
Feel free to make any comments or changes that you would like to 
see in the policy. All feedback is welcome and appropriate 

 
 
 
1. POLICY STATEMENT 
 
The Oxford dictionary defines Transition as “the process or a period of changing from one state or 
condition to another” for example the transition from junior to senior school or the transition from 
working to retirement. The transition process of moving into adult services from a healthcare 
perspective is perfectly captured by Great Ormond Street Hospital (GOSH)  
 
“In health care, we use the term ‘transition’ to describe the process of planning, preparing and 
moving from children’s health care to adult health care. Transition is a gradual process of change, 
which gives everyone time to ensure that young people and their families are prepared and feel 
ready to make the move to adult health care.” 
 
Whereas the Royal college of nursing (RCN) describes transition as “the purposeful planned 
movement of young adults with chronic conditions from child-centred to adult-orientated health 
care systems” these definitions highlight some of the main issues within the transition process which 
will be further explored within this policy. 
 
 
The transition into adult services is an inevitable process that everyone has to go through. At Claire 
House we aim to support all our young adults and their families through this process by offering 
person centred bespoke transition plans. We aim to empower the young person at the centre to 
have a real sense of control and choice over their lives, this aim will be supported by a 
multidisciplinary team of professionals at Claire House together with wider professional input from 
the appropriate teams across healthcare, social care, education and the voluntary sector. 
 
 
2. RESPONSIBILITY 
 
 
This policy applies to all clinical staff within the organisation including students and specific 
volunteers. Any clinical staff can take an active role in supporting transition. The overall 
responsibility lies with the transition coordinator to oversee the active caseload of young adults 
going through transition and what support they may require. 
 
 
3. OVERVIEW 
 
 
The transition from paediatric to adult services can be a traumatising and overwhelming experience 
for young people and their families (Care Quality Commission, CQC, 2014). The universal services 
that are provided for children are often built around the needs of the child and their families. Strong 
and consistent relationships are built between key professionals and there is often oversight and 
accountability from the lead professional, often a paediatric consultant. This multidisciplinary 
approach is more important for those with multiple or complex health needs as the level and 
breadth of input needed, requires clear lines of communication, mutually agreed outcomes and 



effective team work across different services and agencies, to ensure collaborative working to meet 
the ongoing needs of the young person. 
 
However, in reality most of the research conducted on young people and their families’ experiences 
of transition identify a lot of poor practice and missed opportunities. As significant gaps in service 
provision can be found, a distinct lack of information on service changes, funding, parental rights 
and consent and capacity (CQC, 2014 & The Care Act, 2014). There is little or no key working from 
lead professionals as individuals are rarely identified as the lead professional, each service can often 
work in isolation without due regard to the impact on the individual and their family. As funding 
applications don’t consider the unique issues within their rigid definitions and protocols, choice is 
often limited due to poor service provision or lack of evidence to support unmet health needs. 
Personal budgets can enable independence but can lead to frustration if you are unable to spend 
due to lack of appropriate services (CQC, 2014). 
 
The Claire House Transition service is run by the transition coordinator with support from the clinical 
lead for young adults who is one of our palliative care nurse specialists (PCNS) from our rapid 
response team.  
 
 
Scope 
 
This policy aims to incorporate the views and opinions of the young people and families that use 
Claire House services and will require support through the transition process. The idea of 
coproducing policies with the people who use the service is highlighted by the national institute of 
clinical excellence (NICE) guidelines (NG43).  
 
When considering the transition, the individual at the centre should be paramount to all 
considerations. The focus should be on the individuals’ strengths and potential rather than risks and 
limitations. This approach will ensure a person centred transition led by an identified keyworker, 
whether this is managed by Claire House or another service it is the decision of the individual, either 
way Claire House will have a unique role in the process crossing over from child to adult services.  
This enables the transition team to ensure certain measures are in place such as health passports, 
appropriate information for parents and carers regarding consent and advocacy, structured annual 
reviews and greater GP involvement (CQC, 2014 & The Care Act, 2014). 
 
Claire House transitions team would like to offer support and advice from 14 onwards, bespoke 
transition planning on a one to one basis and within groups at events for parents or young people. 
Through advice from other parents and young people with the lived experiences of going through 
transition, or from signposting to other relevant services.  
 
The transitions team will aim to support the young person and their family by agreeing some 
outcomes at the start of the process, this will enable all participants to have a clear idea of what is 
required and expected from this individual and their family. The service offer will always be bespoke 
but will share some common practices for each young person and their family. 
 
Health:  
From a health point of view Claire House already supports children and young people from a person 
centred holistic perspective and this would not change as the young person entered adulthood, 
what does change is the types of services available once the young person turns eighteen. The 
transitions team works collaboratively with adult services within acute trusts, community teams, 



GP’s and specialist services. This type of partnership working enables the transitions team to connect 
with the right professionals from the right services.  
 
 
 
Education: 
Every young person with complex health needs or other additional needs will have an Education 
Health Care Plan (EHCP) these are reviewed every year, it is good practice to start thinking about a 
transition plan from fourteen onwards. The children and families act (2014) outlines specific 
expectations that should be met by the local authority in terms of service choice and provision from 
education, social care and health services. The transition coordinator is available to attend such 
meetings if the young person or their family think it would be beneficial. If these meeting are well 
attended by the key professionals, it is a good starting point for ongoing transition planning. 
 
