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1. Introduction

More young people with long-term and complex conditions are surviving into adulthood and a
need to continue specialist care into adulthood. The process of moving children into adult
services can be confusing and frustrating and often results in gaps in essential care because
this has not been ‘joined-up’ or planned around the individual in a timely way.

Children with complex disabilities, learning disabilities, children and adolescent mental health
service users, young people with palliative care needs/life limiting conditions and young people
leaving residential care are all at particular risk of falling between service gaps.

Looked After Children are also a particular group of children with specific needs who require
support to transition to adulthood including managing their healthcare needs in adult services.

A seamless transition for young people from children to adult health care services will be
achieved through excellent communication channels and clear processes during this daunting
time for both the young person and parent/carer as failure to achieve this and ensure effective
transition can impact on the long-term health outcome of the individual.

The publication of the full Children’s National Service Framework (NSF, 2004) highlighted the
importance of well-planned transition of young people (12-19 yrs.) from child—centred to adult-
oriented services. These are views mirrored by NICE (2016) ‘Transition from children’s to adult’s
services’ guidelines and RCPCH (2018) ‘Facing the Future: Standards for children with ongoing
health needs’.

Development of Transition processes is also highlighted in the SEND code of practice (DfE 2015)
and the NHS Long Term Plan (NHS, 2019) with selective move of services to a 0- 25 years
model and NHS England have supported Quality Improvement initiatives and the development
of transition networks supported by the Burdett Trust.

Transitional care is a multi-dimensional, multi-disciplinary process that addresses not only the
medical needs of young people but also their psychosocial, educational and vocational needs.
Transition is recognised as a gradual process of empowerment that equips young people with
the skills necessary to manage their own healthcare as they move towards and into an adult
lifestyle. It is a carefully planned process undertaken over time which includes (but is more than)
a planned transfer to adult services.

Alongside potentially challenging moves from child to adult services there may be many other
changes in a young person's life, including changes within education or employment; changes
in self-identity and relationships; and, physical, emotional and cognitive changes that occur
during the period of adolescence, all of such can result in uncertainty, anxiety and stress. It is
important that any required transition process is managed sensitively and collaboratively to
support continued engagement of the young person and their parents /carers and safe and
effective service delivery. The involvement of the young person and their carers, collaborative
working and effective communication between everyone involved is central to successful
transition arrangements placing the young person’s needs and aspirations at the centre of the
transition process.

We know from widespread evidence that inadequate transitional care impacts on long-term
health outcomes for children and young people. Professionals need to ensure transition
planning is implemented in a coordinated way placing the young person’s needs and aspirations
at the centre of the transition process.
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2. Purpose

The purpose of this guidance is to set out principles and guidance for effective and timely
transition from children’s to adult care services.

It provides a suite of resources for Professionals to access depending on the individual needs
of the Young Person and their family/carers,

This guidance applies to all young people aged 14 and over, with long term conditions that are
expected to continue through adolescence into adulthood. This guidance is also relevant to
young people diagnosed with a long-term condition during the transition period.

This document has recognised current guidance:

CQC from Pond into the Sea (2014)

Stepping Up: Together for short Lives (2015)

NICE (2016) Transition from children’s to adult’s services

RCPCH (2018) Facing the Future: Standards for children with ongoing health needs

Consideration has also been given to examples of transition procedures from other organisations
in establishing this guidance. It is recognised that staff working in both Children’s and Adult
Services will have very variable inputs into transition plans; this may range from taking the key
transition lead to having a specialist advisory role only. However, it will be essential that all
professionals continue to work in partnership with relevant statutory and voluntary organisations
that are involved with the child and family in order that transition is as seamless as possible.
Services identified for ‘moving on to’ will also vary dependant on individual needs

The aim of this guidance is to support staff to achieve a safe transition for Young People through:

v" The provision of high quality, co-ordinated, healthcare that is patient-centred, age and
developmentally appropriate and culturally competent, flexible, responsive and
comprehensive with respect to all persons involved

v" Promotion of skills in communication, decision-making, assertiveness and self-care, self-
determination and self-advocacy;

v" Enhancement of the young person’s sense of control and move towards independence;

v" Provision of support and signposting for the parents/carers of the young person during
this process

3. Definitions

Term Definition

Children (and Family) Service/Teams All services provided to children and young people
including the paediatric medical, nursing and
therapy teams and any service provided by an
adult clinician within a specific speciality e.g. ENT,
Orthopaedics.

Education, Health and Care Plan A document which sets out the education,
healthcare and social care needs of a child or
young person for whom extra support is needed in
school, beyond that which the school can provide.

HCP Health Care Professional

Guidelines for the Transition of Young people Moving to Adult Service Nov 2021
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ICS

Integrated Care System

Key Worker

For the purpose of transition a key worker is the
lead person / professional who role is to provide
support and guidance to the young person, family
and other professionals. They are responsible for
co-ordinating the transition process across
professions, services and agencies to ensure a
seamless and successful transition into adult
services for the young person and their family.

MDT

Multidisciplinary Team - is a group of health and
care staff who are members of different
organisations and professions (e.g. GPs, social
workers, nurses), that work together to make
decisions regarding the treatment of individual
patients and service users.

NICE

National Institute of Clinical Excellence

NSPCC

The National Society for the Prevention of Cruelty
to Children

Parent or Carer

Person identified by the young person who has
been closely involved with caring for them, this may
be a mother, father, close relative or close friend
who are of adult age (older than 18 years). This
policy is to be read in conjunction with the consent
to treatment policy for details of who has parental
responsibility for consent.

RCPCH Royal College of Paediatricians and Child Health
SDG Service Delivery Group

SEND Special Educational Needs and Disabilities

SCHT Shropshire Community Health Trust

Transition Transition to adult services (transition) is defined as

“a purposeful, planned process the address the
medical, psychosocial and educational/vocation
needs of adolescents and young people with (long
term) condition as the move from child-centred to
adult orientated health care systems” (DfES, 2006)

Young People

For the purpose of this policy, the term is used to
describe young people between the ages of 13 —
19 years

4. Roles and responsibilities

The Medical Director is responsible for providing clinical leadership within our Trust for the
provision of senior clinical advice. The Medical Director has the overall responsibility of ensuring
that the Transition Guideline is implemented.

Guidelines for the Transition of Young people Moving to Adult Service Nov 2021
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The Service Delivery Group Managers are responsible for ensuring that the guideline is
implemented across the Children & Families and Adult SDG to support safe transition for young
people.

The Heads of Nursing and Quality for both Children & Families and Adult SDG’s are
responsible for overseeing compliance of the guideline and quality of transition experienced by
young people within our Trust.

Service and Clinical Managers for both children and adult services are responsible for
implementation of this guidance within their areas of responsibility. They will monitor that all
relevant staff are aware of the guidance and undertake training as appropriate. They will
proactively identify and plan for young people with transition support needs in their respective
areas.

Community Clinical Staff responsible for the care of young people must ensure they have
access to this guideline for reference. All staff will work collaboratively with colleagues in Children
& Family/Adult services to ensure that the transition needs of the young person are met. The
young person will remain at the centre of the process with their thoughts and wishes considered
at all times.

5. The Transition Process
5.1. Philosophy

The guiding principle of transition is to support the young person to reach individualised
independence and facilitate a smooth transition to adult services. In facilitating the transition
process, we need to consider the following points:

o Parallel to the key principles of safeguarding, supporting young people during
transition is everyone’s responsibility

e For transition to be effective we need to recognise that transition of health care is
only one part of the wider transition from dependent child to independence.

o The needs of parents/carers should be acknowledged during transition as their role
is evolving too.

