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Six Core Elements



Health Care Transition

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

and effectively use health services
To ensure an organized clinical process in  pediatric and adult practices to 

facilitate transition preparation, transfer of  care and integration into adult-
centered care

TRANSITION ≠ TRANSFER 
Transition is an explicit process and includes:
 Planning
Transfer
 Integration into adult health care
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Why Do Adolescents Need a Structured 
Health Care Transition Process?  

6

Evidence of  need for transition services
 2016-17 National Survey of  Children’s Health shows that, nationally, only 

16.5% of  youth with special health care needs, and 14.2% without special 
health care needs, received the services necessary to make transitions to 
adult care 

 Florida is below national average: 7.5% of  youth with special health care needs, 
and 7.0% without special health care needs, received the necessary services 

Evidence of  improved outcomes with a structured approach
 Evaluation studies indicate improvement in population health (adherence to 

care, perceived health and quality of  life, self-care); increased patient and family 
satisfaction; decreased barriers to care; improved utilization of  ambulatory care 
in adult settings; reduced hospitalizations

* 2016 National Survey of  Children's Health, http://childhealthdata.org
Gabriel et al. J Pediatr  2017Sep;188:263-269

http://childhealthdata.org/


AAP/AAFP/ACP Clinical Report
on Health Care Transition* 

 In 2011, Clinical Report on Transition 
published as joint policy by 
AAP/AAFP/ACP 

 Targets all youth, beginning at age 12  
 Algorithmic structure with:
 Branching for youth with special health 

care needs
 Application to primary and specialty 

practices 
 Extends through transfer of  care to 

adult medical home and adult 
specialists

 CR reaffirmed by AAP /AAFP/ACP 
in 2018 *Supporting the Health Care Transition from Adolescence to 

Adulthood in the Medical Home(Pediatrics, July 2011)   

Age
12

Youth and family aware of  transition 
policy

Age
14 Health care transition planning initiated

Age
16

Preparation of  youth/parents for adult 
approach to care; discussion of  preferences 
and timing for transfer to adult health care

Age
18 Transition to adult approach to care 

Age
18-22

Transfer of  care to adult medical home 
and specialists with transfer package
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Six Core Elements Approach to 
Health Care Transition

Discuss 
Transition 

Policy

Ages 12-14

Track 
progress

Ages 14-18

Assess 
skills 

annually

Ages 14-18

Develop transition 
plan, including 

medical summary

Ages 14-18
•Transfer to 
adult–centered 
care
•Integration into 
adult practice

Ages 18-21

•Confirm transfer 
completion
•Elicit consumer 
feedback

Ages 18-26
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Completion

and
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Care
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Six Core Elements Packages 
See www.gottransition.org

Transitioning Youth to
Adult Health Care Providers

(Pediatric, Family Medicine and Med-Peds Providers)

Transitioning to an Adult Approach to
Health Care Without Changing Providers

(Family Medicine and Med-Peds Providers)

Integrating Young Adults
into Adult Health Care

(Internal Medicine, Family Medicine and Med-Peds Providers)
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http://www.gottransition.org/


Provider Assessment Tools 
10

https://www.gottransition.org/providers/leaving-measure.cfm
*Tools also available in Spanish

https://www.gottransition.org/providers/leaving-measure.cfm


Current Level Self-Assessment
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Current Level Self-Assessment
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QI Process Measurement Tool
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QI Process Measurement Tool
14



QI Process Measurement Tool
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Provider Communication Strategies
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Target practices include primary and specialty care, 
pediatric and adult providers – with a focus on pediatric 
providers 

Emphasize the role of  CMS/Title V staff  in supporting 
transition activities and as a resource for practices 

Reach out to nursing staff  and office managers 
Serve as link to provider 

Request time for face-to-face meeting 
Explore presentation to practice groups, such as regularly 

scheduled nurse and/office staff  meetings
Keep presentation short and concise



Provider Follow-Up Strategies 
17

Document notes on provider outreach activities, e.g., 
difficulties, challenges, feedback from practices, what 
worked well 

