education, youth services).

Ensure that a ‘Transition and Handover Plan’ (THP) is co-produced using resources such as ‘Ready, Steady, Go’. The THP will be held by the
child and young person and include information on what is important to them, care and treatment required, the timeline and expected health and
wellbeing outcomes.

The THP should be linked or integrated with other care plans and reviewed and updated at appropriate intervals.
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Annex 3

Joint Review between children’s and adults services in advanced of 16th birthday to allow plans to take effect between 16 and 18
(“rising 16 THP review”)

The Named Worker convenes the “rising 16 THP review” to:
* Ensure the THP is person centred, clinically appropriate, realistic, and meets the wishes and best interest of the child and young person.

The agenda for the “rising 16 THP review” should include the child and young person’s needs and wishes for healthcare, any legal, mental competence
and service boundary issues that may affect quality or access to healthcare, and any other impact on health outcomes for the child and young person.

There is a need to document within the THP the ongoing clinical accountabilities for care by respective services, the timing and nature of clinical transition
and handover and coordination.

All reviews relating to transition and handover should be transparent, involve the child and young person and their family and adhere to the principles of
children’s rights and wellbeing.

Once the THP is agreed by the child and young person, family and carers, all clinicians and other relevant parties it should be kept by the child and young
person and copy kept on the child and young person’s health care record.

At formal discharge from any children’s service, a written clinical summary of health needs, diagnosis /formulation, management plans and
recommendations should be provided by all paediatric clinicians as part of the transition and handover process, so that the adult accountable clinician(s)
can plan an appropriate healthcare offer. This document should be copied to the child and young person and their GP.

The Named Worker will offer support as needed to the child and young person through the period of transition and handover of care.

The Named Worker will also support the child and young person and their family and carers for a minimum of 6 months after the transfer of care.
The exact time will be based on individual clinical need and any decision around timescales should be discussed with the child and young person.

The child and young person should remain under the care of children’s services until formal transition and handover is completed, signified by attendance
at a consultation/appointment with adults services.
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Annex 3

Handover of clinical accountability is completed

Health Boards and Trusts to put in place a mechanism to capture the child and young person/family/carer impression of process after 6 months and
12 months to help inform future service provision.

* Responsive representations and complaints system in place to address and monitor any problems in real time including prolonged waiting times or
clinical delay.

After two years of implementation, Health Boards and Trusts must provide annual compliance reports to Welsh Government.

Health Boards and Trusts to monitor implementation of the transition and handover guidance and undertake a review of structures, processes and
outcomes after 2 years to ensure it remains fit for purpose and key service user outcomes have been achieved.
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Annex 4

The Child and Young Person’s Transition and Handover Plan
Please respect that this document is private and confidential

All About Me
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Annex 4

The Child and Young Person’s Transition and Handover Plan

Please respect that this document is private and confidential

All About Me

People who are important to me?

This is how | communicate (If needed include a communication chart)

What do people like and admire about me?

My culture

What’s important to me?
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Annex 4

The Child and Young Person’s Transition and Handover Plan

Please respect that this document is private and confidential

All About Me

My key health needs and wishes for my Transition and Handover Plan:
(Include: diagnosis, formulation, treatment, therapies current clinicians and carers)

Likes: (What works well)

Dislikes: (Include triggers)

Strengths:

Challenges:
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Annex 4

Creative, Expressive, Me
(Things that are good and | enjoy in my life)

What | would like you to know about me

Things | do Well (Strengths)

Goals (What | need to do)

Who can help me

How

By When

Things | do Well (Strengths)

Goals (What | need to do)

Who can help me

How

By When
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Annex 4

Creative, Expressive, Me
(Things that are good and | enjoy in my life)

What | would like you to know about me

Things | do Well (Strengths)

Goals (What | need to do)

Who can help me

How

By When

Things | do Well (Strengths)

Goals (What | need to do)

Who can help me

How

By When
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Annex 4

Emoji card game
This game enables you to pick the cards that best represent how you are feeling.
This card should prompt discussion of the topic to find out more information.

Sad Anxiety

Hopeful Paranoid
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Annex 4

People who are in my life

(List positive and supportive people and any others who are not supportive but are or have been

significant in your life)

Who they are

Relationship

What | do for them

What they do for me
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Annex 4

Eco map

If you are at the centre, using the eco map identify where people fit around you, indicating whom you
get most support from and how important people are to you in respect of your recovery/wellbeing.

This exercise can also be used to explore changes in relationships and may be used to measure and
review progress if reviewed in later session.

ME
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Annex 4

Transition and Handover Plan
What | want my future to look like
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Annex 4

Communication chart

When... does this

We think it means...

And we should...

Communication chart (Completed Example)

When Freddie does this

Taps his mouth with his hand

We think it means...

He wants something to eat

42

And we should...

Offer him some banana or
apple and encourage him
to choose





Annex 4

Appointment guidance

The child and young people discuss their difficulties during appointments and consultations including
fear, managing expectations and wanting to know more about what professionals do.

These pages can be used by professionals to introduce themselves to the child and young person and
set out specifically what service/intervention they offer. They can be completed prior to appointments
or with the child and young person as a tool to discuss the treatment options available.

At the bottom of each contact detail is a consent confirmation sheet that can be checked if the child
and young person wants their information to be shared with any other individual or team for further
support or intervention, this avoids them having to repeat their story.

PROFESSIONALS - PLEASE ANSWER THE FOLLOWING

How often will

Who are you How will you help Your contact details

| see you
What will | achieve . Am | happy with the
from this A el e treatment, Do | need ootz ERek e

better / or worse

2
appointment extra support? happen next?
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Annex 4

Appointment summary

Date

Type of
meeting

With

Where

Information /
Action / Outcome

Next
Appointment
Date
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Annex 4

Progress review

What has been Help you have How you feel after

Goal . . . .
achieved received the discussion

Before:

After:

Before:

After:

Before:

After:

Before:

After:

Date the review was completed
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Annex 4

Consent to share information

Please note: This form will need to be completed by you if you are happy
for your information or bits of your information to be shared. If you do not
consent, personal information about you cannot be shared with any other
services, unless there is a serious risk of harm.

Name:

D.O.B:

I am aware that this information will be stored, shared and used for the purposes of providing services
to me. | agree to this information being shared with or gathered from those listed below:

1. All/specific bit:
2. All/specific bit:
3. All/specific bit:
Name:

Date:

Signature:
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Annex 5

Flow Chart to follow if the child and young person of 16-17 (up to 18th birthday) of age
is admitted.

There should be a clear pathway for 16 or 17 year olds for both secondary care and emergency admissions so that no child or young person of this
age experience delay or confusion surrounding their care.

Yes
CONSIDERATION 1:

. . . - e . Admit to adult area where clinical need is
The child and young person has a clinical need requiring admission to a specific area e.g. diabetes, . . o

met with advice from paediatric team
obs and Gynae, trauma.

O e

No
CONSIDERATION 2:
* Developmental delay. ; :
Are there any reasons why a child and young .p _ y % Admit to adult area seek advice from
person might be better cared for in . Chroplc _dlsease, well known to the paediatric team
a paediatric environment? paediatric team.
Yes
No
CONSIDERATION 3: _% Admi_t to. adult area seek advice from
Would the child and young person prefer a paediatric ward? paediatric team
Yes
No
CONSIDERATION 4: % Admit to adult area seek advice from
Is there a bed available on paediatric ward? paediatric team. Revaluate daily.
Yes
NSIDERATION No
CONS ON 5: . . . - . . Ensure medical discussion and
Has there been a medical discussion and agreement about the admission and appropriate sharing % aareement then admit to paediatric ward
of management by the adult/speciality on the paediatric wards? 9 P '

Yes

Arrange admission to paediatric ward.
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Annex 6

Monitoring and Review Form — Transition and Handover

Health Board or Trust:

Health Board or Trust Lead
Contact:

Health Board or Trust Chief
Executive:

Date Monitoring and Review Form
Submitted to the Welsh
Government:

Date Monitoring and Review Form
Issued to Health Board or Trust:

Question

Response

Health Boards and Trusts should have a clear accountability and
delivery mechanism in place for ensuring implementation of the

transition and handover guidance across all healthcare settings,
which reports to the Board. Do you have a mechanism in place?

Have you designated a Transition and Handover Senior Lead
with accountability for ensuring implementation and quality of the
transition and handover guidance across all primary, secondary,
tertiary and community services?

Every child and young person transferring from children to adult
services should have a documented Transition and Handover
Plan (THP), or equivalent. Have these been implemented within
the Health Board and Trust?

Are there Transition and Handover Named Workers identified
and appointed from the NHS Body’s children’s or adult services to
support the transition and handover of healthcare for every child
and young person?

What monitoring arrangements are in place in your Health Board
or Trust?

