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Definition of  
Health Care Transition (HCT) 

 Health care transition is the 
“purposeful, planned movement of 
adolescents and young adults with 
chronic physical and medical 
conditions from child-centered care to 
an adult-oriented care system.”  
 

 
Source:  Blum et al., 1993 



Definition of  
Health Care Transition (HCT) 

 Transfer:  event, physical transfer from 
pediatric to adult care 

 Transition:  process, transition from 
childhood to adulthood 
 

 
Source:  Blum et al., 1993 



Changing Epidemiology of 
Childhood or Congenital Conditions 

Congenital Heart Disease 
 ~800,000 adults in the U.S. have CHD 

• 419,000 with moderate to severe complexity 
• At risk for re-operation, premature mortality 

 More adults than children 
 

 Cerebral Palsy 
 In US ~800,000 people have CP 
 ~Half or 400,000 are adults 

 
Murphy KP, et Al. Dev Med Child Neural 1995;37:1075–84. 
United Cerebral Palsy website, ww.ucp.org/ucp_generaldoc.cfm/1/9/37/37-37/447 
  
 



Sickle Cell Disease 
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Platt OS N Engl J Med 1994;330:1639-44. 
 



Cystic Fibrosis 
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 Adults with cystic fibrosis now account for 

40% of the CF population.  
 
REF:  CF Foundation Website (accessed 5/15/06) 



Prevalence 
 17% of youth have SHCN  

 
 

 7-10% have “significant” physical or mental            
(or both) health conditions that could benefit 
from support during transition 
 

 4-5% youth have disabling SHCN 
 Complex physical health conditions 
 Developmental disabilities 

 

 4-5% have serious mental illness  
 

 ~1-2% on SSI 
 

Source:  USDHHS, 2001 



Why is HCT Important?    

 “A poor transition in health care can 
threaten health and undermine other 
transitions, for example in education, 
work, social relationships, and 
independent living.”  
 

 
Source:   Institute of Medicine, 2007 
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Spina Bifida 

0
10
20
30
40
50
60
70
80
90

1966 1976 1986 1996

Survival to
Adult
Employment
Rate



How Are We Doing? 
 National Survey of Children with Special 

Health Care Needs (every 4 years) 
 State and National Level Reporting 

 

 4 questions—anticipatory guidance on: 
 Changing health needs in adulthood 
 Transition to adult health provider 
 Insurance needs into adulthood 
 Youth encouraged to take increased 

responsibility for care 
 





McManus and Rogers; Health Care Transition for 
Youth with Special Health Care Needs.  2012 

State –Level 
Performance 

 
Florida: 37%   

 



What Are the  
Factors Affecting HCT?  

 



Factors Impacting HCT 

 Youth development & family support 
 

 Health insurance 
 

Availability of developmentally 
appropriate care by adult providers 
 

 Preparation by pediatricians 
 

 

Presenter
Presentation Notes
(I think the 3rd point might be our biggest discussion, making 4th point more brief as this occurs prior to adult care provider involvement) 



Transition to Adulthood 

 Dependence        Interdependence   
 Child in family     Relationship/Marriage 
 Living household     Independent living 
 High School        College/Work 

 
   

 

Presenter
Presentation Notes
(brief time here)



Paul Thompson, Ph.D. UCLA 
Laboratory of Neuroimaging  

• 10-year NIH MRI study 
• 5-20 y.o. participants 
• Brain continues to  
  change until mid 20s  

www.edinformatics.com/news/teenage_brains.htm 
 

The Adolescent Brain 

Presenter
Presentation Notes
(love this slide, might help to explain why adult care providers sometimes feel that this age is noncompliant, ect.)Source: Paul Thompson, Ph.D. UCLA Laboratory of Neuroimaging --Time-Lapse Imaging Tracks Brain Maturation Ages 5 to 20. Constructed from MRI scans of healthy children, these time-lapse "movies" compress 15 years of brain development (ages 5-20) into just a few seconds. Red indicates more gray matter, blue less gray matter. Gray matter wanes in a back to front wave as the brain matures and neural connections are pruned. Areas perrforming more basic functions mature earlier; areas for higher-order functions (emotion, self-control) mature later. The pre-frontal cortex, which handles reasoning and other "executive" functions, emerged late in evolution, and is among the last to mature. The brain changes in schizophrenia may be an exaggeration of this developmental pattern. Intriguingly, this sequence of brain changes is reversed in Alzheimer's disease. Proceedings of the National Academy of Sciences of the USA, 101(21):8174-8179, May 25 2004 [published online, May 17 2004]. [Article, .pdf, 0.7MB] ) 

http://www.edinformatics.com/news/teenage_brains.htm


Cognitive Development:  
Piaget’s Formal Operational Thought 

EARLY  
(11-13) 

