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Objectives

» Describe the Got Transition 6 Core Elements

» Perform process measurement of current
transition activities

> |[dentify areas for implementation of transition
activities

» Utilize available resources for implementation
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Youth received necessary services for transition to adult health care
Youth age 1217 years
Nationwide vs. South Caraolina
Did not receive services to prepare for transition x Special health care needs status
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Children with special health care needs (CSHCHM) Mon-CSHCH
0 Matiorwide (Did not receve services to prepare Tor ransition) 2 Seuth Carclina (Did nol receive services to prepare for transition)

Data Source: Mational Survey of Children's Health, Health Resources and Services Administration, Maternal and Child Health Bureau. hitps/fmechb.hrsa.gov/data/national-surveys

Citation: Child and Adolescent Health Measurement Initiative. 2022-2023 National Survey of Children’s Health (NSCH) data guery. Data Resource Center for Child and Adolescent Health
supported by the U.S. Department of Health and Human Services, Health Resources and Services Administration (HRSA), Matemal and Child Health Bureau (MCHB). Retrieved [mm/dd/
wy] fram [www childhealthdata org].
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What is Health Care Transition?

» “The process of moving from a child/family-
centered model of health care to an
adult/patient-centered model of health care,
with or without transferring to a new clinician.”

» Three stages
> Transition
> Transfer
> Integration

Cooley WC et al. Supporting the Health Care Transition From Adolescence
to Adulthood in the Medical Home. Pediatrics 128 (2011) 182-203.
Maddux et al. Preparing Patients for Transfer of Care: Practices of Primary
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https://gottransition.org/

TRANSITIONING YOUTH TO AN

ADULT HEALTH CARE CLIMICIAN

For use by Pediatric, Family Medicine,
and Med-Peds Clinicians

Click for details on each element.

& &
Six Core Elements Six Core Elements
Package Package En Espafol
& &

Full Implementation Guide  Full Implementation Guide

En Espafiol

Full Implementation Guide

TRANSITIONING TO AN ADULT
APPROACH TO HEALTH CARE
WITHOUT CHANGING CLINICIANS

For use by Family Medicine and Med-Peds Clinicions

Click for details on each element.

& &

Six Core Elements Six Core Elements
Package Package En Espafiol
& 84

En Espafiol

Full Implementation Guide

INTEGRATING YOUNG ADULTS
INTO ADULT HEALTH CARE

For use by Internal Medicine, Family Medicine,
and Med-Peds Clinicians

Click for details on each element.

] 3]
Six Care Elements Six Core Elements
Package Package En Espafiol
£ )

Full Implementation Guide  Full Implementation Guide

En Espafiol

= Download your free customizable Six Core Elements tools HERE!
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Transition Timeline

SIX CORE ELEMENTS™ APPROACH AND TIMELINE FOR
YOUTH TRANSITIONING FROM PEDIATRIC TO ADULT HEALTH CARE

POLICY/GUIDE

Drevelop, discuss, and
share transition and
care policy/guide

TRACKING &
MONITORING

Track progress using
a flow sheet registry

—&2D

—C&

READINESS

Assess self-care skills
and offer education
on identified needs

AGE 14-18

Cooley WC et al. Supporting the Health Care Transition From Adolescence ﬂf

to Adulthood in the Medical Home. Pediatrics 128 (2011) 182-203.

PLANNING

Develop HCT plan
with medical
summary
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TRANSFER OF
CARE

Transfer to adult-
centered care and to
an adult practice

AGE 14-18

—&)
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TRANSITION
COMPLETION

Confirm transfer
completion and elicit
consumer feedback

—CE
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1. Transition Policy

» Describe practice’s approach to transition
> Privacy and consent

~ Explicitly state age at which youth shift
from pediatric to adult model of care

POLICY/GUIDE

Develop, discuss, and
share transition and
care policy/guide

AGE 12-14

Examples of Process

1. Mail the transition and care policy/guide to all 12 to 14-year-olds and their parents/caregivers
annually.

2. Have the front desk hand out the transition and care policy/guide when all 12 to 14-year-olds and
their parents/caregivers check in for their appointment, or when they are waiting in the exam room
at their annual preventive visit.

3. Display the transition and care policy/guide on the practice website and on the patient portal or
make it a poster to be displayed in the clinic.

4. Include the transition and care policy/guide as part of the after-visit summary in the electronic
medical record (EMR).

