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Commissioning (including Funding/Budget) 
 

 
 Robust engagement / PPE with patients, parents and carers particularly around transitions service planning and development. 

 Conduct a (joint) review of transition service across children’s and adult services. 

 Arrangements for funding must be agreed including allocation and processes of funding specifically for ‘transitions’ (separate from funding dedicated to adults), accuracy of tariffs, 

planned services and funding arrangement must be flexible allowing for greater continuity of care into early adulthood. 

 Ensuring that local services have arrangements in place to manage transition to adult services safely and in cooperation with young people, using best practice.  Particular focus 
should be given to more vulnerable groups including those in care 

 Considering joint commissioning and development of an integrated health and wellbeing offer to young people in your area. The involvement of child and Adult services is 

important as both will be part of the offer. 

 Respite and short break facilities available to meet their needs and those of their families 

 Engage with providers in Health and Local Authority for strategic joint planning of transition services. 

 All Funding arrangements and changes must be clear and explicit for CHYP (children and young people), parents and carers during the transition process and changes in funding in 

the move to adult services. 

 Services are commissioned and delivered according to national or locally agreed best practise guidelines and standards. 

 There is evidence of critical review of current services, considering reconfiguration, integration and networked care across the whole health and care system. 

 Services need to be viewed in a new light to ensure they work most effectively for young people. 

 NHS Commissioners need to work with local authority partners to ensure the needs of young people are met (particularly those with complex needs) 

 Commissioning and funding arrangements - should stress flexibility about the age of transition and the way the young person is managed after transition to adult services. 

 Commissioners need to be well informed about transition and unmet needs of CHYP. 

 Commissioners should ensure services reflect and meet the needs of CHYP.  

 The mechanism for collating information about outcomes/service requirements and reporting to commissioners needs to be clearly specified. This should lead to more focused 

commissioning (rather than block contracts). 

 Ensuring all sectors have access to local data on young people’s health and development.  

 Services built around a professional lead role; commissioning on these lines can develop transition services with working protocols for both specific assessment of individuals and a 

training component to support other staff. 
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Integration & Multi Agency Working  (including Local Authority & Social Care & Mental Health Services) 
 

 
 Local services across health, social care, education and mental health must work together, along with CHYP and their families to plan transition and must not overlook service 

provided by the voluntary sector. 

 Interdependencies between health (primary, secondary and specialist care) social care, education and mental health should be identified and included in the development of 

transition services and transition planning. 

 The need for a clear inter-agency planning structure which is based on good communication, education and training of staff, has agreed protocols that take account of national 

standards and evaluates outcomes of local planning to improve experiences of transition for these young people. 

 Transition services must be multidisciplinary and multi-agency, involving the specialty team(s) at the paediatric, district or rural general hospital, the adult providers and general 

practice, education, social services and voluntary agencies. There is not one model that fits all. 

 A multi-agency approach must be taken to enable holistic and integrated person centred care planning and delivery, for continuity and to meet broader health and social care 

needs. 

 Collaboration and joined up working between Children’s and Adult services is essential to successful transition planning. 

 Share information between services; ensure multi agency working, co-ordination and accountability across different organisations within the public sector and voluntary 

organisations. 

 Multi agency transition teams – e.g. a dedicated local partnership in every local authority or similar area which is responsible for the planning and delivery of children and young 

people’s health and healthcare at the local level and for integrating these services into all of the services provided 

 There should be local networks through which services can share information electronically and protocols should be agreed by the networks to provide for this. 

 A system wide change is needed to achieve a joined up approach. 

 Information about transitions and transition services should be provided to other relevant organisations and to key professionals working with young people. 

 Young people think about their health holistically. They want an integrated, youth friendly approach that recognises their particular needs, makes them feel supported, emphasises 

the positives and helps them to cope. 

 Championing integrated services - This is one of the key drivers for services to work effectively together, providing seamless connections so that young people do not have to 

navigate complex referral systems. Health and education, children’s and adult’s social care, housing, employment support and youth justice are some of the key services necessary 

to promote a ‘no wrong door’ approach. 

