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Objectives: 

Define health care transition 

Discuss importance and barriers 

Review key aspects of the 2018 AAP/AAFP/ACP 

Clinical Report’s evidence and practice 

recommendations 

Discuss 6 Core Elements of Transition 



What is Health Care Transition? 

 Process of changing from a pediatric to an adult model of health care 

 Goals : 

 improve the ability of youth and young adults to manage their own 

health care and effectively use health services

 Ensure there is an organized process in place that take the 

pediatric and adult practices, as well as youth and their families, 

through the 3 major steps of transition 

 Planning

 Transfer 

 Integration 



Why does it matter? 

 Everybody has to do it 

 There are increasing numbers of young people who have more complex health issues 

 Correct utilization of health care

 18- 25 year-olds use the emergency room more than any other age group under 

the age of 75 

 Studies show adverse effects associated with LACK of structured health care 

transition, in terms of medical complications, limitations in health and well-being, 

problems with adherence, discontinuity of care, higher ED and hospital use and 

higher costs of care 



Why does it matter? 

 The current evidence base on health care transition outcomes remains limited 

 Most commonly reported quality of care outcomes:

 Improvement in adherence to care 

 Improved perceived health status, quality of life and self-care skills 

 Increased adult visit attendance 

 Less time between the last pediatric visit and the initial adult visit 

*few studies examined costs



Where do we stand? 

 National Survey of Children’s Health, 2017-2018

 ~19% of youth with special heath care needs received transition planning guidance 

 ~14% without special needs received transition planning guidance 



Barriers (youth, young adult and family) 

 Fear of new health care system 

 *Not wanting to leave their pediatric clinician 

 Anxiety about how to relinquish control around managing youth condition 

 Anxiety about not knowing the adult health care system (ex finding a physician, finding parking, making 
appointments) 

 Changing and/or different therapies recommended in adult health care 

 Fear of not being listened to 

 Inadequate Planning 

 Inadequate preparation and support on the transition process

 Not having seen clinician alone 

 Young adults less interested in health

 System Difficulties 

 Lack of communication/coordination and transfer of medical records 

 Limited availability of adult primary and specialty providers 

 Loss of insurance coverage among young adults and cost of care barriers 



Barriers (Adult and Pediatric clinician) 

 Communication and/or consultation gaps 

 *Lack of communication, coordination, and guidelines 

 Lack of medical records and follow up recommendations 

 Gap in consultation with pediatric clinicians 

 Training limitations 

 Lack of knowledge/training in pediatric-onset conditions 

 Care delivery, care coordination, and/or stable support gaps 

 Lack of mental health and supportive services 

 Unfamiliar with local and regional resources for young adults with chronic conditions 

 Lack of coverage for young adults 

 Lack of patient knowledge and engagement 

 Young adults lack of knowledge about disease treatment, medications, medical hx

 Dependency on parents or guardians 

 Lack of comfort with adult care 

 Unrealistic youth, young adult and family expectations of time and attention 

 Parents reluctance to relinquish responsibility 

 Parents unaware of changes in privacy issues 





Six Core Elements of Health Care 

Transition

1. Transition Policy 

2. Transition Tracking and Monitoring 

3. Transition Readiness

4. Transition Planning 

5. Transfer of Care

6. Transfer Completion 

*NOT a model of care but a structured PROCESS that can be customized for use in 

a busy practice and applied to many different types of transition of care models 

and setting 





1. Transition Policy 

 Develop a policy/statement 

 Share and discuss with youth and family beginning at age 12-14 

 What is included 

 Include a transition time frame 

 an explanation of the practice's transition approach (What will your practice offer 

youth and families to assist them in transition?)

 explain the legal changes that take place at age 18





1. Young Adult Transition and Care policy 

 Develop a transition policy/statement that describes the practice's approach 

to accepting and partnering with new young adults, including privacy and 

consent information.





2. Transition Tracking and Monitoring 

 Establishing a mechanism to track progress of each youth

 Ex) individual flow sheet within the chart can be used to track individual patient 

progress with the Six Core Element

 The long-term goal is to track health care transition progress among all youth 

ages 12 and older, with and without chronic conditions.

 For adult providers: Establish criteria and process for identifying transitioning 

young adults until age 26 and enter their data into a registry.







3. Transition Readiness 

 Conduct regular transition readiness assessments, beginning at age 14, to 

identify and discuss with youth and parent/caregiver their needs and goals in 

self care

 Jointly develop goals and prioritized actions with youth

 Transition readiness assessment should begin at age 14 and continue through 

adolescence and young adulthood, as needed.







