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Equality Impact Assessment

The National Framework for Children and Young People’s Continuing Care (2016) identifies 
that:

‘The continuing care process should be (and be seen to be) fair, consistent, transparent, 
culturally sensitive, and non-discriminatory’

The Equality Act came into force from October 2010 providing a modern, single legal 
framework with clear law to better tackle disadvantage and discrimination.

This protocol is observant of the relevant legislation which guides us to apply fairness, equity 
and act in a non-discriminatory manner always, and recognises each child and young 
person’s individual identity throughout the various stages of the Continuing Care process.

The PSED (Public Sector Equality Duty 2011) applies in respect of all the protected 
characteristics (including children), except that the duties to advance equality and foster 
good relations do not apply to marriage or civil partnership.

https://www.equalityhumanrights.com/en/advice-and-guidance/equality-act-technical-
guidance#h2

Through the adoption of: Equality Impact and Risk Assessment (EIRA) scrutiny process for 
due regard consideration; the NHS Equality Delivery System (EDS v2); and through 
developing an Annual Equality and Inclusion Publication we aim to transparently 
demonstrate to our communities how we are meeting the three aims of the General Equality 
Duty:

Aim 1: Eliminate unlawful discrimination, harassment and victimisation 

Aim 2: Advance equality of opportunity between different groups

Aim 3: Foster good relations between different groups.

Due regard will be made to any child or young person who is identified within the protected 
characteristics, and steps will be taken to support where and when required throughout the 
applicable aspects of the process of Continuing Care. Liaison with universal, specialist 
services, independent or additionally commissioned services, will be required to enable the 
effective support and management of children and young people who are identified, or 
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identify under the protected characteristics. Where necessary CCG/LA policies or local 
arrangements will be used to additionally provide support, maintain safety i.e. safeguarding 
policy.

The Equality Impact assessment can be found in appendix 1, and when reading the protocol, 
the reader must be cognisant of the impact assessment and its relation to the Continuing Care 
process and Framework principles and guidance.

Protocol to be read in conjunction with all relevant policy and guidance, including the 
following (list not exhaustive): 

 National Framework for Children and Young People’s Continuing Care (March 2016) 
 The Children’s Act (2014)  
 Haringey Judgement (2005) 
 Every Child Matters (2005) 
 Every Disabled Child Matters 
 Together from the Start (2003) 
 NHS Record Keeping Standards 
 NMC Code of Practice (2015) 
 Early Support Programme 
 Gillick v West Norfolk and Wisbech Area Health Authority (1985) 
 The National Health Service Act (2006) 
 The National Health Service (Nursing Care in Residential Accommodation) 

(Amendment) (England) Directions (2009) 

 National framework for NHS continuing healthcare and NHS-funded nursing care 
(2018)

 Coughlan Judgment (1999) 
 NHS Constitution 
 SEND Code of Practice 
 Children and Families Act (2014) 
 Personal Health Budget Policy (MLCSU, CCG)
 Health and Social Care Act (2012)
 Direct Payments Act and Regulations (2010)
 Short Breaks Regulations (2011)
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Abbreviations

CC Continuing Care
CCG Clinical Commissioning Group
LA Local Authority
MLCSU Midlands and Lancashire Commissioning Support Unit
EOL End of Life
CLA Child Looked After
SEND Special Educational Needs and Disability
EHCP Education Health Care Plan
CHC Continuing Health Care
CCCSN Children’s Continuing Care Specialist Nurse
PHB Personal Health Budget

For those reading the document the following will need to be taken into consideration:

 Parents and Carers will be known as ‘Parents’ for the purpose of this protocol
 The transition phase/period from 14 years old to adulthood will be identified as 

transition, however it is recognised that this is a time whereby the young person 
moving through a period of time and is preparing for adulthood

 The term ‘residential placement’ should be read to include residential and educational 
placement, and noted that there is a difference between residential and therapeutic 
placements, which is further described in the protocol

 Any reference to the Local Authority will be inclusive of social care and education, 
unless stated otherwise

 Any future revisions and issue of the Children and Young People’s National Framework 
will be reviewed by the Joint Panel (Multi-agency), and relevant amendments made to 
local protocol as deemed necessary
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Executive Summary: 

This protocol sets out the principles for the operational management of Children and Young 
People who have complex health needs for who the CCGs’ of Sefton, Southport and Formby 
are responsible for. Midlands and Lancashire Commissioning Support Unit (MLCSU) will act 
on behalf of the CCG’s and carry out all necessary processes, and will work jointly with the 
Local Authority (LA) who are Sefton Council, (inclusive of social care and education) to 
understand and manage those children and young people who have a continuing care need; 
and require a package of support.

Continuing Care is a general term that describes a package of care that is individually 
tailored to meet a child or young person’s complex health needs, defined through a robust 
assessment process:

‘arising as a result of a disability, accident or illness that cannot be met by existing universal 
or specialist services alone’1

This applies to children and young people aged between 0-17 years who may have one or a 
combination of the following:

 physical disability
 mental health needs
 learning disability
 end of life needs

Whilst a child or young person may be identified as having Continuing Care health needs, it is 
important to understand that predominantly (and for the majority) they may have a 
combination of health, education and social care needs, that require the relevant agencies to 
work together providing joint arrangement and management of the support needed. 

The protocol will demonstrate how the CCG’s and LA will work together to support children 
and young people through to adulthood with complex health needs, utilising the National 
Framework for Children and Young People’ Continuing Care (2016) as guidance. 

This protocol is not driven by financial gain, it requires multi-agency involvement and joint 
working approach to understand the needs of children and young people; first and foremost. 

1 DHSC (2016) National Framework for Children and Young People’s Continuing Care
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A care package should not be reduced on the grounds of cost without a full equality analysis 
of impact.

The joint protocol shows how the CCG’s and Local Authority are integrating the Education 
Health Care Plan (EHCP) and Continuing Care processes, and where a child or young person 
has a special educational need or disability (SEND) the CCG’s and LA will jointly endeavour to 
coordinate the assessment and agreement of the package of Continuing Care, as part of the 
process to develop the child’s Education, Health and Care Plan’. 

The protocol has been developed through multi-agency agreement and demonstrates how 
children and young people with complex needs, requiring a Continuing Care package of 
support, can expect local agencies to work together to provide support through a structured 
equitable and transparent process. Each partner organisation must support a child or young 
person with complex needs according to individual assessment, and in line with their 
statutory functions; thereafter providing a local offer of support. 

