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i n T r o d u c T i o n

inTroducTion

This Transition resource guide aims to bridge the gap between policy and practice 
and has been developed for use by all clinical staff that support young people 
in transition accessing health services in a variety of settings within primary and 
secondary care. Transition relates to young people aged between 13 -25 years old.

The pack has been designed in response to a number of strategies employed 
over the past two years which includes clinical forums, consultations with local 
and other regional agencies and most importantly the experience gained by 
professionals when working directly with young people. 

Throughout, it contains useful information and advice about how you can support 
young people through ‘Transition’ in line with evidence based practice and national 
and local policy. it also includes a collection of resources from agencies that have 
developed transition practice. This includes specific transition assessment tools 
and planning documentation. There is also a section for supporting parents.  

The information is not exhaustive but it is hoped that it will help develop and 
enhance good practice where you work. it may even help you to develop further 
innovative and fresh ideas that improve the experience and outcomes for young 
people.

Located in the additional resources section are a range of documents, bibliography 
and references which support the transition strategy. Feel free to add your own 
resources to the file and you will of course be forwarded any new additions from 
the Transition Team.

Karen Mcnicholas

Transition Matron
Hull Transition Team

The Grange 
Hauxwell Grove
Middlesex road 
HuLL Hu8 orB

Telephone: 01482 303745 
email: karen.mcnicholas@hercs.nhs.uk

June 2011
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There is now substantive literature and evidence available regarding the impact of 
transition on young people moving from paediatric services into adult services which 
is now a high priority both locally and nationally. With advancements in treatments in 
neonatology and paediatrics, young adult patients with long term health conditions 
are a growing cohort within healthcare systems. over the past ten years or so, young 
adults from a variety of disease groups are emerging and graduating from paediatric 
health care into adult healthcare. consequently this growing number of young 
people are facing a multitude of changes, not least the adjustment to life as an adult 
with a chronic health condition but also changes in medical care delivery models and 
increased responsibility and expectations about managing their own health care. 

evidence also suggests that the success of transfer into adult care is patchy over a 
range of disease groups and those with complex health needs, with many young 
people disengaging with adult care providers for a variety of reasons which include an 
‘abrupt’ transfer of care and retention of young adults in a paediatric setting for longer 
than is appropriate (steinbeck, Brodie & Towns, 2008). There has been a recorded 
rise in; unanticipated complications, the need for increased interventions and even 
premature death (doH, 2008).This evidence provides us all with an opportunity to 
instigate and sustain positive changes that will have a long term positive impact on 
our young people.

Within health, transition arrangements have been fragmented and often organised 
around a medical model of transfer of care. evidence tells us young people want and 
need a more a holistic approach to this process for it to be successful and improve 
outcomes for their health. in a paediatric medical setting ‘transition’ is not the same as 
‘transfer of care’. Transition involves a process occurring over time, whereas transfer of 
care is an actual event.

The department of Health has defined transition as 

‘a purposeful, planned process that addresses the medical, psychosocial and educational 
/vocational needs of adolescents and young adults with chronic physical and medical 
conditions as they move from child centred  to adult orientated health care systems’

Furthermore the department of Health stresses that good practice should:

Place the young person’s needs and aspirations at the centre of the Transition Process

Acknowledge that transition does not end when the young person moves on from child 
centred services but continues in adult services

and 
Highlight practical approaches through which both the children’s and adult health services 

can contribute to improve the transition process for young people with complex health needs 
(including mental health, long-term conditions and palliative care) and disabilities. 

(DOH, 2008)

B ac KG r o u n d

BacKGround
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in line with this and other national and local policy there is a requirement to 
have a whole systems approach that incorporates a transition philosophy and 
strategy that spans the whole multi agency spectrum including health, social 
care, education and the voluntary sector.  The Hull Transition Protocol (2010) 
sets out the how statutory and non statutory agencies should work together to 
improve processes and outcomes for young people.  The emphasis is very much 
on ‘person centred planning ’ which focuses on the young person identifying 
and choosing for themselves what approaches and interventions work best 
for them to meet their needs rather than it being service led.  This can sound 
quite daunting for services but in practice it usually works very well as the 
young person feels they are in control and will engage better with professionals 
and necessary interventions and often the solutions are simpler than what is 
anticipated. 

To succeed in improving and developing good practice in transition, adult and 
paediatric services need to work together more closely and embed standards 
in practice that becomes the norm. There needs to be a consistent approach 
across the range of interagency professionals which include: medical, nursing 
and therapy services within primary and secondary care settings, which in turn 
can be easily integrated into the comprehensive wider multi agency strategy.

This active management of Transition needs to:

Involve young people from the outset, placing them at the heart of processes that affect 
them and allowing them to express opinions and make decisions. 

Consider timing and early planning and preparation for transfer of care event

Take into account how attitudes, thinking and behaviour varies between individual young 
people. 

Establish and nurture a shared philosophy between children’s and adult services 

Provide and share accessible information about services and work within a multi agency 
approach that coordinates and shares across accountability across the different statuary 

and non statuary organisations  

in practice key elements of good practice need to take into account:

 • TiMeFraMes - Transition needs to be managed over a period of 
time which includes preparatory events that lead up to the actual 
transfer of care. This allows for development of self management 
skills and increased responsibility of the young person. it also 
gives time to support carers as they need to develop confidence in 
their young person and the services that support them to ensure 
continued wellbeing. For young people with complex health needs 
and or learning disabilities, the process should still begin early and 
undertaken in consultation with patients and their carers using a 
person centred approach. 

 Transition planning can begin from the age of 13 years; this allows 
for development of skills and completion of transition interventions 
that may be required, i.e. – independence strategies, orientation 
visits and interdisciplinary meetings, admission plans and transition 
clinics. clinical staff should agree to a timeframe of Transition, 

BacKGround



T r a n s i T i o n  r e s o u r c e  G u i d e

to enable planning of preparatory transition events. This is very 
important and vital to a smooth transition as ambiguity causes 
confusion for everyone and diminishes confidence and expectations 
are not managed well. Getting it right helps build confidence and 
success in the transfer of care.

• Key ProFessionaLs: a key professional should be identified 
to manage the transition process. it is usually better to have 
someone who knows the young person best and with whom they 
can communicate well with. This might be a specialist nurse in 
an acute or community setting. it is vital that a professional takes 
responsibility for managing the transition of individuals as this will 
give the young person a central contact regarding their transition 
plan. Paediatric and adult staff need to work together to agree the 
transition plan. ideally there should be a key contact from adult 
services that works with the young person and paediatric member of 
staff.

• Person cenTred PLanninG:  using a person centred approach 
places the young person at the centre of the transition process and 
decision making. it helps the young person identify specific transition 
issues and solutions. 

• PaTienT inForMaTion - There should be written information available 
for the young person and their carers. This should be generic and cover 
all domains of service provision, including where to get help. specialist 
teams can develop their own information detailing the specifics of 
their care. a young person’s website could be made available and cover 
the range of health information that a young person can view. an 
information point should be considered and located in an accessible area. 
This should include an information board with key information that will 
help support them and where to ask for help.

• TransiTion docuMenTaTion - it is important that information is 
recorded consistently and can be monitored for outcomes and a range of 
tools are available.

• evaLuaTion – an evaluation of interventions and processes is necessary 
to determine whether practice is effective and will help improve and 
develop good practice. 

The following sections assemble together a range of resources that will be 
helpful in planning and supporting your own transition and practice

BacKGround
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TransiTion Planning assessmenT 
Tools
This section contains examples of assessment tools which are useful for developing 
a Transition Plan. The assessment and plan combine a range of information and 
strategies for the young person to develop the knowledge and skills required to 
become independent in managing their own health needs safely once in adult 
services. you will find examples of transition plans in the following section.

TransiTion ToolkiTs
The Transition Toolkits embrace the person centred planning concept and are a 
good starting point that allows the young person to focus their ideas and opinions 
about how they can lead decision making about their own wellbeing. These tools 
are used across the multi agency spectrum and are an integral part of the ‘Hull 
Transition Protocol’ (2010). There are two toolkits, one being adapted for young 
people with a learning disability and / or communication problems. at the end 
section of these tools, you will find useful contacts.

Three sTage Progression Tool
The three stage progression tool, although generic can be tailored to disease 
specific conditions or used in its current format. The sections are titled Getting 
ready, Moving along and Moving up and are used across the Transition timeframe, 
expanding on each knowledge and skill dimensions as goals are met.

in practical terms, although each young person should be assessed individually 
as to their capabilities and readiness for each section as a general guide; Getting 
ready is introduced at around age of 13 years and then moves through each 
tool as they reach the goals set. When the young person does transfer into adult 
services, a transfer summary based on the assessment tools and transition plan 
should follow the young person to enable adult providers to understand the 
specific needs of the individual and enable them to continue supporting them 
appropriately as some goals may be outstanding.

moving on Well Tool
The Moving on Well Tool is the template suggested by the department of Health 
(2008) and is very comprehensive. it is quite lengthy, however only the valid 
sections need to be completed by the young person and their carers. in practice, 
it has been found to be beneficial for those young people with complex health 
needs.

assessMenT TooLs



YoUng Person’s 
selF assessmenT
This document is designed to help you work with your health 
care team to manage your transition to adult services.  you 
will work with the health care team to develop a plan that 
meets your needs as you begin to take more responsibility 
for managing your own health condition.  This plan can 
change if your priorities change.  some of the statements on 
the health transition plan will not apply to you, so you can 
leave them out.  sometimes there will be things you want to 
add-  there is space for you to do this.  The most important 
thing is that you feel you are as involved in this process as 
you want to be.  you can ask someone to help you complete 
the assessment.



