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Webinar Series: Health Care Transition & Title V Care
Coordination Initiatives

A five-part Webinar Series featuring examples of best practices among state Title VV agencies,
tools and resources, and problem-solving strategies.

Session 4 - Integration into Adult Care

e Ensuring welcome and orientation FAQs from the adult practice to transferring young adults
and pediatric practice

o Facilitating initial appointment to adult doctor, including confirmation of receipt of transfer
package

e Supporting adult practice with CC assistance from Title V and linking to adult disability
resources

Click here to view webinar recording on YouTube

MATERIALS INCLUDE:

e Care Coordination Webinar 4 Slides: Integration into Adult Care

e Indiana Transition Materials

e Sample Welcome and Orientation of New Young Adults

o Integrating Young Adults with Intellectual and Developmental Disabilities into Your Practice

© 2018 Got Transition®. Non-commercial use is permitted, but requires attribution to Got Transition for any use, copy, or
adaption. Got Transition is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of
Health and Human Services (HHS) (U39MC25729). The contents are those of the author(s) and do not necessarily represent the
official views of, nor an endorsement, by HRSA, HHS, or the U.S. Government.


https://www.youtube.com/watch?v=elgIZmpmhjw&feature=youtu.be
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Got Transition’s
Webinar Series
Goals

D
J0l ransito

Support state Title V implementation
and measurement of health care
transition (HCT) in care coordination
programs

Guide care coordination improvements
by sequentially building on the
evidence-informed Six Core Elements

Share promising practices from state
Title V-supported care coordination
programs (CC)

5-session webinar series on HCT and
care coordination

The webinars and handouts will be
available following each session at
wWWww.gottransition.org
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Webinar #4:
Integration into
Adult Care

Objectives

D
J0l ransito

At the conclusion of Webinar 4,
attendees will be able to...

Support the development of HCT Policy/
Welcome and FAQs information by the
adult practice(s) who will accept young
adults and share this info with pediatric
practice(s) to share with their YA

Facilitate the initial appointment to the adult
clinician including confirmation of receipt of
the transfer package and covering the
youth during the bridge time to the adult
appointment

Discuss the Indiana Title V example of
supporting adult clinicians, YA who are
transferring, and linking to adult disability
resources



o Webinar #4 Slideshow

« Got Transition's Welcome and FAQ
information and practice resource,
‘Integrating Young Adults with

- ID/DD into your practice: Tips for
\X/eblnar #4 the Adult Health Care Provider”
Handouts

* Indiana’'s CYACC's resources:
Activated Patient, Visit Summary
Action Plan Template, Adult
practice support: For the PCP:
Caring for Adults (Adherence),
Caring for Adults (Activated
Patient)
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Webinar #1
Review:
Starting a
Transition
Improvement
Process Using
the Six Core
Elements

D
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HCT clinical foundations:
AAP/AAFP/ACP Clinical Report
& Six Core Elements

HCT performance measurement
options

Title V Care Coordination
baseline results from Current
Assessment of HCT

Starting a HCT pilot using Quality
Improvement and the Core
Elements Processes; writing an
aim statement



+ Review of Six Core Elements:
Transition Policy, Tracking,

Webinar #2 Readiness Assessment, Planning
Review: * Options for Customizing HCT
Transition Tools/ACP HCT efforts
preparation « DC's Parent Navigator Program at

Children’'s National Health
System’s customization and use
of Six Core Elements

3N
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Webinar #3
Review:

Transfer to
Adult Care

Ay
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ldentify ways for identifying adult
primary and specialty providers

Understand an adult model of
care & Got Transition resources

Understand contents of transfer
package to send to adult provider

ldentify ways to communicate
with and support adult practices
(e.g., care coordination support)

Learn how KY and MD CC
programs plan and support
transfer to adult care



Six Core Elements: Roles of Clinicians

Practice/ #1 #2 #3 #4 #5 #6
Provider Transition/ | Tracking and Transition Transition Transfer of Care/ Transition
Care Policy Monitoring Readiness/ Planning/ Initial Visit Completion/
Orientation to Integration into On-going Care
Adult Practice Adult Approach to
Care/
Practice
Pediatric” Create with Track youth Discuss transition Develop transition Transfer of care with Obtain feedback of
youth/family and family readiness plan, with RA skills,  medical info, transition
preparation and assessments prepare youth for communicate, experience and
transfer (RA) adult approach to assist with YA coming to  confirm YA seen by
care/ Communicate first AP visit the new clinician

with new clinician

Adult” Create with Track YA's Discuss Communicate with Collab with PC to ensure Confirm transfer
young adult  integrationinto  Welcome and referring ped YA 15t visit, review completion with PC,
adult care FAQs with clinician (PC), transfer package, provide ongoing
pediatric request receipt of address YA's needs & care with self-care
practices, YA and transfer package concerns at initial visit, skill building, link to
guardian, if update self-care needed specialists
needed, on first assessment & medical
visit summary

F

[]l "ﬂ"SI["]" * Providers that care for youth/young adults throughout the life span could utilize
H both sets of core elements without the transfer process components 9



Transfer Process to Integrate into Adult Health Care

/~ O\

—

- Preparing the ] o - Integration into
Transfer Communication Adult Care/

Transfer
Completed
; Pediatric
visit-

- - e Adult visit
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Preparing
the YA for
Transfer

D
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YA and pediatrician/CC identify new
adult provider (with adult clinician
welcome letters/policies available)

Discuss role of the primary care clinician
in adult health care system

Give YA info to call adult clinician’s
office/joint call

Transfer packet that also includes special
non medical information to assist adult
provider to engage YA at first visit/heads
up on what needs should be focused on
during first visit/consider including a
condition fact sheet

Peds/CC assure YA and Adult Clinician
that Peds will cover their care until 15t
adult clinician visit
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Bridge:
Communication

D
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Peds MD sends message (in EMR if
possible)/letter to internal medicine (IM)
physician and/or nurse

Peds sends reminder to the YA to contact
new provider office

Peds/CC assure YA and Adult Clinician that
Peds will cover their care until 1st adult
clinician visit

Adult office nurse calls YA to schedule first

appointment and identify needs for
accommodations

Pediatric or CC follow up to learn if the
young adult went to first appt and have a
plan to follow up if the YA did not come to
the 1st appt

Follow up with YA to obtain feedback on the
process after first Adult Clinician appt
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Adult Practice
HCT Policy/
Welcome
Letter Content

D
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Welcoming Language
Written for and reviewed by YA

Explanation of patient (YA) and adult
model of care

Privacy and consent information; if
needed legal information about
decision making support

Medical information needed to be sent
to the adult clinician's office before 1st
appointment

Example at
http:.//www.gottransition.org/resource

Get.cfm?id=212
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Adult Practice
Welcome letter
Content (cont.)