Children and young people with complex health needs who live at home with their parents 
will have their care mainly provided by them. However, it is recognised that some parents 
may require help and support via a package of care within the home, or other suitable 
environment. The protocol will show how multi-agencies will work with parents and families 
enabling them to continue looking after and caring for their child.

Midlands and Lancashire Commissioning Support Unit (MLCSU) acting on behalf of South 
Sefton Clinical Commissioning Group (CCG), and Southport and Formby CCG, and will take 
direction from the CCG’s in relation to local agreements/arrangements made between Sefton 
Council and the CCG’s. However, MLSCU will also act in accordance within national and local 
guidance, legislation and assurances of clinical governance to provide assurances of safe 
healthcare delivery through care package procurement and commissioning process. If this is 
not feasible for valid reasons, MLCSU will escalate to the CCG’s.

This protocol must be read in conjunction with national policy and guidance, and the mutually 
agreed joint local arrangements within appendices developed jointly between the CCG’s, LA 
and MLCSU.
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INTRODUCTION
Definition

Children and Young People’s Continuing Care is defined within the framework as:

Some children and young people may have very complex health needs. These may be the 
result of congenital conditions, long-term or life-limiting or life-threatening conditions, 

disability, or the after-effects of serious illness or injury1

A Continuing Care package and specialist equipment will be required when a child or 
young person has needs arising from disability, accident or illness that cannot be met by 

existing universal or specialist services alone1

The framework recognises the complexity of needs of some children and young people that 
cannot be met by the services, which are routinely available in the community, in hospitals or 
from GP practices, commissioned by Clinical Commissioning Groups (CCGs) or NHS England 
(e.g. specialist services). Continuing Care describes the development of a package of care to 
support those complex health needs and further describes that:

Children with complex needs may not only need support from health services. They may 
also have special educational needs and need support from social care. Unless there is a 
good reason for this not to happen, continuing care should be part of a wider package of 
care, agreed and delivered by collaboration between health, education and social care1

Following agreement on the package of care the CCG and (where relevant), the local 
authority make necessary arrangements to deliver the care package1

The National Framework shows how CCGs and Local Authorities should “work together”, 
“collaborate” and “develop a multi-agency understanding of a child’s needs”. This protocol 
will show how South Sefton CCG, Southport and Formby CCG and Sefton Council, and other 
agencies will work jointly together to meet the needs of children and young people with ‘very 
complex’ health needs. 

Protocol Background

The National Framework for Continuing Care Needs of Children and Young People was first 
published by the Department of Health in March 2010. This was superseded by The National 
Framework for Children and Young People’s Continuing Care in January 2016. The revised 
framework addressed changes to the NHS commissioning arrangements that resulted from 
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the Health and Social Care Act 2012 and the integrated approach to commissioning services 
for children and young people with SEND, arising from the Children and Families Act 2014. 

Where a child or young person has a SEND, the Clinical Commissioning Groups (CCG) and Local 
Authorities (LA) will endeavour to coordinate the assessment and agreement of the package 
of Continuing Care, as part of the process to develop the child’s Education, Health and Care 
Plan. Whilst a child or young person may be identified as having Continuing Care needs, it is 
important to understand that predominantly the child or young person may have joint health 
and social care packages; within the SEN Code of Practice joint commissioning arrangements. 
In addition, there may be a requirement to form a tri-partite arrangement for a package of 
care and support, between health, social care and education.

The National Framework supports CCGs to determine if a package of Continuing Care is 
needed and promotes a consistent approach to making equitable decisions regarding the 
commissioning of care packages for children and young people that have complex health 
needs, that cannot be met through provision of universal and specialist services alone. The 
revisions to the framework in January 2016 provide greater clarity regarding roles and 
responsibilities of the Multi-Disciplinary Team (MDT), Transition to Adult Services, Personal 
Health Budgets (PHB’s) and the interface between Continuing Care and the Education, Health 
and Care Plan (EHCP) process.

Continuing Care for Children and Young People applies from birth to 17 years old, with the 
National Framework for NHS Continuing Healthcare and NHS Funded Nursing Care (2018) 
applying from their 18th birthday. The frameworks are different with the children's 
framework reflecting the specific contexts and needs of children, young people through 
transition and then into adulthood using different criterion to gauge eligibility of a Continuing 
Care need prior to the age of 18.

The children’s framework requires decisions based on the assessed complex health needs of 
the child or young person, using four key areas of evidence included in the Decision Support 
Tool (DST). It does not give guidance on the amount of provision or funding of the actual 
package of care. The national framework is not financially led.

Since April 2014 every child and young person in receipt of Continuing Care, or EHCP, has a 
right to ask for a Personal Health Budget, including a Direct Payment with adequate brokerage 
and clinical governance (assurances of safe support provision). This protocol aims to address 
this along with other aspects of local custom and practice that have developed in response to 
need, by formalising locally agreed ways of joint working to implement the Continuing Care 
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Framework, thereby ensuring that Local Authority, Health and Care practitioners understand 
how and when to request additional support.

Support will be provided by each agency involved, derived from either local offers, standalone 
assessments or combined assessments (where possible). This support will be described to 
parents, the child or young person after assessment/s have been performed, and wherever 
possible provision will be combined. 

The whole Continuing Care process is underpinned by good communication and 
commitment of professionals involved with the child or young person.

Purpose of the Protocol 

This protocol aims to:

I. Describe the local Continuing Care process for Sefton Social Care, Health and 
Education and interpretation of the framework

II. Ensure a fair and equitable approach is applied to all children and young 
people with complex health needs who are eligible for Continuing Care

III. Ensure a joint, transparent and consistent approach to assessing and 
responding to needs within EHCP’s

IV. Clarify the role and responsibilities within the Continuing Care process
V. Equip local practitioners with the knowledge and tools to follow the process

VI. Clarify the remit and responsibilities of the panel involved in the Continuing 
Care process including processes for appeals by children, young people 
families and inter-agency disputes

VII. Clarify local funding arrangements
VIII. Clarify the local approach to commissioning

IX. Clarify local arrangements and processes for transitioning children and young 
people with continuing care needs to adult services 

X. Describe the local approach to Personal Health Budgets (PHBs)

Parental Responsibility

The NHS takes the view that parents will take an active part in caring for their child unless the 
parents can specifically demonstrate (through the production of relevant evidence) that there 
are exceptional circumstances that preclude them from providing a reasonable level of care. 
This will be balanced with the social care assessed need, especially where the Local Authority 
may have shared or corporate parenting responsibilities.
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The first edition of the National Framework for Children and Young People’s Continuing Care, 
published in 2010, addressed this point specifically, determining that:

Generally, parents, as experts in their child or young person’s care and as primary carers, 
provide the majority of care to the child or young person1

Adding that:

Most care for children and young people is provided by families at home, and maintaining 
relationships between the child or young person, their family and other carers, is a 

particularly important aspect1

Children and Young People’s Continuing Care aims to provide support for parents/carers in 
order that they may continue caring for their child with complex health needs.