Three sTage 
Progression Tool 
For TransiTion 
Planning
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Name:	 Start	Date:

Dates	when	Plan	reviewed:

Yes	I	can	do	this	
on	my	own	and	
don’t	feel	I	need	

extra	advice

I	would	like	some	
extra	advice/
help	with	this

Date/	discussed/	
leaflet

knoWleDge
I	can	describe	my	condition

I	know	my	medication	regime—names,	doses,	how	often	etc

I	know	who’s	who	amongst	my	Health	Professionals

selF aDvoCaCY (Speaking	up	for	yourself)

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

I	ask	my	own	questions	in	clinic

TransFer To aDUlT Care
I	understand	the	meaning	of	‘transition’	and	transfer	of	information	about	me

healTh & liFesTYle
I	am	able	to	manage	my	fatigue	(tiredness)

I	am	able	to	manage	my	pain

I	understand	what	healthy	eating	means	for	both	my	general	health	and	my	condition

I	understand	the	importance	of	exercise/activity	for	both	my	general	health	and	my	condition

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

I	understand	the	risks	of	alcohol	and	drugs	to	my	health

DailY living
I	can	look	after	myself	at	home	in	terms	of	dressing	and	bathing/showering	etc

I	can	make	my	own	snacks/meals

I	am	responsible	for	particular	household	chores

sChool anD YoUr FUTUre
I	know	what	I	want	to	do	when	I	leave	school

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

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

I	see	my	friends	outside	school	hours

managing YoUr emoTions
I	know	how	to	deal	with	unwelcome	comments/bullying

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

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

I	am	comfortable	with	the	way	I	look	to	others

Please	list	anything	else	you	would	like	help/advice	with:-

Thank you
For use and adaptation with kind permission of Birmingham Children’s Hospital Rheumatology ‘Dream Team’ 2011

knoWleDge anD skills

Getting ready! (Early adolescent plan)

GeTTinG ready
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Name:	 Start	Date:

Dates	when	Plan	reviewed:

Yes	I	can	do	this	
on	my	own	and	
don’t	feel	I	need	

extra	advice

I	would	like	some	
extra	advice/
help	with	this

Date/	discussed/	
leafletknoWleDge anD skills

Moving Along! (Mid adolescent plan)

Thank you
For use and adaptation with kind permission of Birmingham Children’s Hospital Rheumatology ‘Dream Team’ 2011

knoWleDge
I	understand	the	medical	terms/words	and	procedures	relevant	to	my	condition
I	understand	what	each	of	my	medications	are	for	and	their	side	effects
I	am	responsible	for	my	own	medication	at	home
I	know	what	each	member	of	the	health	care	team	can	do	for	me
I	understand	the	differences	between	paediatric	and	adult	health	care

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

selF aDvoCaCY (Speaking	up	for	yourself)

I	feel	confident	to	be	seen	on	my	own	for	some/all	of	each	clinic	visit
I	understand	my	rights	and	responsibilities	to	privacy,	decision-making,	consent	and	confidentiality

healTh & liFesTYle
I	am	able	to	manage	my	fatigue	(tiredness)
I	am	able	to	manage	my	pain
I	usually	sleep	well
I	understand	what	foodstuffs	are	good	for	young	people	with	my	condition
I	exercise	regularly/have	an	active	lifestyle
I	am	aware	that	my	condition	can	affect	how	I	develop
I	know	where	and	how	I	can	access	providers	of	reliable,	accurate	information	about	sexual	health
I	understand	the	risk	of	drugs,	alcohol	and	smoking	to	my	health

TransFer To aDUlT Care
I	understand	the	meaning	of	‘transition’	and	transfer	of	information	about	me
I	am	aware	of	the	plan	for	my	healthcare	when	I	am	an	adult

DailY living
I	can	look	after	myself	at	home	in	terms	of	dressing	and	bathing/showering	etc
I	can	make	my	own	snacks/meals

I	am	responsible	for	particular	household	chore(s)

sChool anD YoUr FUTUre
I	am	managing	at	school	e.g.	Getting	to	and	around	school,	school	work,	PE,	friends	etc
I	know	what	I	want	to	do	when	I	leave	school
I	have	had	work	experience
I	am	aware	of	any	potential	impact	of	my	condition	to	my	education	and/or	work	opportunities

leisUre
I	can	use	public	transport	and	access	my	local	community,	e.g.	shops,	leisure	centre,	cinema
I	see	my	friends	outside	school	hours

managing YoUr emoTions
I	know	how	to	deal	with	unwelcome	comments/bullying
I	know	how	to	deal	with	emotions	such	as	anger	or	anxiety
I	know	someone	I	can	talk	to	when	I	feel	sad/fed-up
I	am	comfortable	with	the	way	I	look	to	others

Please	list	anything	else	you	would	like	help/advice	with:-

MovinG aLonG
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Name:	 Start	Date:

Dates	when	Plan	reviewed:

Yes	I	can	do	this	
on	my	own	and	
don’t	feel	I	need	

extra	advice

I	would	like	some	
extra	advice/
help	with	this

Date/	discussed/	
leafletknoWleDge anD skills

Moving Up! (Transfer adolescent)

Thank you
For use and adaptation with kind permission of Birmingham Children’s Hospital Rheumatology ‘Dream Team’ 2011

knoWleDge
I	am	confident	in	my	knowledge	about	my	condition	and	it’s	therapy

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

I	look	after	my	own	medication

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

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

selF aDvoCaCY (Speaking	up	for	yourself)

I	feel	confident	to	be	seen	on	my	own	in	clinic

I	understand	my	rights	and	responsibilities	to	privacy,	decision-making,	consent	and	confidentiality

TransFer To aDUlT Care
I	understand	the	meaning	of	‘transition’	and	transfer	of	information	about	me

I	know	the	plan	for	my	healthcare	management	when	I	am	an	adult

I	would	like	more	information	about	an	orientation	visit	to	the	hospital	I	will	transfer	to	for	my	adult	care

healTh & liFesTYle
I	am	able	to	manage	my	own	pain

I	am	able	to	manage	my	own	fatigue	(tiredness)

I	exercise	regularly/have	an	active	lifestyle

I	understand	the	effects	of	smoking,	drugs	or	alcohol	on	my	condition	and	general	health

I	know	where	and	how	I	can	access	providers	of	reliable	accurate	information	about	sexual	health

I	understand	the	implications	of	my	condition	and	drug	therapy	on	pregnancy/parenting	(if	applicable)

DailY living
I	am	independent	at	home—dressing,	bathing,	showering,	preparing	meals	etc

I	am	responsible	for	a	particular	household	chore(s)	at	home

I	can	or	am	learning	to	drive

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

sChool/Career/YoUr FUTUre
I	have	had	work/volunteering	experience

I	understand	my	eligibility	for	benefits	(if	applicable)

I	have	a	career	plan

(please	specify)

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

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

I	am	aware	of	the	support	that	Connexions	can	offer

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

I	see	my	friends	and	take	part	in	leisure	activities

managing YoUr emoTions
I	would	like	more	information	as	to	where	I	can	get	help	to	deal	with	my	emotions

I	am	comfortable	with	the	way	I	look	to	others

MovinG uP
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Template from ‘Moving on Well’ (Department of Health 2008) 

TransiTion Plan – healTh 

Name:	 	 	 	 	 	 	 Date	of	birth:	 	 	

Address:	

	 	 	 	 	 	 	 Post	Code:	 	 	 	 	

	 	 	 	 	
Transition	team	(list	all	professions	involved)	 	 Name	 	 	 Contact	number

Start	date	 _ 	 _ 	 / _ 	 _ 	 / 	 _ 	 _

Review	1	 _ 	 _ 	 / _ 	 _ 	 / 	 _ 	 _

Review	2	 _ 	 _ 	 / _ 	 _ 	 / 	 _ 	 _

Review	3	 _ 	 _ 	 / _ 	 _ 	 / 	 _ 	 _

Review	4	 _ 	 _ 	 / _ 	 _ 	 / 	 _ 	 _

Review	5	 _ 	 _ 	 / _ 	 _ 	 / 	 _ 	 _

Review	6	 _ 	 _ 	 / _ 	 _ 	 / 	 _ 	 _

TransiTion PLan - HeaLTH
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healTh TransiTion

I	understand	the	meaning	of	transition	to	adult	services

I	feel	I	am	ready	to	start	preparing	for	transition	by	developing	a	Health	Plan

I	understand	what	confidentiality	means,	and	that	I	should	be	involved	in	decisions	
about	who	knows	about	different	aspects	of	my	health	condition

I	feel	I	need	some	support	to	explain	my	needs	during	clinic	visits

I	feel	I	am	ready	to	be	seen	alone	for	part	of	the	clinic	visit	

I	feel	I	can	be	seen		alone	for	part	of	the	clinic	visit

I	know	the	names	and	roles	of	the	doctors,	nurses,	therapists	that	I	will	be	seeing	in	
adult	services	and	how	to	contact	them

I	 have	 agreed	 a	 transfer	 plan	 with	 dates	 with	 the	 members	 of	 the	 children’s	 and	
adult	healthcare	team

mY sPeCiFiC healTh ConDiTion
I	can	describe	my	health	condition

I	know	how	to	contact	a	support	group	for	my	condition

I	understand	the	medical	terms/words	used	in	clinics

I	can	answer	questions	from	members	of	the	health	care	team

I	can	ask	the	doctor/nurse/therapists	questions	

I	know	who	has	copies	of	my	medical	records

I	keep	a	file	with	my	health	information	in	it

I	know	when,	where	and	with	whom	I	have	my	next	appointments

I	know	the	names	and	doses	of	my	medicines	and	when	to	take	them

I	am	responsible	for	taking	my	own	medication

I	can	arrange	for	a	repeat	prescription	of	my	medication

mY general healTh
I	know	what	to	do	if	I	suddenly	become	unwell

I	know	how	to	contact	my	GP

I	know	my	GP	can	advise	about	different	health	issues	including	concerns	about	my	
development	and	mood

I	can	cope	with	my	everyday	mood	(e.g.,	feeling	depressed),	feelings	(e.g.,	feeling	
anxious)	and	emotions	(e.g.,	anger).