¢ When moving from child to adult services young people will experience cultural as
well as clinical change.

e A multi-disciplinary approach will support both children and adult services.

o Effective transition relies on the identification of a key worker to ensure a seamless
transition.

e Transition is an active process which must begin early, be planned and reviewed
regularly. Transition is not a single one-off event

e The timing of the move to adult services should be tailored to individual needs of the
young person depending upon their emotional maturity, cognitive and physical
development.

e Transition support will continue after the move until the young person is adequately
settled/supported into adult services

5.2. Why is good transition to adult services important?
If young people are not adequately supported through transition, they may not engage with adult

health care providers, and this increases the risk of deterioration of their long-term condition,
and avoidable hospital admissions. Transition to adult services can be a traumatic period for
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young people, who commonly fall between services or ‘disappear’ during transition, disengaging
from services and becoming lost to follow up, only to present later in life with potentially avoidable
complications. As a result, improving outcomes for young people’s health and their transition to
adult services is now a national priority.

5.3. Identification of Young People

Where transfer pathways are clear and simple between child and adult services, Children and
Adult Service Manager counterparts should meet at least annually to review the number and
needs of Young People transferring in the next 1 to 2 year in order to future plan for services
and identify any capacity and skill set gaps as early as possible to aide commissioning
discussions.

5.4. 10 Steps to transition

It is crucial that professionals work in partnership with young people and their families to ensure
they receive the support they need for effective transition. The young person and their family
should be kept informed every step of the way and understand what is happening, feel confident
and in control.

Some young people will have long term conditions (e.g. asthma, diabetes or epilepsy) and
transition will be mainly concerned with moving on to Adult Health Services. They should be
supported and encouraged to learn about their health needs and develop self-management skills
as a hormal and expected part of growing up.

Other young people may have learning disabilities and/or social care needs. Their transition will
be more concerned with moving on to adult social or learning disability services. A small number
of young people with complex long-term conditions will have support from health, social care
and special education services. It is important that services work together to co-ordinate the
different transition pathways.

There is evidence that well organised transition programmes have measurable benefits for
Young People and their parents including improved follow-up and better disease control.

The 10 Steps to Transition Pathway (Brook, L. and Rogers, J 2021) ensures a safe, effective,
developmentally appropriate and person-centred transition to adult services. Some of these
steps will continue for a considerable period of time and one step does not necessarily need to
be completed before the next step is started.

Guidelines for the Transition of Young people Moving to Adult Service Nov 2021
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Professionals should give young people the opportunity to talk about how their health needs may
impact on their future, including employment, independent living, sexuality and relationships.
Young people should also have the opportunity to discuss risky behaviours like smoking, alcohol
and substance misuse.

5.5. Shropshire Community Health Trust Standards for Transition

The following standards are underpinned by NICE Quality Standards QS140 Transition from
children’s to adults’ services (NICE 2016) and RCPCH (2018) Facing the Future: Standards for
children with ongoing health needs and are what teams should work towards achieving.

i) Young people who will move from children's to adults' services will start planning their
transition with their key health practitioner by school year 9 (aged 13 to 14 years), or
immediately if they enter children's services after school year 9.

NICE Quality Statement 1: Young people who will move from children's to adults' services will

start planning their transition with their key health practitioner by school year 9 (aged 13 to 14
years), or immediately if they enter children's services after school year 9.

Guidelines for the Transition of Young people Moving to Adult Service Nov 2021
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i) When a young person is known to a number of SCHT children’s services, in agreement
with the young person and their family, a member of the MDT will be identified as the
young person’s transition lead for SCHT and where appropriate will work with the
key/lead practitioners from the other Organisations supporting the transition plan.

NICE Quality Statement 3: Young people who will move from children's to adults' services have
a named worker to coordinate care and support before, during and after transfer

iii) A young person’s Circle of Support is the group of people, professionals, friends and
family, who are there to help them. It is important to list those professionals in children’s
services and identify the most appropriate service to take over when the young person
transitions to adult services (Appendix 1)

The important role of the GP

The young person’s GP is often the only source of continuity between children’s and adult
healthcare provision. The GP has a significant role in the ongoing management and co-
ordination of care of many adult long term conditions. It is therefore essential that the GP is
notified of transition planning and updated accordingly so that they can provide additional
support in primary services, as required.

People with a learning disability often have poorer physical and mental health than other
people and an annual health check can improve people’s health by spotting problems earlier.
Annual health checks are for adults and young people aged 14 or over with a learning
disability and will be a fundamental part of the transition plan.

iv) The identified SCHT Transition Lead will work in partnership with the young person and
their families to create a personal Transition Plan. This will be tailored to the young
person’s health needs as well as their developmental and cognitive needs. It will also be
co-ordinated with other aspects of Transition, such as education, as necessary. ldeally,
there will be one transition plan spanning across all Organisations involved with the
young person.

These guidelines do not prescribe which Transition Plan is to be used within SCHT but provide
a suite of resources that can be utilised by the MDT and identified SCHT Transition Lead, e.g:

¢ Ready Steady Go Transition Plan (also available in Easy-Read Format) (Appendix 2)
o Alderhey Transition Plan (Appendix 3)
e Planning Emergency Care Route (Appendix 4)

Young people will be given a copy of their Transition Plan, have the opportunity to read it and
ask questions.

Young People with learning disabilities may also need additional advocacy support to safely
access emergency and inpatient care, including a handheld Health Information Passport or
similar document. At the time of writing this guidance, work is being undertaken to review the
available health passports used within our local systems. Appendix 6 provides an example of a
Patient Passport.

Guidelines for the Transition of Young people Moving to Adult Service Nov 2021
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An alert on Rio will be recorded to inform HCP’s that a young person has a transition plan in
place.

Life threatening illness or Palliative Care

Diagnosis of a life threatening or life shortening condition does not automatically negate the
requirement for transition to adult services, as increasingly these children are living into
adulthood. A parallel planning approach is required. Active management with a view to
achieving stability or improvement in the young person’s condition, including transition to
adult services, should continue alongside planning for a potential deterioration in the young
person’s condition and end of life care.

V) Transition planning for individual young people will be reviewed on an annual basis

The time and venue for the annual review of the transition plan will vary between each young
person and will be considered and agreed within the initial planning process.

e For young people with a single long-term condition the annual review may take place
as part of the medical annual review

e For young people with multiple and/or complex conditions the annual review may be
organised as specific Transition Plan review appointment

e For young people with an Education, Health and Care Plan in place, the review of the
Transition Plan will form part of the contribution of the annual review.

NICE Quality Statement 2: Young people who will move from children's to adults' services have
an annual meeting to review transition planning.

Vi) The young person will be introduced to the adult team prior to leaving children’s services
and ideally there should be a reasonable period of time where the young person’s care
is overseen jointly.

If this is unfeasible prior to transfer of care, the children’s team should offer to support the young
person and family/carer during the first appointment in adult services.

Young People may wish to continue developing independent knowledge and skills about their
condition and Adult services may provide condition specific support tools. Alternatively, the Hello
to Adult Services (Appendix 4.g) can be used.

It is recognised that from time to time there are no ‘like for like’ adult services to transition to and
oversight of care is transferred to the GP. In the event there is an identified unmet need within
the transition plan, service leads should escalate this through the relevant quality and safety
meetings and involve the relevant ICS lead as necessary.

vii) Following transfer to adult services, if the young person is not engaging in adult
services, where possible, the clinician will notify the professional from the relevant
children’s services. They will contact the young person to review the transition care
plan and identify what help is required to enable them to use the service or discuss
alternate ways to meet their needs. Shared decision making ensures that young person
is supported to make decisions that are right for them. It is a collaborative process
through which the professional (and the MDT) supports a young person to reach a
decision about their care plan (NHSE&I, 2019) (See section 6)

Guidelines for the Transition of Young people Moving to Adult Service Nov 2021
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NICE Quality Statement 5: Young people who have moved from children's to adults' services
but do not attend their first meeting or appointment are contacted by adults' services and given
further opportunities to engage

6 Mental capacity and impact for obtaining Consent during Transition

Young people should be supported and empowered to take part in Shared Decision Making e.g.
Ask three Questions (Appendix 2). Shared decision making ensures that young person is
supported to make decisions that are right for them. It is a collaborative process through which
the professional (and the MDT) supports a young person to reach a decision about their care
plan (NHSE&I, 2019).

