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Presentation Learning Objectives 

After this presentation, you will be able to: 
• Discuss the background need and national context for 

Health Care Transition from Pediatric to Adult Health 
Care 

• Review the AAP/AAFP/ACP Clinical Report and the Six 
Core Elements of Health Care Transition through the 
lens of a pediatric practice transitioning youth to an 
Adult Practice 

• Discuss the resources available at 
Gottransition.org and the current national 
activitives of the Got Transition   
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Background Need for Transition Improvements 
• There are an estimated 18 million adolescents, ages 18-21, about ¼ of 

whom have chronic conditions; many more millions if you count those 
12-26, the population affected by transition from pediatric to adult 
care. All Adolescents need to transition to adult-centered care 

• Emerging young adults (ages 18-25): 
–  fare worse than adolescents (ages 12-17) or young adults (ages 26-35). 
– have the highest use of ER among those younger than age 75  
– most likely to report no health care visits in last 12 months even with the ACA 

changes in health insurance.  
• Without transition support, data show health is diminished, quality of 

care is compromised, and health care costs are increased* 
• Majority of youth and families are ill-prepared for this change. 
• Surveys of health care providers consistently show they lack a 

systematic way to support youth, families, and young adults in 
transition from pediatric to adult health care 

                                                              *Prior et. al. Pediatrics 134:1213 2014 
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National Context for Transition 

• ACA: Insurance expansions for young adults, 
transition an essential health home service  

• NCQA medical home standards on transition  
(plan of care, self-care support, transfer of  
medical records) 

• Healthy People 2020 goals 
• Title V new Transition Performance Measure 
• CMS/CMMI focus on transition from hospital  

to home 
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California High Speed Rail Authority (Public Domain) 
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 State of Health Care Transition from Pediatric to 
Adult Health Care Approaches  

NOAA Historic Coast & Geodetic Survey Collection (Public Domain) 
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What to do? Where to start? 

Photo: Jon Candy  (CC BY-SA 2.0) 
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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 adult approach to 
care/transfer of care to adult 
medical home and adult specialists 

“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 and parents for adult 
approach to care and 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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HCT Quality Improvement:  
Six Core Elements of Health Care Transition  

• Original Six Core Elements, developed in 2011, as QI strategy 
based on AAP/AAFP/ACP Clinical Report with set of sample 
tools and transition index. 

• HCT Learning Collaboratives (with primary and specialty care 
practices) 
– Conducted between 2010-2012 in DC, Boston, Denver, 

New Hampshire, Minnesota, Wisconsin 
– Used well-tested Learning Collaborative methodology from 

the National Initiative for Children’s Healthcare Quality 
and pioneered by Institute for Healthcare Improvement 

– Demonstrated Six Core Elements and tools feasible to use 
in clinical settings and resulted in quality improvements in 
transition process*  

  * McManus et al. Journal of Adol Health 56:73 2014 
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Models of Care Transfer 
Pediatric diseases where there are both pediatric and Adult 

subspecialty providers available e.g. pediatric rheumatology  

 Pediatric    Adult Medicine 
 Primary Care                 Primary Care 
 
 Subspecialty Care         Subspecialty Care 
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Models of Care Transfer 
Pediatric diseases where there are few adult subspecialty 

providers available  e.g. congenital heart disease 

 Pediatric    Adult Medicine 
 Primary Care                 Primary Care 
 
 Subspecialty Care         Subspecialty Care 
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Models of Care Transfer 
Pediatric Disease where adult primary care manages some of 

pediatric subspecialty e.g. pediatric type II diabetes, Pediatric leukemia  

 Pediatric    Adult Medicine 
 Primary Care                 Primary Care 
 
 Subspecialty Care         Subspecialty Care 
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Six Core Elements of Transition 2.0 

• Discuss 
Transition 
Policy 

AGE 12-14 

• Track 
progress 

AGES 14-15-16-
17-18 • Assess skills 

AGES 14-15-16-
17-18 

• Develop 
transition 
plan 

AGES 14-15-16-
17-18 • Transfer 

documents 

AGE 18-21 

• Confirm 
completion 

3-6 months 
after transfer 

1 

Transition 
Policy 

2 

Transition 
Tracking 

and 
Monitoring 

3 

Transition 
Readiness 

4 

Transition 
Planning 

5 

Transfer 
of Care 

6 

Transition 
Completion 
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A further look… 
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Transition Policy 