I	know	what	makes		a	good	diet

I	know	the	benefits	of	a	good	diet

I	know	the	risks	of	a	poor	diet

I	know	how	to	make	an	appointment	with	the	dentist

I	know	how	often	I	should	have	a	check	up	at	the	dentist

I	know	about	the	benefits	of	an	exercise	programme

I	know	the	risks	of	not	exercising

I	can	manage	to	do	any	prescribed	therapy	exercises	myself

I	know	the	risks	of	skin	breakdown

I	know	how	to	prevent	skin	breakdown

Name	of	
person	taking	

action

Yes I	need	help	
with	this

Action	plan

seLF assessMenT



T r a n s i T i o n  r e s o u r c e  G u i d e

Name	of	
person	taking	

action

Yes I	need	help	
with	this

Action	plan

mY sexUal healTh

I	understand	the	changes	that	happen	to	my	body	as	I	get	older

I	know	what	I	want	to	about	sex	and	relationships

I	know	where	I	can	get	accurate	information	about	sex	and	relationships

I	know	how	to	prevent	pregnancy

I	know	how	to	obtain	and	use	contraception

I	know	where	to	get	advice	if	I	become	pregnant

I	know	whether	my	medication	could	affect	any	pregnancy

I	know	about	sexually	transmitted	infections,	how	to	avoid	them	and	where	to	get	treatment

oTher issUes

I	know	about	the	risks	of	smoking

I	know	about	the	risks	of	drinking	alcohol	excessively

I	know	about	the	risks	of	misusing	legal	and	illegal	drugs

I	know	what	to	do	if	someone	harms,	threatens	or

otherwise	behaves	inappropriately	towards	me

I	know	how	to	access	websites	 for	young	people	 including	the	connexions	website	 	 http://
www.connexions-direct.com/	and	‘Teenage	health	freak’	at	www.teenagehealthfreak.org.uk		

selF Care skills

Dressing

I	get	dressed	by	myself		 	 	 	

If you can’t get dressed by yourself:
•	 Has	your	care	been	reviewed	so	that	you	can	become	more	independent?

•	 Do	you	need	referral	to	occupational	therapy/rehabilitation	services?

•	 Does	the	amount	of	support	you	get	and	equipment	you	use	need	to	be	reviewed?

eaTing anD Drinking

I	feed	myself		 	 	 	

If you can’t feed yourself:
•	 Has	eating/drinking	been	reviewed	so	that	you	can	become	more	independent?

•	 Do	you	need	referral	to	occupational	therapy/rehabilitation	services?

•	 Does	the	amount	of	support	you	get	and	equipment	you	use	need	to	be	reviewed?	

Washing

I	wash	myself		and	clean	my	teeth	without	support	from	my	parents/carer

If you can’t wash yourself and clean your teeth:
•	 Has	washing	been	reviewed	so	that	you	can	become	more	independent?

•	 Do	you	need	referral	to	occupational	therapy/rehabilitation	services?

•	 Does	the	amount	of	support	you	get	and	equipment	you	use	need	to	be	reviewed?

seLF assessMenT
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Name	of	person	
taking	action

Yes I	need	
help	with	

this

Action	plan

BaThing

I	can	bath/shower	myself	 	 	 	

If you can’t bath/shower yourself:
•	 Has	bathing	been	reviewed		so	that	you	can	become	more	independent	

•	 Do	you	need	referral	to	occupational	therapy/rehabilitation	services?

•	 Does	the	amount	of	support	you	get	and	equipment	you	use	need	to	be	reviewed?

ToileTing/ConTinenCe

I	can	get	myself	to	the	toilet,	clean	myself	and	adjust	my	clothes	

If you can’t use the toilet by yourself
•	 Has	toileting	been	reviewed	so	that	you	can	become	more	independent?

•	 Do	you	need	referral	to	occupational	therapy/rehabilitation	services?

•	 Does	the	amount	of	support	you	get	and	equipment	you	use	need	to	be	reviewed?

moBiliTY

I	can	get	around	indoors	without	help	

I	can	get	over	steps	and	kerbs	without	help

I	can	around	outdoors	without	help	 	 	 	

I	can	use	trains,	buses	and	taxis	without	help

I	am	learning	to	drive	 	 	 	

If you answered ‘no’ to any of the questions above:
•	 Has	mobility	been	reviewed	so	that	you	can	become	more	independent?

•	 Do	you	need	referral	to	physiotherapy/rehabilitation	services?

•	 Does	the	support	you	get	need	to	be	reviewed?	

aDDiTional maTTers For girls
mensTrUaTion
I	can	manage	my	periods	by	myself		 	 	 	

If you can’t manage your periods by yourself:
•	 Has	managing	menstruation	been	reviewed	so	that	you	can	become	more	independent?

•	 Do	you	need	referral	to	other	services?

•	 Do	you	need	some	extra	help	to	manage	this?	

home managemenT skills
I	know	how	to	buy	food,	clothes	and	other	essentials

I	know	how	to	manage	a	budget	 	 	 	

I	can	prepare	a	meal	(food	collection,	preparation	and	storage)

I	can	look	after	my	own	clothes	(wash	&	iron)

I	can	do	light	housework		 	 	

I	know	how	to	keep	myself	safe	at	home	 	 	

I	would	like	to	know	more	about	the	support	and	equipment	that	would	allow	me	to	do	these	tasks

seLF assessMenT
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Name	of	person	
taking	action

Yes I	need	
help	with	

this

Action	plan

	 	 	 	

hoUsing
I	know	about	the	range	of	options	if	I	wish	to	live	more	independently

If	not,	do	you	need	advice?	 	 	 	

eDUCaTion 	 	 	

My	teachers	understand	how	my	health	needs	affect	my	education	

(With	support)	I	can	manage	my	health	needs	in	school/college	

I	can	get	around	the	buildings	at	school/college	 	 	

I	have	the	support/equipment	I	need	at	school	to	do	the	courses	I	want	

I	would	like	my	health	team	to	meet	with	my	education	team	 	

I	know	how	to	ensure	my	health	needs	are	met	if	I	move	to	a	college	or	university

Work/leisUre 	 	 	

I	have	a	career	plan	 	 	 	

I	have	had	experience	of	work	(voluntary	or	paid)

I	have	been	able	to	consider	a	range	of	career	options

I	know	how	to	discuss	my	health	condition	with	a	prospective	employer

leisUre
I	have	friends	my	own	age		 	 	 	

I	can	meet	my	friends	regularly	 	 	 	

I	have	leisure	activities	that	I	enjoy	 	 	 	

I	am	able	to	try	new	activities	 	 	 	

I	have	goals	for	my	future	 	 	 	

I	know	what	support	is	available	in	my	local	community	and	which	organisations	can	help

seLF assessMenT
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Name:	 	 	 	 	 	 	 Date	of	birth:	 	 	

Address:	

	 	 	 	 	 	 	 Post	Code:	

Main	health	transition	needs,	discussed	with	young	person	(and	their	family):

1

Action	

2	

Action 

3	

Action 

(continue	as	required)

HeaLTH PLan suMMary

HeaLTH PLan suMMary
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Can	Health	Plan	be	shared	with	other	professionals/agencies?		If	only	in	part	please	specify.	

Yes	 No		 	 Signed		 	 	 	 	 	 (young person or parents/carers)

Health Professionals involved: 
	 Referral	made	to	children’s	health	services	 Referral	made	to	adult	health	services																																																						

Clinical	Psychologist	

General	Practitioner

Doctor	(s)	for	specialties	

Nurse

Occupational	Therapist

Paediatrician

Physiotherapist																							

Speech	and	Language	Therapist																																		

Child	and	Adolescent	Mental	Health	Team

Learning	Disability	Team																												

Referral	made	to	Children’s	(education/	social)	services/	adult	(social)	Services																						

Connexions	Personal	Adviser

Social	Worker																													

Copy	of	Health	Plan	to:	

	 Young	person	 Parents/carers	 	Involved	health	professionals	 GP	 Connexions

	 Personal	Adviser	 Transition	team	coordinator	 PCT	commissioners																						

HeaLTH PLan suMMary



T r a n s i T i o n  r e s o u r c e  G u i d e

TransiTion Plan 
TemPlaTe
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Name

Address

Home Tel No.

Mobile No.

Email

Hospital No.

