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1 Foreword 
 
I am very pleased to present the South West Maternity and Children’s Strategic 
Clinical Network’s (SWSCN) report Moving Transition to Adult Services Forward in 
the South West. This report shares the work undertaken over the last three years in 
the South West to improve services for young people when they transition from 
children’s to adult services. Becoming an adult is in itself a period of transition for 
young people but when this also means changing from receiving care in a children’s 
health service to receiving care in an adult health service it can be fraught with 
difficulties, uncertainties and poor communication. Planning carefully for this 
transition period while still in childhood has been shown to make a positive difference 
and improve health outcomes and patient experience.  
 
National leadership for this important area has come from Dr Jackie Cornish, 
National Clinical Director for Children, Young People and Transition to Adult 
Services; the SWSCN agreed that transition was a priority area and would form part 
of its work programme in 2013.  
 
The SWSCN’s role has been to facilitate collaborative working between providers 
and commissioners of children’s health services in the South West who now have 
established their own local programmes to take this work forward. This report shares 
the progress made by the joint commitment of Trusts and Clinical Commissioning 
Groups, guided by parents and carers, to establish effective transition services for 
the young people in their care and acknowledges the significant contribution they 
have made to improving services for children and young people in the South West. 
 

 
 
 

 
Ann Remmers 
 
Clinical Director for South West Maternity & Children’s Strategic Clinical Network. 
 
May 2016
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2 Executive summary  

 
This report is a summary of the South West Maternity & Children’s Strategic Clinical 
Network’s (SCN) work to improve the experience of children and young people with 
long term conditions and their families of the transition from children’s to adult 
services in the 14 acute trusts in the South West. It outlines the development and 
progress of the work to date with next steps and recommendations for the future.  
 
This work has initially focussed on those children and young people with long term 
physical conditions, our intention is to expand the work to cover those with special 
educational needs and disabilities and mental health needs as a next step. 
 
Over many decades there have been numerous reports, suggested policies, 
protocols and plans to improve transition care but very little has been translated into 
practice for the benefit of young people. 
 
Young people still report they are not receiving the care they need, have feelings of 
abandonment and ultimately disengage with health services. The consequences of 
this are: 
 

 An increase in ‘did not attend’ occurrences with health services in the 18 to 
25yr age range 

 An increase in Emergency Department admissions, 

 An increase in condition complications resulting in poor quality of life 

 An increase in expensive treatments 

 An avoidable drain on NHS funds 
 
The SCN has addressed these issues by bringing together providers, commissioners 
with parent carers and umbrella organisations in a working group to develop a 
collaborative approach to improving care and to realise the theories into practice. 
This group used nationally agreed best practice principles for good transition to 
design a dashboard for assessing current practice against these principles. 
 
In designing a dashboard the SCN working group has provided a structured plan of 
key elements that, once implemented will improve children, young people and 
families’ experience of transition. The SCN has been able to draw together the work 
of the trusts and facilitate sharing and collaborative problem solving to ease the 
burden of any one trust working independently. The sharing of successful models 
has expedited implementation of some best practice principles. 
 
Working with the Children’s Commissioners in the Clinical Commissioning Groups 
(CCGs) the SCN has instigated the inclusion of 11 local CQUINs for transition across 
the South West acute trusts. Each of the 14 acute trusts in the SW now have steering 
groups for transition with an executive lead and members of paediatric and adult 
services to drive forward the necessary changes to practice in their trusts to mitigate 
against the consequences outlined above of poor transition. 
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The trust steering groups, supported, facilitated and guided by the SCN are 
developing their own work programmes to gradually implement the best practice 
principles for transition. Using the dashboard as a self-assessment tool the changing 
picture of transition practice for the better can be seen across the South West. 
The work programme that was developed and is being delivered has been 
recognised nationally and held as an example of a successful approach to improving 
practice for children and young people needing transition with its tangible 
achievements. 
 
The Trust Transition groups’ work programmes to deliver the necessary changes 
continue to bel supported at quarterly SCN meetings of representatives from the 
groups. This provides a conduit for 2-way communication from national to local levels 
as well as continuing the sharing and peer support of some difficult changes to 
practice. Those CCGs and Trusts that have adopted a contractual driver, CQUIN or 
monitoring mechanism, will also have added drive to maintain the momentum and 
ultimately improve not only the experience but the lives of children, young people and 
their families at this potentially vulnerable time. 

 
3 Recommendations for Acute Trusts and CCGs 
 
The SCN would like to suggest the following recommendations as essential to 
maintain the momentum for making the improvement changes to practice and culture 
towards transition. 
 
The SCN recommends: 
 

 That Trust’s ensure time and resources are maintained to enable good 
transition to embed in daily practice across their trust. 
 

 That executive leads remain involved with their trust transition groups to 
monitor and facilitate the practice changes being worked on. 
 

 That commissioners and providers measure the transition experience of 
children, young people and families and the results are considered in future 
service development. 
 

 That CCGs ensure work on transition continues to improve by continuing to 
include transition in their trust contracts with a further CQUIN, Key 
Performance Indicators, or a quality standard statement for all young people 
cared for by the trust. 
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4 Background 
 
The journey from child to adult through adolescence can be a difficult time for all 
young people with changes in biological, social and psychological equilibria. Moving 
from a dependent child to an independent adult means taking responsibility for their 
own everyday lives and planning for their futures. This journey has an added layer of 
complexity when the young person has an on-going health condition, a disability, 
long term condition, life-threatening condition or mental health condition to 
understand and manage during this time as well. The health condition will impact on 
the way their lives can be planned and developed requiring sensitivity and support to 
enable them to reach their life potential and remain healthy.  
 
