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Introduction

The Royal College of Paediatrics and Child Health (RCPCH) is responsible for training and examining paediatricians, setting professional standards, and informing research and policy. RCPCH has over 25,000 members in the UK and internationally. We work to transform child health though knowledge, research, and expertise, to improve the health and wellbeing of infants, children and young people (CYP) in the UK.

Executive summary 

The RCPCH response to this inquiry draws on input from our paediatric network and engagement with young people through our &US network. Key takeaway messages to ensure effective transition include: 

1. Delivery and design of transition services must take a rights-based approach and be underpinned by the United Nations Convention on the Rights of the Child (UNCRC). Children and young people would like to see early and age-appropriate involvement in their own planning, direct engagement, clear communication, relationship-based process, peer support, joint working, holistic and mental health support, and consistent and equitable systems. This includes starting transition earlier where appropriate, tailored to developmental readiness. Planning should begin well before the relevant paediatric services are due to end, while remaining flexible to individual need. 

2. Staff capacity is key to transition planning. This requires protected time within job plans for the whole multidisciplinary team to enable identification and implementation of transition planning. There should be an identified staff member for transition in both the relevant adult and paediatric services, with a local shared agreement around budget and funding for this role. Dedicated transition coordinator roles should be commissioned and funded where appropriate. 

3. Collaborative working and buy in from both adult and paediatric services are vital for successful transition planning. Clear national expectations and guidance must be introduced to reduce postcode variation in transition quality. For example, creating a Transition Oversight Board to bring stakeholders from each team together to highlight gaps and improve accountability has been successfully working locally.

4. Training for staff working with young people that are transitioning into adult services would support the transition pathway. This should include mandatory training for staff in paediatric, adult and GP services focused on developmentally appropriate healthcare, consent and confidentiality, and direct communication with young people, with staff capacity and budget to deliver and attend training. Ideally this would form part of relevant core curriculum. 

5. Enhanced capacity for data capture and identification of transition planning. This may include admin support for resources to monitor and review the population on waiting lists and to identify gaps in provision. Robust digital mechanisms to capture and follow through the transition journey would support this. 

6. National roll-out of resources to support children and young people with their transition, which acknowledges the whole life transition they are often experiencing at this age. Ready Steady Go is a good example that could be scaled up. 

Timeliness and pace of the transition to adult services
1. Delivering an effective transition from paediatric to adult services often remains variable and dependent on local champions rather than system design, with many gaps in services particularly when paediatric service provision ends at 16 and adult provision starts at 18. Transition is often:

a. Under-resourced 
b. Not formally commissioned 
c. With limited ownership between paediatric and adult services
d. Deprioritised against competing system pressures
2. It results in inequity, particularly for young people with additional needs, including neurodiversity, learning disabilities, and complex psychosocial circumstances.

3. Monitoring when CYP start transition planning is difficult due to inconsistent age thresholds across specialties, poor data tracking, coding issues, and non‑automated systems, lack of centralised systems and reliance on manual (excel-based) lists. 

4. Specific consideration should be made for transitioning CYP with multiple complex needs, managed by multiple specialists, often without an overarching consultant coordinating care. Adult services typically lack community-based staff who can assess children at home, in contrast to paediatric teams with established community nursing services.

5. Transition is often experienced as a late or unexpected process, with planning deferred despite CYP being chronologically within the expected age range. For adolescents aged 13–15 years old, their transition needs are not consistently addressed until much later. Occasionally, within some general paediatrics, there can be an implicit assumption the young person’s condition will improve and therefore not require a clearly defined transition to adult services, which can delay proactive planning and engagement. 

6. When transition is not carefully managed, challenges occur. Paediatric teams are often asked to retain responsibility for complex patients, or patients are redirected back to GPs, causing challenges in the overall transition process, particularly for external transfers to tertiary centres and PICU.