D
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At our practice, you have the right to:

Be treated in a caring way

Make your own decisions

Talk to your health care provider alone
Have things explained in a way that you
understand

Have access to your medical
information

In turn, you are responsible for.

Keeping appointments and cancelling
appointments in advance

Telling us about your current symptoms
and health history to help us treat you
Following treatment plans that you
develop with your health provider
Asking questions about your care
Knowing what your insurance covers

14
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Adult Practice
FAQ info

D
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Below is a list of frequently asked questions about our
practice. If you have a question that is not listed below, feel
free to ask any of our staff. We look forward to having you in
our practice.

Q: What services does the practice provide (including
preventive, acute and chronic illness care, and, if offered,
sexual health, mental/behavioral health, wellness
programs, and other specialty care)?

Q: Are services confidential?

Q: Where is the office located (including map and nearest
public transportation)?

What providers are available to care for young adults?

What are the office hours (including walk-in options, if
available)?

Are there after-hours call-in options?

How do | schedule, reschedule, or cancel an appt?
What insurance is accepted?

How much do visits cost?

What should | bring for my first appointment?

What resources are available to assist me to learn about
wellness and self-care (e.g., nutrition and fitness classes,
support groups, special apps or websites, local
community resources. 15
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Introductory Remarks

Shirley Payne, MPH
Director, Children’s Special Health Care Services

Indiana State Department of Health
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Introduction into Adult Care

Mary R Ciccarelli, MD
Indiana University School of Medicine
May 2018
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Center for Youth and Adults
with Conditions of Childhood

Indiana Title V program - Statewide Transition Service

Team - Social workers, nurses, med-peds physicians, parent/youth representatives

e Improve youth to adult healthcare transition across the state

o  Consultation & transition care coordination for youth ages 11-22 with any chronic diagnosis
who have issues meeting their transition needs

o  Education - [lUSM campus learners, Indiana primary & specialty care, national consults

e Funding: Indiana State Dept of Health MCH, IUSM Dept of Pediatrics, Eskenazi Health



Frimary Care INDIANA UNIVERSITY SCHOOL OF MEDICINE

CYACC goal — | -
g oa S ;f Visit authorization, confirm
/ insurance status, obtain school /
Community -— & medical records & caze J
Agencies _J"’. manager plans, review medical f-"r
£ chart /
/
¥SHCM & fam-

ilies

To improve statewide transition anticipatory

| ),f Nursing—summary reconciliation,
: /" socialwark - psychosocial & i
. . functional assessment, -
guidance for Indiana youth ages 11-22 | e /
| Learners ;
. . . 1
To increase the confidence of primary care | / Resource refemats, /
. . T oy . Education & action ;
providers in providing transition services i plans /
| Primary care
[y provider
. . . I
To increase the skills of health care professional -

. . oy /_/ Partable medical summary,
trainees in transition care y Consutation,

Vi Transition plan
7

coordination

; /" Health system navigation, /
);’ Summary reconciliation, f / E ! S
/" Review ——— v i School, workplace, & J
A L A ity acvoca i
’ Address new isues 4 _I,r"r mmmunn:y:a q.r, 4
£ vouth/Famity education & /

counzeling i




Community

Transition planning
action items

Health care financing B e
Primary care

Subspecialty team
Care coordination
Health care needs
Health habits/risks
Puberty/sexuality

Mental health

Self management
Decision making supports
Caregiver needs

School/work
Independence living
Community participation
Legal issues/finances



Children with high
complexity illness

A

Well children - 81%

Four categories of services

o e Intellectual disability
e Chronicillness
o Balancing supervision vs. autonomy
o Managing treatment plan
o  Sensing and communicating bodily

o Working healthcare team needs
o Adherence supports o Community inclusion
e Physical disability e Serious mental illness
o Physical living accommodations o Planning for fluctuating course
o  Training new caregivers o Denial/stigmatization

o Universal design environment o  Springing power of attorney



Developmental Expectations

Recommended Health Gare Transition Timeline

7N AGE: [12 14 16 |18 l18-22 |23-26
ant ”ﬂ"S I "" Make youth and Initiate health care Prepare youth and Transition to adult Transfer care to Integrate young
| y I | family aware of transition planning parents for adult maodel of care adult medical home  adults into adult
N transition policy maodel of care and and/or specialists care
discuss transfer with transfer

package

Developmental ages & stages

* 11-13 — Developing self-image as “abled” vs. “disabled”

* 14-16 — Increasing independence of high school environment, evolving
metacognition, “why me” disease non-acceptance

« 17-19 — Exiting high school, assuming decision-making role, beginning transfers,
issues with adherence/self-regulation

« 20-22 — Moving to adult care team, exiting special education/college, continued
work on disease acceptance and self-regulation

» 23-25 — Working through disease acceptance, emerging into self-regulating
of adulthood

5/31/2018 22




=== Scope of Practice

Care Teams - based on
/

Pediatric Medicine Adult Medicine
Best interest of the child” by the  “Autonomy” as an adult in decision making
proxy caregiver 33% visits for routine chronic care

9% visits for routine chronic care

Asthma 9% ages 0-18 o Hypertension 32.5% ages 45-64
ADHD 549 e Hyperlipidemia 21.5%

e Arthritis 17.3%
ObeSity Rezaee ME. Prev Chron Dis, 2015 . Diabetes. 13.9%
Allergies e Depression 12.2%

e Asthma 5.7%

Development behavior issues NAMCS, 2012



Scaffolding supports
“Railings on the transition bridge”

Community

Pediatric care model

Health Care System




AnticipatorXCAdherence Counseling

TION PLAN

Name: Date:
VS )
] Doing Well: ‘These are I.hings you need to do every day to stay well.
2 Follow this plan every day:
m Here are the ways you can
m tell you are doing well:
Z g5
c
o) .
s Y N
Y N
Getting ot You need to notice w]'fen your health is getting worse with the usual plan.
\ 4 Add these to your daily routine:
'These are signs of new
problems:
y
Medical Alert! If your a.ttcmpts'tn help the problem don't work, you need to act now and get help.
.Y These are urgent problems B
m
o to solve right now: Call the Doctor’s office NOW.
= . Tell them you have and urgent
o problem and you need help
I today!
= Doctor:
Phone:
Reasons to get emergency medical help: Go to the hospital or call an ambulance (Call 911):

Who else do you need to tell?