Health Boards and Trusts should have a mechanism to capture
the child and young person/family/carer impression of the
transition and handover process after 6 months and 12 months to
help inform future service provision. In addition, a mechanism to
capture how many people have made a representation under
Putting Things Right. Do you have a mechanism in place?

How often do you monitor and review in relation to quality and
effectiveness, patient satisfaction, activity?
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Annex 7
Useful resources

Children and young people’s National Participation Standards to help
organisations and individuals make sure the process, quality and experience of
all work involving the participation of children and young people (Children in
Wales)

Children in Wales | National Participation Standards

Supporting transition to adulthood for young people with life-limiting and life-
threatening conditions (Together for Short Lives)
Transition to Adult Services Pathway from Together for Short Lives

Transition from children’s to adults’ services for young people using health or
social care services (NICE) February 2016
http://nice.org.uk/guidance/ng43

Transition from children’s to adults’ services, Quality standards (NICE)
December 2016
http://nice.org.uk/quidance/qs140

Transition to adult services and links to CYP voice (RCPCH)
Transition to adult services | RCPCH Younq people's experiences of health
transition | RCPCH

Voices from CYP with a long term condition as part of the Epilepsy12 national
audit (RCPCH)
Epilepsy12 &Us - voices from the RCPCH &Us network | RCPCH

Support for parents/professionals on hidden health needs created by parent
(RCPCH)
Hidden health - a parent-led card and toolkit | RCPCH

From the pond into the sea - Children’s transition to adult health services (Care
Quality Commission) June 2014
https://www.cqc.org.uk/sites/default/files/CQC_Transition%20Report.pdf

Being me - supporting children and young people (RCPCH)
Being me - supporting children and younq people | RCPCH

Emoji card game (RCPCH)
Emoiji card game | RCPCH
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1. Introduction

Improving the emotional and mental health for people of all ages is a key priority for the
Welsh Government. In particular, Welsh Government recognises the priority to ensure
that children and young people receive timely care and treatment to prevent more
serious mental ill health in later life. This should ensure a positive effect on the personal,
social and educational attainment of the young person. This tenet is central to the all-
age mental health strategy for Wales, Together for Mental Health (2012).

Some young people will experience mental health problems and milder mental illnesses
that are time limited, requiring support but which are not likely to need ongoing input.
However, for some young people their mental iliness will be much longer term or even
a lifelong condition. Itis often in late adolescence that some of the most serious mental
illness occurs, such as psychoses. Approximately 50% of people with enduring mental
health problems will have symptoms by the time they are 14.

For those young adolescents with enduring mental illness the need for ongoing support
and care from childhood into adulthood is vital. Given that many major disorders emerge
in the mid to late teens, a good transition is critical for mental health disorders. (T4ACYP
— Good Transition Guidance, 2016).

This Betsi Cadwaladr University Health Board (BCUHB) policy describes the processes
to be followed when a young person within Specialist Children’s Mental Health Services
(S-CAMHS) requires continuing care from Adult Mental Health Services (AMHS).
Depending on individual circumstances the transition of care may be between S-
CAMHS and AMHS or/and involve transfer to other specialisms within BCUHB (e.qg.
adult forensic services, specialist eating disorder services or substance misuse
services).

Adolescence is a period of intense change for young people. The move from Specialist
CAMHS to AMHS is likely to coincide with other transitions, and good practice in this
area will consider young people’s social, educational and employment needs.

Service transition from S-CAMHS to AMHS can be improved by planning early,
listening to young people, providing appropriate and accessible information to
young people, and focusing on outcomes and joint commissioning.

This policy is designed to ensure a smooth transition of care across services.

Please note:
Where the term ‘care plan’ is referred to in this document, it relates to a primary care plan and
a care and treatment plan depending on the individual patient.
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2. Aims and Objectives

This policy outlines mechanisms for the optimal transition for young people from S-
CAMHS to AMHS. The aims of which are outlines in the following principles:

2.1 To ensure continuity of care and the needs of the young people are central to
protocol and service development regarding transition.

2.2 To deliver effectively managed transition, consideration given to planning and
transfer of the care of a young person should be efficient, effective and timely to
meet the mental health needs of young people especially the importance of working
collaboratively between services.

2.3 Transfers of care and treatment from one service to another is as smooth as
possible for the young person. S-CAMHS, AMHS and specialist services should
share knowledge and skills between the staff to enable this to happen. This will
involve a period of transition with services working together to ensure continuity of
care/treatment via seamless transfer of care responsibility. BCUHB have adopted
the Welsh Government ‘Transition Passport’ (Appendix F) as a tool, which aids the
young person and their clinicians/care coordinators in the process of transferring
care.

2.4 The Transition Passport will be the means to document transition planning. This
transition plan should involve the young person and carers and should be embedded
in the individuals Mental Health Measure (Wales) care and treatment plan/primary
care plan. The importance of effective working relationships between services
should be emphasised through this process.

2.5 This policy guides the clinicians/care coordinators in identifying actions that should
be taken in the short, medium or long term to achieve a seamless and meaningful
transition between services to improve mental health outcomes for young people.

2.6 38% of S-CAMHS users said flexibility over the age young people move to AMHS
was the most important way to improve the transition. This is reflected in the
Transition Protocol (Appendix A). The timing of transition should be determined by
the needs of each individual young person and the time at which planning for
transition starts will vary depending on the number of services involved. For most
young people within S-CAMHS transition to AMHS would commence at the age of
seventeen and a half, so that the transition is completed by their 18™ birthday.

2.7 There should be robust systems in place so that there are no delays in young people
accessing AMHS, to ensure that these young people do not fall through any gaps in
services. A monthly transition-planning meeting held in each local authority area
will play a key role in monitoring and coordinating transition.
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2.8 To provide a young person-centred transition which is timely, and that a proactive

approach is taken to prevent any continuing mental health needs from escalating.

2.9 The role of the S-CAMHS clinician/care coordinator will include the important role of
supporting and guiding the young person in identifying the role of their family/carer
in the transition between services. It is acknowledged the stage of transition from
adolescence to adult-hood can be complex, they developmental and relational
processes, which contribute to the young person’s mental health and emotional
wellbeing, should be considered and a record of the young person’s wishes must
be recorded.

2.10There should always be the option of a period of joint working with CAMHS and
AMHS in order to carry out a smooth transition process, emphasis of effective
collaborative working relationships between services is a priority.

2.11This policy when implemented should reflect anti-discriminatory and anti-oppressive
practice. Any services, interventions or action must take into account any needs
arising from ethnicity, race, gender, culture, age, religion, language, communication,
sensory impairment, disability and sexuality.

2.12To ensure regular consultation and involvement of the young person and
family/carer/advocate on the transition process.

2.13 Appropriate communication to other professions involved in the on-going care of the
young person following transition, including partner agencies.

2.14The transition process will be wundertaken by the named clinical/care
coordinator/primary care practitioner involved from S-CAMHS and AMHS.

2.15Liaison and communication with the multi-disciplinary team/appropriate agencies in
order to arrange the provision of appropriate services following transition. This must
include timely referrals to other agencies if appropriate.

2.16 Where there are issues with young people disengaging with AMHS after transition
has been completed CAMHS should assist with effort to re-engage them.

2.17This policy aims to provide a process which promotes the principles of ‘best
outcome’ for young people.
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3. Children and Young People’s Continuing Care Guidance
(WELSH GOVERNMENT 2016) ON TRANSITION

Transition should not be based on an arbitrary age; rather the individual needs of the
young person should be paramount. As such S-CAMHS should be able to continue
working with young people past age 18 years. AMH services should be able to extend
down to age 16 and 17 years (as they did prior to 2012) when considered appropriate
and in the best interests of the young person.

It must be made clear to young people and their parents/carers as to why a transition is
deemed necessary. There should be a period of joint working between S-CAMHS and
AMH services leading up to, and for an agreed period after transition has occurred,
emphasising continuity of care.

The young person should not feel they are being pushed into services which are
unfamiliar to them without support. A ‘trusted’ contact should be available within S-
CAMHS for a reasonable period as the young person builds on relationships with
clinicians in Adult Services who will be providing their care.

Information should build on existing care and treatment planning arrangements and
prompt engagement. It should explain:

e the process
¢ the young person’s rights and what they can expect during transition
e what to expect from adult mental health services in relation to ongoing care

Communication methods should be clearly set out, understood and agreed by all parties.
The young person should not have to repeat their story time and again when transition
is being considered. During care and treatment planning, they should be engaged and
encouraged to develop their own ‘Passport’ of information to help smooth the process.
Equally the individual in transition (and their carers) should know how they can raise
concerns if they feel the process is not being adhered to, or their needs are not being
met.

Staff in adult mental health services should be aware of the developmental stage of the
young person moving into the service. This may require additional training for some
staff.

Health boards should have standard of governance arrangements in place to plan for
individual transitions and report periodically on the effectiveness of arrangements both
internally and to the wider public and Welsh Government.