5. Discuss your practice’s approach to transition during a lunch and learn or during a staff meeting.
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Sample Transition and Care Policy/Guide

[Pediatric Practice Name] cares about you.

We will help you move smoothly from pediatric to adult health care. This
means working with you, starting at ages 12 to 14, and your parent/
caregiver to prepare for the change from a pediatric model of care to

an adult mode! of care. A pediatric model of care is where parents/
caregivers make most choices. An adult model of care is where you

will make your own choices. We will spend time during visits without
your parent/caregiver in the room to help you set health goals and take
control of your own health care.

By law, you are an adult at age 18. We will only discuss your health
information with others if you agree. Some young adults choose to still
involve their parents/caregivers or others in their health care choices.
To allow your doctor to share information with them, consent is required.
We have these forms at our practice. For young adults who have a
condition that limits them from making health care choices, our office
will share with parents/caregivers options for how to support decision-
making. For young adults who are not able to consent, we will need a
legal document that describes the person’s decision-making needs.

We will work with you to decide the age for moving to an adult doctor.

| We suggest that this move take place before age 22./Our office policy is
to prepare you to move to an adult doctor. This includes helping you find
an adult doctor, sending medical records, and talking about any special
needs with the adult doctor. We will help you find community resources
and specialty care, if needed.

Your health matters to us. As always, if you have any questions, please
feel free to contact us.

{1 Youth to an Adukt Health Care Clinician / ’3: X

Six Core Domants of Health Care Trarstion™ 3.0 “ 'nn
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2. Transition Tracking and Monitoring

» Establish criteria and process for identifying
transitioning youth and create registry

> Practice assessment and improvement

» Utilize flow sheet to track individual transition

progress

TRACKING &
MONITORING

Track progress using
a flow sheet registry

AGE 14-18
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Transition Registry

THE SIX CORE ELEMENTS OF HEALTH CARE TRANSITION™ 3.0

Sample Transition Registry

A transition registry can be used to track and monitor youth throughout the pediatric-to-adult health care transition period.
This sample registry can be customized as needed. A registry can be on paper, an Excel spreadsheet (see below), or —
if possible — integrated into the electronic medical record.
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3. Transition Readiness

» Conduct regular transition readiness
assessments

>~ Begin at age 14

» Jointly develop goals and actions with youth and
caregiver

READINESS

Assess self-care skills
and offer education
on identified needs

AGE 14-18
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Transition Readiness Assessment

THE SIX CORE ELEMENTS OF HEALTH CARE TRANSITION™ 3.0

Sample Transition Readiness Assessment
for Youth

Transition Readiness Assessment Questionnaire (TRAQ)
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https://picnh.org/wp-content/uploads/2023/01/TRAQ-readiness-assessment.pdf
https://gottransition.org/6ce/?leaving-readiness-assessment-youth

4. Transition Planning

» Update medical summary/ » Consent for release of

emergency plan information
> Prepare patient/family for > |dentify adult provider(s)
adult approach to care > Provide resources

» Legal considerations

> Work through health /"'\
Post-Secondary Transition Coordinators
F

kn OWI ed ge go a I S Geographical Regions

PLANNING

Develop HCT plan
with medical
summary

amily Connection

SOUTH CAROLINA

AGE 14-18 Children'sHealth Changing What's Possible MUSCkids.org


https://www.familyconnectionsc.org/education/adulthood/
https://ddsn.sc.gov/services/transition-services-young-adults#postsec

Transition Planning

THE SIX CORE ELEMENTS OF HEALTH CARE TRANSITION™ 3.0

Sample Plan of Care

This sample plan of care is created jointly with youth and their parent/caregiver to set goals and outline a plan of action that combines
health and personal goals. Informalion from the transition readiness assessment can be used to develop goals. The plan of care should
be updated often and sent to the new adult clinician as part of the transfer package.

Primary diagnosis Secvnalary dimgrosis

WHAT MATTERS MOST TO YOU AS YOU BECOME AN ADULT? HOW CAN LEARNING MORE ABOUT YOUR HEALTH NEEDS AND
LEARNING HOW TO USE HEALTH CARE SUPPORT YOUR GOALS?

