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Health Care Transition
• A purposeful, planned movement of adolescents and young adults from 

a pediatric primary care physician to an adult physician
• The goals of health care transition are to improve the ability of youth and 

young adults to manage their own health care and effectively use health 
services.

• Clinicians are uniquely positioned to assist adolescents and young 
adults with preparation efforts. 

Preparation to leave 
pediatric health care

Integration into adult 
health care



• Helping teens develop self-care skills
• Fostering effective communication by assisting 

adolescents in learning to explain health care needs to 
the clinician without the presence of a parent or 
caregiver

• Encouraging adolescents to build skills that will help 
with managing their health

• Taking responsibility for scheduling appointments
• Knowing their medications and taking them on their 

own
• Educating on health care privacy that changes at age 

18
• Care coordination between pediatric and adult 

clinicians

Adolescent Transition Involves:



Barriers for the patient and family
• Fear of a new healthcare system or office
• Not wanting to leave their current physician/office
• Anxiety of not knowing the adult doctor, the office or the logistics of 

transferring practices (scheduling, finding out if the office takes their 
insurance or is accepting new patients)

• Difficulty in finding adult clinicians that have an understanding of 
chronic illnesses of pediatric onset

• Not having seen clinicians alone, without a parent present
• Lack of coordination/transfer of medical records from pediatric to 

adult office



Barriers for the Pediatrician/Office staff
• Lack of communication, coordination, guidelines between pediatric and adult offices

• Lack of time and reimbursements

• Lack of patient knowledge and engagement-young adults with lack of knowledge of their 
medical history and disease treatment

• Young adults' dependency on parents or guardians

• Young adults' lack of self-advocacy, decision making skills and self-help skills

• Concerns regarding loss of strong relationship with previous clinician

• Pediatricians lack of confidence in adult care for patients with disabilities

• Parents reluctance to relinquish responsibility

• Parents unaware of changes in healthcare privacy



Local Problem:
• Growing adolescent patient cohort 

that had reached an age of maturity
• No logistical approach to transition 

patients to an adult medical home 
• No process in place to include 

transition preparation efforts
• No systematic method of assessing 

transition readiness or planning for 
the transfer of care

• 600 patients over 21 years of age that 
have not been transitioned to an adult 
medical home 

National 
Problem

85.4% fail to 
receive the 

necessary services 
for transition to 

adult health care

An estimated 
750,000 will 
transfer from 

pediatric to adult-
centered health 

care systems each 
year 

Lack of structured 
transition 

interventions 
=Adverse effects 

in health

Time constraints, 
lack of knowledge 

=  < 15% 
pediatricians  

provide transition 
education 
materials 



• Institute of Medicine (IOM) Report state of health of young adults (2015): 
Ø“unhealthy” given the risky behaviors that peak in this age group
Ø onset of mental health disorders, self-harm, substance abuse, STD’s 

• Poor transition planning = potential risk for care fragmentation, treatment noncompliance,  ↑ morbidity & mortality

• Lack of structured HCT interventions are associated with adverse effects in terms of medical complications, limitations 
in health & well-being, problems with treatment & medication adherence, discontinuity of care, patient 
dissatisfaction, higher emergency depart & hospital use, & higher costs of care“

• In 2010,  CDC issued Healthy People 2020 included a goal to increase the proportion of adolescents & young adults 
with special health care needs to receive discussions regarding health care transition from the health care provider, 
aiming to reach 45.3% by the year 2020

• Lack of time, resources, physician training, barriers to care coordination, and lack of validated measures are among 
the cited barriers to assess transition readiness among pediatric transition programs

National Problem (continued)



• Clinic-wide transition model

• Enables a successful, seamless transition from pediatric to adult care

• Flexible for various patient populations

• Framework that offers a specific timeline encompassing 6 practice-based steps

• Age-based algorithmic protocol

• Defines the essential components of the health care transition process, & set the stage for the 
current HCT quality improvement process called, The Six Core Elements of Health Care 
Transition

