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University Hospitals of Derby and Burton NHS Foundation Trust 
 

POLICY FOR THE TRANSITION OF YOUNG PEOPLE WITH LONG TERM CONDITIONS TO THE 
ADULT SERVICES 

 
                                                                                               

1.0 AIM 
 

This policy aims to provide guidance for medical and nursing staff and other professionals 
involved with paediatric and adult services. 

 
This Policy is centred on young people and placed in the context of young people’s lives and 
their changing circumstances. 

 
2.0 INTRODUCTION 
 

A young person with a long term condition requiring Paediatric input on a regular basis will 
need some degree of transitional arrangement to the GP or a specialist Adult Service. 

 
Both Paediatric and Adult services recognise that transition to adult services is a major 
milestone in the life of the young person and their family. There are significant differences in 
the way services are provided both within Paediatrics and Adult health care, therefore the 
transition from Paediatric to Adult care requires careful planning. 

 
 
3.0 PHILOSOPHY OF TRANSITION 
 

Transition to adult services (transition) is defined as a purposeful, planned process that 
addresses the medical, psychosocial and educational/vocational needs of adolescents and 
young people with long term conditions as they move from child-centred to adult-oriented 
health care systems (Department of Health 2006). 
 
With increasing numbers of children with long term conditions now living into adulthood, 
UHDB NHS Foundation Trust wishes to offer a good service to all young people including 
those with long term conditions along with their parents/carers.  
 
We will endeavour to do this by utilising structured interventions to co-ordinate excellent 
continuity of care as the young person transfers between different locations. We will base 
Transitional Care on a comprehensive care plan incorporating the young person’s goals, 
preferences and clinical status. It will include logistical arrangements, education of the young 
person and parent/carer, and co-ordination amongst Health Care Professionals (HCP) 
involved in the transition of the young person. 
The principles in this policy are based on NICE guidance for transition (2016) 
 

4.0       Key Principles 

 

Transition is to be a positive experience to every young person who grows into adulthood. 
 
By utilising a co-ordinated, gradual and well-structured care plan prepared in conjunction with 
the young person (if able) and their family, a smooth transition into the adult setting can be 
achieved in line with current national guidance on best practice (Department of Health (DH), 
2006). 
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Transition needs to be developmentally appropriate (NICE 2016) addressing the medical, 
psychological and educational/vocational needs of the young person alongside the needs of 
their parents/carers. 

 

Every young person with a long term condition should have a planned transition of care 
evident within their health care records (NICE 2016). 

 

Most patients identified as eligible for transfer to adult medical services will be transitioned 
following the ’Ready, Steady, Go’ transition pathway (University of Southampton 2011). 
However, the Trust recognises that this programme may not meet the needs of all patients 
and in this situation an alternative, individualised transition pathway may be used which 
shares the same philosophy such as a speciality specific plan or the 10 steps to transition 
plan (Rogers, Brooke 2017).  

 

A named lead professional should be identified to offer support around the transition for each 
young person (NICE 2016). 
Some young people will require multi-disciplinary team (MDT) meetings, which should ideally 
include the GP in complex care cases. The lead professional can be any member of the MDT 
and will ensure that the young person and their carer’s are appropriately supported and 
engaged with throughout the transition process (University of Southampton, 2011). 

 
 

5.0      DEFINITIONS 
 

Transition: A purposeful, planned process to firstly prepare young people moving from a 
child centred to adult centred environment. Secondly to address the medical, psychological 
and educational/vocational needs of adolescents and young people with chronic physical and 
medical conditions as they move from child-centred to adult centred health care system (DH, 
2006). 

 
            Developmentally Appropriate Healthcare: An approach to supporting young people that 

recognises them as a distinct group, subject to constantly changing circumstances. 
Developmentally appropriate care and support considers the young person as a whole, 
addressing their biological, psychological and social development in the broadest terms 
(NICE 2016) 

 
Consultant: The professional responsible for the young person’s care.  