Date of Birth

Transition Start Date

School / College

Diagnosis

Planned date of transfer to Adult Services Date of transfer to Adult Services

Date of discharge / transfer to adult Discharge summary completed

ResouRces	 	 Date

Clinic Leaflet

Transition Leaflet

Website

Other

mDt	involvement	 Key	Worker

Youth Worker

Social Worker

Psychology

otheR

Therapy e.g. Services

transition plan
By kind permission Birmingham Childrens Hospital NHS Trust

TransiTion plan



  e	 m	 l
(K)	Knowledge

1 Describes condition    

2 Understands effects on body   

3 Knows medicines/regimes   

4 Understands side effects of medicine   

5 Understands team roles   

6 Understands medical terms   

7 Understands prognosis   

(s)	self	advocacy

1 Asks own questions   

2 Preparation for independent visits   

3 Independent visit   

4 Understanding of confidentiality   

5 Preparation for procedures   

6 Swallows Meds / Self Medicates / injects   

7 Orders repeat prescription   

8 Calls hospital with queries   

(t)	transfer	to	adult	care

1 Meaning of transition   

2 Difference between paed/adult   

3 Independent GP visits   

4 Transfer plan   

5 Prep visit to adult provider   

6 Able to utilise other adult services   

(h)	health	&	lifestyle

1 Pain management   

2 General exercise   

3 Healthy eating   

4 Dental care   

5 Smoking   

6 Alcohol   

7 Substance use   

8 Puberty   

9 Sleep   

10 Fatigue   

11 Sexual health issues   

12 Access to sexual health services   

13 Pregnancy   

  e	 m	 l
(a)	activities	of	Daily	living

1 Self care   

2 Household chores   

3 Meal Preparation   

4 Mobility   

5 Trips/overnight/away from home   

6 Driving   

7 Driving assessment   

8 Benefits   

(v)	vocational

1 Manages at school   

2 Disclosure at school   

3 Career plan   

4 Part time plan   

5 Work experience   

6 Impact of condition on career   

7 Awareness of Connexions   

8 Disclosure to employer   

(l)	leisure

1 Contact with friends   

2 Disclosure to friends   

3 Independent social life   

4 Clubs/societies   

5 Hobbies   

(P)	Psychosocial

1 Self esteem   

2 Self confidence   

3 Body image   

4 Bullying issues   

5 Support networks   

6 Coping strategies   

(F)	Family

1 Concept of Transition   

2 Transitional care plan completed   

3 Transitional care needs addressed   

name date of Birth

Key  Date started

         e     early adolescent transition  1 = Discussed

        M   Middle adolescent transition  2 = Assessment of understanding

         l     late adolescent transition  3 = Complete

Please tick and date when addressed, details to be recorded in free text section giving code eg K2, A3.

T r a n s i T i o n  r e s o u r c e  G u i d e

TransiTion plan



Date Section No Progress Notes / Goals

name date of Birth

T r a n s i T i o n  r e s o u r c e  G u i d e

TransiTion plan



Date Section No Progress Notes / Goals

name date of Birth
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TransiTion plan
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Date Section No Progress Notes / Goals

name date of Birth

TransiTion plan
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Date Section No Progress Notes / Goals

name date of Birth

TransiTion plan
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examPle

TransiTion healTh Plan
NAME	OF	YOUNG	PERSON		 Date	of	Birth	 NHS	NUMBER

PROFESSIONALS/ AGENCIES INVOLVED 

Transition	Key	Worker	for	Health	 	 Title	

Contact	details

Paediatrician

Adult	physician	(if known)

Therapists	(Physiotherapy, occupational therapy, speech & language therapy, wheelchair services)

 

General	Practitioner	

Community	Nurse	

Social	Worker	

Other	

healTh TransiTion Plan sUmmarY

NAME	OF	YOUNG	PERSON		 Date	of	Birth	 NHS	NUMBER

Transition Plan Title review  review review
number  date 1 date 2 date 3

1	 Becoming	Independent

2	 Adult	services	orientation

3	 Sexual	Health

TransiTion HeaLTH
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examPle

examPle

TransiTion healTh Plan 1

NAME	OF	YOUNG	PERSON		 Date	of	Birth	 NHS	NUMBER

Date	of	plan:

Transition health need action/plan to meet need Person/agency Timeframe complete
  responsible

TransiTion TransFer sUmmarY

NAME	OF	YOUNG	PERSON		 Date	of	Birth	 NHS	NUMBER

INDEPENDENCE SKILLS
This	should	include	:

• Being to describe their condition and current symptoms accurately

• Following instructions safely and accurately 

• recognising when and where they should seek further medical advice (urgent /non urgent)

• Managing all aspects of the medication regime (ordering repeat medications in timely manner)

• Managing aspects of their own safety (emergency treatment should they collapse, eg. diabetes/epilepsy /cardiac)

• understanding the risks of alcohol, smoking and substance misuse on their condition and/or the effect on their medication

• conduct their own clinic interview

AGREEMENT	SIGNATURES
Young	Person	 Carer	 Lead	Transition	Worker

TransiTion HeaLTH

Becoming 
Independent

Develop symptom profile 
checklist to use during 
consultations and 
communications with 
health professionals.
Practice using checklist 
with key professionals.
Renew performance in 
clinic and give feedback.

Young 
person, key 
professional 
parent/carer

3-6 
months

a summary of knowledge and skills should be forwarded to adult services on transfer
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Parents and carers can often find the whole idea of their young person leaving health 

care providers who they may have known for some time quite scary and somewhat 

daunting. They can often be reluctant to ‘let go’ and allow their young person to develop 

independence by taking increased responsibility for their own health management 

such as clinic appointments and medications. it is vital for parents and carers to engage 

with the transition process in order for it be successful. Health professionals should 

take this into account when transition planning and offer parents and carers their own 

transition support plan that is developed and reviewed over the same period of time 

as the young person.   

Having a good open and honest relationship with the parent/carer and allowing 

plenty of time to develop and implement the support plan is imperative. it is helpful 

when first introducing Transition to allow protected time in addition to any clinic 

appointment to discuss the process. 

it is useful to have written information and use structure to develop the parent /carer 

support plan. The following advice sheets and planning tool are examples of what you 

could develop to support parents/carers through transition. all should be inline with 

trust policy and ratified through clinical governance.

ParenT/carer

ParenT/ carer advice sHeeTs



sUPPorTing
ParenTs 
anD
Carers



T r a n s i T i o n  r e s o u r c e  G u i d e

Before your teenager transfers into adult services you will have many questions and 

concerns about the process. Making the move from the people and places you know 

to new adult care teams can bring a mix of emotions, such as excitement, fear, relief 

and sadness. 

as your teenagers get older, their brains are also developing and affecting the way 

they think and act (or don’t act) and also the way they perceive information and 

feelings. one of the last things to develop is what is termed ‘executive function’, the 

ability to plan ahead, resist impulses, tune out distractions and other skills all of which 

are needed to manage  aspects of self care, including managing ones own health. 

These skills are used to make and keep appointments and take medications that have 

uncomfortable side effects and balance living with a long term condition and ‘having 

a life’. 

as a parent or carer your own goal should be to gradually end your role as direct care 

provider. it is time for your teenager to learn how to manage his or her own life while 

you are at hand to provide the emotional support they will need. allow your teenager 

to take more responsibility and finally take charge but let them know you are there to 

support them.

remember that the future is a hard concept for all teenagers to understand so it is 

imperative they understand the implications of their condition and the treatment for 

their current and future health. you can help and support your teenager by preparing 

them early in their development and be patient with them, you may have to repeat 

the information and messages numerous times and in different ways before it finally 

settles in.

you are not alone in this process; your health professionals will be there to support and 

guide you. 

ParenT / carer advice /inForMaTion 
aBouT TransiTion 

ParenT/carer

ex
a

m
Ple 1
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Name	of	Parent	 Name	of	Patient	 Start	Date

PARENT TRANsiTioN PlAN

Review	1	 Review	2 Review	3

The transition plan is designed to help feel confident about their knowledge and skills during the period of transition. Over the next 
few years we aim to equip your son/daughter with the necessary skills to manage their own condition and hopefully increase your 
confidence and that of your son/daughter to transfer to adult services (if necessary). We also aim to promote healthy lifestyles and 
ensure that they maximise their potential in all aspects of their life including education and leisure.

I	would	like	some	extra	
advice/information/support	

with	this	
(please tick as appropriate)

I	do	not	feel	I	need	any	
additional	assistance

knoWleDge anD skills
I	understand	the	meaning	of	transition

I	know	who’s	who	in	the	health	team	and	their	respective	roles

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

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

I	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	it’s	therapy

I	am	able	to	help	my	son/daughter	manage	any	pain	they	may	have

I	am	able	to	help	my	son/daughter	manage	any	tiredness/fatigue	they	may	have

I	feel	confident	in	teaching	my	son/daughter	to	become	responsible		for	their	own	

enCoUraging inDePenDenCe
I	encourage	my	son/daughter	to	be	responsible	for	a	particular	household	chore(s)	at	home

I	encourage	my	son/daughter	to	be	independent	at	home-dressing,	bathing,	preparing	
meals	etc

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

I	understand	my	son/daughter’s	rights	to	information,	privacy	and	confidential

I	know	how	to	advice	my	son/daughter	to	plan	ahead	for	being	away	from	home/overseas	
trips				e.g.	storage	of	medicines,	vaccinations

I	understand	my	son/daughter’s	eligibility	for	benefits

ParenT TransiTion PLan

Thank you
For use and adaptation with kind permission of Birmingham Children’s Hospital Rheumatology ‘Dream Team’ 2011



T r a n s i T i o n  r e s o u r c e  G u i d e

healThY liFesTYles
I	understand	the	importance	of	a	healthy	diet	for	young	people	and	what	foodstuffs	are	
important	for	my	son/daughter’s	condition

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

I	encourage	my	son/daughter	to	exercise	regularly/have	an	active	life	style

I	know	where	and	how	I	can	access	providers	of	reliable/accurate	sexual	health	information	
for	young	people	and	their	parents

I	understand	the	risk	of	sexual	behaviours	whilst	taking	certain	medications	and	implications	
of	my	son/daughter’s	condition	and	drug	therapy	on	future	child-bearing

soCial sUPPorT 
I	recognise	the	importance	of	having	friends	during	adolescence	&	ensure	my	son/daughter	
is	able	to	see	them	outside	school	hours

I	know	how	to	advise	my	son/daughter	re:	dealing	with	unwelcome	comments/bullying

I	know	how	to	help	my	son/daughter	if	they	are	feeling	uncomfortable	with	the	way	they	look

I	know	my	son/daughter	has	someone	they	feel	able	to	talk	to	when	they	feel	sad/fed-up