Follow up with practice contact after initial 
communication to answer questions, provide further 
assistance, check on progress

 Identify additional support that would be helpful from  
Dr. Hess or Central Office 
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Core Element #2: 
Tracking and Monitoring

Source: Got Transition’s Title V Care Coordination initiative Webinar Series,
www.youtube.com/watch?v=77wy0nXHi6g&feature=youtu.be; see presentation handouts

http://www.youtube.com/watch?v=77wy0nXHi6g&feature=youtu.be


Tracking and Monitoring 

Purpose
Facilitate systematic data collection to improve quality at 

individual and population levels 
Content
Demographic and diagnostic/complexity data
Date of  receipt of  each core element (e.g., policy shared, 

readiness assessment administered, etc.) 
Format
Paper checklist
Excel spreadsheet
EHR/EMR
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Sample Flow Sheet
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Sample Registry
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Challenges

What information should be tracked? 
For example: name, DOB, diagnosis, complexity, date of  receipt 

of  each core element. Others? 

What options are available to track and trigger use of  
core elements? 
 Build in reminders/flags in paper or electronic patient files 

(e.g., color coding for patients who are due for readiness 
assessment)  
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Example:  Parent Navigator Program                                  
at Goldberg Center, D.C. 
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Example:  Parent Navigator Program                                  
at Goldberg Center, D.C. 
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Transition Readiness

Source: Got Transition’s Title V Care Coordination initiative Webinar Series,
www.youtube.com/watch?v=77wy0nXHi6g&feature=youtu.be; see presentation handouts

http://www.youtube.com/watch?v=77wy0nXHi6g&feature=youtu.be
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Where’s this all heading? 



Readiness Assessment 

Purpose
 Assess youth’s skills to manage health/health care in the adult approach 

to care 
Content
Ranks importance of  changing to adult provider before age 22
Ranks confidence about ability to change to an adult provider
Assesses self-care skills related to own health and using health care service

Use
Completed several times during the transition process
Used as a discussion tool to plan skill-building education
Can be customized to meet the needs of  a specific patient population 
Does not predict transition success
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Assessments for Youth and Caregivers

www.floridahats.org/for-health-care-practitioners/
www.gottransition.org/providers/leaving.cfm

http://www.floridahats.org/for-health-care-practitioners/
http://www.gottransition.org/providers/leaving.cfm


Strategies for Youth Uptake of  Health Information

Majority of  youth/young adults have a cell phone
Add health information to their phone, e.g., diagnosis, 

allergies, medication, who to contact in emergency 
Accessible without a passcode for access (EMR, others)
See presentation handout

Facilitates their ability to communicate/keep track of  key 
health information

Utilize health apps for iphones
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ACP’s Adapted Toolkit for Specific Conditions
30

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

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


Readiness Assessment for Youth with IDD
31



Challenges

What skills about health and health care are important 
for specific patient populations to know? 

How can youth and family/caregiver involvement and 
feedback on the assessment be obtained? 

When should transition readiness be assessed?
Will youth and parents complete the assessment on their 

own or will a coordinator administer it? 
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Example:  Parent Navigator Program                                  
at Goldberg Center, D.C. 
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Example:  Parent Navigator Program                                  
at Goldberg Center, D.C. 
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Example:  Parent Navigator Program                                  
at Goldberg Center, D.C. 
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New AMCHP Transition Toolkit
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NPM 12 Toolkit

https://create.piktochart.com/output/34444572-npm-12-implementation-toolkit

https://create.piktochart.com/output/34444572-npm-12-implementation-toolkit
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NPM 12 Toolkit

https://create.piktochart.com/output/34444572-npm-12-implementation-toolkit

https://create.piktochart.com/output/34444572-npm-12-implementation-toolkit
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NPM 12 Toolkit: Care Coordination

https://create.piktochart.com/output/37458448-npm-12_care-coordination

https://create.piktochart.com/output/37458448-npm-12_care-coordination
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