.



Coach me & Checkmark goals

Health habit
smartphone apps

! arnen T (o] o 5
- TIEL AR -
s . pu < Wodnasday, 10 Dec 2014 =
M Exercising &
[ Wad
o Exarcising

]

Sp
Eating Candy
Drinking Water

Meditaling

Take Vitamins.

Soda
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Medisafe

9 ©

Reminders Refills History

0&

70

Reminders

glucosamine HCl-msm

1 Liquid 1,500-500 mg/3... »

& 7:30 AM past due

Vitamin C

o
| |
N a vy

Medications Doctors

T O v

Settings About Share

Pharmacies

1 Tablet 500 mg
@) 7:45 AM past due

dietary supplement

)

1 Capsule
&) 7:45 AM past due

Tap box to select medication

"®
Urgent Care — Doctors 24/7

®

MedCoach

Self-management
smart phone apps

@ carezone

Cr=—— L [EErs
< You Medications.
Amlodipine Besylate 5 mg tablet

A t‘n propion XL 300 mg tablet
_Cftalcpum 20 mg tablet
_G_beurd« S mg tablet
.H.ydrochlowthla:idc 25 mg tablet
'Li.sinopnl 20 mg tablets

Metformin 500 mg tablet




Smartphone - In Case of Emergency

vodatone UK % 15:00 ¢ 86% HE

ICE Wallpaper Creator he

T DeiHSE (-
ENERGE Mk

iPhone's Settings
o SOS
o Emergency Contacts in Health

o  Create Medical ID
Android

o QuickICE app

http://incaseofemergency.org
http://www.ice4autism.com/




Structuring supports - to track

& monitor high risk patients

e Transition Readiness Assessment
Questionnaire was completed by the youth,
for a score of XX.

e We believe the youth currently

o  needs significant prep to be able to navigate the
adult health care system

o isgettingready to navigate the adult health
care system

o isready to navigate the adult health care
system

m  Wood, Sawicki, Reiss, Livingood,
Kraemer, 2014,
http://hscj.ufl.edu/jaxhats/trag/

Mo No, ]
| da not bt burtl am
kniovw wantto | leaming
hoe leami tia s b

Manaping Wadizahons

Yes,
| hawe
started

doing this

Ve,

ahways do
this when |

1. Do wou fill & presciplion i you need io?

2. Do you know whet o do if you are Raning & bad reachon
b0 your medications?

3. D wou lslos medicabones comedlly and on your owe?

4. Do you receder madications. teioe they o oul?

| Acpaintmant Keeping
3. Do you call b doclor's office fo make an sproriment?

& Do you follow-up on amy refiersl for fesis, chegk-ups or
lzh=?

7. Do vou amenge for your fidee fio medical aspointment=?

& Do you call te doclor about unusssl changes in your
hessith (For spampls: Al machions|™

9. Do you spply for heafth inzursnce i you lose pour curent

CowErgE

10 Do you know whal your hesffs nsumnce covers?

11. Do you manage pour money & budget housshald
nses [Forexample: use checkingid=hd cand]?

[T

12 Do you fil oud the: misdical kisinay form, inchuding & =t of
your sllerges?

13. Do you ke=p & calendar or st of medical and ofher

apgoiniment?

14. Do you make  fisf of guesiions before e docior's visi?

15. Do you g=t financial help wih school orwonk?

Talling with Providers

1E. Do you sl e doclor or nurese what you see fealing”

17. Do you sn=wer quesions bal am asked by the doclor,
nurse, o dinic =i

| Manaping Daily detivithos

15. Do you heliz plan o prepare mealsfood?

19. Do you kees home'mom clesn or cesr-up siter meak?

0. Do you use neighborhood slores and services [For

example: Gemoery shoees and phamacy siores?




Care coordination needs assessment

Social vs. Medical Complexity

e Lowstressors - serve as own Advocate

e Moderate stressors - are well Engaged in
planning

e High stressors - are In need of additional
supports

e “Basedon alife stressor assessment we

recommend that this youth...
e (strongly needs ongoing care coordination),
High =
e (likely needs ongoing care coordination),
Moderate =
e (is excellent at self-advocacy and needs limited
ongoing care coordination supports). Low
BLSS=*
Robert Nickel, Bob’s Level of Social Support -
OSHU, 2011

http://www.ohsu.edu/xd/outreach/occyshn/pr

LEVEL OF SUPPORT

ograms-projects/upload/ComplexityScale.pdf

DIMENSION 1 2 3
(Minimal) (Limited/Intermittent) (Extensive)

1. Health Health status stable, Health status generally Health status unstable,
roufine preventive care, stable, regular office visits frequent office visits, regular
may see specialist annually | to review management, ER visits or hospitalization,

periodic consultation with 1 frequent consultations with 1
or more specialists or more specialists

2. Family Family status stable, no One or more stresses may be | Multiple major stresses are
major environmental present, family requires present, family resources are
stresses, Traditional social | occasional support from overwhelmed, extensive
supports present and office and other community | community support needed or
utilized resources major concerns about care

giving environment

3. Behavioral Behavior health status is Regular office visits to Behavioral health status is

and Mental stable, routine review management or unstable, extensive supports
Health anticipatory guidance regular from office and community
consultation/counseling with | professionals, may require day
mental health providers treatment program or in-
patient Treatment

4. Education Routine monitoring of Child has IFSP, IEP or 504 Extensive support required,
developmental/school plan, most of child's needs full time aide or special class
progress, regular are met in regular classroom, | for most of the day, or
classroom with minimal may require 1 special health | multiple special health
support procedure at school procedures in educational

sefting

5. Special Issues | Child and family follow Child and family require Extensive need for decision

through with
recommendations readily,
limited need for decision
supports, no or few
cultural factors impact
care, child/family
proactively manage care

extra time to understand
healthcare rec's, regular
need for decision supports,
translator required for
appts, occasional missed
appts.

supports and care reminders,
cultural issues are major
barrier to care, limited
capacity for self-management,
or major disagreements with
the care plan

Nickel, 2011

Total Score




Medically complex patient shared plan of care

5/31,

2018

Name:;

SHARED CLINICAL PLAN OF CARE

DOB:

MRN:

Caregiver:

Diagnosis/Issue

Last updated: | Principal clinician

Clinical tearm members

Current Goal

Treatment plan

Flare symptoms

Flare management

Emergency symptoms

Emergency management

Diagnosis/Issue

Last updated: | Principal clinician

Clinical team members

Current Goal

Treatment plan

Flare symptoms

Flare management

Emergency symptoms

Emergency management

31



Receiving office supports

o Policy & Office FAQs

o Receipt of transfer packet

Office tools

o Care Team education
handouts

o Health system and community
resources




Transfer Packet Receipt

e Confirmation methods
o  Verify appointment kept
o  Phone/fax/email confirmation of receipt of packet
o  Secure messaging system within EHR or cross-systems

o  Use of patient portal




Adult practice supports

Activated Patient: Visit Preparation and Summary
Use the first half of this form to prepare for an office visit.
Use the second half of this form to review the plans made at the visit.

