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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:  

✓ 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 

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

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



Shropshire Community Health NHS Trust 

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

4 

 

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. 
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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:  

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

• 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. 

• 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. 

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

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

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

• 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. 

• 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 normal 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. 
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(Copyright © 2021 Lynda Brook and Jacqui Rogers, Alder Hey Children's NHS Foundation Trust. All rights reserved) 

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. 
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ii) 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) 

 

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. Ideally, 
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) 

• Alderhey Transition Plan (Appendix 3) 

• 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. 

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. 
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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.  

 

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.  

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

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

• 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) 

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. 
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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.  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/138296/dh_103653__1_.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/138296/dh_103653__1_.pdf
https://learning.nspcc.org.uk/child-protection-system/gillick-competence-fraser-guidelines
https://learning.nspcc.org.uk/child-protection-system/gillick-competence-fraser-guidelines
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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: 

✓ Age  
✓ Disability  
✓ Gender reassignment  
✓ Marriage and civil partnership  
✓ Pregnancy and maternity  
✓ Race  
✓ Religion or belief  
✓ Sex  
✓ 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 

Iona James – Physiotherapist 

Dyllis Kilby - Speech & Language Therapist 

Karen Myles – Special School Nurse 

https://www.hct.nhs.uk/media/4084/brochure-the-burdett-national-transition-nursing-network-final-july-2020.pdf
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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  

• Published on the Trust website and Staff Zone  

• 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 

10-Steps-circle-of-su

pport-checklist-2017-02-10.pdf

Circle-of-support-con

tacts-list-2017-02-17.pdf
 

Appendix 2 – Ready 
Steady Go  

  

a) Transition: moving 
into adult care transition_moving_in

to_adult_care.docx  

b) Getting Ready 

transition_the_ready
_steady_go_transition_plan_getting_ready.docx

Easy Read ready to 

fill READY QUESTIONNAIRE.pdf
 

c) Steady 

transition_the_ready
_steady_go_transition_plan_steady.docx

Easy Read ready to 

fill STEADY QUESTIONNAIRE.pdf
 

d) Go  

transition_the_ready
_steady_go_transition_plan_go.docx

EASY READ Ready to 

Fill GO QUESTIONNAIRE.pdf
 

e) Parent/carer’s 
transition 
questionnaire transition_parent_ca

rers_transition_plan.docx
 

f) Transition plan 

(this is available on Rio editable 
letters – CS Transition Plan – 
Ready, Steady, Go) 

Transition Plan 

v1.1.docx
 

g) Hello 

Hello 

Questionnaire.pdf
 

Appendix 3 - Alderhey Transition Plan 

Transition-plan-templ

ate-complex-and-multiple-long-term-conditions-2017-02-17.pdf
 

Appendix 4 Planning Emergency Care Route 

Route-into-urgent-ca

re-2017-02-10.pdf
 

Appendix 5 The Patient Passport 

PATIENT PASSPORT 

FINAL.pdf
 

Appendix 6 – Ask 3 Questions  

 NHS-Ask-three-questi

ons.pdf
 

Appendix 7 – E-Learning Resources 

NHS-Ask-three-questi

ons.pdf
 



 

          

Copyright © 2017   Lynda Brook and Jacqui Rogers, Alder Hey Children's NHS Foundation Trust. All rights reserved.     
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10 Steps: transition to adult services for young people with long term conditions Step 4: 

circle of support contacts list  

  

Name:        DoB:               

Unit No:         NHS No:        

Updated:        

  

Children’s services   Adult services     

Professional 
role  

Name  Telephone  Email  
Professional 
role  

Name  Telephone  Email  

Multidisciplinary community services       

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  

 

Children’s services   Adult services     

Professional 
role  

Name  Telephone  Email  
Professional 
role  

Name  Telephone  Email  

Allied health professionals       

Dentist                                                   

Hearing and vision                                                   

Wheelchair 
services  

                                                 

                                                        

                                                        

Pharmacy and medicines management       

                                                        

                                                        

Continuing care, hospice and short breaks       
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Social care       

Social worker                                                   

Transport                                                   

Finance and 
benefits  

                                                 

Housing and 
independent living  

                                                 

                                                        

Education and employment       

School                                                   

  