The services that young people access for care of these health conditions will 
change at age 18 years from children focused to adult focused; there are significant 
differences in the ways these services are delivered. To ensure that the care needs 
of these young people are met across this change a programme of transition 
preparation and planning is required. There have been many strategies written 
regarding this: 
 
In 2004 the National Service Framework for Children, Young People and Maternity 
Services, (Department of Health)1 highlighted the importance of high quality transition 
services and multi-agency transition planning for young people is key to ensuring the 
change in services runs smoothly.  
 
In 2013 Lost in Transition. Moving between Child and Adult Health Services (Royal 

College of Nursing)
2
  reports the need and makes recommendations for the 

improvements required to deliver high quality transition. 
  
In 2014 From the pond into the sea (Care Quality Commission)3 Professor Steve 
Field, CBE FRCP  FRCGP, Chief Inspector of Primary Medical Services and 
Integrated Care reported that there is plenty of guidance for good transition practice 
but a significant shortfall in the translation of that guidance into practice. This leaves 
young people and their families confused, frustrated and unsupported. 
 
In 2015 The NHS Five Year Forward View 4 clearly sets out how the NHS needs to 
change and includes encouraging more engaged relationships with patients, carers 
and citizens in order to promote wellbeing and prevent ill-health with a focus on 
prevention of avoidable illness.  
 
This is pertinent to the care around transition in that young people have reported 
feeling abandoned and it is documented in all the above documents that young 
people aged 16 to 25yrs are more likely to disengage from services, which puts them 
at risk of relapse and crisis of their long term condition and become at increased risk 
of poor health and long term complications in later life which can also become 
expensive for the NHS. Young people and their families continue to report that they 
are dissatisfied with their experience of transition from child to adult services. 
 
Therefore it is not an option to continue with services the way they are 
currently delivered. 
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Transition of children and young people from paediatric to adult services has, 
therefore long been a national priority and remains such for NHS England including 
Dr Jackie Cornish, National Clinical Director for Children, Young People and 
Transition has been clear that Transition is one of her key priorities.  
 
For 2016 National Institute for Clinical Excellence (NICE) has guidance in 
development for transition from children’s to adults’ services for young people using 
health or social services  to further support better transition practice.  
 
However, translating this evidence into practice and implementing change in practice 
and improvement for young people and their families has not been forthcoming or 
successful. The main challenges, as outlined in ‘From the Pond into the Sea’, being a 
lack of staff awareness of the need or protocols for planning transition; lack of 
engagement across services; no identified key worker co-ordinating transition; 
confusion over staff roles for transition; some children’s services do not map easily 
on to adult services and inconsistencies in any planning that is attempted.  
 
Transitional care in health is defined 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 oriented 
healthcare systems”.5 ( Blum et al. 1993) 
 
This transition is relevant to any child or young person diagnosed with a long term 
condition in childhood that will continue into adult life. Regardless of the condition 
preparation and consultation regarding this transition is paramount to the safe 
transfer from one service to another. 
 
Transition has three distinct elements to achieve safe and successful planned 
transfer to adult services: 
- Timely preparation of children, young people and families started within 

children’s services 
- Actively managed and co-ordinated transfers from children’s to adult or other 

services  
- Continuous developmentally appropriate support from adult receiving services  
 
It is the combination of these elements with input from ‘transition/adolescent aware’ 
professionals that will ensure young people are confident to manage their health 
needs safely and appropriately into adulthood alongside all the other developmental 
changes they undergo to become independent adults. 
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5 The role of the South West Maternity & Children’s SCN 
in improving Transition  

 
The South West Maternity & Children’s Strategic Clinical Network (SCN) having 
formed in April 2013 is working with providers, commissioners, other partners 
including patient and carer representation to deliver improvements in patient focused 
outcomes and experience for transition. 
 
The SW SCN fundamentally supports the achievement of national outcome 
ambitions and contributes to the delivery of the NHS Five Year Forward View and 
NHS and Public Health Outcomes Frameworks. Amongst the network’s key 
responsibilities are: 
 

 Reducing unwarranted variation in outcomes 

 Improving patient experience 

 Providing strategic advice to commissioners 

 Promotion of best practice and innovation 

From the outset the SW SCN has involved a wide stakeholder base and in 
consultation with them, at its 2013 launch event, set its priorities alongside the 
national agenda to meet its key responsibilities. From this stakeholder engagement 
the following six network priorities were established and a working group was formed: 
 

 Avoiding Unplanned emergency admissions 

 Long Term Conditions 

 Maternity care 

 Perinatal mental Health 

 Palliative and end of Life Care  

 Transition of children and young people from children’s to adult services. 

 
In addressing the priority on transition, the SCN carried out a baseline exercise with 
Acute Trusts and Clinical Commissioning Groups to understand current practice and 
barriers to improvement initiatives for transition. The results showed that there was a 
general awareness of the need to make improvements to transition practice. 
However there was an overriding theme of a barrier of how to translate the numerous 
theories into practice on the ground. It was agreed that a collaborative approach to 
improving transition practice across and involving the Acute Trusts and CCGs would 
be beneficial and provide support and strength to a challenging need to change 
practice. 
 
The SW SCN working group for transition was established to address this network 
priority with a clear focus to work collaboratively on translating theory and policy into 
practice. The membership of the group has been formed from all stakeholders, 
providers, clinicians, allied healthcare professionals, commissioners, patients, 
parents and patient representative groups. 
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6 The SW SCN Transition Working Group Work 
Programme 

 
The SW SCN decided to initially address the issues in the Acute Trusts for the 
transition of children, young people with Long Term Conditions. The rationale for this 
being that if the Acute Trusts become more Transition aware and ready the 
improvements would reach a large number of professionals and children, young 
people and families through regular hospital contact. Furthermore there would be a 
flow of good practice via the communications from the improved services to other 
sectors and services involved with transitioning patients including General 
Practitioners.  
 