7. Patients who have not been formally transitioned are often forced to transition during emergencies. They are admitted directly to adult ICUs and, in some cases, transferred on to adult wards unexpectedly, leaving young people unprepared. This is often compounded by the response from paediatric services that, having been treated in adult ICU, the patient should not return to paediatrics.

8. To enhance the adoption of the principle of transfer based on clinical need, it requires network-wide agreement, individual clinician advocacy, multidisciplinary team working, the presence of someone who knows the child well, and ongoing communication. 

9. RCPCH &Us agree that, where paediatric services end at 16, starting transition by age 15 would help them “ease into” services, though emphasising that this should be tailored to the individual and be age and stage appropriate.

Effectiveness of the transition process and cross-service coordination
1. CYP have cited that joint multi-disciplinary meetings, with the individual and their parent/carer, are valuable for feeling involved in what is happening during their transition. It was cited that “3-way meeting (with individual, adult and paediatric services), transition clinics, and both departments working together is useful”.

2. The core issue is not a lack of guidance, but a lack of national guidance, prioritisation, and the coordinated implementation required to prevent a postcode lottery of care. Transition is often:

a. Under-resourced 
b. Not formally commissioned 
c. With limited ownership between paediatric and adult services
d. Deprioritised against competing system pressures
3. There are resourcing challenges when considering CYP needs, wishes and aspirations, including during the planning process and after transition. This is due to limited staff capacity and lack of protected time within job plans for the whole multidisciplinary team to involve young people. There is also limited training for staff working with young people that are transitioning. Staff have cited lack of confidence and knowledge around including messaging about young people’s rights, consent, and confidentiality, and in talking directly to young people and not to their parent/carers.

Meaningful involvement of children, young people, and their carers

1. Co-production of transition strategies and policies are vital and support the rights of CYP to be listened to, respected, and involved in decisions that affect them and in having the best health services possible, as outlined in the United Nations Convention on the Rights of the Child (UNCRC).

2. Improved staff training and capacity to enable greater co-production, alongside resources to support staff on how to communicate with CYP and families, should be used and made readily available. This includes:

a. RCPCH National standards for children and young people‘s engagement in health services – a useful resource to support the development and review of engagement practice in clinical settings. 

b. RCPCH Recipes for Engagement - children and young people in the lead - RCPCH &Us | RCPCH
c. RCPCH communication resource guide Engaging children and young people - improving communication | RCPCH
d. RCPCH health-transition resources, outlining condition specific resources for transition: Health transition resources | RCPCH
3. Effective inclusion of young people in transition planning and delivery, from the perspective of CYP, includes:

a. Early, age-appropriate involvement: Starting preparation earlier, with information tailored to different ages and stages, and clear communication about when transition begins and ends.

b. Engaging directly with CYP: ‘Talking to the young person directly not to the family member only, use language that is age and stage appropriate.’
c. Young person friendly approaches: Using transition days as well as clinics; making activities engaging (e.g. games, food, social elements); creating safe spaces for young people to discuss worries and ask questions.

d. Peer connection: Opportunities to meet and connect with other young people with similar experiences to reduce isolation and build confidence.

e. Clear, frequent communication: Regular, accessible information that explains transitions clearly, including practical guidance about adult services and wider life changes.

f. Gradual, relationship-based processes: Making transition a longer, supported process to allow time for trust and relationships to develop, including early involvement of adult services.

g. Joint working and handover: Consistent joint clinics and handover meetings between paediatric and adult teams to ensure continuity and shared understanding.

h. Holistic, cross system support: Recognising that transition includes education, employment, university, and leaving home; supporting Individual Health Care Plans and working collaboratively with education, social care, youth workers, employers, and community services.

i. Mental health and additional needs support: Access to in person mental health support and tailored input for neurodivergent young people throughout transition.

j. Consistency and equity: Using clear frameworks, shared outcome measures (including post transition outcomes), consistent regional approaches, and digital tools to support inclusion at scale.

k. Capacity to deliver: Balancing strong staff willingness with realistic service capacity, including expanded nursing roles and access to community venues and local partnerships to support inclusive transition events.

l. See more best practice examples of transition planning here. 
4. CYP benefit from co-production through improved skills, health literacy, and confidence, while helping services identify gaps for improvement, shape action plans and business cases for change and become more responsive and inclusive.