I	know	about	resources	for	parents	of	young	people	with	similar	conditions	to	my	son/daughter

eDUCaTion & emPloYmenT
I	know	where	to	seek	advice	regarding	how	my	son/daughter	manages	at	school

I	know	what	my	son/daughter

Wants	to	do	when	they	leave	school

I	understand	the	importance	of	work	experience	in	the	future	career	development	of	my	
son/daughter

I	am	aware	of	any	potential	impact	my	son/daughter’s	condition	may	have	on	their	
education	and/or	work	opportunities	

I	am	aware	of	how	and	what	a	young	person	with	my	son/daughter’s	condition	should	tell	a	
potential	employer	about	their	condition	(if	applicable)

Preparation	for	adult	services

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

I	understand	the	differences	between	paediatric	and	adult	healthcare	

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

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

Thank	you	for	taking	time	to	complete	this	plan.	Please	take	time	to	look	at	our	book	shelf	
in	the	clinic	area	which	has	resources	available	for	young	people	and	parents	to	take	away

I	would	like	some	extra	
advice/information/support	

with	this	
(please tick as appropriate)

I	do	not	feel	I	need	any	
additional	assistance

ParenT TransiTion PLan
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The department of Health (2006) gives some examples of statistical evidence 
regarding the complications and premature deaths that have occurred post 
transfer into adult services that were unexpected given the clinical history prior to 
transfer. The examples given were across a range of disease groups including heart 
disease, diabetes, hydrocephalus and renal disease. 

The transition strategy calls for more cohesive working between all professionals 
and agencies. in Paediatrics the aim is to better prepare young people with a life 
limiting / long term health condition and their carers for the changes they will 
experience when in adult services. This includes developing independence and 
managing their own health needs safely. it also includes ensuring that the young 
person is well prepared for the differences between paediatric and adult services. 
Transition as we have said is a process not an event and knowledge and skill 
acquisition can take some time and it is highly likely they will not have achieved 
all of these skills at the time of actual transfer.  as teenagers get older, their brains 
continue to develop and affects the way they think and act (or don’t act) and also 
the way they perceive information and feelings. one of the last things to develop 
is what is termed ‘executive function’, the ability to plan ahead, resist impulses, 
tune out distractions and other skills all of which are needed to manage  aspects of 
self care, including managing ones own health. These skills are used to make and 
keep appointments and take medications that have uncomfortable side effects 
and balance living with a long term condition and ‘having a life’. 

When working with young people it is necessary to take this into consideration to 
improve their engagement and compliance with appointments and treatment.  if 
for example they feel ‘well’ at the time the appointment is due, they may just decide 
not to attend and fail to inform services and reschedule a new appointment. This 
is one reason young people can ‘get lost in the system’ as it is likely they will be 
discharged from the service without any further follow up.  

adult and Paediatric services need to work closely together in the transition 
process to help prevent these complications and issues from occurring. 

strategies that are helpful include:

 • Person Centred planning 

 – this is very helpful as it gives professionals a much deeper insight into how interventions should 

be delivered that best meets the needs of the young person, which in turn can greatly improve their 

engagement and compliance with treatment regimes. In practice evidence of Person Centred Planning 

can be presented through Patient Passports or Transition Plans.

aduLT services

aduLT services
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 • Transition Clinics

 - young people are seen by representatives from adult and paediatric services for medical reviews over a 

period of time before final transfer. These clinics have proven very successful as young people get to know 

staff from adult services in advance.

 • orientation visits 

 – if young people have frequent attendances either in hospital clinics or admissions to wards, it is helpful 

if the young person can visit the new environment and meet the staff in advance, this can help dispel 

some of the misconceptions about adult services.

Having a ‘Transition Plan’ can help avoid confusion and clearly sets out the 
arrangements for follow up and potential admission to hospital. The Transition 
plan should always be agreed between the young person and a representative 
from both the paediatric service, well in advance of transfer of care. 

Having a key professional from both adult and paediatric services that can co 
ordinate the transition process and advocate on behalf of the young person 
if required is very important. This system should include a strategy for missed 
appointments and follow up such as an agreement between adults and paediatric 
services to establish a system of monitoring attendance to clinics, for example: 
the adult service informing the paediatric service if two or more follow up 
appointments are missed post transfer.

These suggestions do require commitment from the range of professionals 
involved, but are actually very easy to implement. They can increase the likelihood 
of a successful transition, which in turn can make a huge difference to the young 
person and improve their long term health and wellbeing.

aduLT services



evalUaTing 
TransiTion
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To determine the effectiveness of the planning and interventions around transition 

it is important to ask the young people themselves whether it has made a difference. 

This should be an ongoing practice throughout the transition phase however to 

help improve practice and shape further developments, it is helpful to measure this 

demographically.

in this section you will find an example of a questionnaire which will yield useful 

information that measures effectiveness which can be used towards the end of the 

transition phase and one year post transfer. also enclosed is a letter that can be given 

or posted out, once the transfer to adult services has taken place. 

in addition you do need to consider the wider aspects of transition planning and 

its impact on the young person. an example of outcome measures is also included 

and would be a useful way of collating and presenting evidence for effectiveness of 

transition programmes.

you may want to develop your own questionnaire or consider other ways of retrieving 

this information, whichever you decide you will need to seek guidance from your 

clinical Governance / research department.

TransiTion evaLuaTion

evaLuaTinG TransiTion Processes 
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TransiTion evalUaTion 
DATE	COMPLETED:	

Please tick responses 

This Evaluation was completed by	

		 	 		Patient		 			Parent	 			Other

Overall how would you rate the transition service you experienced?   

	 		Poor		 		Fair	 		Good	 		Excellent	

How much information did you receive about leaving children’s services and moving into adult care?

	 		Not	enough		 		Just	the	right	amount		 		Too	much	information	

Would you recommend attending a transition clinic or receiving transition support to another teenager 
with the same or similar condition?

	 		Yes		 		No	 		Maybe	

If	no,	why	not?	

Do you feel better prepared to leave children’s services and move into adult care? 

	 			Yes		 	No		 		Maybe	

Did the transition support you received help you with your concerns and questions about adult care?

	 			Yes		 	No		 		Somewhat	

What did you like most about the transition support you received?

What did you like least about the transition support you received?

Do you have any suggestions or comments about transition support?

And finally	
If	you	would	like	to	speak	to	someone	in	confidence	about	your	transition	experience	please	add	your	details	below

Name:	 	 	 	 DOB:

Contact	Information:		

Thankyou for completing this questionnaire, it will help us to improve our service.

TransiTion evaLuaTion
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Date	:

Dear	

We hope you have found the transition support and preparation useful and helpful.

We are also very interested in your opinion of what else can be done to help young 
people like yourself prepare for adult services and think it would be useful to 
contact you one year after transfer as this help us with future planning of transition 
support.

This is completely up to you and all of the information we gather will be kept 
confidential and become anonymous once you have been contacted. 

Please decide from the following:  

I	am	interested	in	being	contacted	in	about	one	year’s	time	to	complete	a	post	transfer	survey	

	 			Yes		 	No	

If	yes		

Name:	

Address:

Phone:		 	 	 	 Email:	

Signature:		

	

one Year aFTer leTTer

TransiTion evaLuaTion
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examPle oUTCome measUres
OUTCOME EXAMPLE MEASUREMENTS

Successful	transfer	into	adult	healthcare	systems	 Duration	until	first	appointment	/	number	of	days	over	recommended	date	to	be	seen

Healthcare	utilisation	 Hospital	days,	unscheduled	visits,	Emergency	attendance	and	overall	combined	cost	
of	any	of	those	listed	

Compliance	with	treatment	 Medication	use	(	i.e.	number	of	refills	in	last	year	compared	to	those	recommended	)

Specific	disease	measures/symptom	management	 Pain	control	and	comfort	(	use	tool)
	 Disease	specific	E.g.HbA1c	in	diabetes		

Quality	of	life	/health	related	quality	of	life	 Every	Child	matters	outcomes	
	 Quality	of	life	monitoring	tools

Education	 Absences	from	school/colleges
	 Participation	(	days	they	actually	participate	)	
	 Performance	(	grades	etc)	

Knowledge		 Ability	to	describe	health/condition
	 Able	to	list	medication,	doses,	side	effects	and	their	purpose	

Emotional	health	 Stress/Depression/anxiety	assessments	scores	through	Clinical	psychology	/CAMHS

Employment	 Acquisition	of	employment	
	 Work	days	missed	

Patient/carer	satisfaction	with	health	care	/transfer	process	 Evaluation	demographics

Other	

	

TransiTion evaLuaTion
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What is Transition?
Many young people who have a long term condition will eventually leave children’s services 
and move on to adult services.  This process occurs over a period of time and includes planning, 
preparing and moving on and is called ‘Transition’. 

When will I move on into adult health care? 
Most young people move on to adult service between their 16 and 18 years old. This will mean 
that you will attend adult areas, such as : the in patient wards, out patients, accident  & emergency 
department  and  the acute assessment unit. your consultant or nurse will be able to tell you more 
about when you will be making the transfer 

Why do I need to move on?    
as you grow and become an adult you need to access service that can be best meet your needs. The 
staff who have cared for you up to now are experts in caring for babies and children, whereas the 
staff in adult services are experts in providing care to young adults, adults and older people. you will 
also likely to want to now be in a more adult environment 

What will be different in adult services?
you will have grown up getting to know many of the staff who have cared for you really well. you will 
meet new faces in adult services and it make take some time to get to know them, but  this is just 
like meeting new people at  a new school, college or  university and eventually you will know them 
really well too. The environment will also be different but we can arrange for you to visit these areas, 
so you can meet some of the staff and know what to expect. visiting times are different on the adult 
wards and it is unlikely that your parents will be able to stay overnight with you, although it might 
be possible for them to stay initially until you feel settled.  you will be able to talk to someone if you 
are particularly worried about this.
you will also have a greater amount of independence and will be asked to make decisions about 
your own health, which is why planning and preparing for this change is very important. 