This also matched the National Transition programme where three sections of 
Children and young people had been identified as needing different approaches to 
transition – 1) Long Term Conditions, 2) Special Educational Needs and Disabled 
Children and those involved with 3) Child & Adolescent Mental Health Services.  
The SCN working group formed a work programme for improvement in Acute Trusts, 
which was endorsed by the SCN Steering Group and has remained on the work 
programme for three years. A summary algorithm of the process the SCN working 
group followed to address the changes to Transition practice is attached (Appendix 
1). 
 
Based on the development of the standards of care for transition considered by work 
of the National Transition Working Party led by Dr Jackie Cornish, National Clinical 
Director, the SW SCN group agreed to set these as the core ‘best principles’ of 
transition care. These best principles and the rationale for their inclusion and 
expected benefit to children, young people and families are attached as Appendix 2. 
 

6.1 The  work programme’s aims and achievements year on year. 

6.1.1 Work programme for 2013-14 aimed to: 

 To develop a network dashboard of agreed transition best practice principles  

 For each acute trust to use the dashboard as a self-assessment tool to 
measure their current practice against the principles 

 To develop an improvement programme informed by collated dashboard self-
assessment returns 

 To host a SW wide event to facilitate the sharing of best practice from around 
the region and encourage shared development of solutions to common issues. 

6.1.2 How and what the SW SCN achieved 2013-14: 

To ensure the SCN working group was able to achieve these aims time was spent 
building relationships with and gaining buy in from the key stakeholders within acute  
trusts and to understand their conflicting priorities, informing how the SCN could best 
provide support for these new ambitions but equally minimise any excess burden on 
trust staff to achieve them. This has resulted in a tight working group and all have 
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benefited from the strong relationships which in turn have enabled the aims to be 
met. 

In order to provide a consistent picture of current transition practice across the South 
West the best principles were developed into a dashboard (Appendix 3). Each Acute 
Trust was then able to self-assess (although subjectively with no set criteria) their 
current practice against each dashboard principle using a simple ‘Red Amber Green’ 
evaluation. 

The collated returns from the self-assessment exercise for 2014 are shown in 
Appendix 4. This exercise gave a clear picture of where there were issues and 
difficulties but also where there were successes. The most common difficulties were 
around awareness and engagement of the trust workforce to implement changes and 
identifying those children and young people who will need to transition to an adult 
service followed by how to help these young people once identified. A pattern of 
common difficulties gave stakeholders reassurance they were not alone with the 
challenges and helped build the work programme. Where there were successes 
these were not all with the same dashboard principle. The SW SCN hosted a SW 
wide event to facilitate the sharing, across organisations, of practical ways that had 
resulted in success and enabled collaborative working to overcome some of the 
common issues. Thus stakeholders were enabled and empowered to continue to 
progress this work and were part of a like-minded network for on-going 
communication, often via the SCN. 

6.1.3 Work programme for 2014-15 aimed: 

 To encourage the trusts to set up transition steering groups to mobilise 
improvement changes throughout  their trusts including developing a 
generic transition policy for all services. 

 To establish baseline of numbers of children and young people going 
through transition. 

 To recommend and encourage trusts to implement the ‘ReadySteadyGo’6 
transition programme.  

 To establish commissioning drivers for transition within CCG contracts. 
 
6.1.4 How and what the SW SCN achieved 2014-15: 

The SCN has hosted bimonthly working group meetings of our stakeholders to 
facilitate on-going discussion and collaborative working towards implementing the 
dashboard principles. As the year progressed all the trusts gradually formed their 
Steering Groups for transition and gained commitment from their Executive Leads, 
generally this was the Director of Nursing. These groups were then able to discuss 
and plan how transition in their own organisations would be developed. The SCN 
monitored these development plans by the sending, completion and return of 
quarterly reports. 
 
In order to initiate improvement work for young people the trusts needed to know who 
the targeted cohort of young people were. This proved to be a challenge in itself, as 
not all children attending hospital will have a condition that will require health care 
input as adults and equally some children have co-morbidities and attend several 
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services. Key work has been required between clinicians, managers and IT analysts 
to extract accurate data on the numbers of children and young people in each trust 
who need to have preparation for transition. Each trust has developed a way of 
working with IT systems and departments to develop its own approach to extracting 
the data, this work is on-going. 
 
The working group agreed a structured approach to preparation, transfer and support 
for transition was required. Having reviewed the ReadySteadyGo programme from 
University Hospital Southampton NHS Foundation Trust6 many trusts started to look 
at initiating and implementing its use. This programme meets the majority of the best 
principles in a staged structure from around 13yrs to adult services as deemed 
appropriate by the individual, clinicians and families.  
  
Clinical Commissioning Group Engagement 
 
The SW SCN has regular contact with the 11 Clinical Commissioning Group (CCG) 
Children’s Commissioners, the SCN transition working group has children’s 
commissioners within the group. The SCN has adopted a two pronged approach to 
improving transition by working with both providers and CCGs concurrently. The SCN 
has aimed to provide an approach that is non-onerous in terms of workload and 
financial burden. 
Engaging the CCGs and children’s commissioners with this work has the benefit of 
providing an opportunity to jointly develop a contract driver to add further momentum 
to change. The principles of best practice were drafted into an exemplar 
Commissioning for Quality and Innovation (CQUIN) which was circulated to the 
CCGs Children’s Commissioners for consideration for inclusion in the contracting 
rounds for local CQUINS in acute contracts for 2015-16. Exemplar CQUIN is 
attached as Appendix 5. 
 