 MIDDLE  
(14-16) 

LATE  
(17-21) 

Concrete           
thought 
 

No future  
perspective 

Abstraction 
 

Has future 
perspective; 
not always 
used 

Established 
abstract 
thought 
 

Future 
oriented 

Presenter
Presentation Notes
It is very important to have a developmental perspective when working with adolescents, as you interventions will be very different, depending on developmental stage.  So, I would like to introduce some common theories.Summary of adolescent cognitive development from Piaget’s Formal Operational Thought theoryEarly adolescents are very concrete, with little future perspectiveBy middle adolescence, they are beginning to abstract.  They may have some future perspective, but they don’t always use it.Late adolescents, in contrast, have established abstract thought, and are future-oriented.



Cognitive development 
 Concrete to formal operational (late adolescence) 
 Future orientation 
 

Behavioral development 
 Other perspective, impact of behavior on self, others 
 Accepting responsibility, independent decisions 
 

 Identity development 
 Separation from parents--independent beliefs, values  
 Longer term goals for work, relationships, starting own 

family 

Arnett 1998, 2000, 2001, 2003; Crockett, 2000  

Emerging Adulthood 
Developmental Milestones 

Presenter
Presentation Notes
Simple, egocentric/self-focused, concrete thinking  formal operational, complex, other focusedExecutive functioning—frontal lobe—is developed late and is dependent  on the overall maturation to formal operationsUnderstand cause and effect, effect of actions on self, others, accepting responsibility for actions.Based on conceptualsystems theory, individuals progress from simple,concrete and self-centered thinking to morecomplex, abstract, and multi-perspective thought.At the early stages of maturity, they would notbe expected to recognize links between current behaviorsand future outcomes due to their motivationfor more egocentric needs. This link between currentthought processes and health-related behaviors hasbeen demonstrated in a study of adolescents with diabetes.Findings were that those with advanced levelsof cognitive social maturity were more likely toself-regulate their insulin dosage and achieve betterglycemic control (Ingersoll et al., 1992)Why is the pattern different for African Americans and Latinos?Analyses indicated that the difference can be explained by the relatively lowfamily SES of these two groups and their greater likelihood of becomingparents in their twenties. Growing up in a relatively low-SES family maymean having more family responsibilities in childhood and adolescencethan whites do (Fuligni, Tseng, and Lam, 1999; Phinney, 2000), which maycontribute to an earlier sense of having reached adulthood. The significanceof parenthood for reaching adulthood has been shown in previous studies(Arnett, 1998). Although reaching parenthood is rarely regarded as a necessaryrequirement for being considered an adult, young people who havebecome parents often state that for them personally, becoming a parentvaulted them suddenly and irrevocably into adulthood. For AfricanAmerican and Latino emerging adults, then, many of them feel that theyhave reached adulthood at an earlier age than most whites or AsianAmericans do, not because of cultural differences per se but because theymore frequently experience a low-SES family background and a relativelyearly entry into parenthood.The transition from adolescence to adulthood is not simply biological butalso social and cultural. Consequently, cultures may differ in the criteriathey consider to be most important in marking the transition to adulthood.In most of American society, there is no rite or event that signifies unambiguouslythat a young person has attained adult status. As the results ofCONCEPTIONS OF THE TRANSITION TO ADULTHOOD IN AMERICAN ETHNIC GROUPS 73this study show, chronological markers such as turning age eighteen ortwenty-one and transition events such as marriage or finishing educationdo not hold connotations of reaching adult status for most young people,either among whites or among African Americans, Latinos, and AsianAmericans. However, there does appear to be a widespread American consensuson what constitutes the transition to adulthood. High proportions ofyoung Americans, across ethnic groups, agree that the transition to adulthoodis defined mainly by individualistic transitions, balanced by criteriathat reflect concern for others.Although this view of the transition to adulthood applies across ethnicgroups, there are differences as well between whites and African Americans,Latinos, and Asian Americans. Most notably, young people in these ethnicminority groups are more likely to favor criteria for adulthood that reflectobligations to others. In the balance between individualistic criteria andother-oriented criteria for adulthood, the balance appears to be slightlymore toward other-oriented criteria among young people in ethnic minoritygroups than among whites. Young people in ethnic minority groupsappear to have a bicultural conception of the transition to adulthood, combiningthe individualistic transitions of the majority culture with a greateremphasis on obligations toward others drawn from the values of their ethnicminority cultures.