Who can help me get ready to move on?
When you are still in children’s services, the doctors and nurses you already see will help you prepare 
in plenty of time. This can be done in a number of ways, but all will ensure that you are in control 
of the process and your own opinions will be listened to. They may suggest contacting a specialist 
service that specifically helps with transition and moving on. This planning can begin from the age 
of 14 years, giving you plenty of time to prepare and get used to the idea.  you will have a Transition 
Plan which will support you through this process which can take a few years and it will be  reviewed 
regularly to make sure your aims are being met and you are ready when the time comes. 

Who can I talk to if I am worried? 
changes nearly always cause some anxiety and how much will be different for everyone. Good 
preparation in plenty of time is key to minimising this anxiety, however you can discuss your worries 
at any time with  your doctor or nurse and they will try to help you. 

Parents & Carers   
Transition can be a difficult time for them too. They need to let go of the responsibility they have 
taken for your health probably over many years. This is why it is so important that the transition 
process is done gradually over a period of time and they can see you take control in a safe and 
secure way. you will also need to think about aspects of confidentially as once you reach the age 
of 16 and sometimes earlier dependant on the circumstances, staff are not allowed to share your 
medical information with them without your own consent.

Useful Contacts 
you can always speak to any professional involved in your care, however other contacts include: 

PaLs  raPP Pastoral care 

Transition Lead Website

advice
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Transition in Healthcare is the process young people with a long term health condition go 
through as they move from children’s services into adult services. 

The transition process includes developing knowledge, skills and independence in managing 
all aspects of your condition and also understanding and preparing for the differences you 
will experience in adult healthcare environments. 

our aim is for you to make a successful transition into adult services and young people have 
already told us that for transition to go well it is important that early planning and good 
support are essential.

We recommend that from the age of thirteen and upwards this planning should begin to 
allow plenty of time to develop knowledge and skills and prepare for the adjustments to the 
new experiences you will face.  

With specialist help you will be supported in developing your own transition plan. We 
will respect and listen to your views and opinions carefully. We will encourage you to fully 
participate in your own transition by leading and taking control of the planning and process.
  
over a period of time we will: 

 • Help you to promote your independence by developing self management 
skills.

 • support you to understand the role of professionals and agencies involved 
in your life.

 • introduce you to adult services before your transfer, giving you an 
opportunity to familiarise yourself with any changes you may experience 
and also discuss any issues that concern you.

 • We will provide information regarding relevant provision and services 
available in the local area, not only in healthcare but also in education, social 
and leisure activities. 

 • We will work together with you and your parents/ carers to ensure that 
they can be confident in your self management and independence.

your continued health and wellbeing are very important when planning for the future, 
getting transition right will help enormously and puts you in control of your future. 

advice
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 MovinG on inTo aduLT HeaLTHcare

ParenTs & carers

When you reach the age of 18 years, your medical care will be transferred from 
children’s teams to adult teams. This will mean that it is likely you will no longer 
see the same doctors, nurses, physiotherapists, and so on but will meet new 
people and have your appointments in a different clinic and sometimes even a 
new hospital.  it will also mean that if you need to be admitted to hospital you will 
attend an adult ward.

We know this may cause some anxiety and therefore believe it is very important 
that you begin preparing for these changes well in advance, usually around the 
time of your 14th birthday. it is at this time that you will also be preparing for and 
making other life choices such as school and higher education options and so this 
a good time to start planning.

To help explain this think of it like this : The professionals  who have supported 
you through your childhood are specially trained to care for children and when 
you become an adult it is important that you are supported by professionals who 
are specially trained and experienced  in caring for adults as your needs will be 
different. you would not want to stay in school when all your friends are moving 
on into college or employment, nor would you expect your college teacher to treat 
you like you were still in primary school. as you become older it will be expected 
that you will take more responsibility for your own health. it is all part of growing 
up and is a natural progression like everything else. no one expects you to do this 
quickly and there is lots of health and support to help you through this .

since you were born your parents have cared for and supported you through all 
aspects of your life. They have taken responsibility for your health and wellbeing, 
by making sure you attended all your appointments, sought help will you were 
sick and organised your medication etc. it is only natural that they will be very 
worried at the thought of handing this responsibility over to you, because they 
will be concerned you will forget something important and become unwell or 
develop a complication. They will always worry about you no matter how old you 
are. To help your parents through this, they must feel that they can trust you to be 
safe with your health management. Preparation and planning really do help. 

so what next? 
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it is very important that you are well prepared for your move into adult services. To help you 
do this there is a range of different things you can do to make this move as easy as possible. 
Firstly you are not alone and there are a number of different people who can help you. These 
can include your parents or carers, your consultant and the specialist nurses and professionals 
who you see from time to time. in Hull there is also a specialist transition team, who specifically 
work with young people aged 13 – 25 years who have a long term health condition. as well 
as health planning they can help support you with in range of other things, such as school & 
college or sport and leisure activities. The nurse in the transition team can help you to develop 
independence in managing your own health needs such as organising your own medications 
safely, attending clinic appointments on your own and promoting a healthy lifestyle that 
will help prevent unnecessary health problems and even hospital admission. it can also be 
arranged for you to meet and visit adult people and places, so you will know what to expect. 
This is called ‘Health Planning’. in addition the transition nurse can continue to support you, 
when you have made the move into adult services, by talking to the adult teams to ensure you 
keep on track with your health appointments. 

it is important that you take charge of the process.  your parents /carers and professionals 
will have some ideas how to help but no one understands how you are feeling or what your 
individual needs are better than you. There are some very useful self assessment tools specific 
to transition that help to guide you in organising a ‘Health Plan’. The information in your health 
plan  will be reviewed regularly to ensure that those supporting you have the most up to date 
information and ultimately that you are on target to achieve your transition goals. The health 
plan  may change as you might feel you have completed certain goals and will set new ones 
you may want help in completing the self assessment and gathering information from 
different people. 

you can either speak to your own doctor, nurse or professional or contact the nurse in the Hull 
Transition Team yourself and she will arrange a convenient time to come and discuss your 
options with you about how you want to proceed.

For more information contact me Karen McNicholas, the Transition Nurse on 01482 467540.

advice
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ToP TiPs 
For docTors aPPoinTMenTs and cLinic visiTs

Before your appointment
• Write down your two or three most important questions.

•  List or bring all your medicines and pills - including vitamins and supplements.

•  Write down details of your symptoms, including when they started and what makes them 

better or worse.

•  ask at your hospital or surgery for an interpreter or communication support if needed.

•  ask a friend or family member to come with you, if you like.

During your appointment
•  don’t be afraid to ask if you don’t understand. For example, ‘can you say that again? i still 

don’t understand.’

•  if you don’t understand any words, ask for them to be written down and explained.

•  Write things down, or ask a family member or friend to take notes.

Before you leave your appointment
• Check that: 
 - you have covered everything on your list

 - you understand, for example ‘can i check i understood what you said?’

 - you know what should happen next - and when. Write it down.

• ask
 - Who  to contact if you have any more problems or questions

 - about support groups and where to go for reliable information, and

 - For copies of letter written about you - you are entitled to see these.

after your appointment, don’t forget the following
•  Write down what you discussed and what happens next. Keep your notes.

•  Book any tests that you can and put the dates in your diary.

• ask
 - ‘what’s happening if i’m not sent my appointment details,’ and

 - ’can i have the results of any tests?’ (if you don’t get the results when you expect - ask for 

them.) ask what the results mean.

ToP TiPs
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Before you leave your appointment make sure you know 
the following:
What might be wrong? You could ask the following questions:
•  can i check that i’ve understood what you said? What you’re saying is . . . 

•  can you explain it again? i still don’t understood.

•  can i have a copy of any letters written about me?

What about any further tests, such as blood tests, scans and so on?
•  What are the tests for? 

•  How and when will i get the results?

•  Who do i contact if i don’t get the results?

about what treatment, if any is best for you
•  are there other ways to treat my condition?

•  What do you recommend?

•  are there any side effects or risks?

•  How long will i need treatment for?

•  How will i know if the treatment is working?

•  How effective is this treatment?

•  What will happen if i don’t have any treatment?

•  is there anything i should stop or avoid doing?

•  is there anything else i can do to help myself?

What happens next and who to contact
•  What happens next? do i come back and see you?

•  Who do i contact if things get worse?

•  do you have any written information?

•  Where can i go for more information, a support group or more help?

ToP TiPs  continued

quesTions To asK

ToP TiPs
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Three senTenCe sUmmaries

Three sentence summaries were a strategy developed by the ‘Good to Go’ Transition 

programme in Toronto canada

The sentences are made up from three fundamental components of health 

information which are:

senTenCe 1

My age, my diagnosis and brief medical history 

senTenCe 2 

My treatment plan 

senTenCe 3 

My question /concern to talk about during this visit 

An example might be 

‘Hi my name is Sally Butamol’

1: 
I	am	16	and	have	asthma.	I	have	been	in	hospital	
twice	before	but	not	in	the	last	5	years

2:
	I	have	been	taking	Ventolin	and	Flovent	since	I	
was	6	

3:	

I	have	come	today	because	I	cannot	run	anymore	
without	wheezing	an	becoming	breathless.