 Promoting cross-sector approaches by working on integrated models for service delivery, helped by bringing staff from different disciplines together with agreed information 

sharing protocols 

 Co-ordinated, consistent and accessible services exist between health and social care organisations that work in partnership with other relevant agencies 

 Care is integrated with clear and effective communication between organisations, agencies, staff, young people and parents/carers 
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Transition Process and Transition Plan 
 

 

Transition Process 
 

 Transitions should be based on a development appropriate age between 13 – 25 (transition readiness tools could be used). Importantly, when deciding on transfer timing, account 

should be taken of the many other transitions and significant events taking place in the young person’s life at the time, such as exams, relationships and peer pressures, and 

transitions from school to work, parental home to independent living, and so on. 

 Transition must be seen as a process not a one of event. Transition planning must be a clear, transparent process, and be as seamless as possible for young people.  It must be 

timely and not delayed and cover all young people in transition  

 All CHYP have a named health care professional / transition coordinator who can help guide them through the complex transition process. With the agreement of the young 

person, the transition key worker (key worker) and/or professional in the child health team who has most ongoing involvement with the young person and family and/or the key 

worker designate in adult services is best placed to fulfil this coordination role and work with the young person. Stress the importance of a trusted adult who can challenge and 

support them, act as advocate and help them to develop self-advocacy skills 

 The young person, their parents/carer and the professional should understand and reach agreement on each step of the process. 

 The system needs to be less fragmented, CHYP, parents and carers should only tell their story once (or as little as possible). 

 Robust monitoring and evaluation must be in place to measure the outcomes of the transition process. Identify with CHYP, parents and carers what factors contribute to successful 

and unsuccessful transitions. Identify barriers to, and facilitators of, good practice in transition planning. 

 If possible, the young person should have the opportunity to visit the clinic in advance or meet the team who will take on their care. They should be given time and support to 

adjust to the transition, and the opportunity to say goodbye to staff and friends connected to the children’s service before they leave. 

 A receiving team or staff member is identified in adult services to welcome and support young people entering their care. 

 Care is handed over in a planned and collaborative way, through meetings between at least one key professional from both services and the young person (and their parents/carers 

if appropriate). 

  A “person centred” approach to transition planning which is based on the young person's aspirations and not on what providers find it convenient to offer. 

 Transition teams with core professionals who deliver a comprehensive service. 

 One positive change clinicians can make during transition is to provide opportunities for young people to see them independently of their parents/carer. 

 Parents and carers needs must be considered in the transition process. 

 It should take at least a year of joint consultation for the young person to transition into adult services. 

 Understanding changing health needs as young people develop - To be effective, health and wellbeing services need to acknowledge the different approaches needed for young 

people of different ages. 
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Transition Process and Transition Plan 
 

GOSH – 8 Factors and Best Practice: 

 Factor 1: Moving to manage a health condition as an adult - Young people are offered advice and information in a clear and concise manner about how to manage their health 

condition as an adult. 

 Factor 2: Support for gradual transition - The young person as they progress through the transition process is gradually prepared and provided with personally understandable 

information and support.  

 Factor 3: Co-ordinated child and adult teams - The young person is supported through a smooth transition by knowledgeable and coordinated child and adult teams.  

 Factor 4: Services ‘young people friendly’ - Young people are provided with care and in an environment that recognises and respects that they are a 'young person’, not a child or 

adult.  

 Factor 5: Written documentation - Concise, consistent and clear written document containing all relevant information about the young person’s transition is provided to the teams 

involved in the transition process.  

 Factor 6: Parents - Parents are included in the transition process gradually transferring responsibility for health to the young person.  

 Factor 7: Assessment of ‘readiness’ - The young person’s readiness for transition to adult care is assessed.  

Factor 8: Involvement of the GP - The young person’s GP is informed of the plan for transition and is able to liaise with other relevant teams to facilitate services 

requested/needed by the young person. 

 

Transition Plan 

 

 All care plans include transition support. 

 All CHYP must have a documented transition plan developed by the young person, supported by the most relevant health professional/transition key worker or other relevant 

multidisciplinary team member who can review it regularly with them, that includes their health needs (this should include assessments, action planes across all services). 