Prior to discharge, any person detained under the Mental Health Act, and their
family/guardians, should be made aware of their entitlement to S117 aftercare, and what
this means.
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All young people cared for in secondary care under the Mental Health Measure (MHM),
are entitled to self-refer themselves back under part 3 of the act to the service for up 3
years after discharge.

4. Criteria for Consideration of Transition of a Young Person to Adult Mental
Health Services

41.1

4.1.2

The young person has continuing Mental Health needs which may continue
into adulthood

Young person detained under the Mental Health Act (MHA) 1983 (amended
2007) in secure care environments

4.2 There are particular groups of teenagers and young adults who are at much higher
risk of developing mental disorder, and who are therefore also at higher risk of
transition problems. They include:

42.1

4.2.2

4.2.3

4.2.4

4.2.5

4.2.6

Looked after children, who are at five-fold increased risk of any childhood
mental disorder and four to five fold increased risk of suicide attempt as an
adult (Meltze et al 2013).

Children with learning disability, who have a 6.5 fold increased risk of mental
health problems (Vinnerljung et al, 2006).

Children with special educational needs, who have an increased risk of
conduct disorder (Emerson & Hatton, 2007).

Children with physical illness, who have an increased risk of emotional and
conduct disorder (Parry-Langdon, 2008).

Homeless young people, who are at an eight-fold increased risk of mental
health problems if living in hostels and bed and breakfast accommodation
(Stephens, 2002).

Young offenders — young men in custody age 15-17 are at 18-fold increased
risk of suicide (Fazel et al, 2005).

4.3 Most mental ilinesses have their origins in the teenage years. The years 16-18 are a
particularly critical period of vulnerability to mental iliness, as well as a period of major
physiological, emotional and social change in the young person’s life. It is particularly
important that care remains consistent and uninterrupted throughout this time of
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heightened vulnerability. Therefore, consideration must be given to what is in the best
interest of the young person’s mental wellbeing, whilst not unduly delaying transition.

4.4 The key principles and values for consideration when contemplating transition are:

e Listen to young people

e Transition focussed on need not a line in the sand

e Be person centred

e Emphasise better communications between all parties

e Emphasis on effective working relationships

e Clearly and consistently describe where the boundaries between services lie
and avoid then being seen as hurdles

e Emphasise continuity of care

e Bring together the appropriate skills, experience, expertise and attitudes to
meet young people’s needs and well planned care (Williams, 2009)

e Clear, chronological record keeping of the transition process

e Safeguarding consideration should be afforded in all cases, with a view for
additional support from Corporate Safeguarding (Child or Adult) Department
when necessary.

e Careful consideration should be afforded in establishing the timeline for
transition, including joint appointment; safe period between appointments; 15t
appointment; shared risk assessment etc. These need to be overtly discussed
and agreed at the locality Transition meetings.

4.5 There may be instances where S-CAMHS primary care practitioners commence
working with a young person when approaching their eighteenth birthday. It is
recognised that these young people will not have a care coordinator or a care and
treatment plan. However, it is good practice for AMH primary care to be aware of these
young people and to commence joint working if appropriate, following dialogue with S-
CAMHS primary care.

5. Pathway for Transition from S-CAMHS

5.1 The pathway for Transition from S-CAMHS included the following steps:
e Discussion with young person and family/Guardian
e Discussion and planning with Adult Services
e Preparation of young person and family/Guardian for transition
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e Joint meeting with Adult Services

e Period of joint working

e Discharge

e Joint working to re-engage if necessary

Discussion with the young person and family/Guardian — CAMHS worker should start
to discuss with the young people they work with whether they may need mental health
services past the age of 18 well in advance of transition

e From 14 years old for SOME young people with severe, enduring complex
needs where it is almost certain they will need adult services post 18; e.g. in a
joint funded residential placement; even if the young person won’t get to meet
their care coordinator until around 18 years old; their care will be discussed and
recorded in one of the monthly transition meetings

e ALL 16 year olds with a Care and Treatment Plan (Secondary Care under the
Mental Health Measure)

e ALL 17 year olds open to CAMHS. Many of these won’t need transition to AMH
and so won’t be taken to a monthly transition meeting

e 17+ new referrals or previously thought not to need transition to AMHS

Discussion and planning with AMHS — All young people thought to need transition to
AMHS will be presented at a Monthly Transition Panel meeting held in each local
authority area. The purpose of this meeting will be to identify which service the young
person may need to transition to and to set an appropriate date for the young person
to meet their new care coordinator. This date will be determined by the individual
needs of the young person. It will usually be during the young person’s 18" year in
order that transition can be completed by their 18" birthday but in exceptional
circumstances it may be as early as 15 years old or as late as 20 years old. A register
will be kept of the young people approaching transition and the anticipated dates of
transition. The meeting will also identify other processes for transition that need to be
engaged with (e.g. with education, funding issues, social services). The members of
the meeting from AMHS need to be in a position to be able to make decisions about
allocating care coordinators. The transition meeting will have processes to ensure the
relevant referral information and the Care and Treatment Plan has been forwarded to
the Adult Single Point Of Action (SPOA) in a timely manner. The SPOA meeting will
allocate an Adult Care Coordinator and inform the transition meeting. This meeting will
provide a platform for services to work together for a common goal.

Preparation of a young person and family for transition — After establishing the
anticipated transition date the CAMHS transition worker/Care Coordinator will help
prepare the young person and family for the transition to another service. The key tool
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for doing this will be the Transition Passport. The first 15 pages of this will be
completed by S-CAMHS prior to meeting the Adult Care Coordinator. The S-CAMHS

worker will set up a date with the Adult Care Coordinator for the first joint meeting.

At a joint meeting with AMHS — The S-CAMHS transition worker/care coordinator will
attend an initial meeting with the AMHS care coordinator to introduce the young person
and review the transition passport. This will start a period of planning for transition and
completion of the Transition Passport document.

Period of Joint Working — The young person, their family, S-CAMHS and AMHS will
carry out an agreed period of joint working including updating the Care and Treatment
Plan and handing over Care Coordination responsibility. Depending on individual
circumstances this may involve joint appointments, parallel appointments, completion
of specific pieces of work or consultation between professionals as identified in the
Transition Passport. This period of transition, outlined in the principles of transition in
section 4.4, this will see responsibility for care and support gradually transferred from
S-CAMHS to AMHS.

Discharge. The young person will be discharged from S-CAMHS after the period of
joint working and all relevant parties informed.

Joint working to re-engage if necessary. If a young person disengages with the new
AMHS during the period of joint working or within 12 months of discharge from S-
CAMHS the AMHS should contact S-CAMHS to seek assistance in re-engaging with
the young person

Linking with other transition arrangements. For young people involved with the
Learning Disability Service as well as S-CAMHS, planning may begin sooner for
complex cases. Reference should be made to the Learning Disabilities Services
Transition Procedures within the Learning Disabilities Operational Policy and the Local
Authority Transition policies. Children and young people with a learning disability will
have a pre-existing multi-agency transition plan and the S-CAMHS/AMHS transition
plan should link into this. In the case of young people transitioning within medium
secure services discussion will take place between the Care Coordinator, gate-keeping
clinician, Welsh Health Specialised Services Committee (WHSSC) S-CAMHS
Manager and WHSSC adult services manager

In some circumstances extensive periods of joint working and detailed Care and
Treatment Planning may not be necessary. For example young people who are very
stable on well-established Attention Deficit Hyperactivity Disorder (ADHD) medication
regimes may need to transfer to an adult psychiatrist to oversee their medication
because of licensing regulations. Such cases should nevertheless be logged by the
transition pathway
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5.11 If appropriate involve an advocate to enable them to negotiate appropriate care in

young adulthood, and to have well planned service transition

5.12 Where a young person is not transferring to AMHS: not all young people will
require transition to AMHS from S-CAMHS, S-CAMHS clinicians/care coordinators will
establish this over a period of time/dialogue with the young person and family/carers
(where appropriate). If S-CAMHS do not deem transition necessary or the young
person declines transition to AMHS or specialist services, written information will be
provided on how to access help and advice in the future, including how to self-refer to
secondary mental health services in line with part 3 of the Mental Health Measure
(Wales). Additionally, when young people are ambivalent about transition S-CAMHS
clinicians/care coordinators will support young people and family/carers (where
appropriate) in their decision making, and where appropriate assist the young person
through a period of engagement with AMH or/and specialist services

5.13 Discharge from S-CAMHS will be as per the discharge procedure

6. Governance Arrangements to Monitor this Policy
To ensure that this policy meets the needs of our clients the policy will include a
continuous service user’s feedback mechanism, to regularly gain the views of the clients
who have been through the transition process. Twelve months after the date set by the
transition meeting for the first joint meeting with the S-CAMHS and Adult Care
Coordinators, the Transition meeting will ensure that the client receives a questionnaire
and will encourage them to complete it. Feedback will be given to teams and any
identified recommendations will be shared with the Regional Service Boards for S-
CAMHS and the Divisional Operational Team and Divisional Leadership team in AMH.