All Commissioners agreed to take transition and the CQUIN forward to the 
contracting round. A total of 11 Trusts have active CQUINs for transition in operation 
across the South West CCGs for 2015-16 which includes two Mental Health and two 
community trusts. Two further CCGs have expressed an intention to use the 
dashboard of principles as a monitoring tool for Transition improvements in their 
provider trusts. 
 
The table on following page shows the spread of active local CQUINs. 
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Table showing spread of active CQUINs across South West 2015-16 
 
CQUINs for 
Transition 2015-16       

CCG Trust CQUIN Notes 

Bath & North East 
Somerset 

Royal United 
Hospitals Bath NHS 
Foundation Trust No 

Using dashboard to 
monitor 

Somerset 

Taunton & Somerset 
NHS Foundation 
Trust No Only what is in Diabetes 

  

Yeovil District 
Hospitals NHS 
Foundation Trust Yes   

 North Somerset 
Weston Area Health 
NHS Trust No   

Northern, Eastern & 
Western Devon 

Royal Devon & Exeter 
NHS Foundation 
Trust Yes   

  
Northern Devon 
Healthcare NHS Trust No   

  
Plymouth Hospitals 
NHS Trust Yes   

South Devon &Torbay 

South Devon 
Healthcare NHS 
Foundation Trust No 

Using dashboard to 
monitor 

Kernow 
Royal Cornwall 
Hospitals NHS Trust Yes   

  

Cornwall Partnership 
NHS Foundation 
Trust (Community & 
CAMHS) 2 services 

CQUIN for both 
community and CAMHS 
services 

Gloucestershire 

Gloucestershire 
Hospitals NHS 
Foundation Trust Yes   

  

Gloucester Care 
Services NHS Trust 
(community) Yes   

  

2gether NHS 
Foundation Trust 
(Mental Health) Yes   

Swindon 

Great Western 
Hospitals NHS 
Foundation Trust Yes   

Bristol 
North Bristol NHS 
Trust No   

  

University Hospitals 
Bristol NHS 
Foundation Trust Yes   

Wiltshire 
Salisbury NHS 
Foundation Trust No   

  Total 11   
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6.1.5 Work programme for 2015-16 aimed to: 

For Long Term Conditions; 

 Support the CCGs to ensure CQUINs are met and transition remains a 
priority 

 Support work of Trust steering groups including developing appropriate 
condition-specific work programmes 

 Repeat the dashboard self-assessment in acute trusts to indicate 
improvement in process measures. 

 Develop a network patient experience survey 
CAMHS; 

 Scope current transition practice 

 Develop consistent regional approach to transition to adulthood 
 
6.1.6 How and what the SW SCN achieved 2015-16: 

The SW SCN working group tailored its membership to be a representative group of 
the 14 Trust groups together with commissioners, patient and public representatives 
to ensure a harmonised approach across the SW to the developments in the Trusts 
along the agreed best principles of practice. This group also acts as a clear line of 
communication from local delivery to National office to ensure a good 2-way 
exchange of information and progress as well as a virtual network between meetings 
for its members. 
 
The SCN has joined each trust for a local meeting of their steering groups to help 
maintain momentum and add value by identifying and sharing common themes and 
practical solutions. This has also been an opportunity to distribute shared documents, 
helping develop plans of work and pass on contact details of others working on 
similar projects. 
 
The transition dashboard has been run for a second time (a year on) to show 
progress in the embedding of the best principles. The collated results of the 
dashboard for 2015 are shown in Appendix 6. 
 
The comparison of the dashboard returns from 2014 and 2015 show a clear 
improvement in meeting the best principles. Accepting that the dashboard requires a 
red, amber, green self- assessment and is therefore subjective the shift in scoring 
towards green is still clear to see: 
 

 TOTAL FOR 2014 TOTAL FOR 2015 CHANGE 

RED 92 45 51% down 

AMBER 79 85 7%    up 

GREEN 41 70 70%  up 

 
 
Common Successes identified from the dashboard returns. 
 

 All 14 acute trusts have now established the principle of a transition steering 

group with an executive lead (reporting to the Trust board), the force needed 
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to design and manage local work plans to initiate and maintain staff 

engagement to deliver changes in practice across their Trusts.  

 Trust wide generic transition policies and pathways are complete or out to 

consultation in all 14 trusts. 

 The identification of the transition population in each trust has moved on and 

there are now systems in place for recording and querying data of those 

children and young people who have been started on a transition care plan in 

at least 8 trusts. 

 The structured ReadySteadyGo programme for transition is being 

implemented in 11 trusts. 

 There have been several other initiatives that have been developed by some 

trusts to improve DNA follow up in 19 to 25yr olds, information to children, 

young people and families, peer support across conditions for transition, and 

raising awareness across all staff in the trust. 

 

Common Issues identified from the dashboard returns. 

 Accessing and releasing staff for training in care for Adolescents has been a 

common difficulty with some trusts designing their own to fill the gap. 

 Working with out-dated and inflexible IT systems to identify the transition 

population and instigate an electronic flagging system for transition has been 

complicated.  

 It is taking time for trusts to complete the ‘You’re Welcome’ (8) assessment on 

their young people environments. The Patient Led Assessments of Care 

Environment (PLACE) need to include young people to conduct them and this 

is taking time to organise and complete. 

 Generally finding time and buy in to continue to drive change in practice 

forward is reported as difficult. 

 A difficulty in measuring patient experience with transition. 

 

The SCN will now take these findings forward and address the issues in collaboration 

with the representative working group and build on the successes. 

