Complex Care Referral Pathway

Teams identify Young
Person (YP) requiring
Transition support —in
accordance with the
Referral Criteria

Further MDTs
may take place
if need
identified by
Lead Clinician

The YP has Multiple
Pathways that runin
parallel — Transition
Team monitor progress
via Live Transition Plan
6 monthly

Early and close liaison
between SCH
Transition Nurse and
similar identified
health professional in
adult service YP
transferring care to

Owner Transition Team (next review date June 23)

Referral received by
Transition Team

Transition Team (Coordinator or Nurse)
review Referral - if questions about YP &
Family being aware of Transition are NOT

answered, referralis sent back to
Referrer

If All required fields
are completed —
Transition Team send
out “WHAT HAPPENS
NEXT INFORMATION”

Post MDT, Lead
Clinician provides
feedback to the YP

& Family and in

discussion
formulates the

Transition Plan
which is reviewed
annually to reflect

any ongoing
changes in
management

If Lead Clinician
suggests MDT is NOT
REQUIRED, the
Transition Team close
the Referral &
Document

Alive Transition Plan will be started (if
not already) and a summary of the MDT
is included with a potential Date of
Transfer and identified adult service
transferring care to

MDT will Identify Potential Gaps in
service provision between Paediatric &
Adult Service to come up with potential

mitigation strategies

If Lead
Clinician
Identified, an
MDT is
Coordinated
& Arranged

If Lead
Clinician is
NOT
identified, a
suitable Chair
Person is
arranged with
aview to
Identifying a
Lead Clinician
at the MDT
Meeting

Key professionals invited to
attend the MDT are to prioritise
attendance, or nominate adeputy
to attend on their behalf
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