5. Young people have shared their views of a good transition process: 

a. Discuss individual needs in young people friendly terms

b. Look at transition holistically, with advice on: social, emotional, educational, geographical, employment, relationships, metal health, and physical health

c. Adult services to make social connections and have a long-term relationship with young people, to provide continuity of care

d. Multidisciplinary teams are important and should meet regularly to prepare the young person for transition

e. Signpost to local services, inclusive resources, and knowledge
Workforce and training 

1. Transition teams are typically multidisciplinary, comprising paediatricians, adult physicians, specialist nurses, allied health professionals, and transition coordinators or youth workers included where available. Facing the Future: Standards for ongoing health needs states there must be a designated person responsible for ensuring that developmentally appropriate transitional care is provided and coordinated by both child and adult services.

2. In practice, roles within transition teams are not consistently defined or adequately resourced. Dedicated transition coordinator posts are not routinely commissioned, and existing clinical roles often absorb responsibility for transition. Staff frequently undertake transition-related work alongside their core duties, with limited or no protected time allocated.

3. Workforce planning has historically focused on paediatric and adult services separately, rather than the transition between them, so capacity to deliver high-quality transition care is poorly understood and insufficient. Overall, current workforce capacity is unlikely to meet expectations set out in national guidance on transition without additional investment and explicit recognition of transition within service design.

4. There is clear evidence of sustained workforce pressure across child health services. Paediatric services are understaffed relative to demand, with ongoing rota gaps and increasing workload driven by rising complexity and unmet need. These pressures have direct implications for transition including:

a. Reduced time for coordinated planning

b. Transition care being deprioritised during acute service pressures

c. Limited protected time for multidisciplinary working, joint clinics, and engagement with adult services 

5. Transition activity is also rarely recognised or resourced within job planning. Service models and workforce planning need to better reflect the full scope of care, including coordination, prevention, and working across services, not just direct clinical activity.

6. Training and education on developmentally appropriate care, transition, adolescent health, and shared decision-making is inconsistent across services and locations and often does not meet young people’s needs during transition. Local teaching is delivered in various ways but is often seen as an additional task rather than a core responsibility, with limited accountability when not provided as standard. It is limited by staff capacity, lack of protected funding, and dependent on individual roles rather than embedded systems. 

7. There is no clear, mandatory curriculum requirement for youth‑friendly healthcare across paediatric, adult or GP training, meaning many clinicians report that transition or young‑person‑focused training is usually voluntary. Introducing a mandatory training package at trust level would be beneficial, but funding is a key barrier. 

8. Where clinicians lack appropriate training, it restricts consistent implementation of transition, particularly for early transition preparation and post‑transfer support in adult services. It can reduce clinicians ability to work effectively with adolescents, leaving them underprepared to manage transition and associated psychosocial complexities. This may also affect staff confidence, leading some clinicians to avoid direct conversations with young people and instead rely on engaging primarily with parents or carers. CYP would like clinicians to ‘Talk to the young person directly not to the family member only, use language that is age and stage appropriate.’
9. Training for staff in paediatric and adult services is essential for shifting organisational culture and improving young people’s transition by ensuring consistent, effective communication and smoother experiences. Transition training feedback consistently shows that training is highly valued, highlighting staff gaps in confidence around core areas such as young people’s rights, consent, confidentiality and speaking directly to young people. 