Secular Changes 
•More youth pursuing higher education 
 1940’s—14% post HS education vs  1990’s—60% 
Mixed paths of education, vocation, independent 

living 
 

•Age of marriage is increasing  
 1940-1950’s—20;  1990’s—25-29 

 

Increase in length of transition  
• Up to late 20’s, early 30’s. 

 

Social class differences in transition to 
adulthood   

 Source: U.S. Census Bureau , 1997 

Emerging Adulthood 18-29 

Presenter
Presentation Notes
Huge changes going on individually and at a population level for this population:  Lots of instability before settling down.  It is a period of exploration;   Over 95% of American adolescents aged 12-17live at home with one or more parents, over 98% are unmarried, fewer than 10% have had a child, and over 95%are enrolled in school (U.S. Bureau of the Census, 1997). By age 30, new demographic norms have been established:About 75% of 30-year-olds have married, about 75% have become parents, and fewer than 10% are enrolled in school(U.S. Bureau of the Census, 1997).These changes complicate the self management of chronic disease—give example of diabetes—reluctant to let potential mates know;  Wreak havoc with the insurance for this populationIn our time, it makes sense to define adolescence as ages 10-18. Young people in this age group have incommon that they live with their parents, are experiencing the physical changes of puberty, are attending secondaryschool, and are part of a school-based peer culture. None of this remains normative after age 18, which is why it is notadequate simply to call the late teens and early twenties late adolescence. Age 18 also marks a variety of legal transitions,such as being allowed to vote and sign legal documents.  Although some Sweeping demographic shifts have taken place overthe past half century that have made the late teens and early twenties not simply a brief period of transition into adultroles but a distinct period of the life course, characterized by change and exploration of possible life directions.Emerging adulthood, then, is not a universal period but a period that exists only in cultures that postpone theentry into adult roles and responsibilities until well past the late teens. Thus, emerging adulthood would be most likelyto be found in countries that are highly industrialized or postindustrial. Such countries require a high level of educationand training for entry into the information-based professions that are the most prestigious and lucrative, somany of their young people remain in school into their early twenties and midtwenties. Marriage and parenthoodare typically postponed until well after schooling has ended, which allows for a period of exploration of variousrelationships before marriage and for exploration of various jobs before taking on the responsibility of supporting achild financially. Table 1 shows the median ages of marriage in a range of highly industrialized countries, contrastedwith the median ages of marriage in selected developing countries.Limitations in educational and occupational opportunitiesalso influence the extent to which young people can experience their late teens and twenties as a volitionalperiod. The young woman who has a child outside of marriage at age 16 and spends her late teens and earlytwenties alternating between welfare and low-paying jobs has little chance for exploration of possible life directions,nor does the young man who drops out of school and spends most of his late teens and early twenties unemployedand looking unsuccessfully for a job (Cote & Allahar, 1996). Because opportunities tend to be less widelyavailable in minority cultures than in the majority culture in most industrialized countries, members of minority groupsmay be less likely to experience ages 18-25 as a period of independent exploration of possible life directions (Morch,1995). However, social class may be more important than ethnicity, with young people in the middle class or abovehaving more opportunities for the explorations of emerging adulthood than young people who are working class orbelow. Alternatively, it may be that explorations are not fewer in the working class but different, with more emphasison work explorations and less emphasis on education. These are possibilities to be investigated.Table 1Median Marriage Age of Women inSelected CountriesIndustrialized Developingcountries Age countries AgeUnited States 25.2 Egypt 21.9Canada 26.0 Morocco 22.3Germany 26.2 Ghana 21.1France 26.1 Nigeria 18.7Italy 25.8 India 20.0Japan 26.9 Indonesia 21.1Australia 26.0 Brazil 22.6Note. Data are from The World's Youth, by J. Noble, J. Cover, and M.Yanagishita, 1996, Washington, DC: Population Reference Bureau. Copyright1996 by the Population Reference Bureau. Reprinted with permission.



 
 

 
 Racial Disparities in Median Age at Death of Persons With Down Syndrome, 

MMWR 2001 / 50(22);463-5.    
   