 
Young Person: For the purpose of this policy the term is used to describe a person between 
the ages of 11 – 19 years. 

 
Parent/Carer: A mother, father, close friend (older than 18 years) who have been involved in 
caring for the young person. 

 
Named Key Worker/lead professional: A professional, such as but not limited to 
community nurse, Clinical Nurse specialist, therapist, who has the responsibility for 
collaborating with other professionals within their own and other services. They are also 
responsible for developing good working relationships to ensure co-ordination of care for the 
young person. 

 
Transition Plan – A regularly updated summary of information (Who, How, What, When) on 
the details of the young person’s transition to adult services and how in partnership with the 
young person and families we are going to achieve a successful transition to adult services 
(See Appendix 7). 
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6.0      DUTIES AND RESPONSIBILITIES OF STAFF 
 

The Chief Executive/Chief Nurse has the responsibility for ensuring that appropriate 
processes are in place for the transition of young people (11-19yrs) from child centred to 
adult centred services, There should be an executive lead for transition in place for the 
organisation (NICE 2016). 

 
The Paediatric and Adult Care Consultants have a responsibility for ensuring that the 
process agreed in line with the policy is followed robustly to ensure effective transition 
between the services (DH, 2011). 

 
Named Key worker/Lead professional – Responsible for ensuring the young person is 
being supported with transition and that the process of transition between professionals is 
on-going and all areas of transition are being coordinated and addressed.. 

 
 

The Transition Working Group is responsible for developing and updating transition Policy 
and advising on developing transition service at UHDB. To ensure the policy is revised as 
practice evolves 

 

7.0      THE KEY ELEMENTS FOR AN EFFECTIVE TRANSITION PROGRAMME  

7.1      Identifying young people needing transition 

 Transition to adult services is relevant to all young people, aged 11 and over, with long 
term conditions or disabilities that are expected to continue requiring services through 
adolescence into adulthood. This policy is also relevant to young people of transition age 
diagnosed with a long term conditions during the transition period. Transition process’ 
also need to consider young people who will transfer to the GP after paediatric services. 

 The process of Transition can start at any time but needs to take into account the 
patients’ maturity. Transition planning is recommended to commence at age 11 with the 
latest we advise starting the process is their 15th birthday. 

 Professionals should communicate with the multi professional team and the young person by 
an appropriate method, the young person’s diagnosis and health needs at all stages in the 
transition process and this information can be entered into a transition plan.   
 The young person should be given a copy of this information, have the opportunity to 

read it and ask questions. This information should be updated as they progress through 
Transition. 

7.2       Empowering young people: supporting parents 
 

 Education, empowerment and development of self-management skills for long term 
conditions, begins in childhood and is life-long. 

 Professionals should work with young people, depending on their age and ability, to help 
them develop the knowledge and skills they need to keep healthy and well.  

 This should include the opportunity to talk about how their health needs may impact on 
their 

o Future including employment 
o Independent living 
o Sexuality and relationships 

 The young person should also have the opportunity to be seen without their parents for 
part of their clinic appointment 

https://10stepstransition.org.uk/index.php/10-steps-pathway/identifying-young-people-needing-transition/
https://10stepstransition.org.uk/index.php/10-steps-pathway/empowering-young-people-supporting-parents/
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7.3      Starting a transition plan 

 Professionals should work in partnership with young people and their parents to 
create a personal Transition Plan. This should be tailored to their health needs and 
co-ordinated with other aspects of Transition as necessary. They should be given a 
copy of their Transition Plan, have the opportunity to read it and ask questions.  The 
Transition Plan should be reviewed at each appointment. 

 A number of different transition plan formats are in use at UHDB. These include the 
Ready Steady Go plan for young people with long term conditions, 10 steps 
transition plan for patients with complex conditions and additional needs, and some 
condition-specific transition plans.  

7.4       Reviewing the multidisciplinary team 
 

 The Circle of Support is the group of people: professionals, friends and family, who are 
there to help the young person. Professionals should list the multidisciplinary team of 
professionals in the young person's Circle of Support and identify someone to take over 
when the young person transitions to Adult Services. 