Patient’s Name

Caregiver Name, if applicable Date/Time of Visit

Patient Goals for visit:

Reasons for Visit:

O Health concerns since last visit:

0 Other providers seen or tests performed since last visit:

O Testresults to discuss:

O Medication refill needs:_




Young adult healthcare issues

jJ FOR THE PCP—Carins for Youns Adults who enter Your AdultPractice: | j_| FOR THE PCP—Carine for Youne A dults who enter Your Adult Practice: l_i:
Encourazing Youns Adults to be Activated Patients - Adherence Issues in Youns Adults

» Yoy aduis e e fedes sy 10 1 Whes oo sl with cle o sl omdious b smmiliin *  Viomng adals are dfinedas ags 131025 Whea youngadals with chrosic medial conditions tramsition
10 aduh providers, fey oot adapt 1o e e aduli mede] of care. They oo Jaarn seifmany gemen %o adslt groviders, Sy st adept o te o adul mode] of cam and o roks as momages of their o
skifle, rathar fthan shving on their pasmat or araghen bealthcare . . o . . o

*  Among all pasisas, dhese are warying devels of selfranagemen if] or “actvation”. Actvaed patiens *  Adbrresce e muead's acve, imeational and syponsible process of G, working v mmimain b or
fave dmroved rath omicomesand mons agpprogrnde bt cane wilration EEbeaed G Sk Ay Feb I01E ey beall i close collabontion Wil hrall qre persoceed (Rymmm T Ghe Yg. 2000) Dy age, eemmand

+  Providers shoold assess seif qoagearet and padentaciivasion as pan of fosition readioess. Dicx woung aduls agpear 1o be a1 higher cisk fhon older aduls 10 sooradhere, as demessirard dn cysiic Fbeosis,
peima s actimamagemont seppara (rasmasic cdustios and msmvoSons s o prSe a’ dkilh and astem, Siahates and inflmmasory homel dissam. These are moticelar ivoses which ad 10 exalae non

ccafidoer in maging thok bokdh packblonr—I0M, 20G) adbezace in voung aduls. Developmentathy they bave oot vet completed thed cognitive gromth. Pefircer
. tal cortex amve fiaticn and svmptic proning and conpos @ liorem cetwrorking comtinse #io the mid
Using 2 Tramition Readiness Tool P ST = N =
s The TRAG & 2 validard tramition readiness ool ritoe heci ufl edn faxhats trag. Samole goestions:
* D you call s docr’y affios i malor 213 3ppaitemcey? "—' EFY BARRIFRS HEREN T ! 5
+ Do youfallaw ap anany reforral far ot ar cheek nga ar bilka? B To AN CE IN YOUTH ADULT $—The Perfect
*  Da yawarrasge far yer ride i modical appainimcan? . . . L . . T
* Do youcll fc docr abowt sesasal chasgo i yewr hold? 1. Iocompless bmin muirity may Jead tosmoticnal Iabiliny, dmpalshvity, aod sags i Y
*  Da yos keaw what yaur boald mswmasc caren? exscutive kil wach as mioritization, problearsohving and sk sasification o \
* D yow 0l ot e medical Bivery Sarm, inchading 2 Eat af yowr allorgia? . s s . L)
4+ Da yuw kecp 2 culoasiar ar Evtaf medica] 1ad othcr sppuistmcat? 1 Gapsam ﬁadﬂhuhlmn:kﬂx_:sdﬂ?ufcmdmﬂsasdﬂa:n.eﬂu /
*  Da yamazawer quadam fat ans asksd by @ dactr, sens ar i i 3’0‘5‘-“'ﬂ“?="='=dHﬂ!ﬁﬂmﬂ'ﬁ‘rﬂﬁwbﬂﬂ!mi'ﬂ*'ﬂﬂdﬂ: L f
*  Dayawaskquasam of de dacar, sens ar diic il 3. Parenmtchild ! vowth move towards independance, cag cremere- . |
* Dayaw bk mciniam o T 3=d 9 yawr aw? sizance and defiaare fo panesial dorimmcticns or peroeived mgging S b
* Dayasbkeaw whatts de i 19e ars bavig 2 badroacfisn & yaer modicaiam?
* Do you roandcr modicaion bokire oy s aunt? 4. Draring the formtion of as adul selfimare, vousth attemypt 1o align with the oorms of thedr pear groop
Working sn Self-Manasement Skill: Buildi and reject Eroes which Jad them 1o see =i 2 diffemay, Toch asa chronic disar
#  Asvess: find ot abost the patian's beakhrelated teliafs balmuvior and boowkdge 3. Hew abmac smascning shills oo wioel dherough the sinzes of socepiame - & denial anges, mrpin
*  Whatda you keaw akoet... (e camdi Sam? ing, depression, tesiing, acceplame
TWha nld you Be do lvow abowd.. (e condiSon 7 . . S
: “h::w";;".:“ﬂ:’ = 'u: P ‘r]ﬁ,z.:u ciam)? 5. Health care financing changes can camse oow groblems in savigating the healih msiem
*  Advie: }'_-"-cn:rz-:pe patients 10 actnely mamge their condition. Give patieais information abost T. Buaring over with 2 pew adult docier geoeates 2 @y in provider T
their conditiom and wrmiment Review fhei biviory %o belp theem Jsaen wint 3 - - gt
madical bisioery. Tse it ation acome Hation and* rageat back™ tchﬂq.es:\o\ne\{'.' mndarsanding . . W . .
Tduerify heath coaches Fom fhe team of comemnity 10 provide sdscation 1o belp pasees sl care + Use empatesic 208 sonjsdzmes] GiSCUINeDD 10 PIOMOTE MO0 A 3 28 musmrpiniician selsoniiy
*  What waeld yau Bk to make 1urc we divceaa taday? *  “Mamy patienis find it hard to remember to take pilk twice a day— & it hard for you?”
. 1;’:;“:‘;:_‘;‘:; ““1:“;";1”'-:“‘_1:‘-”“:_”]“”::’;:‘“‘ . *  Boressnasd addess potesial mescal bealh problams—dapression asdasmie sy, B paricule
® 3 you baak far, 2 twwill yam reamy of dhom? . . § § .. _ R R
+  Agres: Review 2of rexchagres oo Yemmen glon, gatiss poak 2od action plass “What weuld s Provide repmatededacation makched to the pasienfs healh leacy (wenl, writen and imarned somroes)

veom Hke to do in the next few weeks for vomr Tealih? Flamasis of wotien ]ﬂ-un s Uz mothational imerviewing techoiqes to work oo saclving the patient's ambhakaoe
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Community Supports