Presenter
Presentation Notes
(maybe move this up to same area as the other examples of disease states)



High Risk Behaviors and  
Emerging Adulthood 

Presenter
Presentation Notes
such high rates of risk behavior? To some degree,  emerging adults' risk behaviors can be understood as part of their identity explorations, that is, as one reflection of the desire to obtain a wide range of experiences before settling down into the roles and responsibilities of adult life. One of the motivations consistently found to be related to participation in a variety of types of risk behavior is sensation seeking, which is the desire for novel and intense experiences(Arnett, 1994b). Emerging adults can pursue novel and intense experiences more freely than adolescents because they are less likely to be monitored by parents and can pursue them more freely than adults because they are less constrained by roles. After marriage, adults are constrained from taking part in risk behavior by the responsibilities of the marriage role, and once they have a child, they are constrained by the responsibilities of the parenting role. In one example of this, Bachman et al. (1996) used longitudinal data to show how substance use rises to a peak in the early twenties during the role hiatus of emerging adulthood, declines steeply and sharply following marriage, and declines further following the entry to parenthood. The responsibilities of these roles lead to lower ratesof risk behavior as emerging adulthood is succeeded by young adulthood.



Risk Taking in Adolescence 

 Males and females 16-20 are at least 2X as 
likely to be in auto accidents than 20-50.  
 

 Auto accidents are the leading cause of 
death among 15-to 20-year-olds 
 31% of those killed had been drinking. 

 

 40% of adult alcoholics report having their 
first drinking problems between 15 and 19. 

 
 
CDC, Surveillance Summaries, MMWR. 2008; Reyna & Farley. 

Psychological Science in the Public Interest. 2006 

Presenter
Presentation Notes
Both a marker AND a risk factor-early drinking.  Dose effect.



Factors Impacting HCT 

 Youth development & family support 
 

 Health insurance 
 

Availability of developmentally 
appropriate care by adult providers 
 

 Preparation by pediatricians 

Presenter
Presentation Notes
This remain a very large barrier to care Point out I am a primary care provider and not insurance expert but practical first hand knowledge to support this fact.



Inadequate Health Insurance 

 
 

 

Y/YA aging out of health care plans/services 
 Medicaid—18 
 SCHIP/KidCare—19 
 CMS--21 

Benefits in temporary jobs often limited 
Change in eligibility rules for SSI 
Cost barriers for families to keep youth on 

insurance 

 
 

Presenter
Presentation Notes
Youth/young adults ages 18-21 are a time when many lose access to health insurance Particularly problematic for individuals whose health conditions prevent them from working full time and getting employee-sponsored insurance, or 18 year olds who are reapplying for SSI (which gives them access to Medicaid); adult SSI criteria are much more restricitve 



Insurance Status ages 13-32 

Adams SH, et. al.  Pediatrics 2007;119;e1033-e1039 

Presenter
Presentation Notes
This lull in insurance coverage also takes a while to recover.Insurance coverage drops in early twenties and doesn’t pick back up until early 30’s



Y/YA with Disabilities  
Often Lack Health Insurance 

Callahan and Cooper, Pediatrics. 2007:119;1175 

Presenter
Presentation Notes
Misperception that people with disabilities are more likely to have health insurance. Insurance status among Y/YA is about the same for w/disability and no disability – big difference in type of insurance (private vs public). Also point out that often the quality of insurance impacts the primary care provider.  (rejections/paperwork etc)



Affordable Care Act  
Impact on Y/YA  

  Effective in 2010:  
 

 Young adults up to age 26 can enroll in parents’ private insurance 
plan, regardless of marital status or living situation, if they aren’t 
eligible for any other employer-sponsored plan 

 2.5 million more YA on parents’ plan since 2010  
 

 Effective in 2014:   
 

 Extends Medicaid coverage up to age 26 to foster care children  
 Expands Medicaid eligibility to all legal residents up to 133% FPL 
 Increase Medicaid reimbursements for some PCPs to Medicare level 
 Creates state-based health insurance Exchanges to provide more 

private options  
 Pre-existing conditions covered  

Collins, S., and Nicholson, J. Rite of Passage. The Commonwealth Fund, May 2010, Vol. 87. Access at 
www.floridahats.org/wp-content/uploads/2010/03/CommonwealthFund_rite-of-passage.pdf 

Presenter
Presentation Notes
Point out that because of the increased coverage there is and will continue to be a large increase in this age group seeing adult care providers.Hopefully improved reimbursements for PCP will help to overcome these barriers.

http://www.floridahats.org/wp-content/uploads/2010/03/CommonwealthFund_rite-of-passage.pdf


Factors Impacting HCT 

 Youth development & Family Support 
 

 Health insurance 
 

Availability of developmentally 
appropriate care by adult providers 
 

 Preparation by pediatricians 
 

 

Presenter
Presentation Notes
Improving the availability and training for adult providers.