 Professionals should identify a Transition Keyworker, and if three or more specialties are 
involved, a Lead Consultant, to support the young person and co-ordinate their 
transition.  

 The GP is a source of continuity between children’s and adult healthcare provision and 
has a significant role in the on-going management of many long term conditions. 

7.5      Joint reviews: children’s or adult services leading 

 

 Transition should be a coordinated process between children’s and adult services, with 
professionals and services communicating effectively between themselves and the young 
people and their family.  

 Opportunities for joint reviews with children’s and adult services should be considered 
when planning transition. 

 

7.6      Settling in to adult services 

 Finally, usually before their 19th birthday, the young person should feel confident 
and well supported in adult services and it will be possible to discharge them from 
children’s services. 

 
8.0 THREE MAIN STAGES OF TRANSITION 
 
8.1.  Getting Ready (Appendix 1) 
 

The aim is to introduce the concept of transition to the young person and family/carer early. 
This will encourage the young person to develop their autonomy whilst being supported by 
their family/carer.  
The young person needs to become aware of their own health care needs and the 
implications their medical condition may have, in a way that is individual to the young person 
(University of Southampton, 2011). 
During a consultation the young person should complete a ‘Getting Ready’ questionnaire. 
Through a series of structured questions, a personalised transition programme is developed 

https://10stepstransition.org.uk/index.php/10-steps-pathway/starting-a-transition-plan/
https://10stepstransition.org.uk/index.php/10-steps-pathway/reviewing-the-multidisciplinary-team/
https://10stepstransition.org.uk/index.php/10-steps-pathway/joint-reviews-childrens-or-adult-services-leading/
https://10stepstransition.org.uk/index.php/10-steps-pathway/settling-in-to-adult-services/
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to meet the needs of a young person. Any issues identified should be addressed over the 
following 1- 2 years and not in a single consultation (University of Southampton, 2011). 
 

 
8.2.  Steady (Appendix 2) 
 

To help the young person and their family/carer develop an understanding of the transition 
process and what to expect from the adult services.  
As the young person gradually develops the confidence and skills to take control of their own 
healthcare, the ‘Steady’ questionnaire should be completed. This is aimed to build on the 
knowledge and skills of young person around their condition (University of Southampton, 
2011). 
The young person should gain an appropriate understanding of their condition and practice 
skills relevant to their needs to enable them to set their own goals. 
Facilitating self-medicating, self-care and ‘parent free’ consultations can help young people 
begin to take responsibility for their own health care needs (University of Southampton, 
2011). 

 
8.3.  Go (Appendix 3) 
 

Finally completion of the ‘Go’ questionnaire ensures that the young person has all the 
necessary skills and knowledge to transfer safely and confidently to adult services and leave 
paediatric services, the young person should have a considerable degree of autonomy over 
their own care if they have capacity to do so (University of Southampton, 2011)  

 

8.4       Hello to adult services (Appendix 4)  

This stage commences at the first adult clinic, the questionnaire helps to continue the 

seamless    transition, consolidate and address any issues that remain. And allow further 

goals and actions to be set. 

It can be reused at further appointments to identify any new issues. 

There is also a separate ‘Hello to adult services’ programme for young person with new 
diagnosis of a long term condition in adult services or moves from another service/area. 
(University of Southampton, 2011). 

 
 
9.0  TRANSITION PROCESS  
 

Young people and carers are introduced to Ready Steady Go pathway through the leaflet 
titled - Transition: moving into adult care (University of Southampton, 2011). Or an alternative 
suitable pathway 

 
Any concerns from HCP’s regarding informed consent from the young person should refer to 
the Trust Consent policy. This will result in a more complex Plan of Care being developed 
(University of Southampton, 2011). 