From:  Good 2 Go Transition Programme, www.sickkids.ca/good2go

THree senTence suMMaries
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orienTaTion visiT Planner
 	 	

name of Patient doB nHs number

venue  staff liaison name    

date of Meeting Time: Proposed date of transfer

ISSUE QUESTION/ CONCERN OUTCOME

 

 

 

 

Further visit required       yes         no if yes: date and time 

admission Plan to be completed by: 

(Health professional name)    By (Date)

   circulated to Patient        Ward         clinic         consultant         a&e           aau           other

Example overleaf

visiT PLanner
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examPle

orienTaTion visiT Planner
(WarD examPle)  	 	

name of Patient doB nHs number

venue  staff liaison name    

date of Meeting Time: Proposed date of transfer

ISSUE QUESTION/ CONCERN OUTCOME

environMenT Where am i likely to be located?

 Will there be other young people around?

 do i have access to a television/ telephone?

 Will you have the right equipment i need? 

PersonaL Will my carers be allowed to stay with me or have 
extended visiting times? 

 Will i be allowed to have a say in how my care and 
treatment is managed. ( medication times etc)

 can open access be arranged for me and how 
does this work here?

 Who can i talk to if i am worried or anxious about 
something?

 

Further visit required       yes         no if yes: date and time 

admission Plan to be completed by: 

(Health professional name)    By (Date)

   circulated to Patient        Ward         clinic         consultant         a&e           aau           other

visiT PLanner
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TransiTion sCreening Tool 1   DraFT

Has consent Been obtained For screening              yes         no

name of young Person doB  nHs number

contact Telephone numbers

Home : Mobile : 

GP name & address

consultant name  speciality 

address

consultant name  speciality 

address

consultant name  speciality 

address

 

other Professionals involved

name  speciality 

contact

name  speciality 

contact

name  speciality 

contact

Has Transition Planning Began              yes         no

if yes, please give brief details

if no, would you like a referral to Transition Team              yes         no

name, designation & contact of Person undertaking screening

Email to:   karen.mcnicholas@hercs.nhs.uk

Fax to: Hull Transition Team on 01482 336903 (FAO Karen McNicholas) 

Tel: 01482 303745 or Mobile 07853 517094 

screeninG TooL
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age early adolescence middle adolescence late adolescence
 12 - 14 years (female) 14 - 16 years 17 - 24 years
 13 - 15 years (male)

DeveloPmenTal issUes - (aCT 2007)

key issues and
Characteristics

Focus on development of 
body.
Most pubertal changes 
occur. rapid physical 
growth. acceptance by 
peers.
idealism.
Mood swings, 
contrariness, temper 
tantrums. daydreaming.

sexual awakening. 
emancipation from parents 
and authority figures. 
discovery of limitations by 
testing boundaries.
role of peer group 
increases.

defining and 
understanding functional 
roles in life in terms of:
- carers
- relationships
- Lifestyles

social/
relationships, 
behaviour

improved skills in 
abstract thought. 
Foreseeing of 
consequences, planning 
for future. 
Physical mobility 
prominent
energy levels high.
appetite increased.
social interaction in 
groups. membership 
of peer group very 
important.

relationship very 
narcissistic.
risk-taking behaviour 
increases.
intense peer interaction.
Most vulnerable to 
psycological problems.

increasing financial 
independence. 
Planning for the future. 
establishment of 
permanent relationships.
increasing time away 
from the family.

impact of life-
threatening 
illness

concerns about 
physical appearance 
and mobility. Privacy 
all - important. Possible 
interference with normal 
cognitive development 
and learning (school 
absence medication, 
pain, depression, 
fatigue). comparison 
with peers hindered, 
making self-assessment 
of normality more 
difficult. Possible lack 
of acceptance by peers. 
reliance on parents 
and other authorities 
in decision making. 
Hospitals perceived as 
very disturbing.

illness particularly 
threatening and least well 
tolerated at this stage. 
compromised sense of 
autonomy.
emancipation from 
parents and authority 
figures impeded. 
interference with 
attraction of partner. 
Fear of rejection by peers. 
Limited interaction with 
peers may lead to social 
withdrawal.
dependence on family for 
companionship and social 
support.
Hospitalisation, school 
absences interfere with 
social relationships and 
acquisition of social skills.
non-compliance with 
treatment.

absences from work, 
study. 
interference with 
plans for vocation and 
relationships.
difficulties in securing 
employment and 
promotion at work. 
unemployment hinders 
achieving separation 
from family and financial 
independence.
discrimination in 
employment, health 
cover and life assurance.
Loss of financial 
independence and self-
esteem.
concerns about fertility 
and health of offspring.

deveLoPMenTaL issues
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healTh PassPorTs

Health passports have been developed by a range of health care providers in a 

range of different settings. They are often used for people with a learning disability 

and or communication difficulties to help health professionals support patients 

more effectively and improve the quality of their care and experience. They are a 

very useful tool and their success can be transferred to a variety of other situations. 

some young people with long term conditions have found them very helpful in 

making their transfer into adult care, particularly when dealing with professional’s 

independent from their carers. 

information that should be included in a health passport in addition to 

demographic details include:

• The name of the condition/s

• Names of medication (all routes) 

• Allergies 

• Names and dates of any major procedures or operations 

• Immunisation history 

• Any specific health care needs, such as implanted medical devices, equipment and 

mobility needs or emotional needs.

• Names and phone numbers of emergency contacts and healthcare providers.

There are existing templates and resources that already exist in primary and 

secondary care which can be adapted for use by young people and can be found on 

trust websites. The young person can also develop their own style and presented in 

their own format, such as a credit card type design.

HeaLTH PassPorTs
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Hull Transition Protocol

Introduction
This protocol has been produced to help ensure the best possible outcomes for

young people as they approach the transition to adulthood. It aims to bring clarity to

the process to ensure that all services are working effectively together for the benefit

of young people.

All agencies involved in the process have been consulted in the preparation of this

protocol which also takes account of, and builds upon, the SEN Code of Practice and

other statutory and non statutory guidance.

Scope
The Transition Planning Protocol applies to all young people from age 13 upwards

who are formally recognised as having Special Educational Needs, whether or not

they have a statement. Note, however, that where a statement exists procedures are

more detailed due to the requirements of the Code of Practice and the number of

agencies likely to be involved.

Lead Professional Role
The concept of the Lead Professional is one of three key elements of the Every Child

Matters: Change for Children programme. The other two elements are the Common

Assessment Framework (CAF) and information sharing (which incorporates Contact-

Point). All statutory services for young people are committed to the introduction of the

Lead Professional in Hull and this has implications for the transition planning process.

In putting this guide together we have made an assumption that all young people with

statements will have a Lead Professional and we have prepared some guidance as to

how the Lead Professional should be identified (see Appendix 1).

Person Centred Planning
Central to the implementation of this protocol is the fullest possible participation of

the young person and their parents in the transition process. The Government has

endorsed Person Centred Planning as a means for achieving this objective (see

Appendix 2).
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1 Transition Process for young people with statements of 
special educational needs

Overview of Responsibilities

The School Head is responsible for:

� Ensuring that young people and their parents are fully informed about the
process at each stage (jointly with the Connexions service).

� Organising the Transition Planning meeting in year 9 and subsequent annual
reviews in year 10 and 11 (and post 16 where appropriate).

� Chairing the meeting.
� Ensuring that the transition plan and annual review document are drawn up and

sent to the SEN Team and all involved in the process.
� Inviting Connexions and other partners to Transition and Review meetings at

least 2 weeks before the school term begins (the meetings should take place at
an appropriate time to ensure attendance by all relevant parties).

Connexions will:

� Support the Head in ensuring that young person is informed of the process (e.g.
issue transition pack).

� Allocate a named Connexions Personal Adviser (PA) to work with each young
person from age 13 upwards and provide advice and guidance on post 16
options.

� Make contact with the young person prior to the Transition Plan / Annual review.
� Attend each review from year 9 onwards.
� Draw up a written report summarising their discussions with the young person,

what the young person’s future aspirations are and what action needs to take
place in order fulfil those aspirations.

� Coordinate the delivery of the actions agreed on the Transition Plan.
� Provide the Lead Professional where appropriate (see Appendix 1).

Hull City Council SEN Team will:

� Process Annual Review and Transition Plan, agree any changes to the statement
and return to the school.

� Monitor whether or not reviews have been held and provide reports on completion
rates for the Annual Performance Assessment. 

Local Authority Children and Families Disability Team/Learning Disability Team will:

� Provide a Social Worker to attend reviews if they have a formal involvement with
the young person.

� Contribute to the transition plan as appropriate.
� Provide the Lead Professional where appropriate (see Appendix 1).
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The Transition Team will:

� Provide a key worker to attend reviews if the young person / family require their
support.

� Provide or broker specialist advice / support eg health professional, social worker
� Contribute to the transition plan as appropriate.
� Provide the Lead Professional where appropriate (see Appendix 1).
� Provide a single point of referral for Community Care Assessments (new referrals).

Adult Services will:

� Attend transition reviews (eg from year 11 onwards) to facilitate the smooth
handover to adult services.

� Contribute to the transition plan as appropriate.

Procedures

Year 8
Hull City Council SEN Team:

� Sends a list of year 8 young people in the Summer Term who will need Transition
Plans organising for year 9 to agencies that need to be involved.

� Reminds schools of the need for a transition plan in year 9 via the annual review
list circulated in the summer term.

The named Connexions Personal Adviser makes initial contact with the young person. 

Year 9
Connexions Personal Adviser carries out a pre review discussion with the young person.

The Head invites all relevant agencies to the Transition Planning meeting. Schools

should check with the young person / family who they would like to invite as a minimum

schools must invite:

� the young person
� the young person’s parent / carer
� the relevant teacher
� Connexions Personal Adviser
� Health Services where involved
� Local Authority Social Care where involved
� Other Educational services as appropriate eg Hearing Impaired Service, Visually

Impaired Service, Educational Service for Physically Disabled.
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Year 10
The preferred post 16 option / institution should be identified at this stage and noted

on the Transition Plan and Transition Review Document. This is especially important if

a place in a maintained school 6th form is likely to be required to allow time for con-

sultation, allocation and the amendment of statements by 15th February of Year 11.