Children under the age of 16 can consent to their own care and treatment if they're believed
to have capacity to make the decision. Capacity means the ability to use and understand
information to make a decision, and communicate any decision made. This is known as being
Gillick competent. Otherwise, someone with parental responsibility can consent for them. It is
important that we consider capacity when working with a young person and their family to
support effective transition. Capacity and competence can vary depending on the complexity
and implications of each decision.

For further information see section 3 of the Reference guide to consent for examination or
treatment, second edition 2009 and the NSPCC guidance A child's legal rights Gillick
competency and Fraser guidelines

People aged 16 or over are entitled to consent to their own treatment/transition plan, and this
can only be overruled in exceptional circumstances. Like adults, young people (aged 16 or 17)
are presumed to have sufficient capacity to decide on their own medical treatment, unless there's
significant evidence to suggest otherwise.

A young person may lack capacity if their mind is impaired or disturbed in some way meaning
that they are unable to make a decision at that time e.g. a mental health condition or a severe
learning disability. However, It is important to highlight, that most young people with mental
health difficulties will still have capacity.

It is essential that young people and importantly parents/carers are explained to and understand
the changes regarding consent and mental capacity as soon as transition planning commences.

All staff supporting young people through Transition need to be aware of the Trust policy for
Consent to Examination and Treatment Policy and children’s services must ensure processes
are adapted when supporting a young person aged 16 years and above (and below if deemed
Gillick Competent).

a. Clinic Letters/Telephone Contacts

Young People with capacity have the legal right to access their own health records and can allow
or prevent access by others, including their parents.

Health Professionals will make direct communications with the young person when booking
appointments or undertaking health reviews. Young People should also be the recipient of any
clinic letters.

The young person will be asked for consent to share a copy of the clinic letter with their parents
and agree process for keeping parents up to date following other modes of contact. This decision
should be noted on the Transition Plan and regularly reviewed.
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7 Equality and Diversity

On 1st October 2010, the Government introduced the Equality Act. The Act makes it unlawful to
discriminate either directly or indirectly because of a protected characteristic in relation to
employment, supply of goods and services including healthcare, education etc. We have a legal
responsibility to assess the services we provide and identify how we will protect people from
discrimination based on the following ‘protected’ characteristics:

v Age

v Disability

v' Gender reassignment

v' Marriage and civil partnership
v Pregnancy and maternity

v Race

v Religion or belief

v Sex

v

Sexual orientation

Children and young people must be protected from discrimination during the transition process.
This includes discrimination in relation to protected characteristics under the Equality Act. There
must be a focus on assessing the impact on children and young people with protected
characteristics. This involves anticipating the impacts of transition on these groups and making
sure that, as far as possible, any negative consequences are removed or minimised and
opportunities for promoting equality are maximised.

8 Regional Nurse Advisor

SCHT is supported by the Burdett Regional Nurse Advisor for Young People’s Healthcare
and Transition (Midlands & East of England). This National Network aims to provide a
coordinated and unified approach to transition and provides support and advice across both
children’s and adult services.

brochure-the-burdett-national-transition-nursing-network-final-july-2020.pdf (hct.nhs.uk)

9 Consultation

This guideline was distributed to the following group for consultation and comment:
Claire Horsfield Deputy Director of Allied Health Professions & Quality
Angela Cook Head of Nursing & Quality (Adult Service Delivery Group)
Mandee Worrall Head of Nursing and Operations (Adults)

Sharon Simkin Clinical Lead for Quality (Children and Families)

Vickie Clayton — Clinical Quality Lead (Adults)

Gill Richards — Information Governance Manager

Anthony Archambault - Nurse Specialist — Safeguarding Adults

Helen Unsworth — Consultant Community Paediatrician

Camilla Johns — Professional Lead and Consultant Clinical Psychologist
Sophie Burgess - Principal Clinical Psychologist

lona James — Physiotherapist

Dyllis Kilby - Speech & Language Therapist

Karen Myles — Special School Nurse
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Liz Vaughan — Specialist Nursery Nurse

Anne Griffiths — Family Nurse Practitioner

Adelle Astley - Specialist Public Health Nurse SEND 0-19
C&F’s Operational Leaders Group

10 Dissemination and Implementation
This policy will be disseminated by the following methods:

¢ Notification through the Policies update alert via Datix
e Published on the Trust website and Staff Zone
e Awareness raising by managers and team leaders at local inductions and team meetings

11 Training

Training is recognised as an essential component to support delivery of a multi-disciplinary
approach to the transition process within our Trust. Professionals need to consider further
development of their knowledge and skills in working with young people, including the physiology
and developmental process of adolescence; communication and consultation strategies; multi-
disciplinary teamwork and an and understanding of how health impacts into adulthood. Training
will be available for health care practitioners across children and adult services working with
young people and their families. It is recommended that at least one E-learning module is
completed every two years. Appendix 7 lists some training resources.

12 Monitoring

We will use the NICE NG43 Transition Standards to monitor the effectiveness through clinical
audit and experience feedback from Young People, families/carers and wider stakeholders.

Teams should also monitor their compliance against the 10 Steps Transition Pathways auditable
standards

Incidents and near misses relating to transition to adult services will be reported via Datix
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15 Appendices

Appendix 1 — Circle of Support
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pport-checklist-2017-(tacts-list-2017-02-17 ¢

Appendix 2 — Ready a) Transition: moving @j
Steady Go into adult care transition_moving_in

to_adult_care.docx

b) Getting Ready Eﬂ

transition_the_ready Easy Read ready to
_steady_go_transitiofill READY QUESTIONI

c) Steady @B

transition_the_ready Easy Read ready to
_steady_go_transitiofill STEADY QUESTION

d) Go @j

transition_the_ready EASY READ Ready to
_steady_go_transitioFill GO QUESTIONNAI

e) Parent/carer’s (] j
transition
guestionnaire transition_parent_ca

rers_transition_plan.«

f) Transition plan

Lid

(this is available on Rio editable Transition Plan
letters — CS Transition Plan — vl.1.docx
Ready, Steady, Go)

g) Hello

)

Hello
Questionnaire.pdf

Appendix 3 - Alderhey Transition Plan

)

Transition-plan-templ
ate-complex-and-mul

Appendix 4 Planning Emergency Care Route

)

Route-into-urgent-ca
re-2017-02-10.pdf

Appendix 5 The Patient Passport

)

FOF

PATIENT PASSPORT
FINAL pdf

Appendix 6 — Ask 3 Questions

FOF

NHS-Ask-three-questi
ons.pdf

)

Appendix 7 — E-Learning Resources

)

NHS-Ask-three-questi
ons.pdf
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10 Steps: transition to adult services for young people with long term conditions Step 4:
circle of support contacts list

10stepstransition.org.uk

Name: DoB:
Unit No: NHS No:
Updated:

Children’s services Adult services

Professional
role

Professional
role

Multidisciplinary community services

Name Telephone Email

Name Telephone

General
Practitioner

Community nurses

Specialist health services

Consultants

Nurse specialists

Nutrition and
dietetics
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10 Steps: transition to adult services for young people with long term conditions
Step 4: circle of support contacts list

www. 10stepstransition.org.uk

Children’s services ‘ Adult services

rPorlc()afessmnaI M Telephone M rPOrloJessmnal Name Telephone

Allied health professionals

Dentist

Hearing and vision

Wheelchair
services

Pharmacy and medicines management

Continuing care, hospice and short breaks
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Social worker

Transport

Finance and
benefits

Housing and
independent living

School
Alder Hey Children’s INHS |
Copyright © 2017 Lynda Brook and Jacqui Rogers, Alder Hey Children's NHS Foundation Trust. All rights reserved. NHS Foundation Trust
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Ready Steady Go

This is only a start

Thisleaflet is designed to get you to start thinking about adult services and
the transition process.