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



Shropshire Community Health NHS Trust 

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

20 
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University Hospital Southampton NHS Foundation Trust based on the work of: 1. S Whitehouse and MC Paone. Bridging the gap from youth to adulthood. Contemporary Pediatrics; 1998, December. 13-16.  
 . Paone MC, Wigle M, Saewyc 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  

 
 

 
 

 
care of adolescents. Prog Transplant 2006;16:291-302 3. Janet E McDonagh et al, J Child Health Care 2006;10(1):22-42.” Further information can be found at www.uhs.nhs.uk/readysteadygo  April 2020. 2518 
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I am managing at school/college (getting to and from  
the site, coping with work, friends and PE, for example) 

 

 

 
 

 

 

 
 

 

 

 
 

 

 
 

 

 

 

 

 
 

 
 

  
 
 

 

 

 

 
University Hospital Southampton NHS Foundation Trust based on the work of: 1. S Whitehouse and MC Paone. Bridging the gap from youth to adulthood. Contemporary Pediatrics; 1998, December. 13-16.  
 . Paone MC, Wigle M, Saewyc 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  

 
 

 
 

 
care of adolescents. Prog Transplant 2006;16:291-302 3. Janet E McDonagh et al, J Child Health Care 2006;10(1):22-42.” Further information can be found at www.uhs.nhs.uk/readysteadygo  April 2020. 2518 
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I have had work/volunteering experience 

 

 

condition on my future career plans 

 

about my condition (if applicable) 

 

 

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

 

 

 

 

 

 

 

 

emotions if needed 

 

 

 

 

 

 

 

 

  
 
 

 

 

 

 

 
University Hospital Southampton NHS Foundation Trust based on the work of: 1. S Whitehouse and MC Paone. Bridging the gap from youth to adulthood. Contemporary Pediatrics; 1998, December. 13-16.  
 . Paone MC, Wigle M, Saewyc 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  

 
 

 
 

 
care of adolescents. Prog Transplant 2006;16:291-302 3. Janet E McDonagh et al, J Child Health Care 2006;10(1):22-42.” Further information can be found at www.uhs.nhs.uk/readysteadygo  April 2020. 2518 
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University Hospital Southampton NHS Foundation Trust based on the work of: 1. S Whitehouse and MC Paone. Bridging the gap from youth to adulthood. Contemporary Pediatrics; 1998, December. 13-16.  
 . Paone MC, Wigle M, Saewyc 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  

 
 

 
 

 
care of adolescents. Prog Transplant 2006;16:291-302 3. Janet E McDonagh et al, J Child Health Care 2006;10(1):22-42.” Further information can be found at www.uhs.nhs.uk/readysteadygo          v2.0 2015 
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condition in the future 

I understand what each of my medication/ 
 

 

 

 

 

 

my condition or treatment  

 

 

 

 

I understand my right to confidentiality 

I understand my role in shared decision making  
 

 

I exercise regularly/have an active lifestyle 
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preparing meals etc 

 

 

 

 

 

 

 

 

I have had experience of working/volunteering 

 

 

 

 

about my condition (if applicable) 

 

 

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

 

 

 

condition e.g. friends, family, employers 

 

 

 

 

 

 

 

  
 
 

 

 

 

 

 
University Hospital Southampton NHS Foundation Trust based on the work of: 1. S Whitehouse and MC Paone. Bridging the gap from youth to adulthood. Contemporary Pediatrics; 1998, December. 13-16.  
 . Paone MC, Wigle M, Saewyc 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  

 
 

 
 

 
care of adolescents. Prog Transplant 2006;16:291-302 3. Janet E McDonagh et al, J Child Health Care 2006;10(1):22-42.” Further information can be found at www.uhs.nhs.uk/readysteadygo          v2.0 2015 
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10 Steps: Transition Plan 
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Route into Urgent Care 



 

 

 

The Patient Passport 
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Ask 3 Questions  
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your appointment, such as a relative, carer or friend. 

 

 

 

 

 



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-
lfh.org.uk/programmes/healthy-child-programme/ and http://www.e-
lfh.org.uk/programmes/healthy-school-child/ 

https://www.e-lfh.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.qni.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/
http://www.e-lfh.org.uk/programmes/healthy-school-child/
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/
https://www.northumbria.nhs.uk/quality-and-safety/clinical-trials/for-healthcare-professionals/
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