Pediatric versus Adult Care 

 Pediatric Care 
 Relational 
 Developmental 
 Family Centered—             

1 to many  
 Social support/ 

nurturing  
 Specialty focused or 

Interdisciplinary 
(care coordination) 
 

 Adult Care 
 Cognitive 
 Static/declining 

function 
 Patient Centered--          

1:1 communication 
 Knowledge = 

Empowerment 
 Primary Care focused 

or Multidisciplinary 

Rosen D.  J Adolesc Health  1995;17:10 

Presenter
Presentation Notes
First step is for adult care providers to understand dif in systems and why the pts may act or behave differently as dr. straube already pointed out.



 

Peter N.  Pediatrics.  2009; 123;417 

 
  Internists Receptivity of YSHCN 

        1                   4  
doesn’t impact care        impacts care greatly 
 
 

N= 67 

  Lack of training in congenital and childhood    
  chronic illnesses 
 
  Difficulty caring for patients with CP, intellectual  
  disabilities if parents don’t stay involved 
 
   Patients often need superspecialists—hard to  
   access—e.g., cardiologist with experience in adult  
   congenital heart disease 
 
  Difficulty meeting psychosocial needs of YSHCN 
 
  Lack of training in adolescent medicine,  
  adolescent development/behavior 
 
  Difficult to face disability and end-of-life issues at  
  such an early age 
 
Peter et al. Pediatrics 2009;123; 417 

2.86 
 
 

2.86 
 
 

2.77 
 
 
 

2.77 
 

2.63 
 
 

2.63 

Presenter
Presentation Notes
Points out some concerns most IM docs have in the care for this age group. Top 6 factors that impact IM care when receiving YSCHN in practice. (Lack of training/ Lack of specialist support)



Comfort of Adult Providers: 2008 NH Survey  

Special Medical Services, NH Department of Health and Human Services;  
www.wadsworth.org/newborn/nymac/docs/survey_AdultHealthCareProviders.pdf 

Presenter
Presentation Notes
uncomfortable caring for patients with childhood onset conditions that they may not have seen in training.



 
Availability of Adult Providers 

  
 Trained in pediatric onset conditions 

 Primary care 
 Specialty care 

 

 Willing to take primary responsibility for care 
 

 Support ongoing transition process 
 

 Provide developmentally appropriate services 
for youth and family 

 

Presenter
Presentation Notes
Lack of training in both primary care and specialty care.  Lack of exposure to the YSHCNLack of familiarity with the overall issue of transitional careMassive wave of YSHCN that will need to be met by  adult primary care providers



Deliver Care to 
Young Adults 
with Pediatric-
Onset Special 
Needs 

Cancer 
Survivors 

Visual Structure of Transitional Care Curriculum  

 
 

 
  

 
 
  

Autism 

Congenital 
Heart 

Disease 

Adolescent 
Maturity 

Down 
Syndrome 

Cerebral 
Palsy 

Sickle Cell 
Disease 

Adult ADHD 

Cystic 
Fibrosis 

Spina 
Bifida 

Presenter
Presentation Notes
Each unit demonstrates a common disease state with which adult care providers may be unfamiliar due to their categorical adult care training.  Each subunit to cover topics on for delivery of preventive care, acute care and chronic disease management issues.  Independent UnitsPilot Unit is DS



Factors Impacting HCT 

 Youth development & Family Support 
 

 Health insurance 
 

Availability of developmentally 
appropriate care by adult providers 
 

 Preparation by pediatricians 
 

 

Presenter
Presentation Notes
(point out our goals as pediatricians and new guidelines from joint consensus in particular that the ACP supports them but overall would be more brief in respect to those aspects that are directed only to pediatricians)



Presenter
Presentation Notes
Pediatricians aren’t doing a very good job with preparation and transfer….(Not sure how the plan goes with this slide, maybe point out a few issues like “assist in preparing portable medical records” and what pedi is doing here?)