 The health plan should be initiated at the start of the transition planning process. In line with transition planning in schools. 

 A health plan comprises a self-assessment by the young person to identify their day-to-day needs and, in discussion with health professionals, an action plan to meet these needs in 

preparation for moving into adult healthcare provision.  (The Document continues to provide further detail of what may be included in a health plan and the benefits). 

 Flexible, timely response: early intervention and prevention through individual health plans, avoiding hospital admission, where possible. 

 Consider Information transfer, giving copies of key letters and summaries to the young person to keep in a Personal Health Record, Health Passports, or other forms of 

communication, ensuring that relevant professional across the system have access to essential information about the young person. 

 Address loss of continuity of care at transition; ensure new relationships are established Administrative support, to ensure smooth transfer of medical, social care and other 

relevant records, provision of summaries including a handheld summary for the patient’s own use, and efficiently organised appointments. 
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Involvement of CHYP, Parent & Carers,  including Self-care, Social Media and other methods 
 

 

 Enable young people (and their parent/carers) to become and remain active partners in their care, access to training and advice to prepare them and their parents for the 

transition to adult care, including consent and advocacy. 

 Children, Young People and their families will be at the heart of decision-making, with the health outcomes that matter most to them taking priority. (The Outcomes Framework, 

NHS Mandate and Business plan).   

 A preparation period and education programme. During this time the young person will be helped to identify and develop the skills needed to achieve satisfactory transition to the 

adult clinic, promotes and enables self-efficacy, health literacy and self-management in a way that is developmentally attuned to the individual young person, their condition 

management and their wider health, psychological, social, educational and vocational outcomes, opportunities for independent living and developing skills in monitoring/managing 

their conditions and in developing and improving their self-image. 

 Transition process should be supported by access to peer support which may be offered individually or in groups, face to face or through social media. 

 Supported by access to multi -media resources with which young people want to engage and have been involved in developing, relating to service provision, transition pathways, 

self-management and peer support.  The development and use of apps and social media is also an opportunity to co-design and engage adolescents. This has been particularly 

explored in conditions such as asthma and diabetes. 

 Services should consider the possibility of adopting a mentoring scheme where a young person who has already undergone the transition may be able to offer help and support to 

other new arrivals. 

 Children, young people and their families have the opportunity to shape service change and improvement.  Involving young adults in co-designing and co-producing services is an 

opportunity for all professionals to engage with young people to support them to manage their own care and treatment.  Involving young people provide valuable information to 

help with planning and providing accessible and appropriate services. 

 The needs of all parents and carers of young people must be assessed and taken into account and have access to support and information in relation to their changing role as their 

son or daughter’s transitions to adult services and lifestyles. 

 Parents and carers must be involved in preparing for transition and their concerns, wishes, etc… must be included in transitions plans and other appropriate documents. 

 Services should not just rely on parents, carers to navigate and often facilitate the transitions process. 

 Evaluate the experiences of families and carers in respect of young people’s transitions.  Children, young people and their families are asked for their feedback and services include 

a measure of patient experience and evidence this feedback has made a difference. (You said... we did…). 

 Local partnerships should recognise the value of, and consider ways to promote, ‘social capital’, including involving families and the wider community in promoting health and well-

being for children and young people. 

 Focusing on what helps young people feel well and able to cope - Key components of this are strengthening life skills, enhancing self-efficacy, nurturing their creativity and making 

sure external resources are available when they need to draw on them. It includes acknowledging and building on the positive contribution young people make to society. 

 Ensuring young people understand what is available and how they can shape services 

 Recognising the specific needs of disadvantaged groups. 
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 Supporting interventions that build young people’s strengths and life skills, rather than just tackling individual health issues 

 Making sure education is a positive experience for all young people and builds self-esteem 

 Young peoples’, parents/carers’ and community members’ views and choices underpin the development, planning implementation, evaluation and revision of personalised care 

and services and their input is acted upon 

 Strategies are used to involve young people and parents/carers from isolated or hard to reach communities 

 Young people and parents/carers are provided with the knowledge, skills and support to best manage their care 
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Professional and Workforce Development 
 

 

 Adolescence/young adulthood should be recognised across the health service as an important developmental phase – with NHS England and Health Education England taking a 

leadership role.  

