
 

    

 Transition Pathway for Adult Learning Disabilities – Fylde and Wyre 

Age 14  

• As above 
• Health Action Planning particularly where complex physical health needs are 

identified 
• Ensure families are aware of and understand Mental capacity Act and how this 

affects decision making for their child/ young person 
• If we are closing children who have no further unmet need we will share details of 

adult LD team, and if appropriate introduce them prior to discharge, so that families 
know of the team they would come to should they need to after the age of 18.  

• Intensive support team are available for individuals open to LD Team age 16+ who 
are scoring red on transforming care (at imminent risk of hospital admission)  

Age 
16 

• Commence referral to adult LD if transfer of care is appropriate/ required at 
around age 17 and a half- joint work until young person turns 18.  

• If referrals are received for young people aged 17 and a half+ who have not 
been known to children’s LD Team previously, we would look to joint work with 
adults.  

 

Age 
17  

• Transfer of care to adults is completed if identified as appropriate 
 

Age 18  

• Involvement from children's LD would be based on clinical need throughout as 
opposed to age. 

• Criteria for involvement from Children's LD is moderate/ severe LD plus 
presenting need requiring intervention 

• Although not yet in place, we have previously tried and intend on revisiting in the 
near future the opportunity for ourselves and adult LD to attend parent evening 
at schools around yr 9 or 10 to commence discussions with families around 
transition, MCA, annual health check etc. 

• Interventions offered for all these age groups- Teenage Riding the rapids 
behavior course, Sensory workshops, sleep workshop, individual emotional 
literacy work, Individual behavior work 

• Informing families of Annual health check, starts at 14 for all young people with 
LD 

• Key worker function is available for young people open to LD who are scoring 
red on transforming care register to support with coordination of care between 
agencies where there may be an imminent risk of placement breakdown/ 
hospital admission 

 