The meeting should cover transition issues in addition to annual review business and a

transition plan drawn up.

The school will send a copy of the documentation to all who were invited and to the

LA SEN Team, Children And Young Peoples Services, Brunswick House, Strand Close,

Hull HU2 9DB. 

Year 11
As per year 10 in addition:

� Connexions PA to provide help with applications to college / training / 
employment as appropriate.

� Connexions PA to complete section 139A assessment as appropriate with 
support from other agencies.

� Connexions PA to complete FETR1 if special transport arrangements are
required. 

� Lead Professional to explain to family that social worker involvement is
necessary if a Community Care Assessment will be required.

� Adult Services should attend as part of the handover process where this applies.
Note that as Adult Services will not have been involved in the earlier reviews it is
essential that they are given sufficient notice (a minimum of 6 weeks), otherwise
they cannot guarantee attendance.

It is important that transition planning process is used to inform applications to post

16 provision and supports other process such as the S139A Assessment and FETR1

application. For this reason it is desirable that a year 11 review, dealing with transition

issues takes place early in the autumn term. Alternatively, the year 10 review, if it has

takes place in the summer term, may be the key planning forum for post 16 options as

a year 11 summer term review will be too late.
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Year 12 and beyond
As per year 11

The handover process to Adult Services (where relevant) begins in earnest when the

young person reaches 16 and should include:

� Meetings with YP and family, CYP representative and Adult services.
� Completion of referral form to adult services by CYP representative. 
� Community Care assessments to be completed where appropriate by a social

worker.
� Case responsibility to transfers to Adult Services on the Young Person’s 18 

birthday.

Where young people are educated otherwise than at school the procedures are generally

the same as described above, however it is the local authority who has responsibility

for organising and chairing the reviews. The Local Authority also has the responsibility

for providing the necessary support to young people placed at specialist out of area

colleges, for example during the school holidays and when they return to Hull on 

completion of the course. An agreement with the Connexions Service for the area

where the young person is placed should detail who is responsible for what.
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This document has been endorsed by the following organisations:

Hull City Council Children and Young People’s Services
Connexions
Hull Transition Team 
NHS Hull
Adult Services
Hull & East Yorkshire Hospitals NHS Trust

2 Transition Process for non statemented young people
(i.e. those at school action and school action plus)

As a minimum this should involve:

� Appropriate help and guidance, eg via a school / college link course or work
placements.

� Involvement of the Connexions Service providing information and guidance on
appropriate post 16 options.

� A needs and provision assessment to assist the transfer to further education or
training (known as a Section 139A assessment), this is completed by the
Connexions Personal adviser attached to the school.

� Completion of Individual Education Plan twice annually.

Under Section 139A of the Learning and Skills Act 2000, the Local Authority has the

power to arrange for assessments of young people with a learning difficulty (but who

are not statemented) who will be leaving school to enter further education or training.

The assessment should result in a written report of:

� The young person’s educational and training needs
� The provision required to meet those needs

Connexions will carry out “Section 139A Assessments” on behalf of the Local

Authority for any student who they feel will benefit from one.
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Appendix 1:

The Lead Professional in the transition planning process

The Code of Practice was written before Every Child Matters and therefore does not

take into account some of the concepts that we are now familiar from the ECM agenda

including the Lead Professional role. Any future revision to the Code of Practice

should resolve this issue.

In the meantime, we have here attempted to resolve the inconsistencies in order to

ensure that there is a clear procedure for identification of the Lead Professional in

each case.  

All young people who require integrated support from more than one practitioner should

experience a seamless and effective service in which one practitioner takes the lead to

ensure that services are coordinated, coherent and achieving intended outcomes.

The Lead Professional should act as the single point of contact for all professionals

providing services to a young person including coordinating the solution focussed

actions agreed at Transition Planning meetings and Annual Reviews. Lead Professionals

are responsible for their own service’s input; they are not responsible for the actions of

other practitioners or services.

The concept of the Lead Professional has many similarities with the role of the

Connexions Personal Adviser (PA). The Lead Professional will be expected to co-

ordinate the provision of services to the young person (and to the family, where this

will support the young person). They will also be expected to monitor and review the

plan put in place around the provision of services.

In most instances where a young person has a statement of SEN, a Connexions PA

will take the Lead Professional role from year 9 onwards, this fits in with the Code of

Practice. Prior to year 9 it is expected that the school SENCO will take the role. The

following circumstances are exceptions to this assumption:

� Where a young person has complex disabilities or complex health needs they will
normally have a key worker as recommended by the Children’s National Service
Framework. The key worker is the Lead Professional.
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� Where an Initial or Core Assessment is being carried out under the framework
for the “Assessment of Children in Need and their Families” (2000), the responsible
Social Worker shall be the Lead Professional during the assessment period.

� Where a young person is subject to a Child Protection Plan, or where the young
person is Looked After or where adoption is the plan for the young person; the
named Social Worker is responsible for acting as the Lead Professional.

� Where the young person is a care leaver and is an “eligible child” under the
Children (Leaving Care) Act 2000, they will have a named Social Worker who will
assume the role of Personal Adviser and will, therefore, be the Lead Professional.

� Where the young person has mental health needs and a Care Programme
Approach is being followed; the care coordinator will be the Lead Professional.

� Where young people are subject to community orders or sentences, the Youth
Offending Team will allocate a Supervising Officer who would normally be
expected to act as the Lead Professional.

� Young people (and their family where relevant) will have a say in who their 
Lead Professional will be and in some instances may indicate a preference for
someone other than the Connexions PA who has been working with them.

Lead Professionals and their managers will have to be mindful of size of caseloads

when taking on this role.

Bearing in mind the above constraints it is also important that the young person and

their family are consulted over the choice of the Lead Professional, this consultation

seems best undertaken by the SENCO.

Where someone else other than the Connexions PA is the Lead Professional then they

will have responsibility for coordinating the transition plan for statemented young people,

but they will still need to work closely with the PA (who still formally retain this duty

under the Code of Practice).
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Appendix 2:

Person Centred Planning

Person centred planning is a process of life planning for individuals, based around the

principles of inclusion and the social model of disability. Person centred planning

tools are alive and active, always ensuring the focus person is central and in control.

They are flexible, setting no limits to the person’s wants, needs and dreams for their

life. 

In person centred planning, the process, as well as the product, is owned and controlled

by the person (and sometimes their closest family and friends). The review should create

a comprehensive portrait of who the person is and what they want to do with their life

and brings together all of the people who are important to the person including family,

friends, neighbours, support workers and other professionals involved in their lives. The

resulting plan of support is totally individual.

Person centred planning replaces more traditional styles of assessment and planning

which are based on a medical model approach to people's needs. 
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For further information, please contact

Children and Young People’s Services
Hull City Council
Brunswick House
Strand Close
Hull
HU2 9DB

Telephone: 01482 616034
Email: childrenandyoungpeople@hullcc.gov.uk
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TransiTion aCTion Plan
Name:	 Date	of	Birth:	 School:

Statutory	Leaving	Date:		 Forecast	Leaving	Date:	

Lead Professional

Name:	 Organisation:			

Tel	No:	 Mobile:	 Email:			

Year Review Held (please tick next to the relevant Year)

	

	 Year	9				 	 Year	10				 	 Year	11				 	 Year	12				 	 Year	13				 	 Year	14			 			

Headteacher’s	signature:		 			 	 	 Date:		

Attendance Sheet - Please indicate who is the Lead Professional (LP)

	 Name	 Job	Title	 Invited	 Attended	 Apologies	 Report	sent

acTion PLan
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Summary of discussion and issues addressed at the meeting

Things	we	like	and	admire	about	[insert	yp’s	name]

	

Things	that	are	important	to	[insert	yp’s	name]	now

What	[insert	yp’s	name]	needs	to	keep	him	safe	and	well

	

What	is	working	well	for	[insert	yp’s	name]

Summary	of	discussion	and	issues	addressed	at	the	meeting	-	continued

Relationships	that	are	important	to	(insert	yps	name)

	

Things	that	aren’t	working	well	or	need	to	change

Things	that	are	important	to	[insert	yp’s	name]	in	the	future

Any	other	issues

suMMary oF acTion PLan
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Checklist for Transition Action Plan

Please	ensure	that	the	following	areas	are	covered	on	the	Action	Plan	(where	relevant)

Area	 Yes	 No	 Comments

Parents	/	Carers’	views/wishes	for	[insert	young	person’s	name]	 	 	

Aspirations	 	 	

Further	Education	/	Training	/	Employment	 	 	

Housing	 	 	

Health	eg	does	a	health	action	plan	need	completing?	

Social	Services	eg	current	involvement	 	 	

Hobbies	/	Leisure	 	 	

Transport	eg	is	pupil	an	independent	traveller?	 	 	

Involvement	of	other	agencies	eg	currently	and	for	future?	 	 	

School	eg	any	areas	to	improve	/	address	etc?	 	 	

Equipment	eg	what	is	required	or	may	be	in	future?	 	 	

Other	 	 	

Action Points

	Action	Points	 Timescale	 Who	to	Action?

	

cHecK LisT oF acTion PLan
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MONITORING - Year 10 onwards

Please	put	your	comments	in	the	relevant	box	below

Year 10

Review	Date	 Signature

Year 11

Review	Date	 Signature

Year 12

Review	Date	 Signature

Year 13

Review	Date	 Signature

Year 14

Review	Date	 Signature

MoniTorinG