 

7 Next steps: 
 
The South West Maternity & Children’s Strategic Clinical Network will: 
 

 shift the emphasis of the work programme to address transition in children and 
young people in CAMHS and those with Learning Disabilities (LD) and SEN 
and Disability in partnership with the SW Mental Health SCN. 
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8 Conclusion: 
 
The work of the SCN with and through its partners and stakeholders has developed a 
successful programme of work to systematically embed best practice principles for 
transition care into the South West Acute Trusts. This work has initially been to plan 
for the instigation of new processes and raising awareness which is now resulting in 
measurable changes to how transition from child to adult services is managed for 
children, young people and their families. It is now possible to identify named young 
people who have a transition plan and an understanding of the changes to their care 
they will undergo. 
 
Each trust has a transition steering group with an executive lead and a significant 
proportion also have a CQUIN for transition. Once the members of these steering 
groups have been identified from both children’s and adult services across the trusts 
priorities have been identified. Each Trust is formulating work plans to implement the 
elements on the SCN dashboard and specifically those also on a CQUIN. 
 
The primary priority has been to develop a trust wide transition policy which defines 
what the best principles of transition care are and how they will be implemented 
across the trust to deliver better experience of transition for children, young people 
and their families. The key to this is that the trusts adopt a structured and supported 
programme of preparation, transfer and welcome to adult services. The majority of 
trusts are implementing the ReadySteadyGo programme. There have been various 
trust wide events to raise awareness of the move to improve transition care and how 
it is every professional’s business to care for young people appropriately and be 
aware of the ReadySteadyGo (or equivalent) programme and documentation. Trusts 
are starting to signpost staff to training modules regarding care of young people and 
transition. 
 
Identifying the children and young people that need to be prepared for the transfer 
has proved challenging. However, trusts are now working with IT colleagues and 
systems to do this and flag this cohort on the electronic systems for all staff to 
become aware that a child is on a transition pathway. The numbers of actual children 
and young people who have had initial conversations about transition and started on 
a preparation programme is starting to be recorded in hospital notes/IT systems and 
communicated to other professionals is now increasing month on month. This 
preparation includes that children, young people and their families have a named 
person to contact with queries about transition. 
 
Once young people have had preparation for transition they will have an introduction 
to their receiving adult service, via some joint work of the paediatric and adult 
professionals. To ensure these young people become engaged and committed to the 
new service it is imperative that these first experiences are appropriate and 
acceptable to them. Therefore a robust mechanism for monitoring and acting upon 
any DNAs to scheduled appointments for the newly transferred young people from 
age 18 to 25yrs is crucial to keep them engaged and committed to maintaining the 
best health possible. Work is on-going to develop and embed the necessary 
mechanism for this. 
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Ultimately the best principles for transition need to be embedded in every 
professional’s everyday practice to ensure the health and well-being of everybody 
with a long term condition from diagnosis to end of life. This will not only ensure 
better quality of life for those people but also save them and the NHS expensive 
treatment and care costs from serious but avoidable complications and general low 
grade poor health. 
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APPENDIX 1

Bring together group of Transition interested Practitioners from across the South West via Directors of Nursing.

Establish a Steering group from above to drive the work plan

Gap analysis of current practice in acute trusts and CCGs

National work on generic principles of good transition
Involvement continues with National Transition programme

South West wide Transition event
Principles discussed and agreed 

Dashboard developed for Trusts to assess their readiness to implement these potential principles

Commissioners consulted for a view of dashboard as a potential commissioned requirement and/or monitoring tool

Through this process barriers and issues were identified 

Held second South West wide event to address these barriers and issues and share best practice already in place

Support implementation across the South West.

HOW THE SCN IS IMPROVING TRANSITIONAL CARE ACROSS THE SOUTH WEST

Engage and work with CCG commissioners to support inclusion of Transition standards in contracts

Each Trust has Transition Steering Group to implement transition improvements across the trust

11 active CQUINs for transition in place in SW to drive the changes

Re running transition dashboard to review change in status of trusts

SCN representative to visit and attend each Trust Group meeting to encourage and share SW wide view and foster efficient 
collaborative working

Collation of returns will inform areas with common issues for further joint work 

Patient Experience measures to be developed

 
 
 



APPENDIX 2 
 
TRANSITION PRINCIPLES OF BEST PRACTICE                                                                     
This framework of best practice principles was developed from the National service specification work to inform the improvement work required by 
Trusts to deliver the best standard of care for young people with long term conditions in transition from paediatric to adult services. 
Each principle has been presented with the rationale for how it could improve care. This work formed the basis for the development of the SW  
Transition dashboard which was used by acute trusts to rag their services against these principles. 

STANDARD ACTION RATIONALE POTENTIAL 
PERFORMANCE INDICATOR 

Provision of young 
people friendly services 

Compliance with 'You’re Welcome' Quality Standards and 
'Young person Friendly' services for young person 
appropriate services 

This is a comprehensive assessment tool from the DH which 
ensures provision of appropriate services for young people. 

Completion of assessment and acknowledged status 
achieved. Link: 
https://www.gov.uk/government/publications/quality-
criteria-for-young-people-friendly-health-services 

Provision of transition 
focused services 

Named executive lead for transition This will ensure the leadership and continued development of 
good transition practice. 
 

Lead identified and named 

 Transition policy covering services for young people (13 -
25) developed, implemented and reviewed annually with 
assurance report to the Board and commissioners 
 

A Trust wide policy will ensure that all services are focused on 
ensuring best transition practice is delivered. 

Policy exists across all services. 
Evidence policy is implemented across services. 
Policy is reviewed by the Trust board and amended as 
required to ensure best practice is delivered. 

 Transition Steering Group led by named executive lead for 
transition monitors, reviews and improves compliance with 
these standards.  

A Trust steering group with executive lead is best placed to work 
with all services both the paediatric and adult sides to develop the 
additional pathways needed to safely transition young people into 
adult care. 