Leadership and Accountability for the Continuing Care Process 

Whilst the CCG is responsible for agreeing and managing appropriate governance 
arrangements (see appendix XX for clinical governance requirements; referencing clinical 
governance in community and residential placement), the Sefton Health and Wellbeing Board 
(multi-agency) will agree the protocol and process for Continuing Care for Sefton’s children 
and young people.

South Sefton CCG and Southport and Formby CCG, in this instance delegates responsibility of 
carrying out Continuing Care (described in this protocol) to the Midlands and Lancashire 
Commissioning Support Unit (MLCSU). The MLCSU is held to account for its delivery of this 
function though contractual arrangements between it and the CCGs. The Chief Nurse and 
Quality Lead is accountable for Children’s Continuing Care within the CCG and reports to the 
CCG Executive and to the Health & Wellbeing Board. 

The Children’s Complex Care Specialist Nurse performs the co-ordination aspects of the 
health assessor role and will be the named point of contact for Continuing Care. The work will 
include:

a) co-ordinating the full assessment and recommendation process; 
b) liaison with the child and family to ensure that their views of what is needed, and 

their preferences are taken into consideration.
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c) liaison with Sefton Council about the package of care that is to be arranged and 
procured by Sefton Council reporting back to the Joint Panel in the event that there 
is a delay or difficulty in putting the care into place (see appendix XX for overview of 
commissioning and procurement arrangements)

d) completing the three-month review and managing subsequent reviews by lead 
health professionals, held annually or when a change in need has been identified. 

e) presenting recommendations for a care package provision made by the Children’s 
Continuing Care Specialist Nurse (CCCSN) formulated from the Multi-Disciplinary 
Team meeting to the Joint Panel 

Specialist Clinician/Nurse Involvement

Health assessments and reviews of continuing care packages will be completed by the CCCSN, 
or other health professional with experience of caring for those children with complex needs, 
and of assessing health need. If there is a local specialist physical health, behavioural or mental 
health nurse involvement with a child or young person it is expected that they will be integral 
to the completion of the Continuing Care assessment. 

If a child or young person is in an out of area residential placement steps should be taken by 
that placement for them to engage with the locally commissioned health services, if their 
physical health, mental health or behavioural needs require assessment and management. 

Refer to appendix XX for locally agreed arrangements for children and young people placed 
out of area in residential placements, with behavioural and mental health needs who require 
Continuing Care assessment. 
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PROCESS OUTLINE AND PATHWAY

Phase Stop Summary of key actions Timescale

Assessment Identify  A child or young person with a possible continuing 
care need is referred to the CCG via:

Pre-assessment/Checklist

 A child or young person’s health assessor is nominated 
and the process of assessment begins.

Clock 
starts

Assess  The health assessor undertakes the assessment, 
comprising:
- Preferences of child or young person and their 

family;
- Holistic assessment of need;
- Reports from multi-disciplinary team;
- Decision Support Tool for children and young people.

Recom-
mend

 The health assessor completes the process of 
assessment, and makes a recommendation.

Decision 
making

Decide  The multi-agency forum considers the 
recommendation and decides if the child or young 
person has a continuing care need.

Arrangement 
of provision

Inform  The child or young person and their family are 
informed of the decision.

 Development of costed package of care.  Any relevant 
organisations, such as the local authority, and key 
health professionals involved in the child or young 
person’s care (e.g. GP, paediatrician) should also be 
notified.

6 weeks

Deliver  Commissioning of the package of care and its provision 
to the child or young person.

 Ongoing monitoring/contract management for the 
commissioned service.

Ongoing Review  Reassessment of the child or young person’s 
continuing care needs.

Identification and Pre-Assessment (Checklist)

Locally it is understood that the aim is to complete the process within six weeks from the date 
of completion of the Health Needs Assessment (HNA), up to arrangement of provision of care 
package. However, it is recognised that this may not always be possible due to the complexity 
of needs and sometimes is not in the best interests of the child. An assessment should not be 
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delayed fitting within the timescale of an EHCP. A decision can be made outside of the EHCP 
process and shared thereafter with the plan co-ordinator, ensuring the EHCP is updated to 
reflect care provision changes.

The Continuing Care process begins when there is recognition that a child or young person 
may have needs that require additional health services that cannot be met by existing 
universal and specialist services. Referrals can be made by a variety of professionals, and this 
should include professionals working in primary, secondary and tertiary care, Child and 
Adolescent Mental Health Services, Community Nursing Teams, Local Authority-
Commissioned, Public Health, School Nursing and Education and Social Care.  

Professionals from these settings must holistically discuss a child or young person’s needs and 
understand what needs a child has i.e. if a referral to other services can be made, or changes 
to the existing provision can be made in order to reduce or meet needs. Once the MDT has 
explored all options available which leaves the child or young person with some needs unmet, 
the MDT will need to consider referring to the Continuing Care service. The MDT will need to 
provide evidence of what the needs are, and what is unmet within the Continuing Care pre-
assessment. This information will include a completed checklist and signed consent form. The 
checklist must be completed within an MDT, and importantly with a health professional 
involved. The process of pre-assessment should only take a day or two.

The checklist should be sent as soon as possible to the Continuing Care service. The nurse 
assessors within the service will quality assure the checklist and a decision to proceed to HNA 
will be made within 5 working days of receipt of the checklist by MLCSU. The referrer will be 
informed of the outcome and also rationale if the decision is not to proceed to full HNA. A 
letter will be sent to the referrer including detail regarding the next steps i.e. confirmation of 
a meeting or appeal/complaints process as relevant. Nurse assessors from Continuing Care 
will help support local resolution of queries or disagreements i.e. if there is a disagreement 
within the checklist stage between agencies, or if the parents and agencies involved need 
further clarity on why the full HNA will not be performed. The nurses will provide advice and 
support, and where required provide training to those professionals involved. The HNA 
meeting following checklist receipt would normally be led by MLCSU nurse assessor.