 The professionals involved in transition should demonstrate an interest in young peoples’ health and wellbeing and must feel equipped to manage the transition process as have 

good knowledge about age specific needs in relation to their complex needs. 

 All staff working with young people (13 -25) have received training on understanding the developmental needs and working in partnership with this age group and have appropriate 

communication skills. They have on-going continual professional development.  

 Organisations will need to assess the needs of their staff for child specific education and training (document lists which areas the training needs to cover, analyse the current 

workforce in children’s and adult services and challenging established patterns of provision, informed by the skill set needed to deliver agreed outcomes, a skill mix which ensures 

that adolescent health expertise, professional/ clinical leadership, key working (where required) and supervision of support staff are available. 

 Children’s community services are vital to deliver care closer to home. Teams need to be of an appropriate size to allow specialist and generic support in the community and allow 

an extended hours service.  

 There should be appropriate planning and training to deliver an appropriate children’s workforce and this will change as new innovative roles are developed. 

 Professionals take every opportunity to “Make every contact count” to advise and sign-post children, young people and their families to enable them to improve their health and 

well-being outcomes e.g. smoking cessation, pregnancy, social support, immunisations. 

 Staff are designated within specialities to handle transitions. Such positions must be reallocated when the staff member leaves. 

 Making transition a significant part of a professional’s Job description will ensure that the transition phase is not overlooked transition roles are built into job plans, with role 

descriptions and selection processes. 

 All professionals and voluntary organisations are aware of each other’s role in transition and the services offered. 

 Staff in all (particularly Children’s and Adults) services are aware of the anxiety that the transition may create for young people and parents, and that sometimes young people’s 

mental health may suffer as a result. 

 All GPs, practice nurses and other professionals attached to general practice or who form part of a polysystem should, as a matter of urgency, receive training in the comprehensive 

care of children and young people. 

 There should be joint training of professionals involved in the care and welfare of children and young people, according to agreed curricula, particularly in the area of safeguarding. 

 PHE Improving Young People’s Health - Recommends that staff and organisations are trained and are delivering services in age appropriate, young people friendly settings. 

 Staff are competent to assess, plan, implement, evaluate and revise care according to all young people’s and parents/carers’ individual needs. 

 Education and training are available and accessed to develop the required competencies of all those delivering care 
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Health Settings & Services, including primary care. 
 

 

 Health services provided need to be flexible, based in an appropriate young people friendly environment that takes account of their needs (rather than focused on the needs of the 

service) without gaps in provision between children’s and adult services.  All services use means of access and venues which suit young people, in tertiary, secondary and primary 

care settings. 

 Appropriate environment, adolescent in-patient unit should be provided but this will not always be the case and flexible approaches should be available, Out-patient clinics should 

have a décor appropriate to this age-group and these requirements should be incorporated in planning (Even when resources are not readily, identifiable, including these 

environmental issues in policies, plans and, procedures ensures they are not forgotten). 

 More coordination is needed across children’s and adult’s health services regarding transition, (adult service must be involved when the process begins).  Adult services need to 

provide appropriate care for CHYP who are transitioning and adult service colleagues must understand young people’s issues, needs (including development needs) and risk areas. 

 Children should not be cared for on adult wards, but on wards that are appropriate for their age and stage of development. Actual age is less important than the needs and 

preferences of the individual child or young person, (document looks at this in further detail). 

 Service providers should examine the way transition services are delivered. Services may need to be redesigned so that they truly meet the needs of this client group. 

 Where children and young people are admitted to adult inpatient areas, full consideration is given to child protection issues. 

 Transition care pathway which has been co-designed by paediatric and adult services, young people and their parents and carers, must be in place for between services for the 

transition of CHYP from Children’s to adults.  This pathway must include promotion of continuity of care: satisfaction, inter-agency communication, clinical outcomes. 

 When a young person fails to attend appointments, professionals should explore why, and if necessary consider different methods of access for them. 