For every person, this process will be slightly different
but your healthcare team should be able to provide
you and your family with information abont it.

By talking abont transition early, you should have
plenty of time for discussions and questions,
ensuring that you are fully prepared when the

time comes to make the move to adult services.

Transition:
moving into adult care

Information for young people and families

You may like to use this section to jot down any
questions yon have about your transition.

Copyright & Southampeom Children'’s Hospital, | styersity Mospisls Southampion N8 Powsdision Truss 2004, AR rights mal I.h:n
are permitted fo use Ready Steady Go and Hello % Adult Senvices materialy in their ocigisal format purely for non.ao=: —

No modifications ar changes. of sy kind are allowed without permission of the copynght boldes: The folkming ‘ckmldgemcm
statement st be included i all pubhuumu wihich ks relreoon 10 the e of these mateninks: "Resdy Steady Go and Hello

10 Adult Services develaped by the Trasition Steering Grosp ded by Dr Arvind ¥, paodutno nephrologist sd elisicl lead for
msitionad cane at Southarmpton Children's Hospitak Uxtreeclty Hospitals Southamptos KIS Foundation Trust."

Ready Steady Go istused’ o the work =% 1. § Whitehouse and MC v Camempocary Faedinrios; 1998 1316, L vve MC.
Wirde M, Srevr £ Prog Transphant 2006; 16:291-302. 3. lanet E McDanagh et al J Child Healih 2006; 10(112242
Further infomstion at www.ahsnhssl/readysteadygo
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What is transition?

In healthcare, we use the word “transition” to describe the process of
preparingplanning and moving from children’s to adult services.

Transition isa gradual process that gives you, and everyone involved in your
care, time to get you ready to move to adult services and discuss what
healtheare needs you will require as an adult.

Thizincludes deciding which services are best for you and where you will
receive that care.

Transition is ahont maling plans with you - and not about you.

We understand that moving away from a team of doctors and nurses that you

have been with for many years can be scary but hopefully, by getting mvolued m
the transition process, you will feel more confident and happier about the move.

Why do | have to move?

Asyou get older, you will find that some of the things you want to discuss
or some of the care you might need isnot properly provided by our
children’s services.

Adult services are used to dealing with all sorts of issues that mavy arise, such
as higher education, travelling, careers and sex.

You may also find that vou would prefer to be zeen in a more grown-up
environment, rather than the usual children’s departments or wards.

When do [ have to move?

There isno exact time that is ripht for everyone.

The porpose of this leaflet isto get you thinking about moving on and
preparing for it

Your doctors and nurses may have an idea abont when they feel that you
might be ready but it is important that you are involved in that decision.

o S

Canl choose where I move to?

Part of the fransition process should be helping you to look at where your
ongoing healthcare needs can best be met and how this will fit in with your
future plans.

Your consultant or family doctor (GF) willbe able to give you information to
help you make the best decision

If there 13 a choice of places, 1t1sa good idea to visitall of them and then
decide which is best for you.

Who can help me get readv?

Your healthcare team willbe able to give you information and support about

moving of.

They can help you get ready for adult services by:

= Teaching you ahomt your condition or illness, its treatment and any possible
side effects

= When you are ready, seeing you on your own for part of the climc
appointment and working towards seeing you on your own for the whole
clinic appointment

= Making sure you know when to get help and who to confact m
an emergency

= Helping you understand how your condition or illness might affect your
future education and career plans

= Making sure you know shont the support networks available

= Making sure you understand the importance of a healthy lifestyle, including
exercise, diet, smoking and sex.

20

Your family

Your parents or carers have been really important in looking after your
health and willbe able to give you lots of helpful advice.

While you are in the process of transitioning_ yonr parents willstillbe very
involved in your care and their role is still important.

Try to talk to them and your health care team abont how you feel about
moving on to adult care and any questions or concerns you might have.

Also fry to discuss practical issues relating to your health such as gefting to
appointments, obtaining repeat prescriptions and asking questions in clinic.
While fransition is all about you, it 15 important to realise that your parents
may also be finding the process difficult as now they are handing over the
responsibility to you.

Thiscan be hard for many parents and they may have worries of their own.

You may find tallung to them abouf vour feelings, and allowing them a
chance to tell you how they feel, willhelp you all through the process.

Questions you may like to discuss with your

healthcare team:

= What isthe plan for my transition?

= When am | moving to adult services?

= Can [ choose which adult service [ move to?

= What iz different ahout the adult service?

= Can [ meet the adult staff before [ leave children’s services?

= Can [ visitthe adult service to look around?

= Are there any young people [ can talk to about moving to adult services?
= What do I need to know before [ move to the adult service?

= When can [ start getting more involved in my health care?

= How will my condition affert my fiture, such as my education and
employment prospects?
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The Ready Steady Go transition programme - Getting Ready

The medical and nursing team aim to support you as you get older and help you
gradually develop the confidence and skills to take charge of your own healthcare.

Filling in this questionnaire will help the team create a programme to suit you.

pro
Please answer all questions that are relevant to you and ask if you are unsure. gramm

Name: Date:
Knowledge and skills Yes |1 would like | Comment
some extra
advice/help
with this
KNOWLEDGE

| can describe my condition

| know when to take my medications, names,
doses, how often, etc

| know who’s who in the medical and nursing
team

| understand the differences between children’s
and adult health care

| know about resources that offer support for
young people with my condition

SELF ADVOCACY (speaking up for yourself)

| feel ready to start preparing to be seen alone
for part of the clinic visit in the future

| ask my own questions in clinic

| have heard and know about ‘Ask 3 Questions’

HEALTH AND LIFESTYLE

| understand it is important to exercise for my
general health and condition

| understand the risks of alcohol, drugs and
smoking to my health

| understand what appropriate eating means for
my general health

| am aware that my condition can affect how |
develop e.g. puberty

| know where and how | can access reliable
information about sexual health




The Ready Steady Go transition programme - Getting Ready

Knowledge and skills Yes || would like | Comment
some extra

advice/help
with this

DAILY LIVING

| can look after myself at home in terms of
dressing and bathing/showering etc

| can make my own snacks/meals

| am able to be away from home overnight

SCHOOL AND YOUR FUTURE

| am managing at school e.g. getting to and
around school, school work, PE, friends, etc

| know what | want to do when | leave school

LEISURE

| can use public transport and access my local
community, e.g. shops, leisure centre, cinema

| see my friends outside school

MANAGING YOUR EMOTIONS

| know how to deal with unwelcome comments/
bullying

| know someone | can talk to when | feel sad/
fed-up

| know how to deal with emotions such as anger
or anxiety

I am comfortable with the way | look

| am happy with life
TRANSFER TO ADULT CARE

| understand the meaning of ‘transition’” and
transfer of information about me

Please list anything else you would like help or advice with:

Thank you

The Readv Steadv Go materials were developed by the Transition Steering Group led by Dr Arvind Nagra, paediatric nephrologist and clinical lead for transitional care at Southampton Children’s Hospital.
Universitv Hospital Southamoton NHS Foundation Trust based on the work of: 1. S Whitehouse and MC Paone. Bridging the gap from vouth to adulthood. Contemporarv Pediatrics: 1998. December. 13-16.
2. Paone MC. Wigle M. Saewvc E. The ON TRAC model for transitional care of adolescents. Prog Transplant 2006:16:291-302 3. Janet E McDonagh et al. J Child Health Care 2006:10(1):22-42. Users are
permitted to use ‘Readv Steadv Go’ and ‘Hello to adult services’ materials in their original format purelv for non-commercial purposes. No modifications or changes of anv kind are allowed without permission
of University Hospital Southampton NHS Foundation Trust.