7. Training and Induction

Following ratification of this policy training will be offered to all S-CAMHS and AMH
clinicians/care coordinators on this policy and utility of the ‘Transition Passport’, to
ensure they are all aware of their responsibilities. The training will be carried out jointly
between two services to encourage collaborative working across the teams. The
training will form part of the Mandatory Mental Health Measure training provided
biennially. All new staff joining either service will be introduced to this policy as part of
their local service induction programme via the mandatory training.
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10.Appendices

Appendix A: Transition Protocol between S-CAMHS and AMHS and Specialist
Mental Health Services

BCUHB TRANSITION PROTOCOL from
S-CAMHS to AMH CMHT or/and Specialist Service

4

s-cAMHs DISCUSS WITH YOUNG PERSON / family -

Is a mental health service likely to be needed post 18?

) 4

Monthly TRANSITION MEETING (Team Managers) to decide...

e |IF Adult service likely to be needed
e  WHEN YP should meet their CC for the first time

e WHETHER additional an multi-agency transition planning forum is needed (e.g. LAC /

Education)

PREPARATION for Transition by CAMHS worker

e Continues current work
e Discusses transition

e Completes up to page 15 of TRANSITION PASSPORT

A 4

JOINT MEETING with new Care Coordinator — TRANSITION PASSPORT brought along

¥

Completion of TRANSITION PASSPORT

Period of JOINT WORKING for up to 12 MONTHS

CAMHS accessible to assist with re-engagement if necessary
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Explanatory notes

TIMING

WHEN DO THE INITIAL TRANSITION DISCUSSIONS AND TEAM MANAGER MEETINGS TAKE PLACE?

From 14 years old for SOME young people with severe, enduring complex needs where it is almost certain they
will need adult services post 18; e.g. in a joint funded residential placement even if the young person won’t get to
meet their care coordinator until around 18 years old; their case will be “flagged” and recorded in one of the
monthly transition meetings.

ALL 16 year olds with a CTP

All 17 year olds open to CAMHS. Many of these won’t need transition to AMH and so won’t be taken to a monthly
transition meeting

17+ new referrals or previously thought not to need transition to AMH
WHEN DOES THE YOUNG PERSON MEET THEIR NEW CARE COORDINATOR?

Depends on presentation, needs, clinical service indicated - between 16-20years. This will be negotiated at the
monthly transition meeting.

WHEN IS TRANSITION COMPLETED?

WG guidance suggests transition should usually be completed by 18" birthday but, as above, it depends on what
best fits the young person. Joint working may continue for 12 months. Some young people will need a lot of joint
work (e.g. complex cases, with high level of need) for other young people minimal joint working would be
needed (e.g. transfer of uncomplicated stable ADHD prescribing).

CAMHS may assist with re-engaging a young person who loses contact with the adult service for up to 12 months
after transition has been completed

The experience of YP should be...

e CAMHS worker discusses the idea of transition to another service and | agree that they
should explore this

e CAMHS worker tells me when | will get to meet my new CC — the timing of this will be
based on what fits best for me

e CAMHS worker discusses transition issues with me and starts my transition passport

e | meet my new CC with my CAMHS CC, we review my transition passport and make a plan

e For a period of time | work with both my CAMHS and Adult CC, sometimes with joint
meetings

e |saygoodbye to my CAMHS CC

e There will be additional steps for special populations (forensic, LD, in-patient) but the
protocol should apply to all groups
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Appendix B: Referral for Transition of Care from S-CAMHS to AMHS

,&\ GIG Bwrdd lechyd Prifysgol

CYMRU | patsi Cadwaladr

L=
\~'/ N HS University Health Board
WALES

Referral for Transition of Care from S-CAMHS to AMHS

Dear AMH SPOA Team

Name: DOB:
Hospital Number: MHA Status:
Address &

Postcode:

Details of case including medication:

Attachments to be included:

CTP/Primary Care Plan:

Risk Assessment:

Referrers Details:

Name & Designation: Base:

Telephone Number: Email:

Date of Referral:
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/Q\ GIG Bwrdd lechyd Prifysgol

Y | Betsi Cadwaladr
/ S University Health Board
WALES

Transition from S-CAMHS to AMHS - Information
details

Transition from S-CAMHS to AMHS — Information Details

Name:

Address:

Postcode:

S-CAMHS Practitioner Involved:

Name:

Base:

Keyworker for Transition:

Name:

Base:

Name:

Base:

Other Agencies Involved:

Name:

Base:

Name:

Base:

Name:

Base:
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Fersiwn 3:

Hospital No:

Home Tel No:

Mobile Tel No:

GP:
Address:

Designation:

Tel No:

Designation:

Tel No:

Designation:

Tel No:

Designation:

Tel No:

Designation:

Tel No:

Designation:

Tel No:
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AMH Practitioners:

Name: Designation:
Base: Tel No:
Name: Designation:
Base: Tel No:
Name: Designation:
Base: Tel No:

Form Completed by S-CAMHS Key Worker

Name: Signed:

Date:
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Transition from S-CAMHS to AMHS Log of Actions

\ GIG Bwrdd lechyd Prifysgol
CYMRU

d~7o YHR Bet'si Cédwaladr
/ N ) | University Health Board

Transition from S-CAMHS to AMHS

Log of Actions

Action/Activity

Age of Young
Person

Practitioner details
Date & Signature

Potential transition to adult services discussed with
young person and family

Transition plan agreed detailing timeline

Referral letter to AMH/Gate Keeping Clinician (copy

enclosed in file)

If appropriate referral to advocate (copy enclosed in
file)

S-CAMHS and AMHS initial planning meeting

Meeting with S-CAMHS/AMHS and young
person/family advocate. At least 1 meeting but

several may be required (clinical judgement)

Arrange agreed date for handover to AMHS

Discharge from S-CAMHS as per discharge

checklist case note transfer
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Appendix E: Transition from S-CAMHS to AMHS Record of Meetings/contacts

\ G IG Bwrdd lechyd Prifysgol
d\?@ CYMRU | patsi Cadwaladr
/ % H ) | University Health Board

Transition from S-CAMHS to AMHS

Record of meetings/contacts

Name of practitioner/s:

Date of contact:

Present at meeting:

Record of discussions D Transition plan | Detailed timeline [
Signed: Designation:
Print: Date:
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Contact Details

S-CAMHS WEST (Arfon, Merionedd & Dwyfor, Ynys Mon)

CAMHS

Talarfon

Holyhead Road

Bangor

Gwynedd, LL57 2EE (Tel 03000 850037)

S- CAMHS CENTRAL (Conwy, Denbighshire, North Wales Adolescent Service
[NWAS], FACTS)

Conwy S-CAMHS

Mostyn Suite

Llandudno Hospital

Llandudno

Conwy, LL30 1LB (Tel 03000 851949)

Denbighshire S-CAMHS

15t Floor

Royal Alexandra Hospital

Rhyl

Denbighshire, LL18 3AS (Tel 03000 856026)

NWAS

Abergele Hospital Site

Llanfair Road

Abergele, LL22 8DP (Tel 01745 448700)

FACTS (Forensic Adolescent Consultation Treatment Service)
North wales Adolescent Service

Abergele Hospital Site

Llanfair Road

Abergele
Conwy, LL22 8DP (Tel 01745 448753)
S-CAMHS EAST (Flintshire, Wrexham)

Flintshire S-CAMHS

Catherine Gladstone House

Hawarden Way

Mancot

Flintshire, CH5 2EP (Tel 03000 859212)

Wrexham S-CAMHS

Child Health Clinic

Wrexham Maelor Hospital

Wrexham, LL13 7TD (Tel 01978 725242)
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AMHS West

Arfon Community Mental Health Team
Hergest Unit
Bangor, LL57 2AN (Tel 01248 363470)

South Gwynedd

Ysbyty Alltwen

Tremadog

Gwynedd, (Tel 03000 850027)

Ynys Mon

Ynys Mon CMHT

Ysbyty Cefni

Llangefni

Anglesey, LL77 7PP (Tel 03000 853155)

AMHS Central

Tim Dyffryn Clwyd
Middle Lane
Denbigh, LL16 3UR (Tel 0300 0850041)

Hafod CMHT
Beechwood Road
Rhyl, LL18 3EY (Tel 03000 856282)

Conwy Community Mental

Health Service

Nant Y Glyn MHRC

Nant Y Glyn Road

Colwyn Bay, LL29 7PY (Tel 03000 850049)

AMHS East

Ty Derbyn WMH
Croesnewydd Road

Wrexham, LL13 7TD (Tel 0300 085 8000)
Resource Centre

Pwll Glas Road

Mold, CH7 1RA (Tel 0300 085 00071)

Aston House CMHT
Deeside Community Hospital

Plough Lane

Aston

Deeside, CH5 1XS (Tel 0300 085 8999)
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Atodiad F:  Pasport Trawsnewid

In partnership with

Credwch

and Young People mewn p}ant
Believe in

children

/1 Barnardo’s
Cymru

Together for Children

Law yn Llaw at Blanti‘kﬂ:\
A Phobl Ifanc

PASPORT
TRAWSNEWID

UNIGOLYN IFANC
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Cyflwyniad i'r Cynllun Trawsnewid
Arweiniad i Bobl Ifanc

Beth yw'r Cynllun Trawsnewid?