Full Assessment

In order to complete the full HNA, the CCCSN convenes a Multi-Agency meeting (referred to 
locally as Multi-Disciplinary Team meeting). The child/young person’s appropriate Health 
Professional is identified to be part of the assessment, alongside the social worker, education 
representative, parent/carer and other appropriate person required to support the 
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assessment. Ideally these will be the same professionals that met to complete the checklist. 
The meeting will be chaired by the CCCSN, who will undertake the initial full assessment, with 
support from the health professional, to understand the unmet complex health needs. The 
discussion and subsequent information gained from the MDT will be used to complete the 
Decision Support Tool. 

The assessment requires consideration from four key areas: 

 Preferences of child or young person and their family; 
 Holistic assessment of need; 
 Reports from multi-disciplinary team or evidence collated during EHCP 

assessment; 
 Decision Support Tool for children and young people 

The Decision Support Tool (DST), as set out in the National Framework for Children and Young 
People’s Continuing Care (2016), will be used as the basis to assess health need across the ten 
care domains identified within the DST. The Continuing Care assessment will also take account 
of other health, social and education assessments, and include input from the parent/s to 
ensure a holistic picture of the child/young person’s and parent and family needs. The analysis 
of these assessments and discussions will identify the care needs and inform the 
recommendations as to how these might be addressed, and by which agency involved; further 
formal referral request to other agencies/support networks may be required at this point. The 
recommendations completed by CCCSN will be presented to the Joint Panel, by the CCCSN. 

The guidance of 3 highs, 1 severe or 1 priority within the level of needs suggests it is likely that 
a child or young person may have Continuing Care needs, based upon their complex health 
needs that cannot be met by universal and specialist services. 
Documents will be shared where relevant with the CCCSN to complete the assessment i.e.

 Child / young person care plan, escalation and contingency plans
 Risk assessments, care diaries and incident forms
 EHCP

The outcome of the meeting is a recommendation formulated by the CCN from information 
gained within the MDT, culminating from discussions had within the MDT meeting and 
supporting information gained as to whether a child or young person has Continuing Care 
needs (meets eligibility). There should be no differentiation based on whether the health need 
is physical, neurological or psychological. 
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It is understood that a child or young person with continuing care needs may or may not 
require a Continuing Care package of support, which is based upon the HNA. In some cases, a 
child or young person’s continuing care needs can be met by the existing universal and 
specialist services.

Decision Making

The Joint Panel will be held monthly, unless in periods of high demand. Management and co-
ordination of the joint panel will be the responsibility of Health (primarily CCG - who devolves 
the responsibility to MLCSU). This is attended by relevant Clinicians and Commissioners across 
Health, Social Care and Education, as well as senior community health managers, where 
necessary, who can commit resources. The members of the joint panel will be independent 
from those involved in assessment and its terms of reference and membership will be seen 
within the meeting agenda/minutes. 

The joint panel will not make decisions (or ratify the recommendations) on how care is to be 
provided until Continuing Care need and eligibility is confirmed. Joint panel members will have 
delegated authority to commit funding of agreed packages of care within each organisation’s 
financial governance arrangements, or as needed will seek further agreement (agreement in 
principle can be made in panel if the latter applies). No financial decisions should be made 
until the care needs have been addressed.

The child/young person and their family, key health and social care professionals will be 
informed of the decision within 5 working days of the joint panel meeting. Where a child or 
young person is found not to have met the agreed criteria for Continuing Care, verbal 
notification will be provided within 5 working days followed by clear written explanation of 
the rationale for the decision provided within 10 working days of the joint panel. 

The child/young person and or parents will be informed of their rights to appeal through the 
complaint’s procedure, within panel outcome letter. 

For any existing cases where care package arrangement is to be altered, and subsequent 
appeal made the provision and funding arrangement will remain in place whilst any 
investigation is ongoing. 

Arrangement of Provision 

Following agreement, Sefton Council in partnership with the MLCSU (on behalf of the CCG’s) 
will arrange provision of the package as soon as possible. Commissioners will consider what 
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additional care is required in order to fulfil their statutory duties to meet the reasonable needs 
of an individual and ensure that Continuing Care is part of a wider package of care, delivered 
in collaboration across Health, Education and Social Care, unless there is a good reason for 
this not to happen. Where the child/ young person has other packages of support in place, 
these will be considered alongside the Continuing Care package to ensure that care fits 
seamlessly together i.e. hospice support.  

A fast track process will be in place for end of life cases which will ensure decisions regarding 
packages of support can be agreed, if appropriate and without delay, this should normally 
occur within 48 hours of receipt on office working days. A checklist and HNA document will 
not be required for children or young people requiring end of life care via the Continuing Care 
process, separate documentation is utilised (see appendix XX). Procurement for an of end of 
life care package provision will occur as quickly and safely as possible following agreement to 
procure a bespoke package of care. Fast track process can be found further in the document 
under Fast Track (for End of Life Care).

Planning for any type of care package provision should begin early and will need assurances 
of safe and appropriate care delivery by those commissioned to provide the care. These 
assurances should meet clinical governance requirements and will consist of:

 Relevant and appropriate training and subsequent competency sign off for those 
undertaking healthcare interventions for a child or young person, including parents, 
residential staff, foster carers, family members, others employed as Personal 
Assistants. 

 Plans of care and risk assessment provided by qualified nurses from the commissioned 
provider and/or in conjunction with the local community/acute NHS services 

Agreement in principle will be given for care package provision within panel, however care 
packages will not commence until assurance of the relevant governance are in place 
APPENDIX XX assurances of clinical governance and other governance required 

Arrangement and provision of the care package should also consider:

 The local multi-agency joint working arrangements and local offers of provision (these 
will need to be considered at the point of care package recommendation made by 
the nurse assessor) 

 That offers of support are based upon a need’s assessment, and must be recent 
assessments depicting a child or young person’s current needs
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 The skill mix of parents and staff required to deliver the package i.e. parents will need 
to be made aware that the arrangements for any care package should enable and 
support parents and carers to continue looking after their child. Fundamentally, the 
intent of a care package is not to remove the parenting role (and integral caring role), 
additionally the care package must not take over the crucial parenting role

 Consideration of shared or corporate parenting (social care involvement)
 How Continuing Care integrates with SEND provision, universal and specialist health 

provision. SEN assessors or relevant EHCP workers will need to be advised of the 
outcomes of the Continuing Care panel – depicting what health needs are being met 
by the provision of an integrated package of care. see appendices XX for document

 Sustainability of the care package (contingency planning), and short/long-term 
outcomes

 A multi-professional approach, as opposed to venues of care (provision not being 
driven by services)

 The child/young person’s home or other suitable ‘home/caring environment’ as the 
focus of care

 Out of hours support; must be managed jointly via risk assessment and contingency 
planning

 Specialist equipment 

Health services (specialist i.e. CAMHS/LD) will support the Local Authority (where possible), 
to identify how Residential Care and Social Care support meets the health and behavioural 
needs of the child/young person. Wherever possible, interventions will be planned to enable 
home care to continue, for example, for a child with behaviour that challenges. Residential 
Care will only be used when other interventions have failed, and/or it is judged in the best 
interest of the child. The Local Authority will remain responsible in placing a CYP in a 
residential setting, in accordance with their statutory responsibilities. See appendix XX for 
support/involvement from local CAMHS/LD service.