Indiana - Family Social Service Administration
® Division Disabilities Rehabilitative Services

o About Special Kids, Family Voices, Insource ®  Bureauof Developmental Disabilities

Parent to Parent Networks -

Centers for Independent Living - CIL - Accessability, Inc - Indpls o Community Integration Habilitation & Family Support waivers

Self-Advocates - ARC of Indiana, Self Advocates IN

. . o o O  Vocational Rehabilitation

Diagnosis-specific organizations

o Down Syndrome Indiana o Blind & Deaf services

O United Cerebral Palsy Indiana ®  Agingservices - Area agencies on aging and disability - AAA

©  Autism Society of Indiana o Aged & Disabled waiver & Adult protective services
Medical legal partners - Indiana Legal Services
Developmental Disabilities Act ® Division Mental Health & Addiction

®  Office of Medicaid Policy & Planning
o UCEDD - Indiana Institute on Disability and Community ) Division of Family Resources
o Disability awareness - Governor’s planning council Indiana State Department of Health

®  Office of Primary Care
o PAS - Indiana Disability Rights ° Chronic Disease



/

Questions?

D
J0l ransito

Are you providing the YA with a
list adult clinicians (with Welcome
information) that are available to
care for them?

What is your plan to work with the
YA to be an engaged patient in
the adult health care setting?

How are you supporting the new
adult clinician for the first visit?

How does Indiana support their
YA and adult PCPs through the
transfer process?

37



Youth, Young Adult, & Parent
Engagement
June 28, 3-4 pm ET

U_pcom I ng To register, please visit Got Transition’s
Tltle V Ca e website under News & Announcements

. . (www.gottransition.org)
Coordination
Webinars
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Thank You!

D
J0l ransito

WEBSITE

wWWww.gottransition.org

See link to new transition news and
articles and download the Six Core
Elements 2.0 packages to start making
HCT quality improvements in your
practice

EMAIL
Mmciccare@iu.edu
pwhite@thenationalalliance.org

FACEBOOK PAGE
HealthCareTransition

TWITTER
@gottransition2



ACTION PLAN

Name: Date:

Doing Well: These are things you need to do every day to stay well.

Follow this plan every day:
Here are the ways you can

tell you are doing well:

2]
Y
m
m
Z
-
(2}
I
-

You need to notice when your health is getting worse with the usual plan.

Getting Worse: Add these to your daily routine:
These are signs of new
problems:
Medical Alert! If your attempts to help the problem don’t work, you need to act now and get help.
) Do this immediately:
m These are urgent problems
o to solve right now: Call the Doctor’s office NOW.
= . Tell them you have and urgent
o) problem and you need help
I today!
- Doctor:
Phone:
Reasons to get emergency medical help: Go to the hospital or call an ambulance (Call 911):

. Who else do you need to tell?




Activated Patient: Visit Preparation and Summary

e Use the first half of this form to prepare for an office visit.
e Use the second half of this form to review the plans made at the visit.

Patient’s Name

Caregiver Name, if applicable Date/Time of Visit

Patient Goals for visit:

Reasons for Visit:

O Health concerns since last visit:

O Other providers seen or tests performed since last visit:

Q Test results to discuss:

0O Medication refill needs:

O Equipment needs:

Physician Plans at visit:

0 Labs/Testing planned:

O Medication/Treatment changes:

Q Referrals recommended:




FOR THE PCP—Caring for Young Adults who enter Your Adult Practice:

Encouraging Young Adults to be Activated Patients

Young adults are defined as ages 18 to 25. When young adults with chronic medical conditions transition
to adult providers, they must adapt to the new adult model of care. They must learn self-management
skills, rather than relying on their parents or caregivers.

Among all patients, there are varying levels of self-management skill or “activation”. Activated patients
have improved health outcomes and more appropriate health care utilization. (Hibbard JH. Health Affairs, Feb 2013).
Providers should assess self-management and patient activation as part of transition readiness. Direct
patients to self-management supports (systematic education and interventions to increase patients’ skills and
confidence in managing their health problems—IOM, 2003).

Using a Transition Readiness Tool
The TRAQ is a validated transition readiness tool. http://hscj.ufl.edu/jaxhats/trag. Sample questions:
Do you call the doctor’s office to make an appointment?
Do you follow up on any referral for tests or check ups or labs?
Do you arrange for your ride to medical appointments?
Do you call the doctor about unusual changes in your health?
Do you know what your health insurance covers?
Do you fill out the medical history form, including a list of your allergies?
Do you keep a calendar or list of medical and other appointments?
Do you answer questions that are asked by the doctor, nurse or clinic staff?
Do you ask questions of the doctor, nurse or clinic staff?
¢ Do you take medications correctly and on your own?
e Do you know what to do if you are having a bad reaction to your medications?
e Do you reorder medications before they run out?

Working on Self-Management Skills Building

Assess: find out about the patient’s health-related beliefs, behavior and knowledge.

¢ What do you know about... (the condition)?

e  What would you like to know about...(the condition)?

e What do you know about the medicines used for... (the condition)?
Adyvise: Encourage patients to actively manage their condition. Give patients information about
their conditions and treatment. Review their history to help them learn what they don’t know about their
medical history. Use medication reconciliation and “repeat back™ techniques to verify understanding.
Identify health coaches from the team or community to provide education to help patients self-care.

¢ What would you like to make sure we discuss today?

e Please tell me in your own words how you will take your medicine?

o  What side effects will you look for, and what will you do if have any of them?
Agree: Review and reach agree on treatment plans, patient goals and action plans. “What would
you like to do in the next few weeks for your health?” Elements of action plans:

o What & how often: the specific task and how often the patient is going to undertake the task

e  When & where: a specific time and best location to per form the task

o Possible problems: discuss the possible problems and how to overcome them

o Confidence: the confidence the patient has to undertake the task.