 Hospital youth workers, though thin on the ground, are an excellent resource to access if help is needed in developing peer support groups. 

 Local council youth workers can be very supportive in any healthcare setting and can continue their involvement with young people into their twenties, i.e. after transfer to adult 

services. 

 Delivering accessible, youth friendly services - Standards for youth friendly services are set out in the Department of Health’s ‘You’re Welcome’ document. Young people want 

access to objective staff that are empathic, non-judgemental and understanding. They also want to be involved in a meaningful way in designing and commissioning services in a 

continuous improvement cycle. 

 GOSH benchmarks should be used in conjunction with The Department of Health’s quality criteria for young people friendly health services, ‘You’re Welcome’, which sets out 

principles to help commissioners and service providers to improve the suitability of health services for young people. 
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Health Settings & Services, including primary care. 
 

Primary Care 
 

 The G.P. is acknowledged as a key professional to involve and inform particularly at the point of transfer if the young person has complex needs and will require continuing care 

from other health or social care services.  Regardless of whether or not GPs are nominated as transition co-ordinators, their relationship with the young people and their families 

should be fostered during the transition process (and, indeed, from much earlier on), particularly in the case of young people with significant neuro- and/or learning disabilities. 

 Care pathways must be shared with Primary Care to ensure GPs have the relevant information to support young people (and their parent carers) during and after transition. 

 GPs should be more involved, at an earlier stage, in planning for transition.  (General practice has a crucial role as the single service that does not change as a result of reaching 

adulthood.) 

 Children with LTCs should have a named GP. 

 Primary care staff should be invited to participate in transition planning and may be able and eager to coordinate the young person’s future medical care. 

 The young person’s GP is informed of the plan for transition and is able to liaise with other relevant teams to facilitate services requested/needed by the young person. 
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Guidance & Protocols 
 

 
 Every trust dealing with young people should have a policy on transition to adult services, with a named executive lead for transition to ensure effective and seamless transition.  

This policy should include confidentiality and consent. 

 There should be an agreed process for joint strategic planning and shared protocol between children’s and adults’ services, which is a genuinely shared arrangement, and is 

properly implemented. 

 Transition policy covering services for young people (13 -25) developed, implemented and reviewed annually, for every paediatric general and specialty clinic with assurance report 

to the Board and commissioners, covering: 

 A policy on timing of transfer 

 A preparation period and education programme. 

 A co-ordinated transfer process. 

 An interested and capable adult clinical service, 

 Administrative support, 

 Primary health care and social care involvement 

 Compliance with You’re Welcome Quality Standards for young person appropriate services 

 Transition Steering Group led by named executive lead for transition monitors, reviews and improves compliance with NHS England Generic Transition Specification and any other 

commissioned outcomes / quality standards relating to transition. 

 Monitoring and “fail-safe” mechanisms, a formalised transition checklist is helpful. There must be a failsafe mechanism that ensures that the young person is regularly attending 

the adult clinic and has not defaulted or failed to attend or been lost to the system.  

 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. 

 Negotiate administrative support Institutional and management support need to be assured at both ends of the transfer chain. Casual agreements between doctors, while easy to 

set up, are prone to failure. Policies and transition protocols need to be agreed at appropriate meetings and receive management support. 

 Health representation on local transition strategy groups. 

 Guidance and policies that are in place must be used and all staff must be aware. 

 Care records are clear, maintained according to relevant guidance and subject to appropriate scrutiny  

 Evidence-based policies, procedures, protocols and guidelines for care are up-to-date, clear and utilised 
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Quality, Data, Performance and outcomes (including CHYP Service experience measures) 
 

 Good quality information is collected and used to inform service planning for commissioners and providers and staff are able to access and act on information on service activity 
and outcomes. There is evidence that minimum data sets are collected and incidents are reported and acted on.  

 Monitoring and evaluation of health transition provision needs to recognise what is important to people using the service. 

