EXECUTIVE SUMMARY

To assess the barriers and facilitators for young people receiving a good transition to adult healthcare services, data were collected
on children and young people with one of 12 complex conditions identified from a sample period between 1st October 2019 and
31st March 2021. Analysis was undertaken on questionnaires from 829 community/secondary/tertiary care clinicians, 167 primary
care clinicians, 483 sets of case notes, 192 secondary/tertiary organisational questionnaires and 152 primary care organisational
guestionnaires, supported by qualitative data from young people, parent/carers, and health and social care professionals.

CONCLUSION

There is no clear pathway for the transition from healthcare services for children and young people to adult healthcare services.
Moreover, the process of transition and the subsequent transfer is often fragmented, both within and across specialties. Often the
adult services sit only with primary care. Developmentally appropriate healthcare needs to be everyone’s responsibility and
adequate resources need to be made available to allow this to happen.
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