Idealized Pediatric System 
Health Care Transition 

Activities

Transition 
Policy

Tracking & 
Monitoring

Readiness

Planning

Transfer of 
Care

Completion

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

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






Framework to improve structural outcomes and encourage regular measurements for tests of change 



Plan  for Improvement
1. Getting Started: 
• Implement QI strategies
• Focused on adolescents not receiving transition preparation that they should
• Identified challenges with the number of adolescents that are not receiving 
transition readiness screening. 
ØProblem Statement: 

§ Missing formalized practice-wide approach to the transition patients to 
the adult care system

§ Needed a systematic method of assessing transition readiness & 
planning for the transfer of care



2. Assemble the Team
• Transition Task Force: stakeholders: physician, project 
manager, office manager, nurse manager, pediatrician, billing 
& coding manager, referral care coordinator & IT specialist 

• Met regularly (Weekly/biweekly):  Focused on identified key 
issues 
•Guided the project’s development

ØAim Statement: 
§ Standardize the HCT process to patients ≥ 14 years of 

age by February 2019
§ 30% of well-child visit electronic health records for 

adolescents that are 14 years of age and older will have 
a transition readiness assessment screening tool 
documented in their preventive visit. 



Team Member Role 
Physician 
Team leader 
 

● Establishes and strengthens links between pediatric and adult health systems 
● Advises on routine adolescent/young adult health needs 
● Assists with medical condition co-management as needed during the period of transfer 
● Assesses patients‘ home care needs 
● Counsels families around advanced directives and shared decision-making 

Advanced 
Practice 
Clinician 

● Assess unmet medical needs during transition phases & at the time of transfer 
● With the physician, may provide medical condition co-management as needed during 

the period of transfer 

Nursing  ● Assesses patients‘ readiness to transition to adult care 
● Ensure proper tracking of transition planning by documenting transition efforts in EHR. 
● Educates patients around disease self-management ad self-care 
● Assists patients with knowledge deficits (I.e. provide teaching moments with patients 

that need additional guidance with health care self-management. Such as demonstrating 
how to use inhaler properly, how to take medications, etc.).  

Referral 
Department 

● Provider/Patient/family advisor on transition related resources 
● Provides referrals to adult PCP‘s, Specialist, community mental health services, and 

other community resources. 
● Assists families with guardianship applications 
● Provides resources for advanced directives and shared decision-making 
● Maintains resource directories 
● Establishes and strengthens links between pediatric and adult healthcare systems 

Front Desk 
Staff 

● First point of contact that provides patient & caregivers transition planning information 
● Responsible for providing the necessary forms/resources for transition preparedness 
● Assist patients & caregivers navigate the transition readiness screening tool 

Management ● Manages the day-to-day business affairs of the team 
● Technology Consultants:  works with the team to develop EHR-based care plans, 

questionnaires, and tracking tools 
● Serves as a consultant around strategies to share health information electronically 

Transition 
Champions 

● Advocate for the transition team‘s activities at clinic level committee 
● Perform process improvement initiatives to optimize transition planning 
● Update patient/caregiver handouts  
● Stay current and keep team informed on latest transition guidelines and standards of 

care 

 



Plan for Improvement

3. Examine Current Approach: 
• Process Map: Revise previous process to align with 

new interventions

4. Intervention: 
ØDevelopment of Transition Program: “The Road to 

Independence”
ØFocused on adapting purposeful & useful 

templates from Got Transition:
ØCreation of innovative, transition strategies, 

tools, & resources for patients, caregivers & staff
ØAdolescent Transition Companion Workbook
ØPatient/Caregiver Handouts
ØStaff Training
ØIncorporate Transition Planning in EHR
ØPractice Policy (Starting at 14 years old)

https://midd.me/ugzV

https://midd.me/ugzV


Adolescent Transition Planning (ATP) Tool
• Structured Transition to Adulthood Readiness (STAR) Screening 

Tool Screening tool: assess adolescent transition preparation 
• Guides interaction between clinicians, patients & families in 

transition planning
• Assess & intervene on self-management skills before the 

transfer to adult care
• Evaluate transition understanding, confidence, & level of 

importance
• Self-report measure
• Adapted 23 core questions from Transition Readiness 

Assessment for Youth/Young Adults: 6 Core Elements of Health 
Care Transition 2.0 (Got Transition, 2014). 