Gan eich bod ar fin cael eich rhyddhau o Wasanaethau arbenigol lechyd Meddwl
Plant a Phobl Ifanc (sSCAMHS), mae'r cynllun hwn yn ffordd o'ch helpu i symud
ymlaen i gael gwasanaethau gan Wasanaethau lechyd Meddwl Oedolion (AMHS).

Sut mae'n gweithio?

Bydd gweithiwr trawsnewid yn cael ei ddyrannu i chi a byddwch yn cyfarfod ag ef/hi
tra rydych dal i gael gwasanaethau gan sCAMHS. Byddant yn gweithio gyda chi
I'ch helpu i lunio eich Cynllun Trawsnewid eich hun. Bydd y cynllun yn dilyn ymlaen
o'ch Cynllun Gofal a Thriniaeth sSCAMHS a bydd yn cael ei arwain gennych chi.
Bydd eich gweithiwr trawsnewid yn eich helpu i nodi yn y cynllun bob agwedd yr
ydych chi'n ei ddynodi sy'n bwysig i chi, eich bywyd a'ch gofal a'ch triniaeth.

Rydym yn cydnabod, fel bywyd, efallai y bydd angen i'r cynllun ymgorffori llawer o
bethau eraill ar wahan i'‘ch gofal a thriniaeth feddygol. Bydd eich gweithiwr
trawsnewid yn eich helpu i ddod o hyd i'r gofal a'r driniaeth briodol a chymorth gan
asiantaethau eraill os oes angen ar yr adeg briodol. Bydd y cynllun yn ddeinamig a
heb os yn newid dros amser wrth i chi newid. Bydd pawb sy'n bwysig i chi yn ystod
eich cyfnod trawsnewid yn cael cyfle i weithio o fewn eich cynllun, gan helpu i
gyflawni eich nodau gyda'ch caniatad.

Bydd eich gweithiwr trawsnewid yn gallu mynd drwy'r cyfnod trawsnewid gyda chi.
Byddant yn defnyddio’'ch cynllun i roi cymorth a chyngor i chi, gan eich helpu i
gymryd camau yr ydych wedi cytuno sy'n bwysig, ar eich cyflymder chi.

Mae'r cynllun yn cynnwys yr adrannau canlynol:

Amdanafi - yn yr adran hon byddwch yn rhannu manylion allweddol amdanoch
chi eich hun gan gynnwys beth yw'r materion allweddol i chi, beth sydd wedi
gweithio’'n dda i chi, eich cas bethau, eich cryfderau a'ch heriau.

Fi Mynegiannol a Chreadigol - pethau rydych chi'n eu hoffi, pethau sy'n bwysig i
chi a all eich helpu chi i fynegi'ch hun, megis ysgrifennu, tynnu llun, diddordebau.

Mwy i Mi - mae hwn wedi'i rannu'n rhannau ac yn rhoi cyfle i chi nodi themau
allweddol yr ydych yn teimlo eich bod angen mwy o gefnogaeth gyda nhw a sut,
gyda chymorth, allwch chi wneud cynnydd ym mhob maes.
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Gofynnir cwestiynau penodol i chi ym mhob maes sy'n gysylltiedig ag agweddau
pwysig ar eich bywyd, megis llety, lles corfforol, cyllideb gyda'r bwriad o osod
nodau.

Pobl yn eich bywyd - wrth ddod yn oedolyn, byddwch yn dewis pwy sy'n rhan o'ch
triniaeth a'ch adferiad. Yn yr adran hon byddai'n dda dynodi ffynonellau o bobl
gefnogol a sut allent nhw chwarae rhan yn eich adferiad ac o bosibl pobl i'w hosgoi.

Cynllun Trawsnewid - Bydd gosod nodau yn yr adran Mwy i Mi, yn eich helpu i
adnabod eich cynllun a'ch ffordd ymlaen, dan eich arweiniad chi gyda chefnogaeth.
Efallai y bydd adegau pan fydd angen cynnwys asiantaethau neu sefydliadau eraill
I'ch cefnogi ymhellach gyda phethau penodol. Mae ffurflen gydsyniad ynghlwm i
adael i chi eu hawdurdodi i gael mynediad at ddarnau perthnasol o wybodaeth.

Crynodeb o apwyntiadau - bydd hyn yn cofnodi pob apwyntiad angenrheidiol.
Mae'n cynnwys gofod am wybodaeth allweddol a fydd yn eich helpu i ddynodi os
yw'r apwyntiad o fudd, a sut ydych chi'n dymuno gwella.

Cynllun Gweithredu AMHS - yn ystod y trawsnewid bydd y wybodaeth yn eich
pasport yn helpu i lywio eich llwybr gofal a thriniaeth AMHS newydd. Bydd hyn yn
parhau i gael ei gasglu, gan weithio ochr yn ochr &8 AMHS o bosibl. Bydd cyfleoedd
rheolaidd i stopio ac i adolygu ble rydych wedi cyrraedd a beth sydd wedi newid.

Beth os - bydd yr adran hon yn rhoi trosolwg byr i chi o bethau all ddigwydd a fydd
yn effeithio ar eich trawsnewid.

Bydd llawer o ddolenni cyswllt i chi gael mynediad at wybodaeth am ganllawiau
trawsnewid a sut i wneud cwyn os bydd angen. Byddwch yn cael eich cefnogi ar
bob cam o'r ffordd drwy'r cyfnod trawsnewid.
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Parchwch fod y ddogfen hon yn breifat ac yn gyfrinachol...
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Amdanafi......

Enw a ffafrir:

Enw Cyfreithiol:

Dyddiad Geni: Rhyw: Ethnigrwydd:

Cyfeiriad:

Cyfeiriad Arall: (h.y cyfeiriad prifysgol a dyddiadau tymor)

Rhifau Ffén CyswilIt:

CyswlIt mewn argyfwng:

Cyfeiriad E-bost:

Rhif GIG:

Enw'r Cydlynydd Cynllun Gofal a Thriniaeth CAMHS:

Manylion cyswllt:

Dyddiad Cynllunio Rhyddhau: Dyddiad Dechrau'r Trawsnewid:

Enw'r Gweithiwr Arweiniol Trawsnewid:

Manylion CyswlIt:
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Amdanaf i (Parhad)....

Materion allweddol o Fy Nghynllun Gofal a Thriniaeth CAMHS:
(cynnwys triniaeth a therapiau a gyda phwy)

Hoff bethau: (Beth sy'n gweithio'n dda) | Cas bethau: (Cynnwys sbardun)

Cryfderau: Heriau:
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Fi Mynegiannol, Creadigol....
(Pethau sy'n dda ac rwy'n eu mwynhau yn fy mywyd)
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Mwy i Mi...
(Beth hoffwn wybod amdanaf i)

Fi Corfforol
(bod yn iach ac yn actif, bodloni fy anghenion sylfaenol megis tai/arian, fy
nghyfrifoldebau)

Pethau rwy'n eu
gwneud yn dda
(cryfderau)

Nodau
(Beth mae angen i
mi ei wneud?)

Pwy all fy helpu?

Sut?

Erbyn Pryd?
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Fi Emosiynol
(fy mherthynas, sut rwyf yn meddwl am bethau/pobl)

Pethau rwy'n eu
gwneud yn dda
(cryfderau)

Nodau
(Beth mae angen i
mi ei wneud?)

Pwy all fy helpu?

Sut?

Erbyn Pryd?
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Fi Cymdeithasol
(pethau rwy'n eu gwneud, ble rwy'n mynd)

Pethau rwy'n eu
gwneud yn dda
(cryfderau)

Nodau
(Beth mae angen i
mi ei wneud?)

Pwy all fy helpu?

Sut?

Erbyn Pryd?
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Fi Cynhyrchiol
(gwaith, addysg, hyfforddiant, gwirfoddoli)

Pethau rwy'n eu
gwneud yn dda
(cryfderau)

Nodau
(Beth mae angen i
mi ei wneud?)

Pwy all fy helpu?

Sut?

Erbyn Pryd?

Pobl sy'n fy mywyd...
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(rhestrwch bobl gadarnhaol a chefnogol ac unrhyw bobl eraill nad ydynt yn

gefnogol ond sydd neu sydd wedi bod yn arwyddocaol yn eich bywyd
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Os mai chi yw'r canol, defnyddiwch y map eco i ddynodi ble mae pobl yn ffitio o'ch
cwmpas, gan nodi:

- Gan bwy rydych yn cael y mwyaf o gefnogaeth, a

- Pa mor bwysig yw pobl i chi o ran eich adferiad/lles.