Use this framework to monitor Trusts compliance with all 
the standards 

Population and 
transition focused care 
data sets and 
performance trackers 
utilised 

Provider database identifying population of 13 – 25 year 
olds with transition plans - identified  and accessible via 
PAS and EPR systems 

The numbers and therefore the precise patients who need 
transition are not currently known by Trusts. 
A system of identifying this cohort of patients is essential in order 
to target the correct them and therefore plan and delivery good 
transitional care.  
 
 

PAS systems can be used to identify all 13 - 25 yr olds. 
However each service will need to review these for those 
that will require transition to GP or adult services. 
All services can provide a record of the YP in transition so 
that transition planning can be monitored. 
PAS systems can be reconfigured to 'flag' these patients 
electronically and interface with an electronic record. 

 DNA rates for  13 – 25 year olds tracked and managed  by 
responsive DNA policy (and involvement of GPs in the DNA 
policy) 
To include frequent self-cancellations 

It is well documented that there is a rise in emergency admissions 
in the 16 to 25 yr old chronic condition population. From age 18 
parents are no longer responsible for ensuring OPA are kept and 
Trusts tend to discharge non-attenders rather than follow them 
up. Better education and self-management of YP will increase OPD 
attendance and avoid some emergency admissions. 
The GP in the community is well placed to follow up locally. 

Trust DNA policy includes 16 - 25yr olds. 
Numbers of DNAs and self-cancellations, in 13 -25 age range 
are identified 
All these are followed up and include GP 
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 Patient safety incidents relating to care of young people , 
particularly peri-transfer, extracted, collated and reviewed 
for trend analysis and action plan shared learning 

At present patient safety incidents are not investigated in relation 
to transition care. 
It is documented that, for example, kidney grafts and DKA in 
diabetics increase in adolescence. 
Better transition care could prevent these costly and damaging 
incidents. 

All safety incidents in the age range 13 -25 yrs are 
investigated with reference to the input of transition care. 
Such incidents referred to the Trust steering group for trend 
analysis and future action planning. 

Young people’s  service 
experience measured 
and acted upon 

Patient –Led Assessments of the Care Environment  ( 
PLACE ) assessments  undertaken   by Young People  in 
conjunction with Young People Friendly / You’re Welcome 
assessments 

These assessments will highlight how the users feel the Trust 
meets the needs of young people and inform further 
developments required 

Patient-led assessments are undertaken 

 Patient survey  data from  young  people   Surveying young people about their experiences of the Trust in 
relation to transition care will help inform further developments. 

Example of survey and the data available. Action plans 
available in light of the findings. 

Staff working with young 
people have access to 
training relevant to 
caring for the needs of 
young people 

Provider’s training directory identifies relevant training 
available and that core members of the health care team 
(or an MDT if established) MDT have been trained and 
receive training updates. 

It is recognised that young people have particular needs that have 
to be addressed as they move into adulthood,  specific elements of 
this move are affected in those with long term conditions which 
need to be addressed sensitively. e.g. cardiac disease and 
pregnancy, alcohol consumption and diabetes. 

Evidence and recording of appropriate training being 
available, encouraged and completed 

Transition pathway and 
operational guidelines 
jointly developed by 
Paediatric, TYA / Adult 
services  and service 
users implemented 

Published pathway and guidelines available to staff, young 
people and parent carers using the service. 

Pathways of care through transition have been received well by 
patients, parents and carers as well as professionals to help 
manage expectations and engage in the process. 

A library of transition pathways are available to families and 
professionals on paper and on a public website. 

Care plans include 
transition support 

All young people identified as requiring transition 
preparation, supported transfers and continuity of 
transition focused care in adult services have assessments, 
action plans, reviews and transfer reports documented in 
their notes / EPR across tertiary, secondary and primary.   

A structured programme for transition leads to clear 
communication and understanding between all parties involved. 
The structure ensures no elements are forgotten and all involved 
have clear expectations of next steps. This reduces uncertainty 
and anxiety therefore encouraging self-awareness and self-
management for young people.  

Adoption of a robust systematic programme and 
documentation package such as 'ReadySteadyGo' is 
implemented. Link: 
http://www.uhs.nhs.uk/OurServices/Childhealth/Transitiont
oadultcareReadySteadyGo/Transitiontoadultcare.aspx 
 

 All parent carers of young people have access to support 
and information in relation to their changing role as their 
son or daughter transitions to adult services and lifestyles. 

Again reduces anxiety and misunderstanding of process and helps 
to manage their expectations 

Evidence of information and its wide availability on paper +/- 
electronically via a website. 

Nominated health care 
transition co-ordinator 
known to young person 

All young people have the name of the health care 
professional responsible for their transition co-ordination 
recorded in their notes / EPR. 

Having the name and contact details of someone to contact 
between hospital visits is reassuring in itself. Equally this point of 
contact can help signpost when other services may need to be 
involved. -Transition runs in parallel with moving to adulthood 
which can involve moving away from home, driving, relationships. 
Professional input to help with these normal developments that 
become embedded in the issues of a long term condition can be 
key to the safety of the YP through the process.  

A healthcare professional who is taking a lead role for the 
young person in transition is clearly identified in the notes. 
Young people can identify who this person is and how to 
contact them. 
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 All young people and their parent carers can identify the 
person in their team responsible for co-ordinating their 
health transition care planning and know how to contact 
them.  

As above As above 

Access to multi-media 
transition support  
resources 

Multi-media information resources relating to service 
provision, transition pathways, self-management and peer 
support available. 

As covered above, a variety of resources being available ensures 
families are aware of the process they are in and the support 
available to them. Ultimately ensuring YP transfer to adult services 
knowingly and safely. 