Fre-foth nt-statement-must-be-inchrcec-rat Ts-whrehrrmate o-the-tr f-these-rm Ready-Steath-Go-ant-+Hetto-to-aduit-service: bv-the-Fransitiorr

Gﬂqﬁ@hﬁnegd‘ﬁgprﬂqej Trapsitio eofYoun |c e@Plen o torAdult h@eWm@l Universitv Hospital Southamnton NHS FouleT@@asid on the

work of: 1. S Whitehouse and MC Paone. Bridging the gap from volth to adulthood Contemporarv Pedlatrlcs 1998, December. 13-16. 2. Paone MC, Wigle M, Saewvc E. The ON TRAC model for transitional
care of adolescents. Prog Transplant 2006:16:291-302 3. Janet E McDonagh et al. J Child Health Care 2@@0(1) 22-42.” Further information can be found at www.uhs.nhs.uk/readvsteadveo April 2020. 2518
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The Ready Steady Go transition programme - Steady
‘

Reaqd
SteadVGyo

The medical and nursing team aim to support you as you get older and help you
gradually develop the confidence and skills to take charge of your own healthcare.

Filling in this questionnaire will help the team create a programme to suit you.
Please answer all questions that are relevant to you and ask if you are unsure.

Name: Date:

Knowledge and skills Yes || would like Comment /
some extra

advice/help

with this

KNOWLEDGE

| understand the medical terms/words and
procedures relevant to my condition

| understand what each of my medications are
for and their side effects

| am responsible for my own medication at home

| order and collect my repeat prescriptions and
book my own appointments

I call the hospital myself if there is a query about
my condition and/or therapy

| know what each member of the medical team
can do for me

| understand the differences between children’s
and adult health care

I know about resources that offer support for
_young people with my condition

SELF ADVOCACY (speaking up for yourself)

| feel confident to be seen on my own for some/all
of each clinic visit and to ask my own questions

| understand my right to confidentiality

| understand my role in shared decision making
with the healthcare team e.g. Ask 3 Questions

HEALTH AND LIFESTYLE

*U‘d

| exercise regularly/have an active lifestyle

I understand the risks of drugs, alcohol and
smoking to my health

| understand what appropriate eating means for
my general health

| am aware that my condition can affect how |
develop e.g. puberty

I know where and how | can access reliable
information about sexual health

| understand the implications of my condition and

/L . LoL 1 o)
<

Q|

*See www.uhs.nhs.uk/Media/UHS-website-2019/Patientinformation/@8ldhealth/ReadySteadyGo/Printready/Ready-Steady-Go-postcard-print-ready.pdf



The Ready Steady Go transition programme - Steady

Knowledge and Skills Yes | I would like Comment
some extra

advice/help
with this

DAILY LIVING

| can look after myself at home in terms of dressing
and bathing/showering etc

| can make my own snacks/meals

| know how to plan ahead for being away from
home, overseas, trips, e.g. storage of medicines
and vaccinations

EDUCATION AND YOUR FUTURE

| am managing at school/college (getting to and from
the site, coping with work, friends and PE, for example)

| know what | want to do when | leave school

| have had work/volunteering experience

| am aware of any potential impact of my condition
to my education and/or work opportunities

| know who to contact for careers advice
LEISURE

| can use public transport and access my local
community, e.g. shops, leisure centre, cinema

| see my friends outside school/college
MANAGING YOUR EMOTIONS

| know how to deal with unwelcome comments/
bullying

| know someone | can talk to when | feel sad/fed up

| know how to deal with emotions such as anger
or anxiety

| am comfortable with the way | look

| am happy with life
TRANSFER TO ADULT CARE

| understand the meaning of ‘transition’

| am aware of the plan for my medical care when
| am an adult

| have all of the information | need about the adult
team who will be looking after me

Please list anything else you would like help or advice with:

Thank you

The Readv Steadv Go materials were developed by the Transition Steering Group led by Dr Arvind Nagra, paediatric nephrologist and clinical lead for transitional care at Southampton Children’s Hospital.
Universitv Hospital Southampton NHS Foundation Trust based on the work of: 1. S Whitehouse and MC Paone. Bridging the gap from vouth to adulthood. Contemporarv Pediatrics: 1998. December. 13-16.
2. Paone MC. Wigle M. Saewvc E. The ON TRAC model for transitional care of adolescents. Prog Transplant 2006:16:291-302 3. Janet E McDonagh et al. J Child Health Care 2006:10(1):22-42. Users are
permitted to use ‘Readv Steadv Go’ and ‘Hello to adult services’ materials in their original format purelv for non-commercial purposes. No modifications or changes of anv kind are allowed without permission
of Universitv Hospital Southampton NHS Foundation Trust.

PRSP IRTIN ok vl T

Guidelines:fortheTransition-of¥oungipeople:-MovingtotAdultcServiges. Universty Hossital southamoton NHS FoN@yn RO R:ded on the
work of: 1. S Whitehouse and MC Paone. Bridging the gap from vduth to adulthood. Contemporarv Pediatrics: 1998, December. 13-16. 2. Paone MC, Wigle M, Saewvc E. The ON TRAC model for transitional
care of adolescents. Prog Transolant 2006:16:291-302 3. Janet E McDonagh et al. J Child Health Care Z20§:10(1):22-42.” Further information can be found at www.uhs.nhs.uk/readvsteadveo Aril 2020. 2518
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The Ready Steady Go transition programme - Go

ey

Reaq
SteadVGyo

o

The medical and nursing team aim to support you as you get older and help you
gradually develop the confidence and skills to take charge of your own healthcare.

Filling in this questionnaire will help the team create a programme to suit you.
Please answer all questions that are relevant to you and ask if you are unsure.

Name: Date:
Knowledge and skills Yes | |would like K Comment
some extra
advice/help
with this
KNOWLEDGE

| am confident in my knowledge about my
condition and its management

| understand what is likely to happen with my
condition when | am an adult

| look after my own medication

| order and collect my repeat prescriptions and
book my own appointments

| call the hospital myself if there is a query about
my condition and/or therapy

SELF ADVOCACY (speaking up for yourself)

| feel confident to be seen on my own in clinic

| understand my right to confidentiality

| understand my role in shared decision making
with the healthcare team e.g. Ask 3 questions*

HEALTH AND LIFESTYLE

| exercise regularly/have an active lifestyle

| understand the risks of drugs, alcohol and
smoking on my condition and general health

| understand what appropriate eating means for
my general health

| know where and how | can access reliable
information about sexual health

| understand the implications of my condition and
medications on pregnancy/parenting (if applicable)

DAILY LIVING

| am independent at home — dressing, bathing,
showering, preparing meals, etc

| can or am learning to drive

Guidelines for the Transition of Young people Moving to Adult Service Nov 2021
*See www.uhs.nhs.uk/Media/UHS-website-2019/Patientinformation/&@ldheaIth/ReadySteadyGo/Printready/Ready-Steady-Go-postcard-print-ready.pdf




The Ready Steady Go transition programme - Go

Knowledge and Skills Yes | | would like | Comment
some extra

advice/help
with this

DAILY LIVING (CONTINUED )

| know how to plan ahead for being away from home,
overseas, trips e.g. storage of medicines, vaccinations

| understand my eligibility for benefits (if applicable)