• Integrated with QR Codes
• Clinicians asked to complete the STAR during well visit & 

documented in EHR (ATP Care Plan)

Plan for Improvement

Developed by Garcia, Gray, Wagner (2018)



Question #1: “I understand my healthcare needs”

Are you ready to transition to adult health care?
https://gottransition.org/youthfamilies/HCTquiz.cfm

https://midd.me/oGCJ

https://gottransition.org/youthfamilies/HCTquiz.cfm
https://midd.me/oGCJ


Question #5: I know my own medicines, what 
they are for, and when I need to take them 
https://qrs.ly/6j7p6g9

https://midd.me/oGCJ

https://qrs.ly/6j7p6g9
https://midd.me/oGCJ


Question #7: 
I carry important health information with me every day 
(e.g. insurance card, allergies, medications, emergency 
contact information, medical summary) 

https://qrs.ly/5s7p6l5

https://midd.me/oGCJ

https://qrs.ly/5s7p6l5
https://midd.me/oGCJ


Question #8: 
I understand how healthcare privacy changes at 
age 18 when legally an adult. 

https://qrs.ly/ih7p6lh

https://midd.me/oGCJ

https://qrs.ly/ih7p6lh
https://midd.me/oGCJ


Question #15: 
I know where to go to get medical care when the doctor’s 
office is closed. 

https://qrs.ly/rz7qmzk

https://midd.me/oGCJ

https://qrs.ly/rz7qmzk
https://midd.me/oGCJ


Using EHR in Transition: Transition Tools e-ATP Care Plan

• Integrates all transition planning components for consolidated and streamlined documentation of transition planning progress in the 
patients' EHR over time.

• Used with phrase expander sub-system. 

• An  EHR record that incorporates transition planning activities in the patient’s health records

• Available on the medical summary, or other protocols in the EHR to track, coordinate, & print the management plan, thus providing 
easy access for the clinicians overseeing the adolescent.

Components of Care 
Plan:
• Goals
• Actions
• Next Steps
• Care 

Coordination 
Notes (Internal 
Use)

• Team Members



Using EHR in Transition: Transition Tools e-ATP Care Plan 
Instructional Video

Note. The Adolescent Transition Planning (ATP) care plan video features the innovative use of the participating institution EHR system to support and 
document transition and transfer the adolescent and young adult patients. The narrator presents the protocol built into the EHR that tracks patient’s progress 
toward meeting transition educational milestones and acquiring the competencies critical for successful transition.



Staff Education: Transition Toolkit 

https://midd.me/0EcK

Staff Tool Kit. Guidelines for clinicians to support the delivery 
of transition planning. Developed by the Taskforce committee & 
adapted from Got Transition (2014).

https://midd.me/0EcK


• Data extraction from the electronic health records
• ATP Utilization: # of active adolescents that are 14 years of age & older that received STAR screening using the electronic 

adolescent transition care plan (ATP) during routine well-visits
• EHR records were extracted, & data was stratified as performance data by patient age, sex, date of birth, date of service, ATP 

care plan use, & whether the STAR tool was documented within the ATP care plan.
• Calculated the % of adolescents ≥ 14 years of age having the STAR screening in the electronic ATP care plan with well-visit 

encounters using Microsoft Excel. 
• Process was evaluated by noting the patient’s age, gender, & whether the encounter contained ATP use & evaluating how 

clinician’s ATP use changed over time after the initial intervention. 