Evidence of information sources. 

Access to peer support   All young people have access to peer support which may 
be offered via individual, groups or social media on a 
condition specific or generic transition basis.  

Young people want to meet others with the same condition to 
meet socially but equally understand the limitations they have. 

Evidence of enabling peer support by multi media routes or 
face to face. 
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APPENDIX 3 
TRANSITION DASHBOARD                                                                      

Framework to assess Trust readiness to implement possible forthcoming standards of care for young people in transition from paediatric to adult services. 
Please (Red, Amber, Green) rate your Trust against the questions below and give details of anticipated barriers. 
In order to share best practice, avoid reinventing the wheel and to offer peer support for this work, please forward any documents you are happy to share 
to inform this process and help colleagues across the South West and ultimately our Young People. 
Thank you for your time. 

 

Name of Trust: 
 
Name of Complier: 
 
Date of completion: 

        

STANDARD INDICATOR REQUIREMENT 
READINESS 
(R/A/G) 

COMMENTS & ANTICIPATED 
BARRIERS 

Provision of young people 
friendly services 

Compliance with 'You’re Welcome' 
Quality Standards and 'Young person 
Friendly' services for young person 
appropriate services 

Has the Trust completed 'You're Welcome' assessment? 
Link: https://www.gov.uk/government/publications/self-
review-tool-for-quality-criteria-for-young-people-friendly-
health-services 

    

Provision of transition 
focused services 

Named executive lead for transition Name: 
Role: 

    

  Transition policy covering services for 
young people (13 -25) developed, 
implemented and reviewed annually 
with assurance report to the Board and 
commissioners 

Policy exists? 
Please share. 
 
 

    

    Policy is implemented across the Trust?     

    System in place to review policy annually?     

    System in place for reporting effectiveness to the board?     

    System in place for reporting to Commissioners? 
    

  

Transition Steering Group led by 
named executive lead for transition 
monitors, reviews and improves 
compliance with NHS England agreed 
standards.  

Steering group set up? 

    



 
OFFICIAL 

24 

 

    
System set up to monitor compliance? 
Please share details. 

    

Population and transition 
focused care data sets and 
performance trackers 
utilised 

Provider database identifying 
population of 13 – 25 year olds with 
transition plans - identified  and 
accessible via PAS and EPR systems 

Can the Trust Identify this population? 

  

  
 
 
 

    Can this be done centrally via PAS?     

    Is there a programme of work to develop this?     

  

DNA rates for  13 – 25 year olds 
tracked and managed  by responsive 
DNA policy (and involvement of GPs in 
the DNA policy) 

Does Trust DNA policy include 16 - 25yr olds? 

    

    Are DNAs in this age range followed up?      

  
  

Is GP included in follow up? 
    

  

Patient safety incidents relating to care 
of young people , particularly peri-
transfer, extracted, collated and 
reviewed for trend analysis and action 
plan shared learning 

Can safety incidents be identified as related to Transition? 

    

  

  

If so, are they reviewed for trend analysis and action plans 
drawn up for future learning? 

    
Young people’s  service 
experience measured and 
acted upon 

Patient –Led Assessments of the Care 
Environment  ( PLACE ) assessments  
undertaken   by Young People  in 
conjunction with Young People Friendly 
/ You’re Welcome assessments 

Are patient-led assessments undertaken? 

    

  

Patient survey  data for  young  people 
( A Picker Questionnaire in 
development)  

Do you survey young people about their experiences of your 
Trust? 

    
     

Staff working with young 
people have access to 
training relevant to caring 
for this population 

Provider’s training directory identifies 
relevant training available and that core 
members of the health care team (or an 
MDT if established) MDT have been 
trained and receive training updates. 

Is training in working with young people available and 
encouraged for all staff? 
 

    

  
  

Is there a system for ensuring and recording training is 
achieved?     
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Is there a system for ensuring and recording updates are 
achieved?     

Transition pathway and 
operational guidelines 
jointly developed by 
Paediatric, TYA / Adult 
services  and service users 
implemented 

Published pathway and guidelines 
available to staff, young people and 
parent carers using the service. 

Does the Trust have pathways and guidelines available? 

    

    Are they published? 
    

Care plans include 
transition support 

All young people identified as requiring 
transition preparation, supported 
transfers and continuity of transition 
focused care in adult services have 
assessments, action plans, reviews and 
transfer reports documented in their 
notes / EPR across tertiary, secondary 
and primary.   

Does the Trust offer this support and information in a 
structured way through the Transition period? Eg 
Readysteadygo 

    

  
  

Does the Trust have documentation to deliver this support? 
Please share     

  

All parent carers of young people have 
access to support and information in 
relation to their changing role as their 
son or daughter transitions to adult 
services and lifestyles. 

Does the Trust offer this support and information in a 
structured way through the Transition period? 

    

  
  

Does the Trust have documentation to deliver this support? 
Please share     

Nominated health care 
transition co-ordinator 
known to young person 

All young people have the name of the 
health care professional responsible for 
their transition co-ordination recorded in 
their notes / EPR. 

Does the Trust have a generic transition co-ordinator? 

    

    Does the Trust have named HCP for specific conditions that 
support transition?     

    
If so, which conditions?     

  

All young people and their parent 
carers can identify the person in their 
team responsible for co-ordinating their 
health transition care planning and 
know how to contact them.  

Does the Trust ensure all young people and families know 
this person? 

    

    If so, how do you know?     
Access to multi-media 
transition support  

Multi-media information resources 
relating to service provision, transition 

Has the Trust developed multi-media resources? 
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resources pathways, self-management and peer 
support available. 