Assist: Teach patients specific skills in healthy behaviors, managing their disease and
solving problems related to self-care. Address patients’ emotional and psychosocial issues
which may affect their self-management. Provide resources and/or refer to community ser-
vices to learn about self care.

o Please tell me what has been tough for you, with your condition or medicines?

o What problems are you having with your medicines?
Arrange: Schedule regular follow-up contacts. Use a health condition registry to 317_922(_‘8&(1:
manage your panel of patients with chronic conditions or other at-risk patients. Fax 317-948-7577
cyacc@iupui.edu




Things o ask my doctor: 'S
= The change | want 1 make is: (be very specific, what, when, how?)

= My goal for the next month is:

: 3 = How convinced are you that this is the right work for you:
Current Symptoms:

® 2 ©
o] 1 2 3 4 5 & 7 B 9 10
Totally Unsurs Somewhat ey Extremnely
unconvinoed coenvinced comvinced convired

= The steps | will ke to reach the goal:

1.

The medications | am currently taking:

= The things that will make it hard to reach the goal:

1.

Instructions from my doctaor:

3.

= The wayz | can overcome those things that might get in the way:

Follow-up appointment: = My confidence that | can reach my goal:

= =) [
Date: Time: 3 S S
Ju] 1 2 3 4 5 & ¥ B 9 10
Location: - tat confident Unsure Somewhat Wy Extrernely
atall confident confident confident

LN

If" 1 have ' - 1 -
ave a problem or questions, | should call couree: Armerian Mesical saor, Al rights reserved,

Take these long-term comtrol medicines each day [inchlude an anti-inflammatory).

Doing Well
Medicine How much to take When to take it

m Mo cough, wheaze, chest tighiness, or

m Can do ususl acivities

i shoriness of breath during the day or night

And, if a peak flow meter is used,

Peak flow: more than

B0 percant or mone of my best pesk flow)

My beat pask flow is:

Before axercis

5 minutes befone emercize

0 12 or 14 pulfs

Asthma Is Getting Worse

m Cough, wheeaze, chest ighiness, or
shorness of bresth, o

m Wizking at night due to asthma, or

m Can do some, but not al, usual activiies

Add: quick-relief medicine—and keep taking your GREEN ZONE medicine.

72 o 74 pulfs, every 20 minutes for up to 1 hour
7 Nebulizer, once

{shart-acting beta,-agoris)

If your symptoms (and peak flow, if used) return to GREEN ZONE after 1 howr of above treatment:

7 Continue monitonng to be sure you =tay in the green mne.

~Or- .
-Or- If your symptoms (and peak flow, if used) do not return to GREEN ZONE after 1 houwr of above treatment:
Peak flow: o T Take: 72 or Tdputie or 7 MNebulizer
50 to T2 parcent of my best pask Sow) {short-aciing bels,-agonkl
7 Adid mg par day For P10 days
joral samd)
7 Cal fhe doctor 7 befors’ 7 within hours after taking the oral stenid.
E Medical Alert! Take this medicine:
=B m ‘eny short of bresth, or a 74 or 76 puis o 1 Nebulizer
% m Cuackralef medicines have not helped, or [Enon-ECng DetEe- 30Nl
m Cannot do usuml acthities, or 1 mg
m Symploms Te same or gat worse fter [ ]
2 o -
#4 s i Yelow fone Then call your doctor MOW. Go fo the hospitsl or call &n emisulsncs i
-Or- n fou are shill in the red zone aitar 15 minutes AND
Peak fi less than w fou have not resched your docior.,
B0 percent of my best peak flow)
DANGER SIGNS = Trouble walking and talking due to shortness of breath uTake 7 4or 76 puffs of your quick-relief medicine AND
u Lips or fingernails are blue m Go to the hospital or call for an ambulance HOW!

{phaney



FOR THE PCP—Caring for Young Adults who enter Your Adult Practice:

Adherence Issues in Young Adults

Young adults are defined as ages 18 to 25. When young adults with chronic medical conditions transition
to adult providers, they must adapt to the new adult model of care and new roles as managers of their own
healthcare.

Adherence is the patient’s active, intentional, and responsible process of care, working to maintain his or
her health in close collaboration with health care personnel (Kyngas, J Clin Nurs, 2000). By age, teens and
young adults appear to be at higher risk than older adults to non-adhere, as demonstrated in cystic fibrosis,
asthma, diabetes, and inflammatory bowel disease. There are particular issues which tend to escalate non-
adherence in young adults. Developmentally they have not yet completed their cognitive growth. Prefron-
tal cortex myelination and synaptic pruning and corpus callosum networking continue into the mid-
twenties.

O_"l' KEY BARRIERS TO ADHERENCE IN YOUTH ADULTS—The Perfect Storm

Incomplete brain maturity may lead to emotional lability, impulsivity, and gaps in
executive skills such as prioritization, problem-solving and risk stratification.

Gaps are found in health knowledge regarding their conditions and treatments, as

youth may need health education that fits their developmental understanding.
Parent-child dynamics,as youth move towards independence, can create re-

sistance and defiance to parental instructions or perceived nagging.
During the formation of an adult self-image, youth attempt to align with the norms of their peer group
and reject issues which lead them to see self as different, such as a chronic disease.

New abstract reasoning skills must work through the stages of acceptance —shock, denial, anger, bargain-

ing, depression, testing, acceptance.
Health care financing changes can cause new problems in navigating the health system.

Starting over with a new adult doctor generates a gap in provider trust.

METHODS TO MAXIMIZE ADHERENCE IN YOUNG ADULTS
Use empathetic and nonjudgmental discussions to promote trust in a new patient-physician relationship.

o “Many patients find it hard to remember to take pills twice a day —is it hard for you?’
Screen and address potential mental health problems —depression and anxiety, in particular.
Provide repeated education matched to the patient’s health literacy (verbal, written and internet sources).
Use motivational interviewing techniques to work on resolving the patient’s ambivalence.
e 1) Promote change talk, 2) elicit pros and cons in next steps and 3) measure the youth’s perceived im-
portance of the action and confidence in own ability to take action.

Balance structure & flexibility in the shared plan of care.

e Seek options that: 1) provide signs of immediate benefits, 2) allow a sense of control and
3) minimize the life intrusiveness of treatments.