Funding

South Sefton CCG and Southport and Formby CCG and Sefton Council have agreed that 
packages will be funded in the following ways:

1. For health only packages i.e. no required social care input or requirement for support 
within education, the CCG will fund all the health care package requirements

2. 50/50 percentage split for joint packages between CCG and social care
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3. Joint funded packages of care between CCG and education to be discussed on an 
individual case by case basis, regarding actual funding percentage split

4. Tri-partite arrangement between CCG, education and social care will be decided on a 
case by case basis, regarding actual funding percentage split. 

This would be subject to development of future funding models.

Sefton Council will normally lead on the procurement process on behalf of the CCG’s via the 
Local Authorities’ Pseudo Dynamic Purchasing System with funding responsibilities shared 
equally between the two. Sefton Council will pursue best value to meet the needs of the child. 
For health only packages (as per above), MLCSU will spot purchase health providers on behalf 
of the CCG’s; using the relevant procurement/commissioning process. 

Care package support will be provided by either:

 Social care procured provider/direct payments
 Residential placement
 NHS provider
 Independent provider
 Hospice 

Reviews 

Reviews are the final step in the Continuing Care process, providing the opportunity for an 
assessment of needs and how these are being addressed by the care package. The CCCSN as 
Lead Assessor will complete the reviews at, three months after commencement of the 
package, annually and as required (determined by any changes in a child or young person’s 
health needs. 

The Reviewer/s will ensure that the child/young person and their family understand that 
reviews are designed to ensure that Continuing Care needs are being met on an ongoing basis. 
In the case of a child or young person having SEND, the review will ideally be synchronised 
with the regular annual review of the EHCP; and information utilised within the assessment 
and review of EHCP used towards the Continuing Care review. 

A child or young person or their family can request a review of support at any time. This 
request should be made to, or referred to, the most appropriate health professional with 
rationale and for action as needed. 
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Changes to Care Package provision

If a review has highlighted that health needs can be met by universal or specialist provision, 
the CCCSN will convene an MDT meeting to confirm the services to be provided and agree 
how the package is to be stepped down to minimise the impact on the child/young person 
and parents. 

Where step down is indicated the existing care team (universal and specialist services) will 
support the transition of a child or young person into the sole management of their services, 
along with other multi-agencies involved at that time; early engagement with relevant 
services is key.  This planned care approach must consider the transition into the universal 
offer from all agencies (which includes locally commissioned universal and specialist NHS 
services). A planned withdrawal of the continuing care package will be individually agreed by 
the MDT and ratified by panel, after full discussion and agreement between MDT, child/young 
person and their parents. The appropriate community or acute health professional/s will be 
responsible for monitoring and evaluating the care plan once after continuing care 
withdrawal. Any concerns around a lack of specific health support from the locally 
commissioned NHS services, will be escalated to the CCG for their consideration and potential 
management.

The Local Authority (social care) will review the assessed needs of the child and family via their 
assessment process, in a timely manner to inform and advise parents of the support they will 
be offered from the Local Authority through withdrawal of the continuing care package. This 
assessment will be taken into consideration in line with any changes to the health component 
of the integrated care package. 

Parents will be advised that care package provision is based upon their child’s needs from a 
health, education and social care perspective, with consideration of the parent as a carer (in 
their own right). Therefore, if a child or parent’s needs alter, the package of care may also 
alter. The social care assessment and Continuing Care assessment and subsequent outcomes 
should seamlessly fit with any planned increase, reduction or cessation of either support from 
health or social care. Parents will be advised of this within the early stages of the Continuing 
Care process.

Contribution Via Continuing Care Eligibility for CYP in Residential/Therapeutic 
Environments

Reference has been made to the behavioural and mental health needs of CYP who have been 
placed in appropriate residential/therapeutic environments for the necessary support and 
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care provision. The Continuing Care assessment process as outlined in this protocol should be 
followed for any child or young person who has physical health, behavioural and/or mental 
health need in a residential setting. See appendix XX for local agreement in relation to 
contribution towards residential based primarily upon unmet needs; in the residential setting.

The principles of assessment and review will remain as per the National Framework, and 
assurances of clinical governance will be gained from the residential/therapeutic placement. 
See appendix xx for clinical governance requirements. These assurances will provide an 
overview of the provision of support whilst in the setting. Agencies will perform joint 
assessments/reviews where possible, and at the very least exchange information to ensure 
all agencies involved are aware of any issues or concerns, or the extent of progress being 
made within setting. The emphasis of joint protocol arrangement is about ‘working together 
to support the child or young person’. All agencies are responsibility to raise any safeguarding 
concerns and must be communicated between all relevant agencies involved with that child 
or young person.

Therapeutic definition

A child or young person may be placed in a therapeutic environment:

The literature indicates the lack of a consistent and clear definition of what constitutes a 
therapeutic intervention; the lack of clarity around the definition applies equally to that of a 
therapeutic placement. In the absence of a definitive definition this protocol and its local 
arrangements/agreements anticipates that the professionals sourcing a residential 
therapeutic placement will consider the NICE Guidance Children’s attachment: attachment in 
children and young people who are adopted from care, in care or at high risk of going into 
care (Nice Guidance G26) November 2015, specifically:

 Residential therapeutic placements provide a residential setting that deliver a safe 
environment which provides access to therapeutic interventions focussed on 
developing more secure attachment and supporting children in working through 
trauma.