10. Where named staff members responsible for transition or champions are in place, the impact is positive. Paediatricians suggested these roles can:

a. improve coordination across teams 

b. increase visibility and prioritisation of transition 

c. support implementation of structured approaches 

d. improve patient experience and engagement 

11. While a named staff member is essential, the specific individual fulfilling this role is less critical, provided they have an established, trusted relationship with the young person. However, this model is not universally implemented, and some areas have no staff member specifically responsible for transition. In many services this is due to:

a. Staffing challenges: Lack of allocated professional (often no transition nurse, or no lead across adult and paediatric teams, meaning transition is added to existing roles without protected time). When there is not an allocated professional, there is often a lack of buy in from senior clinical staff across paediatrics and adult specialities. 

b. Time challenges: Often, it is not specifically in staff job plans, and therefore there is a reluctance to commit to meetings about it.

c. Responsibility and accountability: A lack of ownership and accountability across paediatrics and adult services, as to who the named staff member should be and which service they should be part of. 

Enabling developmentally appropriate independence
1. Ensuring developmentally appropriate transition care requires early, age‑appropriate preparation tailored to young people’s maturity and readiness for independence, with sufficient staff capacity.

2. Using wholistic person-centred approaches is vital to ensuring an effective transition outcome. CYP have suggested that ‘This is also a life transition, talk about this and support holistically for example work, education too not just the clinical side.’ 

3. CYP have suggested that using tools including Ready Steady Go are valuable ‘A few months back, I got the ready steady go forms and it asked questions not just around medical care, but it asked about travel (and other things), very interesting as looked at us as a whole (rather than just a patient). Something like that nationally would be good.’ 

4. Open and clear dialogue of communication is vital to ensure that the care is person centred. Clinicians should be engaging directly with CYP with clear, frequent communication tailored to different ages and stages. This includes ensuring that the individual is aware of the person-centred approach and understands when the transition starts and ends ‘Be clear that ages can be different depending on the individual and the condition. Explain what age it will happen for the individual YP and why.’
5. When transition support is absent or inconsistent, it can cause negative health impact to the CYP and create service gaps, as reflected in CYP experiences:   

a. Barriers in navigating the health system, with a knock-on effect to their mental wellbeing ‘Transition to the Asthma &Me Ambassadors is confusing, stressful, disjointed, time consuming, overwhelming, daunting and difficult”
b. Long waits for services “When my seizures started again at 18, I went to the local GP who sent me to a consultant in a different area. I was informed if I wanted to see a local consultant, I would need to go on the waiting list which was a 18-24 month wait. “
c. Gaps in services providing care for adolescents, leaving them without access to healthcare ‘I needed tests with a specialist, not many would see a 17 year old. [we] do not need to be stuck and in limbo, [leaving us] waiting a whole year.’ 

d. Lack of clarity around health conditions and join up of services required “I thought the SUDEP risk had gone because adult services didn’t mention it, so it was a shock to find out it was still a problem for me”
e. Lack of effective communication and understanding for patients “I was a bit confused as a lot of paperwork was given to me. I just put it in a folder and forgot about it “
6. A recent AYPH report showcases there is variability in the way that different services implement strict age cut offs versus developmentally appropriate care.

Promoting equity across the transition

1. There are resourcing challenges to delivering statements of intent, including limited staff capacity and lack of protected time within job plans for the whole multidisciplinary team to involve young people in service design. 

2. There is alco limited training in age‑appropriate communication and care for healthcare professionals working with CYP. Basic principles such as young people’s rights, consent and confidentiality, and speaking directly to them rather than their parents or carers are often areas of low confidence so are avoided. This training is frequently conflated with mental health, although it is a distinct area despite some overlap.

3. While initiatives such as “We Need to Talk” and RCPCH communication training exist but not consistently recognised as essential and are often not prioritised in funding or curriculum.

4. RCPCH Facing the Future Standards states that staff should have accessible communication tools for CYP with complex needs, such as pain assessment tools, interpreters (including sign language), and visual aids, this approach can apply across healthcare settings.
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