Youth's Prioritized Goals Transition Issues or Concems.  Actions Person Responsible Do Compieled
Clinicion,/Core stoff name Date plen created Updated

Youth signehure Parenl/Caregiver signatirre
‘_., TranaBicning Youth to am Adult Health Care Clinicisn l” ’3: A

S Corn Elprrants of Haalth Care Tramaion™ 3.0 "
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5. Transfer of Care

» Confirm date of first adult provider appointment
» Provide direct communication with adult

provider

» Complete and send transfer packet

» Plan for continued responsibility of care until

first adult appointment

TRANSFER OF
CARE

Transfer to adult-
centered care and to
an adult practice

—&3

if
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Transfer of Care

THE 51X CORE ELEMENTS OF HEALTH CARE THANSITION™ 10

Sample Transfer of Care Checklist

TRANSFER OF CARE
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Sample Transfer Letter

[Date)
Dear [Adun Clinician Name),

Mlhdn)(#lmpmdwpomwmm
be transferring

plan of care, wmmmmmmu
their own guardian and s Y d under [i plan).

The needed next steps in (Name's)planof care are
Mmuumbmuwn

1 have had [Name] as a patient since [age] and am very familiar with
provide care for them, such as refiling medications, unél they come o
the first visit in your practice, Please send us a note or call when [Name]
has allended their first appointment in your practice. | would be happy
10 provide any consuRtation assistance 10 you during the initial phases of
[Name's) transition to your pracice. Please do not hesitate to contact me
by phone or email if you have any questions.

Thank you very much for your willingness to care for [Name).

Sincarely,
Podiatric Clevkcion Nawse
Ll AES
B G Dt of P, Cove Dot 1:— i ‘5 h
i gnl {ransion
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6 . Tra n Sfe r CO m p I etlo n Pediatric to Adult Care Transitions Initiative

» Confirm transfer with patient/family

» Elicit feedback

» Offer consultation to adult provider

» Build partnerships with adult primary and
specialty care providers

TRANSITION
COMPLETION

Confirm transfer
completion and elicit
consumer feedback

—CED)
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https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/pediatric-to-adult-care-transitions-initiative

Transition Outcomes gy o807 BPK

» Continuity of care
> Engagement in adult care
> Retention in adult care

> Triple Aim
>~ Population health, patient experience, costs of care

» Better outcomes with more components in place

Rachas A et al. Evaluating Continuity During Transfer to Adult Care: A
Systematic Review. Pediatrics 138(1) (2016) €e20160256.

Gabriel P et al. Outcome Evidence for Structured Pediatric to Adult Health Care
Transition Interventions: A Systematic Review. J Pediatr 188 (2017) 263-9.
Schmidt A et al. Outcomes of Pediatric to Adult Health Care Transition
Interventions: An Updated Systematic Review. Journal of Pediatric Nursing 51
(2020) 92-107.
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Got Transition Process Measurement Tool

THE SIX CORE ELEMENTS OF HEALTH CARE TRANSITION™ 3.0

Health Care Transition Process Measurement Tool

for Transitioning Youth to an Adult Health Care Clinician

Instructions: Each of the Six Core Elements, as well as Youth/Young Adult and Parent/Caregiver Engagement, can be scored
according to whether some or all of the implementation steps have been completed. For example, developing and publicly displaying
a written transition and care policy/guide has a possible score of 5; that is, if this step is completed with the appropriate documentation
listed below (Yes), a practice or system would receive a score of 5. If it is not completed (No), the score is 0. (No partial scores.)

IMPLEMENTATION REQUIREMENT

1. Transition and Care Policy/Guide Documentation Yes=5/No=0
Developed a written transition and care policy/guide that describes the practice's Copy/screenshot of transition and care policy/
approach to health care transition (HCT) and displayed it publicly (e.g., waiting guide; photo of public display

room, practice website)
Included information in transition and care policy/guide about privacy and consent Copy/screenshot of transition and care policy/guide

at age 18 and age of transfer
Obtained and incorporated input from youth and parents/caregivers into transition Number of youth and parent/caregiver reviewers
and care policy/guide
Established a clinic process to discuss/share the transition and care policy/guide Description of clinic process
with youth and parents/caregivers
Educated staff about transition and care policy/guide and their roles in the HCT Date(s) of education; educational content
process
Transition and Care Policy/Guide Subtotal ..
(out of 25)
2. Tracking and Monitoring Documentation Yes=5/No=0
Established criteria and implemented a clinic process for identifying transition-aged Description of population and clinic process
youth
Developed individual transition flow sheet or registry fo track youths' receipt of all of  Flow sheet or registry template
the Six Core Elements
Tracking and Monitoring Subtotal -
(out of 10)
f, Transitioning Youth to an Adult Health Care Clinician / —:g; A
Six Core Elemants of Meath Care Transtion™ 3.0 P
© 2020 Got Tranation™ Nos-commrtial sne & pomaied, bt roguines aftvbution jo Gat Tranalion or any use. 0oy, O adagtion. gu' |[ans|"n"v