 
 The young people and their families move through the various stages of a transition 

programme over a number of years (Appendix 8), whilst Children’s and Adult health 
professionals collaboratively work together to identify the pathway and services that will meet 
the young person’s health needs in adult services 

 
The Young person should be given the opportunity to have a consultation unaccompanied. 
This can be offered depending upon the emotional maturity of the young person from around 
the age of 13 years. All children being seen on their own should be chaperoned during the 
consultation in line with the Trust “Safeguarding Policy” and “chaperone policy”. 
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The young person should be introduced to the adult team ideally at least a year prior to 
transfer. 

 
The parent or carer should complete a parent/carers transition plan (Appendix 5). This is 
designed to help parents and carers feel confident about their knowledge and skills during 
the period of transition. The point of transfer to adult services is mutually agreed by the 
young person, parents/carer, and professionals (University of Southampton, 2011). 

 
Any issues, concerns and progress should be documented in the transition plan by the 
healthcare team or lead professional. 
 
Paediatric teams should only seek to discharge once a comprehensive transition plan has 
been identified and the young person and family is confident in moving to adult services. 

 
 

10.0  SAFEGUARDING 
 

Any concerns raised during the transition process which affect or do not meet the young 
person’s care needs should prompt early involvement of appropriate support services.  

            Every service involved in supporting a young person should take responsibility for sharing 
safeguarding information with other organisations, in line with local information-sharing and 
confidentiality policies (NICE 2016). 
If there are specific safeguarding concerns then guidance outlined in the local Trust 
Safeguarding Policy should be followed closely. For children with complex needs who are 
already known to social care, their named social worker will also need to be involved in the 
process of the transition. 

 
11.0  TRANSITION OF YOUNG PEOPLE WITH SPECIAL EDUCATIONAL NEEDS OR A 

LEARNING DISABILITY 
 

Transition for a young person with Learning difficulties/SEND or complex needs may involve 
multiple professionals and services. A transition in one service may have implications for 
their wider care such as consumables and care packages etc. 
The 10 Steps transition plan is a good alternative to Ready, Steady, Go to aid transition 
planning for this group of young people. Collaboration with the parents/carers will be 
essential to a successful transition. The 10 steps plan allows flexibility to empower young 
people and support the parent/carers.  
Encourage families to complete a UHDB hospital traffic light form. 
It is excepted that transition process of a young person with learning difficulties to the adult 
learning disability team will be led by community paediatric team.  
Consider discussion/referral to the adult learning disability liaison nurse within the acute trust. 
 

 
12.0    Professional Training  
 

Professionals may need to consider further development of their knowledge and skills in 
working with young people including: the biology and psychology of adolescence; 
communication and consultation strategies; multi-disciplinary and multi-agency teamwork; 
and an understanding of the relevant individual conditions and disorders and their evolution 
and consequences in adult life (University of Southampton, 2011). 

 
An E-Leaning package developed by Royal College of Paediatrics and Child Health 
(RCPCH), Royal College of General Practitioners (RCGP), Royal College of Nursing (RCN) 
and other royal Colleges is available to all staff so they can develop the necessary skills to 
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help young patients make necessary changes to lead a healthier and more active life. This 
can be found at: http://www.e-lfh.org.uk/programmes/adolescent-health/   

 
 
13.0  RECOMMENDATIONS / ACTION PLANS 
 

Any recommendations or actions plans will be implemented and monitored by the Transition 
Working Group and escalated if required. 

 
Any barriers to implementation will be risk assessed and added to the risk register as 
appropriate. 
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Appendix 1: GETTING READY QUESTIONNAIRE 
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Appendix 2: STEADY QUESTIONNAIRE 
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Appendix 3: GO QUESTIONNAIRE 
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Appendix 4: TRANSITION LEAFLET 
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Appendix 5: PARENT/CARER TRANSITION PLAN 
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Appendix 6: HELLO TO ADULT SERVICES QUESTIONNAIRE 
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Appendix 7: TRANSITIONAL CARE PLAN 
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Appendix 8: Moving through the Programme Flow Chart 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