EDUCATION/WORK AND YOUR FUTURE

[ have had work/volunteering experience

| have a Career Plan (please specify)

| am aware of the potential impact (if any) of my
condition on my future career plans

| know how and what to tell a potential employer
about my condition (if applicable)

| know who to contact for careers advice
LEISURE

| can use public transport and access my local
community, e.g. shops, leisure centre, cinema

| see my friends outside school/college/work

MANAGING YOUR EMOTIONS

| know how to deal with unwelcome comments/
bullying

| know someone | can talk to when | feel sad/fed-up

| know how to cope with emotions such as anger
or anxiety

| know where | can get help to deal with my
emotions if needed

| am comfortable with the way | look

| am happy with life
TRANSFER TO ADULT CARE

| understand the meaning of ‘transition’ and
transfer of information about me

| know the plan for my care when | am an adult

| have all of the information | need about the adult
team who will be looking after me

Please list anything else you would like help or advice with:

Thank you

The Readv Steadv Go materials were developed bv the Transition Steering Group led bv Dr Arvind Nagra, paediatric nephrologist and clinical lead for transitional care at Southampton Children’s Hospital.
Universitv Hospital Southampton NHS Foundation Trust based on the work of: 1. S Whitehouse and MC Paone. Bridging the gap from vouth to adulthood. Contemporarv Pediatrics: 1998. December. 13-16.

2. Paone MC. Wigle M. Saewvc E. The ON TRAC model for transitional care of adolescents. Prog Transplant 2006:16:291-302 3. Janet E McDonagh et al. J Child Health Care 2006:10(1):22-42. Users are
permitted to use ‘Readv Steadv Go’ and ‘Hello to adult services’ materials in their original format purelv for non-commercial purposes. No modifications or changes of anv kind are allowed without permission of
Universitv Hospital Southamoton NHS Foundation Trust.
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NHS

Parent/carer’s transition programme

Name of parent:

Reaq
Steady go

o

Name of patient:

Date: Review (1) Review (2) Review (3)

Internet access: YES/NO

This transition plan is designed to help parents and carers feel confident about their knowledge and
skills during the period of transition. Over the next few years we aim to equip your son/daughter and you
with the necessary skills to manage their condition and hopefully increase your confidence and that of
your son/daughter to transfer to adult services

Knowledge and skills Yes No N/A

| understand the meaning of transition

| know who’s in the team and their respective roles

| know about resources that offer support for parents/carers
of young people with my son/daughter’s condition.

| understand what is likely to happen in the future regarding
my son/daughter’s condition.

| understand the changes (physical and emotional) which occur
during adolescence and how their condition potentially affects
and is affected by this development.

I am confident my son/daughter is knowledgeable about their
condition and its therapy.

| encourage my child to regularly exercise. | am aware of any
restrictions my son/daughter may have.

| feel confident in teaching my son/daughter to become
responsible for their own medication at home.

Guidelines for the Transition of Young people Moving to Adult Service Nov 2021
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Parent/carers transition programme

Encouraging independence

Is your son/daughter independent at home - dressing, bathing,
preparing meals, doing chores, etc?

| feel confident for my son/daughter to be seen on their own in
clinic for part or all of clinic visits

| understand my son/daughter’s rights to information, privacy
and confidentiality

I know how to advise my son/daughter about financial help and
other support
Healthy lifestyle

| understand the importance of an appropriate healthy diet for
young people

| understand the effect of smoking, drugs and/or alcohol on my
son/daughter’s condition and general health

I know where to access reliable sexual health information for
young people and their parents
Preparation for adult services

| feel confident in teaching my son/daughter how to contact the
hospital themselves and to organise their repeat prescriptions

| understand the differences between paediatric and adult
medical care

| know the plan for my son/daughter’s medical care when he/she
is an adult

Yes No N/A

Please list any other things you have concerns about or would like extra help/advice with:

Thank you

The Readv Steadv Go materials were developed by the Transition Steering Group led by Dr Arvind Nagra, paediatric nephrologist and clinical lead for transitional care at Southampton Children’s Hospital.
Universitv Hospital Southampton NHS Foundation Trust based on the work of: 1. S Whitehouse and MC Paone. Bridging the gap from vouth to adulthood. Contemporarv Pediatrics: 1998. December. 13-16.
2. Paone MC. Wigle M. Saewvc E. The ON TRAC model for transitional care of adolescents. Prog Transplant 2006:16:291-302 3. Janet E McDonagh et al. J Child Health Care 2006:10(1):22-42. Users are
permitted to use ‘Readv Steadv Go’ and ‘Hello to adult services’ materials in their original format purelv for non-commercial purposes. No modifications or changes of anv kind are allowed without permission

of Universitv Hospital Southampton NHS Foundation Trust.
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The Ready Steady Go transition programme - Hello

The medical and nursing team aim to support and help you develop the confidence and
skills to take charge of your own healthcare. Re

Ste YGo

Filling in this questionnaire will help the team create a programme to suit you.
Please answer all questions that are relevant to you and ask if you are unsure.

Name: Date:
Knowledge and skills Yes |lwouldlike | Comment
some extra
advice/help
with this
KNowleDge

| am confident in my knowledge about my
condition and its management.

| understand what is likely to happen with my
condition in the future

| understand what each of my medication/
treatment is for and their side effects

| order and collect my repeat prescriptions and
book my own appointments

| know who to contact if | have any concerns about
my health

| call the hospital myself if there is a query about
my condition or treatment

| know about resources for young people or adults
with my condition

SelF ADVoCACY (speaking up for yourself)

| feel confident to be seen on my own in clinic

| understand my right to confidentiality

| understand my role in shared decision making
with the healthcare team e.g. Ask 3 Questions*

HeAITH AND lIFeSTYle

| exercise regularly/have an active lifestyle

| understand the effect of smoking, drugs and
alcohol on my condition and general health

| understand what appropriate eating means for
my general health

| am aware that my condition can affect how | feel
and function e.g fatigue, sexual function, fertility

| know where and how | can access providers for
accurate information about sexual health

| understand the implications of my condition and

_d SOt (B4 |_qn\_v/lp_a| ct I‘til 1324 - "
Eﬂd’éfﬁl‘é‘S‘fot? the lransition or Yyoung people ivioving 1o Adult »ervice NOV 2UZ1
*See |eaflet or www.advancingqualityalliance.nhs.uk/wp-contgot/uploads/2013/04/BrochureFinal25.10.12.pdf




The Ready Steady Go transition programme - Hello

Knowledge and Skills Yes |l would like | Comment
some extra

advice/help
with this

DAIIY IVINg

| am independent at home — dressing, bathing,
preparing meals etc

| know how to plan ahead for being away from
home, overseas trips e.g. storage of medicine and
vaccinations

| can or am learning to drive

| understand my eligibility for benefits (if applicable)

College, woRK AND YoUR FUTURe

| am managing at college/work e.g getting to and
around, nature of work, friends etc

| have had experience of working/volunteering

| have a career plan - please specify

| am aware of the potential impact (if any) of my
condition on my future plans

| know how and what to tell a potential employer
about my condition (if applicable)

| know who to contact for careers advice

leISURe

| can use public transport and access my local
community e.g shops, leisure centre,cinema

| have friends and see them socially

MANAgINg YoUR eMoTIoNS

| feel confident in telling people about my
condition e.g. friends, family, employers

| know someone | can talk to if | feel sad/fed-up

| know how to cope with emotions such as anger
or anxiety

| would like more information about where | can
get help to deal with my emotions

| am comfortable with the way | look to others

| am happy with life

Please list anything else you would like help or advice with:
Thank you

The Readv Steadv Go materials were developed bv the Transition Steering Group led bv Dr Arvind Nagra, paediatric nephrologist and clinical lead for transitional care at Southampton Children’s Hospital.
Universitv Hospital Southampton NHS Foundation Trust based on the work of: 1. S Whitehouse and MC Paone. Bridging the gap from vouth to adulthood. Contemporarv Pediatrics: 1998. December. 13-16.
2. Paone MC, Wigle M, Saewvc E. The ON TRAC model for transitional care of adolescents. Prog Transplant 2006:16:291-302 3. Janet E McDonagh et al. J Child Health Care 2006:10(1):22-42. Users are
permitted to use ‘Readv Steadv Go’ and ‘Hello to adult services’ materials in their original format purelv for non-commercial purposes. No modifications or changes of anv kind are allowed without permission
of University Hospital Southampton NHS Foundation Trust.