Manage their own health  
 Disease self-management 
 Prevention, substance use, safety, sexuality 

Appropriately access adult primary care, 
specialists, therapies, equipment, supplies, etc.  
Access to adequate and continuous health 

insurance 
Implement education and vocational goals 

 
 

Scal et. al. Pediatrics 2002 
Lotstein DS, et. al  J Adol Med.  2008;43:23-29 

Goals for Transition 



National Coordinating Centre for NHS Service Delivery and Organisation 
Research and Development (NCCSDO); www.sdo.lshtm.ac.uk 
 

Integrated Model of Health Care 
Transition 

Youth 

Parent/Family 

Presenter
Presentation Notes
Role of parents/caregivers decrease, role/responsibility of Y/YA increase – the curve will be impacted by developmental abilities. Linkages established between peds and adult docs, both ways; adult docs can consult with peds on specific issues  

http://www.sdo.lshtm.ac.uk/


AAP/ACP/AAFP  
Transitions Clinical Report 

 Published in Pediatrics, July 2011 
 

 Provides framework for developmentally 
appropriate transition services:  

 

 For all youth 
 

 Enhanced planning activities for YSHCN  
 

 Move from pediatric to adult model of care 
at age 18, even if there is no transfer  

   (e.g., Med Peds practice) 
 

  Within context of a medical home 
 

Presenter
Presentation Notes
(add that this is ACP, and AAFP supported consensus)



Presenter
Presentation Notes
(Very busy slide, I guess pointing out the plan is now laid out?, What role to adult care providers have here?, maybe discuss that?)



 Incorporate new clinical care guidelines 
in training Peds and Med/Peds residents  
 

 

 Develop an education intervention that 
utilizes EHR as an experiential teaching 
tool  

 
 

USF Peds and Med Peds Residents  
HCT Training Pilot  



 Pilot started Summer 2012                
 

 Introductory  PPT and video  
 

 EHR prompts in Allscripts and Epic 
 

• Continuity clinics – 17 Davis, HealthPark,                                        
STC (Med-Peds)  

 

• Adapted from AAP Medical Home templates,  
Children’s Hospital Boston  

 

• Age-appropriate;  well child visits 
 

• Accompanying patient handouts  
 
 

 Modified GAPS, Bright Futures materials   

Program Components   



Florida’s clearinghouse for 
health care transition information  

at  www.FloridaHATS.org 

http://www.floridahats.org/


FloridaHATS  

 Program established in 2009  
 

 Positioned in the Department of 
Health, Children’s Medical Services 
(state Title V program)   
 

Administered by USF Peds 
 

 Implement a state HCT plan  
 

Presenter
Presentation Notes
(Introduce as a likely source of support for the adult care provider, also contacts for help and training in the future maybe)



www.FloridaHATS.org 

http://www.floridahats.org/




FloridaHATS   

 

 Health Services Directory for                 
Young Adults  
 

 Search online by location, or  
 

 Type of service 





Adapted Bright Futures  
Patient Handout 

Guardianship  

Insurance  

Resources   www.FloridaHATS.org 
www.Project10.org 
www.GotTransition.org 
www.RehabWorks.org 
www.211AtYourFingertips.org 
  
 

Links:   

http://www.floridahats.org/
http://www.project10.org/
http://www.gottransition.org/
http://www.rehabworks.org/
http://www.211atyourfingertipes.org/


Transition 2 Go  



FloridaHATS  

 Regional HCT coalitions in Hillsborough 
County, NE Florida,  Panhandle area;  South 
Florida and Orlando in the planning stage  

 

 

 Public health strategic planning process 
(MAPP) 
 

 Workgroup updates posted regularly on 
www.FloridaHATS.org  (under “Regional 
Coalitions”)  

 
 

 
 

http://www.floridahats.org/


What You Can Do 
 Be willing to accept Y/YA as patients   

 
 Encourage self-determination and independence in 

managing care among Y/YA  
 

 Fill prescriptions, take medication, schedule appointments, 
decision-making, etc  

 
 Encourage Y/YA to maintain an up-to-date health 

summary that is portable and accessible 
 

 Identify and help Y/YA access adult specialty care 
providers 
 

 Help Y/YA identify &  access adult health insurance 
 

 Assist with links to adult social/support services  



Presenter
Presentation Notes
(funny, maybe point out they check in to adult care providers)
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