¢ Simplify regimens, use longer acting medicines, when possible.

e “We will lower your dose as soon as your labs improve, to help with the side effects

you don’t like.”

e  “What do you want to do to make it easier to follow your treatment plan?” CYACC

317-948-0061
Fax 317-948-7577
e Encourage the young adult recognize how one’s support system (family and friends) cyacc@iupui.edu

Use safety nets and monitoring—phones, alarms, reminders, and follow-up contacts.

may be asked to help.




ABOUT ME: Call me “ ”

Approximate Photo:
Developmental Age:

How | communicate:

What | like and what
makes me happy:

What stresses me:

Behaviors when I'm
stressed:

How to help me
when I’'m stressed:

My legal decision
maker:

My other caregivers:

WHEN | AM CONTENT WHEN | AM STRESSED

Face:
Eyes:
Jaw/tongue:

Skin:

Sounds:

Speech:

Habits:

Comfortable
Distance:

Posture:

Pulse:
Breathing:
Sleep:
Appetite:
Eating pattern:

Adapted from DISDAT tool at https://www.stoswaldsuk.org/how-we-help/we-educate/resources/disdat.aspx




Patient Name:

Preferred Disability Accommodations
Utilize an orientation board in patient room which says: “Patient needs accommodations for
activity and interventions. Please see nurse for hospitalization plan.”

Emergency Plan:

Code status /Advance Directives:

Allergies/Precautions:

Vital signs accommodations:

Activity:

Nursing - Skin Care/Hygiene needs:

Nursing - Positioning/Transferring:

Nursing - Toileting/Menses:

Nursing - Supervision/Attendant Care:

Nursing - Communication/Sensory/Vision/Hearing:

Diet/Feeding:

Medication Administration:

Lab/procedure accommodations:

Special devices/Implanted devices:

Special sleeping preferences:

Special safety concerns:

Respiratory needs:




@My dinner time:

Health Habits & Daily Rules

Use daily rules to help you stay healthy,
especially if you are not good at feeling or using your own body messages.

Times to Eat

7 My breakfast time:

My lunch time:

e My snack time:

Food & Drink
| eat servings of fruit every day.

servings of vegetables.

servings of calcium foods.
servings of protein.

| fill my plate once a meal.

| pick one day a week ( ) for a treat.
| drink glasses of water.
| drink glasses of other drinks too.

Physical activity

for

times a week.

Center for Youth and Adults with Conditions of Childhood cvacc@iupui.edu
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Bathroom — | gO
when | get up

after breakfast
after lunch
after work/school

after dinner

before bedtime

Clean your body

| wash my hands before | eat, and after the bathroom.
= | brush my teeth 2x, mornings and evenings. gra
~

| shower every day(s).

| wash my hair every day(s) (&)
| put on clean clothes every day.

| cut my finger & toe nails every week

p
o @

My wake up time is :




Supporting Health Habits

For caregivers of individuals with learning difficulties (LD) or intellectual disabilities (ID)

Daily Rules . . . . .
Supporting the person with mild LD/ID—Maximize actions the
.. person can do on their own
For activity
. 1. Teach and then entrust the person to be in charge of their own daily health
For eating

rules. Set an example by following healthy daily rules yourself.
For hydration

For hygiene 2. Teach things to watch for to recognize when the usual rules don’t apply.

For sleep 3. Be present to support problem solving for those unusual days. Teach that
For toileting asking for help is something that everyone needs sometimes.

Supporting the person with moderate ID— Find a balance between
actions by the person and their caregivers

. Teach the person about their own daily health rules. Encourage them to do as much as possi-
ble and safe on their own. Provide enough oversight to know how the rules are followed. Set
an example by following healthy daily rules yourself.

2. Review periodically to help reinforce the rules. Teach that sometimes the rules don’t apply and
that everyone needs help sometimes.

3. Recognize and suggest when the usual rules may not apply. Provide oversight and solutions
for what to do on unusual days.

Supporting the person with severe/profound ID - For most actions, caregivers
need to be in charge

. Teach the person about their daily health rules. Support them every day, use helpful reminders,

provide needed supports, avoid nagging. Set an ex- My health goa|s

ample by following healthy daily rules yourself.
e | want to eat healthy foods and portions

2. Observe day to day activities and encourage info and drink enough fluids every day.

sharing, while still considering privacy as able. For
example, “tell me when you go to the bathroom, so | ¢ |wantto keep my body clean (washing up
times a week).

3. Recognize unusual days and create solutions for
what to do. e | want to take care of my body needs,

going to the bathroom regularly.

e | wantto get enough sleep to be well-
rested every day (7-9 hours).

Center for Youth and Adults with Conditions of Childhood cvacc@iupui.edu




/ 3\ |Sample Welcome and Orientation of New Young Adults
JOLTransition | Six Core Elements of Health Care Transition 2.0

[Adult Practice Name] is pleased to welcome you into our practice. Our practice places young adults in the center of their own
health care. This means that our providers do not discuss your care with anyone else unless you ask that we do. We understand
that some young adults involve family and close friends in their health care decisions. To allow others to be involved in your
health care decisions you will need to complete a signed consent. These forms are available at the clinic. For young adults unable
to provide consent, we will need legal documentation about decision-making arrangements.

At our practice, you have the right to:

e Be treated in a caring way

e Make your own decisions

e Talk to your health care provider alone

e Have things explained in a way that you understand
e Have access to your medical information

In turn, you are responsible for:

o Keeping appointments and cancelling appointments in advance

o Telling us about your current symptoms and health history to help us treat you
¢ Following treatment plans that you develop with your health provider

e Asking questions about your care

e Knowing what your insurance covers

Below is a list of frequently asked questions and answers about our practice. If you have a question that is not listed below, feel
free to ask any of our staff. We look forward to having you in our practice.

Q: What services does the practice provide (including preventive, acute and chronic illness care, and, if offered, sexual health,
mental/behavioral health, wellness programs, and other specialty care)?

g Are services confidential?

g Where is the office located (including map and nearest public transportation)?
g What providers are available to care for young adults?

g What are the office hours (including walk-in options, if available)?

g Are there after-hours call-in options?

8 How do | schedule, reschedule, or cancel an appointment?

8 What insurance is accepted?

g How much do visits cost?

§ What should | bring for my first appointment?