Gall yr ymarfer hwn gael ei ddefnyddio i archwilio newidiadau mewn perthnasau.
Gellir hefyd ei ddefnyddio i fesur cynnydd a'i adolygu mewn sesiynau diweddarach.
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Cynllun Trawsnewid

Sut rwyf eisiau fy nyfodol edrych....
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Arweiniad ar apwyntiad...

Trafododd pobl ifanc eu hanawsterau yn ystod apwyntiadau ac ymgynghoriadau
gan gynnwys ofn, rheoli disgwyliadau ac eisiau gwybod mwy am yr hyn mae
gweithwyr proffesiynol yn ei wneud.

Gall gweithwyr proffesiynol ddefnyddio'r tudalennau hyn i gyflwyno'u hunain i chi ac
i nodi'n benodol pa wasanaeth / ymyriad maen nhw'n ei gynnig. Gellir eu cwblhau
cyn apwyntiadau neu gellir eu llenwi gyda chi fel pecyn i drafod yr opsiynau
triniaeth sydd ar gael.

Ar waelod pob manylion cyswilit mae ffurflen ganiatad y gellir ei gwirio os ydych chi
eisiau rhannu eich gwybodaeth gydag unrhyw unigolyn neu dim arall er mwyn cael
cymorth neu ymyrraeth bellach. Bydd hyn yn sicrhau nad oes rhaid i chi ailadrodd

eich stori.
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Gweithiwr Proffesiynol, atebwch y canlynol...
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Apwyntiadau
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Cydsyniad i rannu gwybodaeth

Sylwer: Bydd angen i chi gwblhau'r ffurflen hon os ydych chi'n fodlon i'‘ch
gwybodaeth neu rannau o'ch gwybodaeth gael ei rhannu. Os nad ydych yn rhoi
cydsyniad, ni ellir rhannu gwybodaeth bersonol amdanoch chi gydag unrhyw
wasanaeth arall, oni bai bod risg difrifol o niwed.

Enw: DYDDIAD GENI: ..o

Rwy'n ymwybodol y caiff y wybodaeth hon ei storio, ei rhannu a'i
defnyddio at ddibenion darparu gwasanaethau i mi. Cytunaf i'r wybodaeth
hon gael ei rhannu a'r rhai a restrir isod neu eu casglu ganddynt:

1. o  Gwybodaeth i gyd/rhannau penodol:
2. o  Gwybodaeth i gyd/rhannau penodol:
3. o  Gwybodaeth i gyd/rhannau penodol:
ENW: ..
Dyddiad
Llofnod:......cconmi e
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Cynllun Gweithredu lechyd MeddwlI i Oedolion...

Efallai eich bod erbyn y cam hwn yn meddwl am y trawsnewid a beth yn union
mae'n ei olygu. Bydd y broses trawsnewid yn cael ei arwain gennych chi ac yn
symud ymlaen ar eich cyflymdra chi. Bydd cysylltiadau cychwynnol i wasanaethau
iechyd meddwl i oedolion (AMHS) yn cael eu cryfhau fel y gallwch archwilio'r bobl,
lleoedd a phrosesau cyn cwblhau'r trawsnewid. Bydd yn gwneud yn siwr eich bod
yn cael eich cefnogi, ac yn teimlo'n hyderus gyda beth sy'n digwydd nesaf fel rhan
o'ch adferiad a chanlyniadau lles hir dymor.

Nodau trawsnewid allwch fod eisiau eu hystyried:
- Cyfarfodydd trawsnewid ar y cyd rhwng sCAMHS a AMHS
- Deall beth fydd yn wahanol
- Beth fydd disgwyl i mi ei wneud?
- A fydd gennyf gefnogaeth drwy'r broses gyfan?

Nod Beth allwch chi ei | Gyda beth yr Pwy ydych chi
wneud hoffech help eisiau gofyn i’'n
helpu
Rhowch enghraifft:
Dal y bws, ymweld ag
adeiladau AMHS,
cyfarfod & staff,
ymgymryd & phrosesau
newydd)
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Pwy oedd yn rhan o roi'r cynllun hwn at ei gilydd?
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ADOLYGIAD
Bydd cyfle i chi feddwl am eich sefyllfa eto ac i wirio os:
- Rydych wedi gallu gwneud rhai o’'r pethau roeddech eisiau eu gwneud
- Rydych wedi cael yr help/gwasanaethau yr oeddech wedi gofyn amdanynt
- Mae pethau wedi gwella neu

- Mae pethau dal angen eu gwneud

Gall hyn gael ei fesur gan ddefnyddio'r Child Outcome Rating Scale (CORS) neu
offer achrededig tebyg.

http://www.coreims.co.uk/index.html

Os oes dal llawer o bethau rydych eisiau gweithio arnynt, efallai y bydd angen i chi
gael Cynllun Gweithredu newydd.
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Adolygu Cynnydd

Nod Beth sydd wedi cael ei Help rydych wedi'i gael Sut ydych chi’n teimlo'n
gyflawni awr
Cyn:
Ar 0ol
Cyn:
Ar ol
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Beth os ...
Oes gennyf argyfwng

Mewn argyfwng rwy'n gwybod y gallaf gysylltu &

Bydd eich gweithiwr trawsnewid yn eich helpu i roi eich cynllun diogelwch ar waith.
Byddant hefyd yn eich cefnogi i wneud trefniadau brys gydag asiantaethau a
gwasanaethau eraill gyda'ch cydsyniad, a chael yr help rydych ei angen pan rydych
ei angen.

Nid wyf yn trosglwyddo i AMHS

Bydd eich gweithiwr arweiniol trawsnewid yn eich helpu i weithredu rhai meysydd yr
ydych eisoes wedi dynodi cryfderau a nodau. Byddant yn eich helpu i roi gwahanol
fath o gynllun ar waith gyda'ch Meddyg Teulu a gwasanaethau gofal iechyd meddwl
cychwynnol.

Rwy'n teimlo'n well
Bydd eich gweithiwr trawsnewid yn eich cefnogi i adeiladu ar hyn ymhellach.

Rwyf eisiau gwneud cwyn

Os ydych yn anhapus gyda'ch cynllun neu angen gwneud cwyn am y
gwasanaethau sy'n gweithio gyda chi yna gofynnwch i siarad &'ch cydlynydd Gofal
a Thriniaeth. Yn dibynnu ar eich amgylchiadau byddwch hefyd yn gallu cael
mynediad at Eiriolwr Annibynnol lechyd Meddwl! (IMHA). Gall hyn fod drwy un ai
asiantaeth annibynnol neu os yw’n briodol, yn rhywbeth gall eich gweithiwr
trawsnewid eich cefnogi.

Mae mwy o wybodaeth ar gefnogaeth eiriolaeth ar gael drwy'r ddolen ganlynol;
https://www.dewis.wales/ResourceDirectory/ViewResource.aspx?id=2004
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ATODIADAU:
1. Rolau ac adnoddau

R6l fy Nghydlynydd Cynllun Gofal a Thriniaeth CAMHS a beth allaf ei ddisgwyl
ohonynt.

R6l fy Ngweithwyr Trawsnewid a beth allaf ei ddisgwyl ohonynt

ROl y Trydydd Sector

2. Dolenni cyswllt am fwy o wybodaeth (Arweiniad Trawsnewid)
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Atodiad 1
Dyletswyddau a Chyfrifoldebau

Cydlynydd Cynllun Gofal a Thriniaeth

Mae gan Fyrddau lechyd ac awdurdodau lleol ddyletswydd ar y cyd i weithredu
Rhan 2 o'r Mesur lechyd Meddwl (Cymru) 2010. Mae hyn yn nodi bod pobl sy'n
derbyn gwasanaethau iechyd meddwl eilaidd ddau hawl pwysig:

- Yr hawl i gael Cydlynydd Gofal wedi'i benodi i weithio gyda nhw i gydlynu
eu gofal a thriniaeth, a

- Yr hawl i Gynllun Gofal a Thriniaeth unigol a chynhwysfawr i helpu eu
hadferiad

Mae Cod Arfer cynhwysfawr ynghlwm &'r Mesur sy'n amlinellu beth ddylai'r hawliau
hyn ei olygu mewn arfer. | grynhoi, dylai olygu:

- Asesiad cyfannol i sefydlu gwybodaeth y gall cynllun gofal a thriniaeth a
gwaith y dyfodol gymryd lle.

- Dyrannu Cydlynydd Gofal a fydd yn weithiwr proffesiynol iechyd meddwl
gyda sgiliau a chymwysterau priodol (megis gweithiwr cymdeithasol, nyrs
iechyd meddwl, therapydd galwedigaethol, seicolegydd neu feddyg) a
fydd yn gyfrifol am weithio gydag unigolyn i gytuno ar Gynllun Gofal a
Thriniaeth ysgrifenedig.