 Child/young person or 1:1 therapy and staff therapeutic support is provided by a 
qualified professional registered with a recognised professional body

 All staff have an evidenced knowledge of attachment and trauma and a therapeutic 
care model that informs how care and parenting needs to be adapted for children who 
have insecure attachments and have experienced trauma – care focusses on initially 
building relationship rather than changing behaviours.
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 Care staff have regular access to clinical supervision/consultation that has the aim of 
supporting the carer in providing the above in line with the Children’s Home 
Regulations 2015  

 Supervision records are kept
 Staff training requirements are met and attendance is recorded in line with the 

Children’s Home Regulations 2015  
 There are individualised patient assessment and review reports, health plans based on 

assessment of need with measurable outcomes. 
 Daily logs of behavioural/mental health behaviours where escalation plans have been 

used, and their effectiveness
 Ofsted rating of Outstanding or Good
 CQC registration as appropriate 
 Stability of staff team and residents

This criterion serves as a basic set of requirements in order to achieve appropriate clinical 
governance required from a health perspective, and additionally general governance from a 
social care requirement. Each patient will be considered as an individual with the specific 
therapeutic approach having been indicated by the Professional/Clinician treating the patient 
at time of referral, or at a time of crisis, or otherwise.

Crisis Management (behavioural/mental health needs)

Crisis management may be necessary due to the child/young person’s behaviours and social 
care or educational placements made outside of usual processes. Where this happens MLCSU 
will be informed within 24 hours of the new placement /support package, by the professional 
leading on this. 

The Local Authority Commissioning Support Team will work closely with the MLCSU to ensure 
information is transferred within 5 working days of the placement. This information would 
include:

 Registration of the placement and inspection reports
 Staff ratios
 DBS checks 
 Staff training and supervision
 Care and support plans
 Risk assessments
 Incident reports
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 EHCP
 Placement cost will be required (but is not a pre-determining factor for decision-

making)

The updated information will be taken to the subsequent joint panel for discussion and 
ratification.

Crisis Management (home care packages)

All home care packages must have contingency plans in place, in the event of:

 Provider failure
 Sickness or incapacity that effects the person to exercise the Parental Responsibility

In both cases contingency plans need to be established within plans of care, risk assessment 
and agreed between families, child/young person, multi-agencies.

In exceptional circumstances other options would be explored to provide care to the child or 
young person, this may include wider family members and friends/informal family support 
network/commissioned providers. The hospital setting is not seen as a contingency for the 
above, unless the child or young person’s health needs warrant hospital review/admission.

Special Educational Needs and Continuing Care 

Ordinarily local authorities and CCGs must make joint commissioning arrangements for 
education, health and care provision for children and young people with SEN or disabilities 
(Section 26 of the Children and Families Act 2014). 

Wherever possible, the EHCP assessment for those going through the continuing care 
assessment process will be brought together to articulate a single set of needs and outcomes. 
The health needs of children and young people should be reflected in the EHCP. The same 
information and professionals will be involved in either or both processes.  

Where a child’s needs can only be met through a specially commissioned service, it is the 
responsibility of all key partners to review the package and where possible have any 
agreement for CCG funding prior to the provision/placement. This should also be ratified at 
the Joint Panel in order to provide information relating to potential future provision 
requirements; and a record of decision making for future purposes.
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If a child does not have an EHCP an Individual Care plan (ICP) ideally should be in place within 
the school setting and should be used within the Continuing care process; informing of the 
child’s health needs within the education setting.

Panel Member Disputes

Disagreement between health and the local authority representatives on the Joint Panel 
regarding continuing care needs and/or the responsibility for the funding of the package of 
continuing care will be escalated via the Disputes Resolution Protocol (appendix XX), with the 
aim being to resolve the dispute in a timely manner, within agreed process.

The existing funding arrangement and support will continue until dispute is resolved between 
the local authority/CCG. If both parties become aware of a change in circumstance that may 
affect funding arrangement a date will be agreed between agencies from when the funding 
may be affected on a case by case basis, and any re-charge be discussed and agreed between 
parties. Escalation to CCG’s may be required with regards to re-charge.

Hospital Discharge Requiring Assessment 

The commissioning of a package of support may begin when a child or young person is 
hospitalised and is part of the discharge planning arrangements, once optimum health is 
reached. (The process for Checklist completion will need to be followed). The acute services 
will convene a discharge planning meeting with relevant parties and invite the CCCSN.  The 
need for Continuing Care provision should be considered at the earliest opportunity, and 
checklist completed if indicated, and as per process. If the checklist highlights the need for a 
full assessment the designated representatives from Community and Specialist Nursing Teams 
should attend at the earliest opportunity and at least within a maximum of two weeks of the 
decision to hold a meeting being made.  

The process to arrange care package provision for children and young people with the most 
complex health needs can be expected to take eight to twelve weeks at least and therefore 
assessment must begin at the earliest opportunity. The success of the discharge plan will be 
dependent on maintaining momentum with a phased discharge plan, stepping up time at 
home as more carers become trained on the package, or accessing school with trained and 
competent carers. It is essential that momentum is maintained to prevent delayed discharge 
and the breakdown of a commissioned package when carers are not providing home support.

If momentum is not being achieved and the child or young person is not spending time at 
home as expected within the discharge plan, an MDT meeting will be convened by the lead 
consultant or appropriate professional to review the feasibility of the current plan. The MDT 
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will decide whether there is a change in health need which is preventing a safe discharge. If 
so, a Continuing Care review will be completed by the CCCSN findings discussed to agree next 
steps. The care provider will receive formal notification that the care package is no longer 
required until such time when the health needs are understood. If a change in need is not 
identified the discharge plan will be reviewed to ensure the family have adequate and 
appropriate support from the MDT, including community nurses, ensuring a seamless 
transition into the community. It is not the responsibility of care providers to transition 
children or young people with complex health needs from acute care to community care; this 
is the role of health professionals based within those settings.  

The CCG’s and Sefton Council may need to secure support through an independent Nursing 
Agency in exceptional circumstances i.e. qualified/fully trained and experienced workforce of 
registered nurses, as an interim whilst the procurement process is completed and ‘set up’ 
arrangements with the successful provider are completed e.g. staff recruitment and training. 
The safety of the child or young person is paramount, and concerns regarding the additional 
cost of a nursing agency should not prevent access to assessed needs of complex support. It 
is important however that this arrangement of support from qualified nurses does not build 
expectations within the family and that the inappropriateness of this as a longer-term solution 
is stressed that it is not a fair and equitable route of health care support. Parents will need to 
be advised of the importance of having long term carers who are trained and competent in 
meeting health provision, and who meet the child’s holistic needs; and not merely their 
clinical needs.