The following acknowledgement statement must be included in all publications which make reference to the use of these materials: “Readv Steadv Go’ and ‘Hello to adult services’ developed bv the Transition
EETITE GTOUD et bV DT ATV NaeTa: Daeg e TephTotoRtsTam e O TS Tt OTTat CaTe 3t SOUTHarTmTo TS oS DTt O TvET ST oS D it SOUTTaTTOTO T N HS OO TSt Dased O The
GuidelinesiforsthevEransition ofYoung people MevingteiAdulbSemiees . 2 pane Mc, wie M. saewvc £ The QWA @2l ror transitional

care of adolescents. Prog Transplant 2006:16:291-302 3. Janet E McDonagh et al. J Child Health Care 29‘(’)?.:‘10(1):22-42.” Further information can be found at www.uhs.nhs.uk/readvsteadveo v2.0 2015




Shropshire Community Health NHS Trust

10 Steps: Transition Plan

@,

il et e ilion. ey m b

Transition 10 Steps to Adult Services: Transition Plan

Updgare ar each cinic WSk Scan’ umoadi¥e in medical recond, copy 10 young persan. Adaster copy held by Lead Speciaty feam

Young person’s details

Hame Date of birth

Address Uit mum ber
MHS number
Home telephomne

Postocode Maobile

Email

Main diagnosis

Other important diagnoses

Planning the Transition Journey

Expected level of self-management after transition

[] independent

[] Assisted

[] Fully supparted

Main professionals (more informafion in Circle of Support)

GP

Children's services
Lewvel of GP involvement
Adult services

Telephone
Email

[ =P led
O GF led

[ shared Care
[] Shared Care

[ speciality led
[ speciality led

Circle of support commenced (date)

Lead Consultant

Telephone

Email

Keyworker

Telephone

Email

Other key professionals

Telephone

Email

Lead Consultant

Telephone

Email

Adult services [See Transiion Map for more inrformabon on wewal farget adulf sernvices)

Telephone

Email

Keyworker

Telephone

Email

Other key professionals

Telephone

Email

Special Transition
Register

From (date)
To (date)

Education Heaklth and Care Plan (EHCP)
Advance Care Plan (ACP)

Health Information Passport (HIP)
Other Care plan (specify)

Telephone

Email

] consent for sharing healthcare record with adult professionals Date

Review date(s)

[0 Mot applicable
[ Mot applicabls
[0 Mot applicable




Shropshire Community Health NHS Trust

Transition 10 Steps to Adult Services: Transition FPlan

Updare af each cinic wisk Scan’ upioad Ve In medical record, copy [0 yowng persan. AMasfer copy held by Lead Speclaily feam

“lmepat ke o &b

Young person's details
MHame Date of birth

Mark fopics discussed — aold deial overdeal

Trarsfion progrecs review (T}

1. Understands concept of transition | | | |
2. Review multidisciplinary t2am || || || ||
3. Rewview Education Health and Care Plan | | | | | | | |
4. Review Advance Care Plan
5. FReview Health Information F".aE-Einrt
Describes condition, effects and prognosis | | | || ||
2. Understands medicationfireatment purpose & : : : :
3. Takes somefcomplete responsibility for [] [] [ ] [ ]
medicationfother treatment e.g. physictherapy
4. Uses self-management plan [] ] [ ] [ ]
5. Orders repeat prescriptions [] [] [ ] [ ]
3. Knows how to makelalter appointments [ ] [ ] [ ] [ ]
Self advocacy (5)
1. Partiwhaole clinic appointment on their own | :‘ | |
2. Sees GF independently | | | | | |
3. Understandimg of confidentiality | | :| | | | |
4. Understands their role in shared decision- maklng [ ] [ ] [ ] [ ]
with the healthcare team e.g. Ask 3 Questions®
5. Role of Advocate/! -:::ln-:eit af Best Interestis | | | | | | |
Health and lifestyle (H)
1. Understands imporance of diet'exercise/dental care L] L] L] L]
2. Understands impact of smoking/alcohol’'substance 1 ] 1 1
3. Understands how their condition can affect how they | [ O O
feel and function e.g. sexual function, fertility,
4. Understands sexual health issuss/ |:| |:| |:| D
pregnancy’sexually framsmitted infections! parenting
Activities of daily living [A)
1. Self care/meal preparation L] L] L] L]
2. Independent travel/mobility |:| |:| |:| |:|
3. Tripsfovemight stays away fromn home | | ] ]
4. Benefils | | ] ]
Vocational (V]
1. Cument educationfwork, impact of condition on | | | | | | | |
2. Collegefuniversityfwork attendance and [] [ ] [ ] [ ]
3. Workvolunteering experience, careers advice [ ] [] [] [ ]
4, Qutside activities and interests : : : :
5. Disclosure to college/university/employer [ ] [ ] [] []
Psychosocial (P}
1. Self esteem/self confidence L] L] L] L]
2. Bodyfself image I C ] ]
3. Peer relationships ; ; ; ;
4. Support nebworksfamily'disclosure to frends | | | | | | | |
5. Coping strategies [ ] [ ] [ ] [ ]
1. Knows key team members and their roles || || || ||
2. Uses Health Information Passport andfor ACP | | | | | | | |
3. Knows where to get help [ ] [ ] [ ] [ ]
4. Accesses urgent care including A&E and ward visit [] [ ] [ ] [ ]
5. Understands role of Lead Consultant : :l : :
. Understands changing role of GP [ ] ] [ ] [ ]
7. Understands role of Keyworker [ ] [ [ ] [ ]
Signature Date
Starting out (5&8) Signature Date
Signature Cate
Signature Cate
Guidelines for the Transition of Young people Moving to Adult Service Nov 2021
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Shropshire Community Health NHS Trust

Upgate ar each cinic wisk. Scan’ upéoadiWe In medica) record, Copy [0 young person. Masfer copy heid oy Lead Speclaly feam

A

Young person’s details

Hame Date of birth

@_) Transition 10 Steps to Adult Services: Transition Plan

Transition discussion notes (e.g. goalz, exceplions, discussion pointz, signposing & o

Resources (please specify) Date Imitial
Offer copy of clinic letters
Multidisciplinary Transition Planning meeting

Guidelines for the Transition of Young people Moving to Adult Service Nov 2021
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Route into Urgent Care to adult services for young people with long term conditions
Step 7: planning your route into urgent care

Name: DoB:

Unit Number: MNHS No:

Stage Where will Who will be What knowledge and skills will How can we ensure the right
this happen? involved? be needed? information and support is
available?

wwnee. 10stlepstransition. arg uk

B

specialist 3
advice may
Fal
5

Copyright © 2017 Lynda Brook and Jacqui Rogers, Alder Hey Children’'s NHS Foundation Trust. All rights reserved.



The Patient Passport

The Shrewsbury and Telford Hospital [\ 51 Shropshire Community Health [TEE] Midlands Partnarship
FHE Trus RS Tt i e LB R 1y Paasifineg Fraar
W Shropshire Tetford & Wrekin
el c in
. nbe melL b E::} cowme it ( \H-..I _.1.9“_ _5‘_ P 3-?_
C = 8 Cg '
. Savern w
The Robert lones and Sgnes Hunt E‘_TE Telford and Wrekin Hosplee st .'
Crthopaedic Hospital w_lﬂ_; I
KHS Fruadalon Tl

“The Patient Passport”

This gives hospital staff important
information about you.

