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Workshop Overview

• The Workshop ‘Why’

• Workshop in Action

• Lessons Learned Discussion: 
Practice experiences and workshop 
projects
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The Workshop ‘Why’
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Conversation on Transition to Primary Care at All Practices 
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Patient Identifying Adult Primary Care Provider at All Practices 
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Workshop in Action



Transition Timeline

Cooley WC, Sagerman PJ et al. Supporting the Health Care Transition From Adolescence to Adulthood in the Medical Home. Pediatrics 128 (2011) 182-203. 
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QTIP Transition to Adult Care Key Driver Diagram 
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Establish practice transition 
planX% of eligible youth 

documented as 
receiving practice 
transition policy

Age-based electronic health record (EHR) 
flag for patient identification

Smart Aim Key Drivers Secondary Drivers Change Ideas

Developmentally-appropriate 
health education goals

Structure documentation

Assign roles

Implement tools

Identify patients

Transition-focused education 
and engagement

Use of a transition readiness 
assessment tool to identify 

developmentally-appropriate 
health education goals

Patients, caregivers and team 
engaged and knowledgeable 

about practice transition goalsX% of eligible youth 
will complete 

readiness assessment 
with one gap 

identified and one 
goal established to 

address the gap

Build transition packet

Embed transition readiness questionnaire 
for pre-visit completion

Create patient registry

Post policy visibly in care areas

Implement goal setting at visits

Build portable medical summary

Use results to identify gaps in 
readiness

Distribute assessment to 
eligible youth

Standard time alone with adolescents

Determine plan to share outcomes with 
patient and caregiver

Determine plan for result interpretation 
and documentation

Educate staff on practice goals and 
transition policy

Family engagement

Youth self-efficacy building

Adopt/draft and pilot policy 
with youth and caregivers

Cooley WC, Sagerman PJ et al. Supporting the Health Care Transition From Adolescence to Adulthood in the Medical Home. 

Pediatrics 128 (2011) 182-203



About the Workshop: Who/What

11 practices completed the workshop:

• AnMed Pediatrics

• Beaufort Jasper Hampton Comprehensive 
Health Services

• St. James Georgetown Pediatric Center

• Grand Strand Pediatrics

• MUSC - Rutledge Tower

• Palmetto Pediatric and Adolescent Clinic-
Columbia

• Pelican Pediatrics

• Prisma - Center for Pediatric Medicine

• Prisma - Children's Hospital                           
Outpatient Center

• Rock Hill Pediatrics

• Sandhills Pediatrics

Project focuses included:

• Establishing a clear policy/protocol on when patients need to 
transition from pediatric office to adult care.

• Increasing conversations surrounding transitioning care and 
health knowledge.

• Toolkits, packets, flyers and tri-folds to explain next steps, 
navigation of insurance and connect patients to new primary 
care provider options.

• Electronic medical record (EMR) changes to prompt 
conversations, documentation and patient engagement.

• Creating referrals for adult care through health system-based 
networks.
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• What we learned:

➢ Teens aren't consistent in attending their well visits.

➢ Creativity is a must when it comes to finding solutions!

➢ When it comes to the policy around age for transition to adult primary care, 

there's no one-size-fits-all answer.

➢ Working with your team is essential to making policy/protocol decisions.

➢ Almost each participating practice had a different timeline.

➢ Survey fatigue is real.

➢ While a Transition Readiness Assessment can be a great tool, it's not for all practices. 

However, it can still guide your conversations if you're not administering one!
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About the Workshop: Lessons Learned
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The Results



Conversation on Transition to Primary Care at All Practices
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Patient Identifying Adult Primary Care Provider at All Practices
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Workshop Survey Results
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Does your practice have a transition and care 
policy/guide? 

0.  No-Our practice does not have one
1. No-Our practice is currently developing one

2. Yes-It's discussed with patients but not 
physically available/displayed

3. Yes-It's discussed with patients and posted/physically 
available for patients and family to see

My practice has a way to track the progress of 
each patient throughout the transition of care 
process in the following stages (select all that apply) 

Practices could earn 1 point for each of the following 
that was tracked, for a total possibility of 9 points

• Policy/Guide shared
• Readiness assessment
• Patient education

• Plan of care creation
• 18-year-old privacy and consent changes discussed

• Adult PCP identified
• Communication established with new clinician

• Adult appointment scheduled
• Feedback from patient



Workshop Survey Results (Continued)
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Consistency % Ranked Accordingly:
Always (2)  Sometimes (1)  Never (0)



Workshop Survey Results (Continued)
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These resources are available to 
patients at our practice via paper 

or digital formats. 
(select all that apply) 

Practices could earn 1 point for each 
of the following that was provided, 

for a total possibility of 4 points

• Insurance
• Self-Care Management

• Community Support Services
• Other



Workshop Survey Results (Continued)

17

 My practice has a transfer checklist in place
Yes (1) No (0)

My practice confirms first appointment with the adult practice for 
completion of the transfer of care of my patients.

Always (2) Sometimes (1) Never (0)
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Lessons Learned Discussion



Core Element One: Transition and Care Policy/Guide
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Establishing a policy/protocol



Core Element One: Transition and Care Policy/Guide (cont.)
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Staff education on practice's transition approach



Core Element Two: Tracking and Monitoring
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Transition Checklist



Core Element Two: Tracking and Monitoring (cont.)
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EMR Utilization (templates, SmartPhrases, HER text)



Core Element Three: Transition Readiness

23

Implementing a Transition Readiness Assessment



Core Element Four: Transition Planning
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Patient Education and Resource Creation



Core Element Five: Transfer of Care
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Connecting Patients to Their Next Point of Care



Core Element Six: Transition Completion
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Closing the Referral Loop
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Workshop Award
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