Access to peer support   All young people have access to peer 
support which may be offered via 
individual, groups or social media on a 
condition specific or generic transition 
basis.  

Does the Trust offer peer support to Young people going 
through Transition? 

    

    If so, what is offered?     
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APPENDIX 5       
 
Exemplar Transition paediatric to adult services CQUIN 
Year 1 
 

Quarterly Monitoring And Payment Requirements 

Quarter Payment arrangements 

Monitoring requirements for end Q1.  

The Provider must submit the following:   

 Evidence of cross divisional group 
established with Trust Executive Lead and 
key stakeholders including YP. 

 Evidence of a first draft generic transition 
policy to cover key elements eg: care of 
young people by appropriately trained staff; 
patient and family access to information 
and support for transition; inclusion in a 
structured programme through transition 
and dealing with DNAs in 18 to 25 yr age 
group. 

 Evidence of the establishment of a data set 
by specialty for patients aged 13 -25yrs 

Where all the Q1 requirements are met, 25% of 
annual CQUIN monies associated with this 
indicator will be paid.   

Monitoring requirements for end Q2.  

The Provider must submit the following:   

 Copy of the final version of provider 
Transition policy for agreement with 
commissioner.    

 Copy of operational plan by speciality for 
pathway development to include disease 
specific elements of transition within the 
framework of generic trust policy. 

 Analysis of profile of ages by specialty and 
dataset established by speciality for 
patients aged 13 -25yrs by ESR or PAS. 

 Evidence of agreed process for validating 
and reporting dataset to be established 
and agreed with commissioner. 

 Evidence of agreed method of tracking  
transition assessments.  

 

Where all the Q2 requirements are met, 25% of 
annual CQUIN monies associated with this 
indicator will be paid. 

Monitoring requirements for end Q3.  

The Provider must submit the following:   

 Provider training directory identifying 
relevant training available on the generic 
needs of caring for young people including 
lifestyle choices. 

Where all the Q3 requirements are met, 25% of 
annual CQUIN monies associated with this 
indicator will be paid.  
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Quarterly Monitoring And Payment Requirements 

Quarter Payment arrangements 

 Final Operational plan.  

 Evidence of agreed reporting mechanisms 
and target for % improvement for training 
rates for staff caring for young people age 
16 -25yrs 

 Evidence that information and signposting 
to relevant services is developed and 
available for young people and families 
about transition and the changes to expect. 
Paper and electronic versions available 
including publishing on Trust website. 

 Evidence of support for young people and 
families through transition to include self- 
management and lifestyle choices.  

Monitoring requirements for end Q4.  

The Provider must submit the following:   

 percentage number of individualised 
transition plans in place for young people 
with a long term condition with a minimum 
expected number of >15% (including 
involvement of primary and secondary 
care) The report should detail numbers at 
each stage of structured programme and 
by speciality. 

 Develop infrastructure for reporting DNA 
rates for the 1

st
 and 2

nd
 appointment in the 

adult service after transfer (DH 2006) 

 Speciality transition pathways published on 
trust website and available to young people 
and families. 

Where all the year-end requirements are met, 
25% of annual CQUIN monies associated with 
this indicator will be paid.  

 
Year 2 
 

Quarterly Monitoring And Payment Requirements 

Quarter Payment arrangements 

Monitoring requirements for end Q1.  

The Provider must submit the following:   

 Evidence of compliance Patient Led 
Assessments of the Care Environment 
(PLACE) assessments undertaken by 
Young People in conjunction with Young 
People Friendly/You’re Welcome 
standards 

 Percentage number of individualised 
transition plans in place for young people 
with a long term condition with a minimum 
expected number of >30%. 

 Agree % improvement for DNA rates for 

Where all the Q1 requirements are met, 25% of 
annual CQUIN monies associated with this 
indicator will be paid.   
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Quarterly Monitoring And Payment Requirements 

Quarter Payment arrangements 

the 1
st
 and 2

nd
 appointment in the adult 

service after transfer (DH 2006) 

Monitoring requirements for end Q2.  

The Provider must submit the following:   

 percentage number of individualised 
transition plans in place for young people 
with a long term condition with a minimum 
expected number of >50%. 

 Evidence of implementation plan for rolling 
out a patient survey to young people 
regarding transition experience 

 % improvement for training rates for all 
staff (in adult and paediatric service) in 
long term condition MDT in caring for 
needs of young people. Split by speciality. 

 % improvement for DNA rates for the 1
st
 

and 2
nd

 appointment in the adult service 
after transfer 

Where all the Q2 requirements are met, 25% of 
annual CQUIN monies associated with this 
indicator will be paid. 

Monitoring requirements for end Q3.  

The Provider must submit the following:   

 percentage number of individualised 
transition plans in place for young people 
with a long term condition with a minimum 
expected number of >75%. Split by 
speciality. 

 % improvement for training rates for all 
staff caring for young people. Split by 
speciality. 

 % improvement for DNA rates for the 1
st
 

and 2
nd

 appointment in the adult service 
after transfer. Split by speciality. 

Where all the Q3 requirements are met, 25% of 
annual CQUIN monies associated with this 
indicator will be paid.  

Monitoring requirements for end Q4.  

The Provider must submit the following:   

 percentage number of individualised 
transition plans in place for young people 
with a long term condition with a minimum 
expected number of >95%. 

 % improvement for training rates for all 
staff caring for young people with minimum 
expected number of >95% 

 % improvement for DNA rates for the 1
st
 

and 2
nd

 appointment in the adult service 
after transfer 

 Results of patient reported experience 
survey submitted with an improvement 
action plan from 30% of transitioned 
patients 18 – 25yrs 

Where all the year-end requirements are met, 
25% of annual CQUIN monies associated with 
this indicator will be paid.  
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