Social: 
For some young people social engagement and interaction are vitally important, the transitions team 
has worked closely with other agencies such as the Hive youth zone in Birkenhead to create new 
opportunities for community inclusion and accessible activities for all ages up to twenty-five. There 
are volunteering opportunities for some of the Claire House young people which supports the social 
group offer for young adults at Claire House. The transitions team can also arrange visits to potential 
future day services or educational placements with the young person and or their family where 
appropriate. This enable the young person and their family to identify what they want and what they 
really don’t want in terms of choice of service provision. 
 
 
Palliative care: 
Claire House is primarily a children’s palliative care service and as part of the transition service offer, 
an introduction to adult palliative services is available. The transition team has attempted to 
improve the collaboration between children’s and adult palliative care services through joint 
working on some specific individual cases and increased partnership working and relationship 
building. The transition team understand the major differences between each service and their 
respective offers, this offer is there for when the young person and or their family feel the time is 
right to explore their options and choices. Due to the age limit of twenty-three there is a five-year 
period where joint working and relationship building can create a seamless transition from one 
service to another. Designed around the young person and their agreed outcomes. 
 
 

Age range Service offer 

13+  
(with capacity) 

• Introduce transition coordinator to discuss new service offer 
(those with capacity will be invited to join social group) 

14+ • Introduce transition coordinator 
• Transition booklet/leaflet to be handed out. 
• Meeting with transition coordinator if needed  
• Introduce palliative care nurse specialist if needed 

16+ • Meeting with transition coordinator if not done before. 
• Introduce palliative care nurse specialist if not done before 
• Introduce transition file 
• Offer of palliative care transition 



18+ • Introduction to adult palliative care teams. 
• Joint working across services 

23+ • Additional support in exceptional circumstances 
• Continued links with adult palliative care services (supportive 

role) 

 
 
 
 
 
 
 
4. RESPOSIBILITIES 
 
The responsibility for this policy and any future updates lies with the Transition coordinator 
 
5. REFERENCES 
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2. Children and families act (2014). 
3. Care act (2014). 
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services - NICE guideline [NG43] (2016). 
 

 

 

 

 

Below is a draft copy of our information booklet. I have put some 

basic information on it for starters but would like any suggestions for 

all useful information you might want in there.  

 

 

 

 

 

 

 



 

 

 

 

                                                                

 

 

 

 

 



 

Claire House 

Transition service 

This booklet has been designed in collaboration with some of our young people and their 

families who have gone through the transition process into adult services. 

Transition is the process whereby you move from children’s services into adult services. It 

can be complex and time consuming but with the right preparation and involvement from 

the right professionals it can run smoothly.  

All the national policies and research point to lack of information as a major problem for 

young people and their families.  

This leaflet aims to highlight some of the key areas of consideration for the future including: 

 What support Claire House can offer. 

 Who you might want to involve in your transition plan. 

 What the plan could or might look like. 

 Consideration for any future dreams or wishes for the young person or their family. 

 How parental responsibility changes at 16 and 18  

 Advocacy 

 Consent and capacity  

 Signposting to other relevant services. 

 Useful websites and organisations. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



What Claire House can offer 

Transitions coordinator: Andy Curtis. 

Andrew.curtis@clairehouse.org.uk 

Work Mob: 07860438036. 

Support transition into adult services at 18. 

 Health – funding meeting for continuing healthcare in adult services, 
signposting to the right services and professional 

 Education – college, university, courses. 

 Social – day services, social groups, adolescent weekends at Claire House. 

Advice and support around consent and mental capacity. 

 What happens post 18 with parental responsibility. 

 How this all works at Claire House. 

 Where do parents fit in with the legal changes and their role in decision 
making process. 

Safeguarding advice and support. 

 Adult safeguarding lead. 

 Over see’s all deprivation of liberty safeguard (DoLS) applications. 

Specialist palliative care nurse and clinical lead for young adults: Louise smith. 

Louise.smith@clairehouse.org.uk  

Work Mob:  

On call number: 
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The plan 

 

A good transition plan should start at 14, it should be reviewed every year and should 

have the young person at the centre for all decision making. 

The plan should include all those professionals who are already involved in the care of 

the young person and over time some of the professional who may be involved in the 

future. 

 

People who could be involved include: 

 

 The YOUNG PERSON themselves (where appropriate) 

 Family/friends 

 Paediatric consultant 

 GP 

 Social Worker 

 Community nurse 

 Continuing care team 

 Education (teacher/transitions coordinator) 

 Physiotherapist/Occupational Therapist 

 Specialist consultant (neurology/respiratory) 

 Claire House staff 

 Advocacy services 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Useful web links for additional information 

 

 

This website has additional information on the respect document plus an easy read 

version if needed. 

https://www.respectprocess.org.uk/  

 

this website has lots of useful information on parental rights and issues around consent 

and capacity. 

https://myadultstillmychild.co.uk/  

 

this website has loads of relevant information on transitions in general with lots of good 

information good practice and what you should expect during the transition process. 

https://www.togetherforshortlives.org.uk/  

 

these two website have lots of information about the national standards for transitions 

and what young people and families should receive for a safe and well managed 

transition. 

https://www.nice.org.uk/guidance/ng43  

https://www.cqc.org.uk/sites/default/files/CQC_Transition%20Report.pdf  
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