The Sefton Council/Hospital/Provider must inform the CSU within 24 hours of a child ‘s 
discharge from hospital or as soon as they have been made aware.

Children and Young People Requiring Hospital Admission (Current Continuing 
Care Cases)

Admission to hospital for a child or young person with complex health needs can present an 
enormous challenge for the child and young person, their parents and the ward 
environment/staff. For this reason and also to maintain the important relationship between 
the carer, child/young person and their family, consideration will be given on a case by case 
basis for the care package of support to follow the CYP into hospital and will be individually 
assessed to determine whether it is feasible to assist and support in the hospital setting, in 
relation to: aiding effective communication between child and staff, provide a familiar face 
and assist with personal cares. If agreed, the support in the hospital would be of an assistive 
and supportive nature, and care staff would not carry out clinical health tasks. The homecare 
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package workers would maintain records whilst in the hospital environment and follow 
individualised plans of care for their own purpose to deliver what is agreed whilst in the 
hospital setting. However, the overall responsibility for the care of the child/young person 
within acute services/hospital will remain the responsibility of hospital staff; at all times. 

Honorary contracts or other contractual arrangement would be required for homecare 
package staff in the hospital setting for the following exceptional circumstances:

 If the child or young person requires a new package of care at home, and requires care 
workers to be trained and deemed competent to meet their 
health/behavioural/mental health needs

 If the child or young person is admitted to hospital and requires the existing homecare 
package care workers to be trained for newly identified health tasks

Under these circumstances there will be agreement between MLCSU/the care provider and 
the acute/hospital services in relation to the amount of care hours, which will be transferred 
into the hospital setting; some families may not require the full amount of care support that 
they would normally receive at home. refer to appendix XX for process of hospital admission, 
and support from the homecare package.

Fast-Track (End of Life Care)

Children or young people who meet the criteria for children’s palliative care nursing should 
receive that service and do not need to go through the Continuing Care process; which is 
provided by the Alder Hey Children’s Palliative Care Team or via outreach from Claire House, 
Hospice to Home Team, or other charitable support. In any circumstance Continuing Care 
should not replace existing NHS services that can meet a child or young person’s palliative 
care needs.

If the child or young person has needs that cannot be met by the available service, then a Fast 
Track Continuing Care process should be followed, and the relevant document completed. 
See appendix XX.

A referral should be made following the usual process by any health professional working with 
a child or young person who they believe may have continuing care needs.  The Fast track 
document will need completion, alongside pertinent information being sent to support the 
case, describing what healthcare needs to be specially commissioned. The CCCSN will gather 
essential assessment information and seek an out of panel agreement for an end of life care 
package, (agreement between South Sefton CCG and Southport and Formby CCG and Sefton 
Council), and thereafter place the case on the next joint panel agenda for update/review as 
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required. MLCSU (acting on behalf of the CCG) will discuss jointly with Local Authority with 
regards to decision-making. This will include the indicators/reasoning for fast track process to 
be initiated, detailed within fast track documentation. MLCSU and where required the local 
authority should authorise the support to commence without delay, unless there is good 
reasoning not to do so. A high cost form will be completed by the CCCSN and submitted for 
authorisation to the Chief Nurse or deputy. Where possible a full HNA, (inclusive of DST) will 
require completion at 3 months after commencement of a fast track package of support, to 
determine the ongoing care provision. This will be handled in a sensitive manner in 
consideration of the circumstances.

Short Breaks and Respite

As per the local offer the LA will provide short breaks to children and young people, this will 
be tailored to the existing care package in place and based on need. Children and young 
people may have access to health commissioned respite services.

Transition 

A young person moving through to adulthood will need to be prepared through a multi-agency 
approach and will be irrespective of need which includes physical disabilities, behavioural and 
mental health needs.

The child/young person’s designated Health Lead i.e. Children’s Community Nurse/Child 
Looked After Children’s Nurse is responsible for the co-ordination of transition from children 
to adult health services and for inviting relevant stakeholders to appropriate meetings. This 
includes ensuring that the CCCSN is invited to participate in transitions processes and reviews 
post the child’s 14th birthday. The CCCSN will factor in transition planning within the annual 
Continuing Care assessment, which will include joint assessments with adult Continuing 
Health Care (CHC) at or around their 17th birthday. 

Provision of Continuing Care in childhood does not mean that as an adult they will be eligible 
for adult Continuing Health Care. Future entitlement to adult NHS CHC should be clarified as 
early as possible in the transition planning process, especially if the young person’s needs are 
likely to remain at a similar level into adulthood, and this should be accomplished by 
undertaking an initial screening for NHS continuing healthcare at a suitable point or no later 
than 17th Birthday. 

In summary: 
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 At 14 years of age, the young person should be brought to the attention of the CCG as 
likely to need an assessment for NHS Continuing Healthcare. 

 At 16 -17 years of age, screening for NHS Continuing Healthcare should be undertaken 
using the adult screening tool, and an agreement in principle that the young person 
has a primary health need and is therefore likely to need NHS Continuing Healthcare. 

 From 17 years all risk assessments, incident forms and behaviour plans to be 
maintained to information social care and subsequent CHC funding applications.

 At 18 years of age, full transition to adult NHS Continuing Healthcare or to universal 
and specialist health services should have been made, except in instances where this 
is not appropriate. 

It is recognised that many children and young people with continuing care needs will be 
dependent on others for all their care throughout their lives. There are those however with 
the capacity to develop independence and continuing care should support this transition, 
enabling the young person to manage their condition, with a full understanding of its 
implications for their overall well-being.

A key aim of the management of the transition period is to ensure that that there is 
appropriate early planning and intervention. The young person will require a consistent 
package of support during the years before and after transition to adulthood is provided. The 
care package arrangement may change as a result of the change in circumstances for the 
young person however, this change shouldn’t occur purely because of a move from children 
to adult services. Where change is necessary, it should be carried out in a phased manner in 
full consultation with the child/young person and family. 

Every child or young person with a package of continuing care who is approaching adulthood 
should have a Transition Plan. The Transition Process will be initiated by the CCCSN, when the 
child reaches the age of 14 years, with the social worker to ensure that Continuing Care needs 
can be considered from Year 11 onwards as part of the EHCP assessment. The CCCSN will also 
bring the young person to the attention of NHS Continuing Health Care (CHC) Services using 
the NHS Continuing Health Care Notification of Child Aged 14 form, as being a young person 
who may require Continuing Health Care (CHC – Adults). Every effort will be made by all 
agencies to identify young people potentially in need of ongoing services in adulthood as early 
as possible. This includes those who may be placed in out of area placements, funded through 
other streams e.g. NHS England specialist commissioning (including in patient mental health).