Cynllun Gofal a Thriniaeth a fydd yn ystyried o leiaf wyth maes o fywyd unigolyn:

- Cyllid ac Arian

- Llety

- Gofal personol a lles corfforol

- Addysg a hyfforddiant

- Gwaith a galwedigaeth

- Rhiantu neu berthnasau gofalgar

- Cymdeithasol, diwylliannol neu ysbrydol

- Triniaeth feddygol neu ffurf eraill o driniaeth gan gynnwys ymyriadau
seicolegol.

Monitro adolygiad gyda Chydlynydd Gofal sydd a chyfrifoldeb parhaus ar gyfer
monitro'r cynllun a'i roi ar waith.

Dyletswydd i gael adolygiad ffurfiol o leiaf unwaith y flwyddyn.
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Gwasanaeth Trawsnewid a ROl y Gweithiwr Trawsnewid.

Nod y gwasanaeth trawsnewid yw pontio'r bwich rhwng CAMHS ac AMHS drwy
ddatblygu model o wasanaethau 'siop un stop' ar gyfer pobl ifanc. Mae wedi'i
anelu'n benodol at deuluoedd gyda phobl ifanc sydd yn y broses trawsnewid rhwng
gwasanaeth iechyd statudol sydd angen cymorth ymarferol a fyddai'n elwa o
fewnbwn therapiwtig.

Mae'r gwasanaeth trawsnewid yn darparu rhaglen cyswllt pendant sy'n cynnwys
cyngor ac ymyriad uniongyrchol i bobl ifanc bregus 16-25 mlwydd oed a'u
teuluoedd. Mae cefnogaeth yn benodol ar gyfer y rhai sydd ag argyfwng iechyd
meddwl, mewn perygl ohono neu'n gwella o argyfwng iechyd meddwil.

Bydd cynlluniau cefnogi'n cael eu hadeiladu i mewn i'ch rhaglen triniaeth gofal o ran
cyflogaeth, addysg a chyfleoedd hyfforddiant, wrth reoli eich swyddogaeth gorfforol,
seicolegol a chymdeithasol. Gallwch gael mynediad at y gwasanaeth pan fydd eich
cynllun trawsnewid yn dechrau. Os nad ydych yn cael mynediad at CAMHS, ond
rydych yn y cyfnod trawsnewid oherwydd bod eich datblygiad personol yn golygu
eich bod yn cael mynediad uniongyrchol at AMHS, efallai y byddwch hefyd yn
gymwys i gael cymorth gan weithiwr trawsnewid. Derbynnir hunan gyfeiriad yn
ogystal a'r rhai gan CAMHS a AMHS.

Bydd eich gweithiwr Trawsnewid yn:

Cyfarfod & chi a'ch cefnogi'n rheolaidd o fewn rhaglen stwythuredig ble
cytunwyd ar derfyn amser.

- Hwyluso cyfathrebu ac ymgysylltiad gyda chi gan ddefnyddio ystod o
ddulliau (Cyfweld Ysgogol, Dulliau Adfer, Therapi Ymddygiad Gwybyddol,
Therapi sy'n Canolbwyntio ar Ddatrysiad).

- Mynychu eich adolygiadau a chyfrannu atynt, gan gynnwys y rhai sy'n
cynnwys staff

- Cysylltu, cyfryngu ac eiriolaeth gydag asiantaethau eraill sy'n rhan o'ch
gofal

- Eich annog i gymryd rhan weithredol ym mhob agwedd o'ch gofal a'ch
triniaeth

- Datblygu grwpiau a gweithgareddau cymdeithasol a'u cynnal
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Pasport Trawsnewid
Ro6l y Trydydd Sector

tr * 1

Gweithiwr Arweiniol Trawsnewid (Trydydd Sector Annibynnol)

(Dal a chynnwys Pobl Ifanc yn ystod y cyfnod Trawsnewid)
Pontio'r Bwich rhannu gwybodaeth
Ymyrraeth Cynhwysol

Cefnogaeth 1:1 wedi'i ganolbwyntio ar gyfer Pobl Ifanc

Cyfrannu at y broses a'i adolygu
_ Mapio gwasanaethau'r trydydd sector a chael mynediad atynt
Uno cynlluniau i roi gwybod am gynllun llwybr terfynol CTP
Pwynt CyswilIt:
Sicrhau bod adolygiad a chanlyniadau'n cael eu monitro a'u gwerthuso
Rheoli pasport unigolyn ifanc a'i gynnal
Arwain ar gyfarfodydd aml asiantaeth trydydd sector gan sicrhau bod cefnogaeth PMHS yn SMART ac yn cael ei werthuso

Diweddaru PARIS neu systemau cyfwerth sy'n debyg i gofnodion iechyd cyn yr apwyntiad nesaf sydd wedi'i drefnu

y 3 3
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Atodiad 2
Dolenni Defnyddiol

Mae 'Young Minds' wedi creu'r arweiniad trawsnewid defnyddiol hyn i chi, i rieni ac i
weithwyr proffesiynol. Byddant yn eich helpu i ddeall beth sy'n digwydd yn ystod y
‘trawsnewid' penodol hwn, beth i'w ddisgwyl a sut allwch chi fod yn rhan o ffurfio'r
cam hwn yn eich bywyd a symud drwyddo.

http://www.dawsonmarketing.co.uk/youngminds/shop/PDF/YP-TRANS.PDF

http://dawsonmarketing.co.uk/voungminds/shop/PDE/PARENT-TRANS.PDF

http://www.youngminds.orqg.uk/assets/0000/1331/YM Prof Transitions Guide ema
il version.pdf
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Appendix F: Transition Passport

In partnership with

Together for Children

and Young People

Law yn Llaw at Blant

A Phobl Ifanc

iliBarnardo’s
Cymru

YOUNG PERSON'’S
TRANSITIONS PASSPORT
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Introduction to the Transition Plan
Guidance for Young People

What is the Transition Plan?

As you are due to be discharged from specialist Child and Adolescent Mental
Health Services (SCAMHS), this plan is a way of helping you move on to receive
services from Adult Mental Health Services (AMHS).

How does it work?

You will be allocated a transitions worker that you will meet whist you are still
receiving services from sCAMHS. They will work with you to help you put together
your own Transition Plan. The plan will follow on from your sCAMHS Care and
Treatment Plan and it will be led by you. Your transitions worker will help you put
down in the plan every aspect you identify as important to you, your life and your
care and treatment.

We recognise that much like life, the plan would possibly need to incorporate many
other things apart from your medical care and treatment. Your transitions worker
will support you to find the appropriate care and treatment and help from other
agencies if necessary at the appropriate time. The plan will be dynamic and will no
doubt change over time as you change. Everyone who is important to you during
your time of transition will have an opportunity to work within your plan, helping
achieve your goals with your consent.

Your transitions worker will be able to journey through transition with you. They will
use your plan to provide you with support and advice, helping you to take steps you
will have agreed are important, at your pace.

The plan contains the following sections:

All about Me — in this section you will share key details about yourself including
what the key issues are for you, what has worked well for you, your dislikes, your
strengths and challenges.

Creative Expressive Me — things you like doing, things that are important to you
that may help you to express yourself like writing, drawing, hobbies.

More to Me — this is split into section and provides an opportunity for you to identify
key themes you feel you need further support with and how, with help, you ca make
progress in each area.
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You will be asked specific questions in each area linked to important aspects of
your life such as, accommodation, physical wellbeing, budgeting with a view to set
goals.

People in your life — on becoming an adult, you will chose who is involved in your
treatment and your recovery. In this section it would be good to identify sources of
supportive people and how they may play a part in your recovery and possibly
people to avoid.

Transition Plan — setting goals in the More to Me section, will help you identify
your plan and your way forward, led by you with support. There may be times
where it may be necessary to include other agencies or organisations to support
you further with certain things. A consent form is attached to let you authorise them
to have access to relevant pieces of information.

Appointments summary — this will log all necessary appointments. It includes
space for key information that will help you identify if the appointment is beneficial,
and how you would like to progress.

AMHS Action Plan — during transition the information in your passport will help to
inform your new AMHS care and treatment pathway. This will continue to be
gathered, possibly working alongside AMHS. There will be regular opportunities to
stop and review where you are at and what has changed.

What if — this section will give you a brief overview of things that may happen to
affect your transition.

There will be lots of links for you to access transition guidance information and how
to make a complaint if you need to. You will be supported every step of the way
through your transition.
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Please respect that this document is private and confidential ...
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All About Me ....

Preferred Name:

Legal Name:

Date of Birth: Gender: Ethnicity:

Address:

Alternate Address: (i.e. university address and term dates)

Contact Numbers:

Emergency Contact:

Email Address:

NHS Number:

Name of CAMHS Care and Treatment Plan Coordinator:

Contact details:

Planned Discharge Date: Transitions Start Date:

Name of Lead Transitions Worker:

Contact Details:
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All About Me (continued) ...