Mectical Datwersity of South Carolias
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https://gottransition.org/6ce/?leaving-process-measurement

Health Care Transition Process Measurement Tool (Continued)

Instructions: The practice/system can be scored according to the percentage of youth that receive each of the Six Core Elements.
Possible scores range from 1-5.* If a practice/system starts with a subset of youth with special needs, they would likely be reaching
20% or less of eligible patients for a score of 1 point. If they are implementing the Six Core Elements for all eligible youth with and
without chronic conditions, they would score at the maximum level of 5 points. (No partial scores.)

PERCENT OF TRANSITION-AGED PATIENTS RECEIVING SIX CORE ELEMENTS ?

1. Transition and Care Policy/Guide
Sharing transition and care policy/guide with youth and parents/caregivers beginning at ages 12-14 (letter or visit)

2. Tracking and Monitoring
Tracking youth beginning at ages 12-14 with an individual transition flow sheet or registry

3. Transition Readiness
Administering transition readiness assessmenis periodically to youth beginning at ages 14-16

4, Transition Planning
Regularly updating and sharing medical summary and emergency care plan and plan of care with readiness assessment
findings, goals, and priorilized actions

5. Transfer of Care
Preparing and sending a transfer package for youth/young adults leaving their practice

6. Transfer Completion
Eliciting feedback from youth/young adults who have transferred to adult care about HCT supports received

Communicating with adult clinicians to confirm transfer and offer, if neaded, consultation

TOTAL DISSEMINATION SCORE

(out of 35)
*SCORING KEY
Percent of transition-aged patients receiving Six Core Elements (1-20%)  (21-40%)  (41-60%) (61-80%) (B81-100%)
r Trmu-mnlnn Youth to an Adult Hnu'ltn ﬁam Clinician ’3: \"

s a A, gm Iranstion.

Py U p Bt naduens ARG o (ot TransSon for oy i, Copy, Of Sdupice,




Implementation

TRANSITIONING YOUTH TO AN

Six Core Elements of Health Care Transition™ 3.0 ADULT HEALTH CARE CLINICIAN

For use by Pediatric, Family Medicine,

An Implementation Guide it ot o

’ Transitioning Youth to an Adult Health Care Clinician Download Full Implementation Guide
InEnglish | En Espadol

Transition and Care Policy/Guide
Guide | Examples

Tracking and Monitoring
Guide | Examples

Helping Patients Plan the . Farstion Resctess

Guide | Examples

Transition from Pediatric t0 e Children's Gude | Example

H i Transfer of Care
Adult-Based Care s Guide | Bxamples

Transfer Completion
Guide | Examples

Filter by TCH
Search “transition"
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https://comlib.epic.com/
https://gottransition.org/6ce/?leaving-ImplGuide-full

Transition Billing and Coding

PAYMENT FOR TRANSITION SERVICES

ayment ror he U are transition (HCT) service: a malor I1ssue 1or ciir

New in 2023:

e A new ICD-10 diagnosis code has been added for pediatric-to-adult transition counseling:
Z71.87 (encounter for pediatric-to-adult transition counseling). Report code Z71.87 when
pediatric-to-adult transition counseling is provided as the sole reason for an encounter or in
addition to other services (e.g., management of a chronic condition). Code Z71.87 may be the
first-listed or a secondary diagnosis code depending on the circumstances of the encounter.
Any applicable codes for chronic conditions that support the need for pediatric-to-adult
transition counseling should be reported in addition to code Z71.87. Evaluation and
management of the chronic conditions is not required at the encounter.

Mactical Ualversity of Souts Caolas
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https://gottransition.org/six-core-elements/payment.cfm

Questions?

Matical Daiwwraity of Sowth Carolia.
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5 First Steps

1. Talk to adolescents alone

2. Mention transition to an adult provider starting at age 14y (if
complex), 16-17y if healthy

3. Educate all office staff on goals for transition
4. Establish relationships with adult PCPs in your area

5. Reach out to “graduated” patients/families for feedback
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