• Distinctive policy examples in the 3 packages 
• Emphasis on adult approach to care and legal 

changes at age 18, including options for    
supported decision-making 

• Clarity about support offered by practice and ages 
and expectation for transfer 

• This core element was particularly welcomed by 
families and youth 

S I X  C O R E  E L E M E N T S  1 2 3 4 5 6 
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 Transition Policy 
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Transition Policy: Benefits 

• Building consensus 
• Addressing fairness 
• Meeting expectations of young adults 
• Allowing for planning and systematic processes  
• Young adults who reviewed the pilot policy said they were 

grateful for the information  
• Now everyone understands 

(young adults/parents/providers): 
– What is expected in an adult model of care or a new adult 

practice 
– Confidentiality and consent 

 
 

S I X  C O R E  E L E M E N T S  1 2 3 4 5 6 

Why is it important? 
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Tracking and Monitoring 

• Support the practice to focus on initial QI for a  
pilot population  

• Distinctive tracking issues in 3 packages 
• Tools available for those with and without electronic 

health records for tracking documentation options  
• Individual Transition Flow Sheet for use in paper chart 

or EHR 
• Registry set up as an Excel file 

 

S I X  C O R E  E L E M E N T S  1 2 3 4 5 6 
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Transition Readiness 
• Literacy level (Grade 5.7) 
• Validated questions on 

importance 
and confidence 

• Youth/Young adults and 
caregivers appreciate 
reviewing/learning what 
general skills are needed 
to be successful in an 
adult practice 
 

S I X  C O R E  E L E M E N T S  1 2 3 4 5 6 
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S I X  C O R E  E L E M E N T S  1 2 3 4 5 6 
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Transition Readiness  

PEDIATRIC COMPONENT   
• Assess readiness for an adult approach to care with 

transition skill readiness assessments several times 
during the transition process 

• Locate adult practices interested in collaborating 
/receiving prepared youth/young adults  

• Ask the Adult practice to create and share their practice 
policy emphasizing the Confidentiality and Consent 
components (modified if decision making support is 
needed) and welcome and orientation materials with the 
pediatric practice   
 

S I X  C O R E  E L E M E N T S  1 2 3 4 5 6 
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Transition Planning 
• Make sure the Y/YA HCT Plan of care incorporates health into young 

adult’s overall priorities (key issue for the GT young adult review 
panel)  

• Develop combined medical summary and emergency care plan – 
pay special attention to the section where you can state what is 
special about this youth to assist the next provider in engaging the 
youth in a new health care relationship 

• Share Medical Summary, ECP and HCT Plan of Care with 
youth/young adult so they have a copy to share when needed 

• Youth with intellectual challenges (if needed): 
– Review supported decision making plan 
– Understand their unique communication needs 

 

S I X  C O R E  E L E M E N T S  1 2 3 4 5 6 
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Plan of Care Template 
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Transfer of Care  

Transfer letter to the 
new adult provider 
with: 
• Appropriate documentation 
• Statement that the youth’s 

care is covered by your 
practice until first visit 

• Offer to be a consultant as 
needed 

 
 

Your practice responsibility when transferring to a new adult 
provider 

S I X  C O R E  E L E M E N T S  1 2 3 4 5 6 

 Readiness assessment 
 Medical summary and emergency care 

plan 
 Plan of care & decision support 

documents 
 Condition fact sheet, if needed 
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1 

Transfer of Care to Initial Adult Practice Visit 

Suggestions on what youth 
prefer from their provider 
prior to and during initial visit 
• Pre-visit contact recommended 
• At first 2 visits, discussion about: 

Adult practice responsibility when accepting a Y/YA into their 
practice 

S I X  C O R E  E L E M E N T S  1 2 3 4 5 6 

 Discuss transfer concerns/orientation to 
adult care/practice  

 Discuss young adult’s partnership with 
adult provider (privacy and 
confidentiality) and best approach to 
communication (phone, text, email) 

 Decision making support (if needed) or 
review legal documents provided 
(guardianship)  

 Review medical summary and update 
emergency care plan with young adult. 

