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Best Practice Recommendations

TRANSITION PATHWAY = PAEDIATRIC TO ADULT SERVICES

SETTING South West Surgery in Children Operational Delivery Network (SW SIC ODN)
FOR STAFF Staff involved in the surgical pathways for children (under 18 years)

PATIENTS Children who are surgical patients with ongoing care needs in organisations across
the SW SIC ODN region aged 13-18years.

Guidance

Summary

Transition of a young person to adult healthcare services is a planned process of transferring a
young person’s healthcare from child-centred to an adult-orientated care setting that meets the
medical, psychosocial, developmental, educational and vocational needs of the young person (2).
The aims of achieving a good quality transition of services for the young person, from paediatric to
adult services, is to promote good experience for the young person and their family/carers and to
have a positive impact on their long term health outcomes, achievement of life aspirations and
support attainment of their life goals (1).

Key principles

1. Young people and their families should be involved in their transition planning in a
developmentally appropriate way recognising social and personal circumstances and
feedback sought to understand their experience in having person centred care delivery

(3,4).

Good communication with all stakeholders, including the young person’s GP (3).

Timing of transition should usually begin around age 13/14years, but should be

appropriate for the young person’s developmental age and be mindful of the young

person’s social circumstances e.g. care leavers (must have transition complete by
15.5years). The start of transition should be person dependent during a period of stability

for the young person (3).

4. A ‘named worker’ who may be GP/Nurse/AHP/transition worker/personal advisor should
be appointed to support co-ordination between services and to support signposting for the
young person as well as escalating any non-engagement with adult services from the
young person once transitioned (3).

5. Prior to care being transferred there should be a joint meeting with paediatric and adult
healthcare providers involving the young person with their family/carer if they wish them
included. (3).
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National Framework for Transition
(courtesy of Burdett Trust for Nursing)

Patient Pathway

1. All centres should have an overarching policy outlining their Transition pathway for young
people, which includes a list of services provided and adult surgeons by specialty including
any associated clinical nurse specialists.

2. All paediatric surgeons caring for children with chronic health conditions should identify those
approaching aged 13/14 years and consider their appropriateness for beginning transition.

3. All children aged 16 years or over should be on the transition pathway.

4. All paediatric surgeons should contact relevant adult surgeon and GP at an appropriate time
in the transition process, with completed patient handover documentation from all healthcare
teams with ongoing involvement with the young person including an anaesthetic handover,
and any plans for ongoing care or potential health concerns. This should be discussed and
shared with the young person and their family allowing them both to provide input to the
handover where appropriate.

5. All patients and carers should be provided with education to prepare them for the transition
pathway, with particular reference provided for any concerning symptoms which may require
urgent treatment (red flags).

6. There should be a defined pathway for ongoing investigations required for surveillance
and/or symptom management. This should be clearly communicated within the MDT and to
the patient at the time of transition.

7. A named transition worker should be identified by the adult healthcare team.

8. There should be at least one joint paediatric and adult healthcare services meeting prior to
transition of care involving the young person with or without their family (3)

9. For patients with more complex needs, referral to a regional centre may be required.

Key points for consideration

1. The organisation should have one named person responsible for transition who is aware of
the children awaiting or in process of transition that are identified by each surgeon.

2. Ensure care is planned around transition key dates to avoid care needs being required soon
after transition.

3. Ensure the young person’s primary care team are included in transition process by sharing
the transfer summary and discharge plan documentation

\_ Discharge .
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Discharge from the paediatric healthcare service should not be complg
the transition pathway have been achieved.

2. Young people should be aware of the need to be vigilant for any change in health status and
any potential signs and symptoms of deterioration associated with their underlying condition
and the actions required by them to seek support and treatment. The young person should be
able to refer to a personalised discharge plan describing any potential ‘red flags’.

3. The young person should be supported in ongoing good engagement with adult healthcare
services by having a timeline for future elective surveillance within their personalised care
plan to complement the awareness to access care during any deterioration in health
condition.

4. ltis further recommended that there is a period of one year where young people are able to
also contact their paediatric healthcare team if felt necessary and that the young person
should have documented contact names and numbers for their paediatric and adult teams
within their discharge plan.

Review of services

As part of the SW SIC ODN, centres should participate in audits of their transition pathway for
children and young persons against these recommendations to identify opportunities to improve
safety, quality and performance.

Table A

Reference 1. Burdett Trust for Nursing, End of Year report (2023) (link here)
2. The Inbetweeners, NCEPOD, (2023) (link here)

3. Transition from children’s to adults’ services for young people using health or social care services, NICE
guidance, (2016) (link here)

4. Special educational needs and disability code of practice: 0 to 25 years, DoH and DoE, 2015 (Link here

Authorising | This document was reviewed as part of the SW SIC ODN Service Improvement Working Group on
Body 08/05/2025. For further information regarding this group please contact the SW SIC ODN core team on the
details below.

Queries & For any queries related to this document please contact the South West Surgery in Children Operational
Contact Delivery Network via email: swsicodn@uhbw.nhs.uk
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https://www.btfn.org.uk/wp-content/uploads/2023/10/The-Burdett-National-Transition-Nursing-Network-Report-August-2023.pdf
https://www.ncepod.org.uk/2023transition/The%20Inbetweeners_full%20report.pdf
file://///ad/shares/Childrens%20Directorate/Management%20office/Surgery%20in%20Children%20Network/Clinical%20Areas/ENT/Tonsillectomy/Transition%20from%20children’s%20to%20adults’%20services%20for%20young%20people%20using%20health%20or%20social%20care%20services
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/398815/SEND_Code_of_Practice_January_2015.pdf