• Written narratives of observed responses
• Collected & shared among the transition taskforce to share regular improvement feedback. 
• Project log was utilized to document issues that arise and annotate decisions made at the project progressed. 

• Self-report via clinician surveys & interviews
• Assess the clinician's experience, evaluate the clinician's perception of their access to electronic transition planning tools &

make modifications based on user feedback on the transition program materials provided
• Open & closed-ended feedback to assess the impact of the interventions &  allow respondents to express their answers freely. 
• Individual interviews were conducted, in which clinicians & ancillary staff responded to open-ended questions, providing 

insight into the stakeholder’s perspectives regarding the adolescent transition program.

Data Collection Methods



Act Plan

DoStudy

Act Plan

DoStudy

Act Plan

DoStudy

Act Plan

DoStudy

Cycle #1:
• Baseline & Formal Training Phase
• Promote STAR use with all clinicians

Cycle #2:
• ↑ Transition/STAR use knowledge 
• Assistance with STAR/ATP
• Interventions to reduce barriers

Cycle #3:
• Intensive 

training  
• Sustainability 

efforts
•↑ 
Communication
• Competency 

Checklist

• Individual technical 
assistance

• QI Log
• Newsletter
• EHR 

Documentation

Cycle #1:
• Test the Theory: # of Encounters 

with STAR use (EHR Audits), 
Document problems & observations

Cycle #2:
• Test the Theory: # of Encounters 

with STAR use), Document problems 
& observations

Cycle #3
• Test the Theory: # of Encounters 

with STAR use), Document problems 
& observations

Cycle #1:
• Analyze Results: Online Questionnaire, 

Interviews, EHR Record reviews, 
observations

Cycle #2:
• Analyze Results: Interviews, EHR 

Record reviews, observations

Cycle #3
• Analyze Results & compare to 

predictions: Interviews, EHR Record 
reviews, observations

Cycle #1:
• Lessons learned
• Changed strategies
• Established Future Plans

Cycle #2:
• Make plans for next cycle
• Standardize Improvement

Cycle #3:
• Meetings with Task Force team
• Establish future plans

PDSA CYCLES
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Figure 1. Structured Transition Adolescent Readiness (STAR) utilization across the clinic during 
plan-do-study-act (PDSA) cycles 1-3.
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Note. This questionnaire was used to gain an understanding of clinician’s confidence, knowledge, and understanding of their role in transition preparation. The survey was adapted from the 
Family-Centered Care Self-Assessment Tool (Family Voices, 2008). Developed for this study based on reviewing literature (Lobstein et al. 2005, 2009: Sawicki et al, 2011; Wiemann et al., 2015).

Evaluating Interventions

 

Road to Independence Clinician Questionnaire 
1. In reference to the Adolescent Transition Planning (ATP) Care Plan, how 

satisfied are you with the ease of using the electronic ATP Care Plan? 
2. The time it takes to utilize the electronic Adolescent Care Plan in clinic? 
3. The training you were given prior to using the electronic Adolescent 

Transition Planning (ATP) tool? 
4. Technical assistance or trouble shooting in using the electronic Adolescent 

Transition Planning (ATP) tool? 
5. The flow of using the Adolescent Readiness Assessment Screening form, 

electronic Adolescent Transition Planning (ATP) tool, and providing the 
educational materials to the patient related to transition planning? 

6. In your opinion, how much additional time per patient has the overall 
Adolescent Transition Planning added to your usual patient visit? 

a. Less than 1 minute 
b. Between 1 minute and 3minutes 
c. Between 3 minutes and 5 minutes 
d. Between 5 minutes and 7 minutes 
e. Between 7 minutes and 10 minutes 
f. More than 10 minutes 
g. Other 

Road to Independence Clinician Questionnaire

Note. This questionnaire was used to gain an understanding of clinician’s confidence, 
knowledge, and understanding of their role in transition preparation. The survey was adapted 
from the Family-Centered Care Self-Assessment Tool (Family Voices, 2008). Developed for this 
study based on reviewing literature (Lobstein et al. 2005, 2009: Sawicki et al, 2011; Wiemann et 
al., 2015).