Please take it with you if you have to go into
hospital.

Ask the hospital staff to hang it on the end of
your bed.

Make sure that all the staff who
look after you read it.

Mote for Hospital Staff - Please remember the 5 main points in the Mental Capacity Act (2005)

Tnls Fatient #3sepon has besn afapted by Me H2alh Accese Team, South Statordshiez & Shropshire H2althcars WHS Foundation Trust from the
ariginal work “TrafMc Light AEs2Esment” - Gloucester Pamnership NHS Trust and raken from “Working Together Easy sieps to Improving how
pengie with 3 lsaming dlsshiily a2 sugported when N Rospitsi - Guidance for Hospitais, Famiies and Paid Sugpon S Fhe-

1o EymEdle and the National NHS Patient Passport. ! , S
¥ Gloucestershire Pastnership [T75]
Updaled August 2014 nersn e m




Shropshire Community Health NHS Trust

MName: Male D Female D Organ Donor D

Frefers fo be called: Do you need an interpreter? Yes D Mo D
HHSZ N*;
Address: Tel No:

Date of Birth:

Doctor:

MNext of Kin: Relationship:
Relevant Person/Carer:
Other Professional/Advocate:

Religion: Religious preferences:

Iz there anyone you would like hospital staff to talk to about your treatment? Yes D No D

Iz there anyone you would like to help you with your care whilst you are in hospital?
(e.q. carer, parents — add names hereg) Yes D No D

MEDICAL HISTORY
Hawve you got problems with any of the below:

Mobility/Falls [
Dementia O
Thyroid O
Other:

Pleaze list

Blood Pressure Swallowing
Diabetes Epilepsy

Heart skin Integrity
Breathing Anxiety (behaviour)
Blatdder Bowels Hearing
Allergies Vision

oooobo

If any of the above ticked please give detaila:

Current Medication:
(Pleass bring slong your MARS Sheet if possibls)

Brief medical history:

Guidelines for the Transition of Young people Moving to Adult Service Nov 2021
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Shropshire Community Health NHS Trust

This is a signpost
AMBER - ALERT “to further

imformation

Things that are really important to me

Communication
How to communicate
with me and how |

Taking medication
Crushed tablets,

injeciions, syrup;

l::-::um municate with howi to take my
blood.
M
-+
[Fyw
Inf-::rmatlun Fain
How you know |
Howi to help me am in pain
understand .
things. L
O
L= l - B
T
Problems with sight Slesp pattemn,

or hearing

f==

zleap routine.

Eating/Drinkimg

ESwallnwlngj

ood cut up, small

arounts, choking,

hel%w:h fesding,
Managermsnt

plan, feedmg aids.

D

Ecing =afe
Bedrails, posiure,

supporting
behaviour,
absconding.

AN

Gaoing to the

boilet

Contnence aids, help
to getio the

toilet
assistance, b g
biows| —
freguency

dressing, washing
=ic

Movwing aroumd
Fosture in bed,

haists/slings,
walking aids.

&1

Level of support
Who needs to stay

and how often.

Completed By DETEL

Guidelines for the Transition of Young people Moving to Adult Service Nov 2021
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Shropshire Community Health NHS Trust

AMBER - ALERT PEre s
to further
- - information
Things that are really important to me
Muns
=
My Praferred Priorities for Care shauld my paysical health gt worse.  How and whare | waulkd Bis
% be Iooked after- O
I have a Lasting Powear of Attormay (LR&) - Yes O wO -
My Lasting Power of Attorney relatss to (opieass ok one)-
Heaitn Waitars and Trestment ] Finanzes L Both of thees
I have an Advance Declelon /Di2sss Mok ong) Yas . Mo .

THINGS |1 LIKE

Think about — what upe=ts you, what makse you happy, things you Bee i 80 L2 walching TV, reading, mushc.
Haw ¥OU Want paopse 10 13k to you (donT ehout). Food lkes, dislkes, physical touchiraetraint, speclal nasds.

routinge, 1hiNgs Mat keap you =3t

Compleied by Dabe .
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Shropshire Community Health NHS Trust

Ask 3 Questions

NHS
Ask 3 Questions

There may be choices to make about your healthcare.
Make sure you get the answers to these three questions:”

What are my choices?

What is good
How do | get support to and bad about

help me make a decision each choice?
that is right for me?

n'ﬁffg

I
| 3 |
Your healthcare team needs you to tell them what is important to you.
It’s all about shared decision making.

Right C are
l I *Ask 3 Questions has been adapted with kind permission from the MAGIC programme, , supported by the Health Foundation
Dec mn M laking Ask 3 n based on Shepherd HL, et al. Three questions that patients can ask to improve the quality of information physiclans give about treatment options:
Ao I Patient Education and Counselling, 2011;84: 379-85

aaaaaaaaaaaaaaaaaaaa
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Shropshire Community Health NHS Trust

Other questions | would like to ask

during my appointment:

Remember, you can bring someone else with you to

your appointment, such as a relative, carer or friend.
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E-Learning Training Resources
Adolescent Health Programme

The Adolescent Health Programme (AHP) is an e-learning programme for all healthcare
professionals working with young people. It is the third programme in the Healthy Child
Programme 0-18 series of e-learning resources, following the http://www.e-
Ifh.org.uk/programmes/healthy-child-programme/ and http://www.e-
Ifh.org.uk/programmes/healthy-school-child/

https://www.e-Ifh.org.uk/programmes/adolescent-health/

Disability Matters programme

Disability Matters is developed by disabled young people, parent/carers and other experts.
This E-learning is by bite-sized learning package matching the needs of different individuals
offering practical advice about supporting disabled children, young people and their families
to achieve the outcomes that matter to them.

https://www.disabilitymatters.org.uk/Catalogue/TileView

Making healthcare work for young people

This toolkit gives practical suggestions about how healthcare can be tailored to young
people’s needs as they develop and change through adolescence into young adulthood —
such care is termed ‘Developmentally Appropriate Healthcare’ — or DAH.

The toolkit is designed to support everyone working in the NHS, from clinicians to chief
executives, to promote the health of young people and to play their part in making healthcare
work for this age group.

https://www.northumbria.nhs.uk/quality-and-safety/clinical-trials/for-healthcare-
professionals/

Me First

The Me first communication model has been developed in partnership with children, young
people and healthcare professionals. It highlights the key steps to guide shared decision
making and encourage CYP-centred communication.

https://www.mefirst.org.uk/the-model/

Queens Nursing Institute Transition of Care Programme
The transition of Care Programme’ is for community nurses, to help them understand the
issues that young people (and their families) face. The resource aims to improve practice in
this key area and improve the experience of young patients.

https://www.gni.org.uk/nursing-in-the-community/from-child-to-adult/

RCPCH

The Royal College of Paediatrics and Child Health bring together best practice examples,
resources and experiences of young people.

https://www.rcpch.ac.uk/resources/transition-adult-services



http://www.e-lfh.org.uk/programmes/healthy-child-programme/
http://www.e-lfh.org.uk/programmes/healthy-child-programme/
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http://www.e-lfh.org.uk/programmes/healthy-school-child/
https://www.e-lfh.org.uk/programmes/adolescent-health/
https://www.disabilitymatters.org.uk/Catalogue/TileView
https://www.northumbria.nhs.uk/quality-and-safety/clinical-trials/for-healthcare-professionals/
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https://www.mefirst.org.uk/the-model/
https://www.qni.org.uk/nursing-in-the-community/from-child-to-adult/
https://www.rcpch.ac.uk/resources/transition-adult-services