3. Transition Readiness/Orientation to 

Adult Practice

 Establish a process to welcome and orient new young adults into practice, 

including a description of available services.

 Provide youth-friendly online or written information about the practice and 

offer a "get-acquainted" appointment, if feasible.





4. Transition Planning 
 Develop and regularly update the plan of care, including readiness assessment findings, 

medical summary and emergency care plan, and, if needed, a condition fact sheet and 

legal documents.

 Prepare youth and parent/caregiver for adult approach to care at age 18, including 

legal changes in decision-making and privacy and consent, self-advocacy, and access to 

information.

 Determine level of need for decision-making supports for youth with intellectual 

challenges and make referrals to legal resources.

 Plan with youth/parent/caregiver for optimal timing of transfer. If both primary and 

subspecialty care are involved, discuss optimal timing for each.

 Obtain consent from youth/guardian for release of medical information.

 Assist youth in identifying an adult provider and communicate with selected provider 

about pending transfer of care.







4. Transition Planning/Integration into 

Adult Practice 

 Communicate with pediatric provider(s) and arrange for consultation 

assistance, if needed.

 Prior to first visit, ensure receipt of transfer package 

 Make pre-visit appointment reminder call welcoming new young adult and 

identifying any special needs and preferences.



5. Transfer of Care 

 Confirm date of first adult provider appointment.

 Transfer young adult when his/her condition is stable.

 Complete transfer package, including final transition readiness assessment, plan of care with 

transition goals and pending actions, medical summary and emergency care plan, and, if 

needed, legal documents, condition fact sheet, and additional provider records.

 Prepare letter with transfer package, send to adult practice, and confirm adult practice's 

receipt of transfer package.

 Confirm with adult provider the pediatric provider's responsibility for care until young adult is 

seen in adult setting.







5. Transfer of Care/Initial Visit 

 Prepare for initial visit by reviewing transfer package 

 Address any concerns that young adult has about transferring.Clarify approach 

to adult care, including shared decision-making, privacy and consent, access 

to information, adherence to care, and preferred methods of communication.

 Conduct self-care assessment (transition readiness assessment) if not recently 

completed and discuss the young adult's needs and goals in self-care.

 Review young adult's health priorities as part of their plan of care.

 Update medical summary and emergency care plan.





6. Transfer Completion 

 Contact young adult 3 to 6 months after last pediatric visit to confirm transfer 

of responsibilities to adult practice and elicit feedback on experience with 

transition process.

 Communicate with adult practice confirming completion of transfer and offer 

consultation assistance, as needed.

 Build ongoing and collaborative partnerships with adult primary and specialty 

care providers.



6. Transfer Completion/Ongoing Care

 Communicate with pediatric practice confirming transfer into adult practice 

and consult with pediatric provider(s), as needed.

 Assist young adult to connect with adult specialists and other support 

services, as needed.

 Continue with ongoing care management tailored to each young adult.

 Elicit feedback from young adult to assess experience with adult health care.

 Build ongoing and collaborative partnerships with pediatric primary and 

specialty care providers.



Special Considerations 

 All youth and young adults need a safe health care transition 

 However, youth with complex medical conditions, developmental and/or 

intellectual disabilities and/or behavioral health conditions and social 

complexity post additional challenges 

 Flexibility to the process may be needed 

 Regarding age 

 Delayed/staggered transfer to specialist 

 Greater care coordination support 

 Pediatric consultation 

 Need for non-health support systems such as education, living resources, 

employement



Six Core Elements: Roles of Youth and 

Families

1. 

Discovering 

2. Tracking 3. Preparing 4.Planning 5. 

Transferring

6. 

Completing 

Youth/Family 

Learn about 

your 

providers 

approach to 

transition

Know your 

own health 

information

Learn to 

manage your 

own health 

care

Get ready for 

adult health 

care

Make the 

change to an 

adult 

provider

Provide 

feedback 



Resources 

 https://www.gottransition.org/index.cfm

 https://www.acponline.org/clinical-information/high-value-care/resources-

for-clinicians/pediatric-to-adult-care-transitions-initiative/condition-specific-

tools

 Pediacast CME : Transitioning Pediatric Patients to Adult Health Care

 Supporting the Health Care Transition From Adolescence to Adulthood in the 

Medical Home, Pediatrics November 2018

 Care of Adults with Chronic Childhood Conditions: A practical Guide 

Published by the Society of General Internal Medicine 

https://www.gottransition.org/index.cfm
https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/pediatric-to-adult-care-transitions-initiative/condition-specific-tools


Questions ? 