Clinician Interview Script 
1. In your opinion, what are the reasons why clinicians do not always follow the 
guidelines for transition care? 
2. In your experience, what are some reasons why so many adolescents/young adults do 
not receive transition planning anticipatory guidance? 
3. Are there any particular aspects of the Got Transition recommendations that you may 
disagree with? Why? 

The next few questions are about your experiences with the EHR System…. 
4. How often do you use the ATP during your adolescent well-visits? 
5. Overall, how much has your work routine changed as a result of ATP? 
6. Do you have any comments about the process of implementing transition planning in 
your daily work routine? 
9. Do you have any recommendations for how alerts or other information tools for 
adolescent transition care should be designed in PCC? 
10. Do you have any other final comments? 

 

Evaluating Interventions

Note. This is an interview guide was designed to be conducted with clinical staff in ambulatory setting. The tool includes 
questions to assess the current state of electronic health records. 



Evaluating Interventions

In your opinion, how much 
additional time per patient has the 

overall Adolescent Transition 
Planning added to your usual patient 

visit? 

Response 
Count 

Less than 1 min 1 
Between 1 min-3 minutes 1 
Between 3 min-5 minutes 4 
Between 5 min-7 minutes 1 
Between 7 min-10 minutes 0 
More than 10 min 0 
Other 3 

 
Note. This table illustrates the total count of clinician’s response on their perception of the additional time 
transition planning has added to the well-visit. The survey was adapted from the Family-Centered Care Self-
Assessment Tool (Family Voices, 2008). Developed for this study based on reviewing literature (Lobstein et 
al. 2005, 2009: Sawicki et al, 2011; Wiemann et al., 2015).

Clinician Interview Questionnaire: Clinician’s 
Perception of Transition Planning Time



The “Transition Improvement Planning Self-assessment” (TIPS) clinical checklist developed by project 
leader and the clinical nurse manager in the task force committee to address staff knowledge deficits and 
develop individual enrichment interventions to improve in transition planning efforts.



Front page image of the participating 
institution’s transition newsletter. A 
full digital version can be accessed 
here: 
https://simplebooklet.com/pearland
pediatricsherald

Disseminating Communication 

https://simplebooklet.com/pearlandpediatricsherald


Limitations
• â participation rates of some clinicians

• Single location & small sample size limit the generalizability of the findings. 

• Less than average total # of well-visits that met criteria during holiday break, & 
the limited amount of time to conduct the study interfered with the ability to 
collect study data. 

• Clinicians may have asked STAR questions but may have not documented its use

• Running reports on Careplans



• Time pressures & scheduling demands
• Collaboration/communication plan for development phase is crucial

• Time Constraints to STAR use
• EHR must have supporting functionalities
• Staff Education

• Staff Turnover
• Streamlined/Structured workflow
• Properly engage new staff

• Organizational Culture
• Adapting to change

• Generational Gaps

Lessons Learned



Opportunities 
• Identifying an Adolescent Transition champion for the office
• Utilizing technology and/or telemedicine for completion of the transition 

process/coordination of care
• Utilizing appropriate billing codes
• Connecting with adult primary care physicians locally who are willing to accept new 

young adult patients
• Becoming more knowledgeable about the resources available for our special needs 

population (ie, local academic centers have young adult transition clinics)
• Dedicated time to develop transition programming, develop tools & resources that can 

be easily embedded/modified to meet specific patient & program needs
• Incorporating inter-professional collaboration, technology, innovation & creativity.



Program Sustainability 



Adolescent Transition Coding







Adolescent Transition Coding



Adolescent Transition Coding



Adolescent Transition Coding



Adolescent Transition Coding







Access additional supporting 
handouts/resources here: 
https://simplebooklet.com/explo
retransition

https://simplebooklet.com/exploretransition
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