The CCCSN will formally refer the young person to the relevant CCG CHC Team for screening 
to enable the CCG CHC team to complete the NHS Continuing Healthcare Checklist, when they 
reach the age of 17.
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Where a young person is not in receipt of a Continuing Care package, usually because their 
needs are being met from within Children and Young People’s Services, and it is believed that 
they may be eligible for CHC, the young person’s lead health professional or social worker will 
be signposted to the adult CHC Team.  All new referrals will go directly to the CCG CHC Team 
from 17 years.

To ensure that the legal responsibilities for child and adult services are discharged 
appropriately, transition plans will set out clearly who is responsible and why. The CCG will be 
responsible for ensuring that any gap in service provision from 16 – 18 years, when some 
children’s services may cease, is addressed.

Personal Health Budgets (PHBs)

The NHS Mandate, which CCGs must follow, contains a specific objective on supporting 
children and young people with SEN or disabilities, including the offer of personal budgets. 
The families of children and young people with continuing care needs have a ‘right to have’ a 
personal health budget, which may contain elements of education, social care and health 
funding, (NHS Commissioning Board and Clinical Commissioning Groups (Responsibilities and 
Standing Rules) (Amendment) Regulations 2013) and Special Educational Needs and Disability 
Code of Practice (2015).

Where a child or young person eligible for continuing care, or their family, requests a PHB the 
CCG will arrange for the provision of care through this means. As required MLCSU will provide 
and manage PHB’s on behalf of the CCG’s. See appendix XX for MLCSU/Sefton CCG PHB 
process

A PHB will be arranged in one of the following ways:

 a direct payment made to the young person or their family
 a notional budget to be spent by the CCG on care following discussions with the child 

or young person, and their family, on how best to meet their needs through 
provision of care

 The transfer of a real budget agreed as above, to a person or organisation which 
provides the money in a way agreed between the CCG/MLCSU and the child or young 
person and their family (or other representative)

The CCG will publicise and promote the availability of PHBs within the Local Offer and through 
the distribution of leaflets aimed at young people and their families, which have been 
developed by third sector partners in collaboration with families.
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PHBs will also be offered to children and young people who have not been identified as having 
continuing care needs on a discretionary basis and as approved by the Chief Nurse or deputy.

Training and Competency Oversight

The Continuing Care Service has a duty to ensure that clinical governance is maintained in all 
bespoke care package arrangements, with assurances gained from various sources to 
safeguard children and young people receiving health and behavioural support from NHS and 
independent agencies, third sector and where required from health and social care providers.

Community nursing teams/hospital-based staff will ensure that parents and informal carers 
are trained and competent to provide the care assigned. The community nursing teams will 
also ensure that carers and staff based in schools have the appropriate training and 
competencies.

The CCCSN will need to understand all training and competency of carers and personal 
assistants to ensure clinical governance is in place, this will include documented evidence i.e. 
from residential educational placements and from home care providers.

For practical purposes, ward-based staff handover care of children with complex health needs 
to community nurses, ensuring that they understand their needs, are trained in the use of any 
medical equipment and competent to meet the clinical need.

CCG in partnership with its health providers has developed a Carer’s Skills Passport which will 
provide the structure for competency training and provide assurance to families and agencies 
of the level of competency of local carers who may supply services within various settings and 
families.

Where a package of support is purchased from an independent agency, it is the responsibility 
of the agency to procure appropriate training and to ensure training and competency amongst 
its workers in accordance with local contractual arrangements.
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Appendices

1. Equality Impact Risk Assessment

EIRA SEFTON 2019 
CYP CC Protocol.docx

2. National Framework for Children and Young 
People’s Continuing Care

3. Local Multi-Agency Training
4. Checklist (with process) 
5. Decision Support Tool (with process) 
6. 3-month Proforma
7. Consent and Mental Capacity document
8. Fast track document (with process) 
9. Continuing Care Leaflet (DHSC) 
10. Local Offer Information 
11. Updated information document for EHCP/SEND
12. New DST referral from external services - quality 

assurance form
13. SEND and Continuing Care Integration flowchart
14. CAMHS and CYP CC joint working arrangements
15. Joint agency approach to CLA who are Continuing 

Care eligible: interpretation of levels of need and 
support required

16. Dispute process
17. Appeal process
18. Retrospective appeal process
19. Procurement/spot purchasing
20. Individual Service Level Agreement – spot 

purchasing
21. Provider Assessment Quality Review Document
22. PHB process
23. PHB Policy (CCG)
24. Clinical governance (assurances required)
25. SEND/Continuing Care integrated process
26. Hospital admission process
27. Appropriate management and escalation of cases
28. Process for determining the support required for 

a CYP (trained carer or registered nurse)
29. CYP with a tracheostomy – consideration of 

support requirements
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30. Process for withdrawal, reduction or change in 
needs regarding care package provision

31. Assurances of Clinical Governance (residential 
setting)

32. Support in education for a CYP with complex 
health and behavioural needs

33. CAMHS and CYP CC Integration
34. Care package provision - abroad
35. Home to School Travel and Transport: Statutory 

Guide for Local Authorities 2014
36. Safeguarding Children and Young People: Roles 

and Competencies for Healthcare Staff
Fourth edition 2019

37. Transition pathway
38. PHB clinical governance requirements
39. Supporting Pupils at School with medical 

Conditions (2015)
40. Meeting Health Needs in Educational and other

Community Settings: A guide for nurses caring for 
Children and Young People

41. Managing Bowel and Bladder Problems in School
42. Working Together to Safeguard Children 2018
41. Transport Guidance
42. LTV Quality Standards
43. Sefton Dispute Policy (Adults) 
44. Local Guidance for Commissioners on the use of 

the DPS for the Services for Children and Young 
People

45. Multi-Agency Transition Assessment Tool 
(MATAT)

46. Transition Pathway
47. Terms of Reference for the Equipment Panel 
48. Who Pays? Determining Responsibility for 

Payments to Providers 2013
49. Assurances of Clinical and Direct Payment 

Governance

50. Overview of commissioning and procurement 
arrangements PDPS/spot purchase

51. TOR protocol development group
52. TOR CYP CC multi-agency panel


