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Transition vs Transfer

• ‘Transfer’ is a one-off event whereby care of a young person is 
passed to another professional or service without any joint 
working or consultation with the service user

• ‘Transition’ is a planned, purposeful movement from child-
centred to adult-orientated health care systems, a process 
that addresses the medical, psychosocial and 
educational/vocational needs of adolescents and young adults 
with long term and complex conditions (Blum et al,1993)

• Developmentally appropriate care is the over-arching 
principle, within which transition sits and is an approach that 
recognizes the unique needs of young people, and which 
views the process as outcomes and skills over time rather than 
age dependent



What transition aspects do YP worry about most?

• Moving to a different hospital & leaving familiar 
teams

• Changes to quality of care

• They feel more cared for as a child

• Parents not being able to stay

• Not being accepted

• People not listening 

• Coping with self care in daily life

• Coping with grief

• The future



Challenges with transition / transfer: what have 
we learnt from feedback, incidents & complaints?

Parents / Carers

Allowing YP to self-advocate

Poor planning

Leaving familiar teams

Trusting in new teams / GP

Navigating services

Equipment provision

Lack of facilities for parents / carers if required

Parents thinking ‘adult child’ can remain in paediatrics

Understanding MCA 

Funding for Continuing Healthcare

Health Care Professionals

Identifying key workers – whose job is it?

Poor communication - silo working 

No transition pathways

Lack of reciprocal adult service

Lack of experience / skills in adult services

Disempowerment of GP

Understanding the law

Expensive complicated models

Transition takes time and effort

Staff feeling unclear about processes and roles

Poor engagement from YP & families

Discontinuity of care

Increase in morbidity & mortality



Key Documents about Adolescent Healthcare & 
Transition



Transition Guidance LTV

Over-arching principles 
Transition planning 2016

(NG43 self-assessment tool 
for clinical specialities) 

PCC Guidance 2022
NCEPOD Transition recommendations for 

YP with Complex Health Needs 2023 & LTV 
2020  

WellChild Principles for 
Transition 2023



NICE Guidance Summary



WellChild Transition Nurse for Complex Needs / 
LTV Role 

• Feedback from Parents / Carers / YP post transfer re experience

• Scoping Review of Specialist Teams 

• LTV – poor attendance at transition clinic, no preparation, silo 
working

• Research Internship – Scoping Literature Review

• Developing pathway, policy and resources

• YP support & preparation

• Engaging and responsive children’s and adult LTV Teams



Why can transition planning and transfer be so 
difficult?

Royal Manchester Childrens Hospital  
Tertiary paediatric specialist care all

under one roof 

Adult care  
 specialist services in many hospitals 

across the city / GM / wider UK

Regional adult LTV service
>1500 patients on ventilation



How many professionals does it take to support 
some CYP with LTV?



MFT Model: LTV Pathway & Policy



Supporting Transition Pre Transfer



Joint LTV Transition Clinic / MDT Meetings

• Early preparation and empowerment 

• Use of Ready Steady Go transition preparation tool; built into EPR

• Referral sent prior first transition clinic appt via EPR and MDT Transfer document completed 

• 8 weekly joint Paediatric and Adult clinic 
• Virtual during Covid, then a mixture of virtual and face to face in alternate children's and adult unit  

• Introduction to diverse MDT and friendly chat!  

• 7 patients per clinic, age 15/16 years onwards 

• Growing up Using a Ventilator & NWVU Transition Booklet provided pre clinic

• 2-3 joint clinics prior transfer of care

• Remain under care of children’s hospital until last OPA

• If YP has complex health needs: MDT Transition meetings with other specialties, community, 
social care & education, YP & parents involved 

• Each specialty to complete transition process – YP may be in children’s and adult's services 
for different specialties at same time



Resources for YP with Complex Health Needs / LD 

https://www.togetherforshortlives.org.uk/
get-support/supporting-you/family-

resources/lasting-powers-of-attorney-and-
deputyship/

https://www.mencap.org.uk/get-
involved/campaign-mencap/treat-me-

well/hospital-care-young-people-learning-
disability

https://www.wellchild.org.uk/get-
support/information-

hub/easyreadtransition/
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Healthcare Passport 



Supporting Transition after Transfer

• Named person in adult services

• Resources: Transition booklet, Post transition 
information sheet & opportunity to visit adult unit

• Pathway dependent on ventilatory needs; disease 
specific clinics  

• Elective admission within 3-4 months 

• Home visits 

• No discharge for first 12 months after transfer

• Psychology support prior & post transfer 

• Patient Databases 



Key Challenges 

• Fears / Expectations
◦ Childrens teams setting expectations 
◦ Parental / carer support in adult hospitals 

• Deterioration 
◦ Advanced care planning / EOL (discussions may not be initiated in childrens 

services)

• Emergencies 
◦ Care fragmentation – different Trusts and IT systems 
◦ Escalation – disjointed care 

• Complex neurodisability
◦ Identifying Lead Consultant once discharged from community paediatrics ? GP 

• Workforce structure
◦ Identifying key worker role 
◦ Small part of job role – no specific person (job plans / job descriptions) 
◦ Limited time for service development 



Long Term Plans / Aspirations

• Redo NG43 Gap Analysis since pathway in place 

◦ 98% of recommendations met in April 2023 compared with 30% in 2017 

• Additional resources; video tours

• Start transition clinic sooner

• Young adult clinic in adult unit 

• Tracheostomy pathway 

• Advanced care planning 

• Patient feedback on transition process since LTV pathway introduced 



Thank you 
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