 Children’s and adult health services should agree the best way of measuring the effectiveness of transitions arrangements; 

-  Provider data base identifying population of 13 – 25 year olds within commissioned specialist services with transition plans identified and accessible via PAS and EPR systems. 
- DNA rates for 13 – 25 year olds tracked and managed by responsive DNA policy (and involvement of GPs in the DNA policy). 
- Patient safety incidents relating to care of young people, particularly peril-transfer, extracted, collated and reviewed for trend analysis and action plan shared learning. 
- All services provided for young people (13 – 25) routinely evaluate and improve the quality of their service based on annual You’re Welcome assessments and Patient Surveys. 
- The use of patient safety incident reporting to assess and address failures in the transition pathway. 
- Patient –led assessments of the care environment (PLACE) assessments undertaken   by young people in conjunction with Young People Friendly / You’re Welcome 

assessments. 
- Audit service quality and provision within a multi-agency context, using both quantitative and qualitative measures. 
- Analyse waiting times and gaps in service in relation to needs assessment. 
- Evaluate feedback from service users, practitioners and (multi-agency) transition teams. 
- Identify successful and innovative practice. 
- Outcome measures might include ‘clinical outcomes improved/maintained’, ‘young person/family satisfied with care’ or ‘young person able to access adult services 

successfully’, as well as measures of personal development. 
- Patient survey data for young people (Picker Questionnaire in development) filtered by specialist service. 
- Review health planning process and access to relevant services. 
- Track outcomes for individual young people via health plans. 
- Better long-term health and wellbeing, access to education/employment and improved social inclusion. 
- A reduction in health inequalities. 
- Reduced risk of poor health outcomes. 

 Services should bench mark themselves against each other and variations in care should be explored and understood. Good practise should be shared and unnecessary variation 

reduced.  

 There should include mechanisms to act on incidents across pathways of care and evidence of audit and re-audits preferably across pathways. 
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Communication and Information 
 

 It is important for key workers to understand to agree appropriate communication channels in collaboration with the parents/carers and the young person. These discussions must 

include issues of confidentiality.  The young person understands how and when therapeutic contact will come to an end in one service, and agrees this with transition key workers. 

 What happens in the consulting room - the triad of communication between parent, young person and professional - is key. Doctors often think the parents inhibit the child from 

speaking for themselves – but parents complain about doctors who ignore the young person and only speak to the parent. 

 Children, young people and their families feel listened to and have meaningful information provided to them in a format that empowers them to make informed choices. 

 All children and young people who use services must be: fully informed of their care, treatment and support, able to take part in decision making to the fullest extent that is 

possible, asked if they agree for their parents or carers to be involved in decisions they need to make. 

 Preparing the young person for transition includes explanation and, where possible, visits to the new clinic settings. Where young people will be exposed to adults.  Robust 

information provided for CHYP and their parents/carers about changes they can expect from into adult services. 

 In order for parents/carers to discuss health issues with young people, they are provided with relevant information and support, in ways that are sensitive to different cultures and 

religions.  

 People undergoing health transitions should have access to and advice about appropriate support, such as education advice and health education.  Information must be clear and 

available regarding transition arrangements and services available. 

 Issues of confidentiality between professionals, young people and parents to be discussed and the outcome to be clearly documented.  Patient information is shared with informed 

consent between health, social care and education. 

 The service provides publicity material specifically outlining the transition to adult services. This material is attractive to young people and is presented in a way that is young 

people friendly. 

 Information systems and technologies are in place to facilitate the easy and secure sharing of information and communication. 

 Information shared with and between health professionals enables a consistent approach to the young person’s care and treatment. 

 Prepare for transition with accurate information about adult services, including team structure and any important differences in practice. Allow adequate time to identify concerns 

and to address them, as well as rehearsal for adult clinic attendance – routines, personnel, administration, etc. 

 Strategies for young people and their families, providing information packs relating to the specific condition, including contacts for local/national support groups and sources of 

advice, can be helpful to support health plan discussions. It is also useful to give out the local multi-agency transition guide for young people/parents. 

 Explicit or expressed valid consent is obtained and recorded prior to sharing information or providing treatment or care  

 Young people’s best interests are maintained where they lack the capacity to make particular decisions  

  Confidentiality is maintained by all staff members 
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