  Review transition readiness 
assessment/administer self-care 
assessment and review and update plan 
of care 
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Transfer Completion  
• Transition feedback surveys 
• Learn how the integration into 

the adult practice is going 
• Several questions adapted from 

new questions under 
development for National Survey 
of Children’s Health and AHRQ 
survey on transition 

• Asking for feedback can build a 
bond between the young adult 
and the new practice so they will 
return to the new adult provider 
 

S I X  C O R E  E L E M E N T S  1 2 3 4 5 6 
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Transfer Completion  

Follow up responsibilities of provider: 
• Confirm transfer completion with next 

provider 
• Reach out and offer consultation with next 

provider as needed 
• Build ongoing collaborative relationship with 

adult primary and specialty care providers 
• Have a list of adult specialty providers willing 

to care for young adults as needed 

S I X  C O R E  E L E M E N T S  1 2 3 4 5 6 
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Photo by Ovidiu Maris  
Used under Creative Commons License (CC BY-NC 2.0) 

Measurement Options 
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Measurement Options 

• Qualitative self-assessment tool modeled after 
index 

• Provides a snapshot of where practice is in 
implementing transition processes 

• New questions on consumer feedback and 
leadership   

1 Initial Health Care Transition Assessment 
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Measurement Options 

• Objective scoring method with documentation 
requirements 

• Measures implementation of Six Core Elements, 
consumer feedback and leadership, and 
dissemination  

• Intended to be conducted at start of QI initiative 
as baseline measure and repeated to assess 
progress 

2 Health Care Transition Process Measurement Tool 
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Measurement Tool: Policy Example 
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Photo by Ovidiu Maris  
Used under Creative Commons License (CC BY-NC 2.0) 

Additional Resources 
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New Got Transition Center for HCT 
Improvement Goals: 2014-2018 

1. Build on Transition Quality Improvement work 
and disseminate to larger populations and 
practices 

2. Transition education and training 
3. Young adult and family engagement 
4. Transition policy interventions 
5. Transition information dissemination 
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Integrated Care Systems working with Got Transition 
on HCT QI 

 Partnership in implementing 
and evaluating new Six Core 
Elements packages  

 Pediatric and adult provider 
(includes Med-Peds and Family 
Medicine) teams participating  

 Coaching support to networks 
by Got Transition   

 Goal: to learn about 
dissemination of transition QI 
and ROI 

Cleveland Clinics 
Primary Care 

Health Partners (MN) 
Primary Care 

Henry Ford Health System 
(MI) 
Primary Care 

Kaiser Northern California 
Primary Care 

University of Rochester 
Specialty Care 

Walter Reed National 
Military Medical Center (MD) 
Specialty Care 
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Examples of Got Transition’s National Efforts 
• ACP Council on Subspecialty Societies and GT 

Transition Project:  
– 11 subspecialty societies signed up to (at a minimum) customize three 

of the Six Core Elements tools, Readiness and Self Care Assessment 
and Medical Summary, for several of their diseases  

– SGIM/SAHM customizing for youth with ID.DD and Physical Disability 
– Products will be reviewed by AAP 
– ACP will launch all the specialty Societies’ tools at the IM meeting in 

5/2016 

• Updating the 2011 Clinical Report for 
AAP/AAFP/ACP 

• Support States Title V Maternal and Child Health 
programs on statewide HCT efforts who have 
chosen transition as one of their focuses for their 
block grant 
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Examples of Got Transition’s National Efforts 

• Develop HCT payment strategies 
• Building Young Adult/Family/nursing leaders 

for HCT   
• Tip Sheets available at Gottransition.org 

– Starting a Transition Improvement Process 
– Coding and Reimbursement Strategies 
– Incorporating Transition into EPIC HER 
– Integrating Young Adults with Intellectual and 

Developmental Disabilities into Your Practice: Tips 
for Adult Health Care Providers 
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Website: www.gottransition.org 
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Presentation Learning Objectives 

After this presentation, you will be able to: 
• Discuss the background need and national context for 

Health Care Transition from Pediatric to Adult Health 
Care 

• Review the AAP/AAFP/ACP Clinical Report and the Six 
Core Elements of Health Care Transition through the 
lens of a pediatric practice transitioning youth to an 
Adult Practice 

• Discuss the resources available at 
Gottransition.org and the current national 
activities of the Got Transition   
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Thank You and Questions 

@gottransition2 

HealthCareTransition 

pwhite@thenationalalliance.or
g 
Please provide us with your contact 
information so that we can add you to our 
mailing list. 

Photo by Daniel James  
Used under Creative Commons License (CC BY-NC-SA 2.0) 

gottransition.org 
See link to new Transition CME sponsored by 
HSCSN, download the Six Core Element 2.0 
packages and start making HCT quality 
improvements in your practice 
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