Q: What resources are available to assist me to learn about wellness and self-care (e.g., nutrition and fitness classes, support
groups, special apps or websites, local community resources)?
A:

© Got Transition™/ Center for Health Care Transition Improvement, 01/2014 w Got Transition™ is a program of The National Alliance to Advance Adolescent Health supported by U39MC25729 HRSA/MCHB = www.GotTransition.org
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o ranstion

Integrating Young Adults with Intellectual and
Developmental Disabilities into Your Practice:
Tips for Adult Health Care Providers

W. Carl Cooley, MD

Consultant, Got Transition/The National Alliance to Advance Adolescent Health
Chief Medical Officer, Crotched Mountain Foundation

Clinical Professor of Pediatrics, Geisel School of Medicine at Dartmouth

Thomas Cheetham, MD

Deputy Commissioner, Office of Health Services

Tennessee Department of Intellectual and Developmental Disabilities

Adjoint Assistant Professor of Developmental Disabilities, Vanderbilt University

In General to Prepare Your Office and Staff

1. Consider an in-service training or “lunch and learn” session(s) for all staff about caring for
individuals with intellectual and developmental disabilities (ID/DD), including an
understanding of supported decision—making/guardianship options, “people first”
language, and ID/DD not as a disease, but as a sometimes challenging life experience,
which may often include co-existing or condition specific health problems or risks.

2. Consider identifying a staff person as the “office champion” for this population -- maybe
someone who has a family member with ID or DD -- who may keep the office supplied with
local and regional resource information, workshop availability, and related health news.
This individual may also be asked to provide regular feedback on the practice’s
performance in caring for this population.

3. Organize a “walkthrough” or “ride through in a wheelchair” of the office for all staff -- from
the parking lot through an entire hypothetical office visit -- to understand the challenges
that patients may experience and to ascertain areas for improving access.

4. Consider inviting a few young adults with ID/DD and parents/caregivers to participate in a
focus group or a transition improvement process in your practice.

Prior to the First Visit

1. Review the tools available in the Six Core Elements of Health Care Transition (“Integrating
Young Adults into Adult Health Care”) found at www.gottransition.org and adapt the core
elements to this population’s needs. For example:

a. Develop a transition policy or statement, with input from young adults with ID/DD, that
describes your practice’s approach to welcoming young adults and, if needed, their



http://www.gottransition.org/
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caregivers. This can be shared with all staff and discussed with young adults and their
caregivers at their first visit. (See sample policy from Six Core Elements, which can be
customized for your practice.)

b. Create an office registry for this population in order to track individual progress related
to receipt of their current medical records, welcome and orientation to your practice,
clarification of shared decision-making status and implications (guardianship, powers of
attorney, and consent to share personal health information), self-care assessment, and
plan of care. The registry can also be used to track the status of the population’s health,
preventive care status, and health risks. (See sample registry from Six Core Elements.)

c. Identify the clinicians in your practice that are interested in caring for young adults with
ID/DD.

d. Develop a brief welcome letter and frequently asked questions (FAQs) about your
practice with input from young adults and caregivers, and post the content on your
website. (See sample welcome letter and FAQs from Six Core Elements).

2. Obtain health records from previous provider(s) including recent care plans, active problem lists,
medication lists, and health care transition readiness/self-care assessment status.

3. Ask the pediatric provider to send you information about the youth’s specific childhood-
onset/congenital conditions (e.g. Down syndrome, Fragile X syndrome) associated with the
patient’s intellectual disability, including any existing preventive care guidelines for such
conditions.

4. Ascertain shared decision-making status and implications (guardianship, powers of attorney,
and consent to share personal health information).

5. Ascertain the young adult’s ability to communicate and communication method if other than
verbal speech, and identify use of any other assistive technology, including mobility devices.
Recognize that individuals with ID/DD who use verbal communication may do so in atypical
ways or with unexpected meanings.

6. Arrange for staff to inquire prior to the first visit if there are any special accommodations that
will be necessary during the visit.

7. Schedule adequate time for a successful the first visit taking into consideration assistive devices
for mobility and/or communication, presence of caregivers and others, and need to orient the
new patient to your practice and to adult health care in general. Understand that some patients
with ID/DD may require several visits to accomplish the goals that might usually be met in one
visit for other patients.

During the Visit

1. Treat the patient as an adult regardless of level of intellectual disability — greet the patient first,
speak and direct questions to the patient even if a caregiver provides responses. Encourage the
highest level of involvement of the patient in his or her care.

2. Ascertain name, contact information, and role or relationship to the patient of any caregivers
and others present at the visit.

3. Explain what will happen during the visit and invite caregiver to “translate” if necessary.

4. Provide an orientation to the practice or clinic to patient and caregiver, including methods for
24/7 access to care, access to any electronic patient portal, process for prescription renewals
and for referrals.

5. Demand of yourself and your staff the same quality and process of care that you would provide
to a patient without intellectual disability (all vital signs recorded, complete history obtained,
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complete physical examination conducted, same treatment recommendations delivered, all
preventive care and screening measures provided). At times, the elements of a process of care
may require several office visits.

6. Continue the use of a care plan identifying status of and responsibility for action items.

7. Determine the status of all specialty care with respect to the process of transition from pediatric
to adult specialists. Some specialty care may need to remain in the pediatric domain until
appropriate adult specialists are identified.

8. Continue a process of readiness/self-care assessment and education for the highest
possible level of self-management. (See sample readiness/self-care assessment and plan of
care forms in Six Core Elements.)

After the Visit

1. Consider more frequent than annual visits even in someone without secondary chronic
conditions in order to strengthen the relationship more quickly and to familiarize the patient
with the office. The best care for any patient is relationship-based.

2. Consider a follow-up telephone call from a clinical office staff member to review plan of care,
medications, and procedures for accessing the office.

3. Follow-up with the prior pediatric care provider team to thank them for the referral, confirm
that the patient has arrived in your care, clarify any questions arising from the visit, and
ascertain availability of the pediatric care team for future “reverse consultations.”

4. Consider a process for eliciting feedback about the first visit and the patient’s and caregiver’s
experience of the transition process from pediatric to adult care. (See sample transition
feedback survey in Six Core Elements).

K
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(01 transition

Got Transition™/Center for Health Care Transition Improvement is a program of the National
Alliance to Advance Adolescent Health and is funded by cooperative agreement U39MC25729
HRSA/MCHB ("Transition Services in Adolescent Health - Healthy and Ready to Work"). The
author of this practice resource is solely responsible for its contents. No statement in this practice
resource should be construed as the official position of the Health Resources and Services
Administration or the Maternal and Child Health Bureau. For more information about our work and

available publications, contact our office at info@GotTransition.org. Also visit us on our website at

www.GotTransition.org.

Copyright © 2015 by The National Alliance to Advance Adolescent Health
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