
Annual 
meeting 

Paediatric 
centre/adult

Discuss potential 
patients for 
transition for the 
next 2 years

Initial referral to 
adult centre & 
transition clinics 
scheduled

Ages 14+

Rapid  transition 
option (eg
diagnosed in 
adolescence)

Joint clinic consultations

Paediatrics
Ongoing clinical management
Transition preparation for child 
and parents

Adults
Meet the team
Agree ongoing clinical 
management plan
Agree transition and transfer plan

Recommend at least 1 before 
transfer clinic

Referral

Final joint appointment

Paediatrics
Clinical handover
Formal transfer letter
Confirm ready for transfer
Provide details of MDT transition 
plans 
Provide details of social and 
education needs and 
management plans 
Provide transition 
documents/summary

Adults
Introduction/reminder of adult 
team
Familiarisation opportunity with 
adult facilities
Practical arrangements for 1st

adult appointment
Agree methods of communication
Agree levels of carer/parental 
involvement 
Capacity assessments as required

Adults - at 1st adult appointment 

(not before age 16)

Adult
Meet the wider team
Locate the relevant departments
Take over prescription management
Take over co-ordination of care
Remind contact details
Agree ongoing management plan
Review level of carer/parental involvement
Confirm method of communication
Disease education
Mental health assessment

Paediatrics
May join the consultation if clinically indicated 
Patients remain formally under the care of 
paediatrics until attendance at the first adult 
appointment.
Post clinic letter to paediatrics confirming transfer 
of care.

DNA policy
If x2 DNA - discussion with named practitioner in  
paediatrics to agree plan for ongoing care

Inpatient care
Any attendance at hospital age >16 will likely 
result in admission to adult services.  Specialist 
input will be provided . Patients remain under 
paediatrics until a transfer letter has been 
received and/or adult appointment has occurred. 

Transfer letter

Paediatric centres

For all patients aged 12+
Discuss transition
Provide leaflets for each 
adult centre
Offer choice
Manage clinical care
Responsible for prescribing
Manage homecare
Engage shared care with 
local services
Help with EHCP
Engage with CAMHS as 
necessary or LD teams
Multi professional overview
Begin /repeat disease 
education
Begin transition preparation 
programme
Manage parents 
expectations

Confirmation of transfer letter