Key Issues from my CAMHS Care and Treatment Plan:

(Include treatment and therapies and who they are with )

Likes: (What works well) Dislikes: (Include triggers)

Strengths: Challenges:
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Creative, Expressive, Me ...
(Thing that are good and | enjoy in my life)
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More to Me ...

(What | would like you to know about me)

Physical Me
(being healthy and active, meeting my basic needs such as housing / money, my
responsibilities)

Things | do Well
(strengths)

Goals
(what | need to do)

Who can help me?

How?

By When?
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Emotional Me
(my relationship how I think about things / people)

Things | do Well
(strengths)

Goals
(what | need to do)

Who can help me?

How?

By When?
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Social Me
(things I do, places | go)

Things | do Well
(strengths)

Goals
(what | need to do)

Who can help me?

How?

By When?
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Productive Me
(work, education, training, volunteering)

Things | do Well
(strengths)

Goals
(what | need to do)

Who can help me?

How?

By When?
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People That Are In My Life ...
(List positive and supportive people and any others who are not supportive
but are or have been significant in your life
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If you are the centre, use the eco map identify where people fit around you,
indicating:

- Who you get most support from, and

- How important people are to you in respect of your recovery / wellbeing.

This exercise can also be used to explore changes in relationships. It may also be
used to measure and review progress in later sessions.
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Transition Plan ...

What | want my future to look like ...
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Appointment guidance ...

Young people discussed their difficulties during appointments and consultations
included fear, managing expectations and wanting to know more about what
professionals do.

These pages can be used by professionals to introduce themselves to you and set
out specifically what service/intervention they offer. They can be completed prior to
appointments or they can be completed with you as a tool to discuss the treatment
options available.

At the bottom of each contact detail is a consent form that can be checked if you
want to share your information with any other individual or team for further support
or intervention. This will make sure that you do not have to repeat your story.
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Professional, please answer the following ...
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Appointments
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Consent to share information

Please note: This form will need to be completed by you if you are happy for
your information or bits of your information to be shared. If you do not consent,
personal information about you cannot be shared with any other services,
unless there is a serious risk of harm.

| am aware that this information will be stored, shared and used for the
purposes of providing services to me. | agree to this information being
shared with or gathered from those listed below:

1. o All/ specific bit:
2. o All/ specific bit:
3. O All/ specific bit:
NAME ..
DaAte .
ST o = LU
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Adult Mental Health Action Plan ...

by this stage be thinking about your transition and what it actually really

means. The process of transition will be led by you and go at your pace. Initial

links into

adult mental health services (AMHS) will be strengthened so you can

explore the people, places and processes before completing transition. This will
make sure you are supported, and feel confident with what happens next as part of
your recovery and long term wellbeing outcomes.

Transitioning goals you may want to consider:

Joined up transitions meetings at SCAMHS with AMHS
Understanding what will be different

What will be expected of me?

Will I have support throughout the whole process?

Goal

What can you do What you would Who you want to
like help with ask to help us

Give an example:
Catching the bus,

visiting AMHS
meeting staff,

undertaking new

processes)

buildings,
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Goal What can you do What you would Who you want to
like help with ask to help us
Who was involved in putting this plan together?
Date the Action Plan was agreed:
REVIEW DATE... it iiierieiveeeeeneraeaen
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REVIEW
This will be a chance for you to think about your situation again and to check if:
- You have been able to do some of the things that you wanted to do
- You had the help/services that you had asked for
- Things have improved or

- There are still things that need to be done

This can be measured using the Child Outcome Rating Scale (CORS) or similar
accredited tools.

http://www.coreims.co.uk/index.html

If there are still a lot of things you want to work on, you may need to have a new
Action Plan.
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Progress Review

Goal

What has been achieved

Help you have received

How you feel now

After:

Before:

After:

Before:
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What If ...
| have a crisis

In a crisis | know | can contact

Your transitions worker will help you put your attached safety plan in motion. They
will also support you to make emergency arrangements with other appropriate
agencies and services with your consent, getting you the help you need when you
need it.

| don’t Transition to AMHS

Your lead transitions worker will help you action some areas where you have
already identified strengths and goals. They will help you to put a different type of
plan in place with your GP and primary mental healthcare services.

| feel better
Your transitions worker will support you to build on this further.

| want to make a complaint

If you are unhappy about your plan or need to complain about services that are
working with you then please speak to your Care and Treatment coordinator.
Depending on your circumstances you may also be able to access an Independent
Mental Health Advocate (IMHA). This could either be through an independent
agency or if appropriate, may be something your transitions worker could support
you with.

Further information on advocacy support is available on the following link;
https://www.dewis.wales/ResourceDirectory/ViewResource.aspx?id=2004
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APPENDICES

1. Roles and Resources

My CAMHS Care and Treatment Plan Coordinator role and what | can expect
from them

My Transition Workers role and what | can expect from them

Third Sectors role

2. Useful Links for further information (Transition Guides)
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Appendix 1.
Roles and Responsibilities

Care and Treatment Plan Coordinator

Health boards and local authorities have a joint duty to implement Part 2 of the
Mental Health (Wales) Measure 2010 (The Measure). This says that people who
receive secondary mental health services have two important new rights:

- The right to have a Care Coordinator appointed to work with them to
coordinate their care and treatment, and

- The right to an individual and comprehensive Care and Treatment Plan to
assist their recovery

The Measure is accompanied by a comprehensive Code of Practice which sets out
what these rights should mean in practice. In summary it should mean:

- Holistic assessment to establish information from which care and
treatment planning and future work, can take place

- Allocation of a Care Coordinator who will be a mental health professional
with appropriate skills and qualifications (such as a social worker, mental
health nurse, occupational therapist, psychologist or doctor) and who will
be responsible for working with a person to agree a written Care and
Treatment Plan.

A Care and Treatment Plan which will consider at least eight areas of a person’s
life:

- Finance and money

- Accommodation

- Personal care and physical wellbeing

- Education and training

- Work and occupation

- Parenting or caring relationships

- Social, cultural or spiritual

- Medical and other forms of treatment including psychological interventions

Monitoring a review with a Care Coordinator who has ongoing responsibility for
monitoring and implementation of the plan.

A duty to have a formal review at least once a year.
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Transition Service and the Transition Worker’s Role

The transition service aims to bridge the gap between CAMHS and AMHS by
developing a ‘one stop shop’ model of services for young people. It is specifically
aimed at families with young people in transition between statutory health service
who are in need of practical assistance and would benefit from a therapeutic input.

The transition service provides an assertive outreach programme that includes
direct advice and intervention to vulnerable young people ages 16-25 and their
families. Support is particularly for those experiencing, at risk of, or recovering from
mental health crisis.

Support plans will be built into your care treatment programme in respect of taking
up employment, education and training opportunities, whilst managing your
physical, psychological and social functioning. You can access the service when
your transition planning begins. If you are not accessing CAMHS, but are in
transition because your personal development means that you are directly
accessing AMHS, you may also be eligible to receive support from a transition
worker. Self-referrals are accepted as well as those from CAMHS and AMHS.

Your Transition Worker will;

- Meet and support you on a regular and planned basis within a structured
and agreed time limited programme

- Facilitate communication and engagement with you using a range of
approaches (Motivational Interviewing, Restorative Approaches, Cognitive
Behavioural Therapy, Solution Focussed Therapy)

- Attend and contribute to your reviews, including those involving staff

- Liaise, mediate and advocate with other agencies that are involved in your
care

- Encourage you to actively participate in all aspects of your care and
treatment

- Develop and maintain your social groups and activities
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Transitions Passport
The Role of the Third Sector

TrT * 1

Lead Transitions Worker (Third Sector Independent)

(Hold and contain Young People during Transition Phase)
Bridging the Gap information sharing
Contained Intervention

Focussed 1:1 Support for YP

Contribute and review process
Mapping and Accessing 3rd sector services
Joining Plans to Inform pathway final CTP plan
Point of contact
Ensure Review and outcomes monitored and evaluated
Manage and maintain young person passport

Lead on third sector multi agency meetings ensure PMHS support is SMART and evaluated
Update PARIS or equivalent systems similar to health records prior to next planned appointment

y 3 3
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Appendix 2
Useful Links

Young Minds have produced these useful transition guides for you, for parents and
for professionals. They will help you to understand what happens during this
particular ‘transition’, what to expect and how you can best be involved in shaping
and moving through this stage of your life.

http://www.dawsonmarketing.co.uk/youngminds/shop/PDF/YP-TRANS.PDF

http://dawsonmarketing.co.uk/voungminds/shop/PDE/PARENT-TRANS.PDF

http://www.youngminds.orqg.uk/assets/0000/1331/YM Prof Transitions Guide ema
il version.pdf
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