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Health Transition Learning Community

“The Importance and Integration of
Health Care Transition in School
Settings”
Please sign in by writing your name and organization in
the chat box.
To join the Health Transition listserv, please include your email address.

Tips for a successful experience in today’s call
• Please mute your line.
• Presenters will take questions during and at the end of the
presentation.
• Feel free to type questions in the chat box at any time.
• During Q & A, if you want to ask a question, raise your hand or just
unmute yourself and speak.
Please type your name and organization in the chat box.

Meeting Agenda
3 mins

Welcome and Introduction

5 mins

Introduction to Health Care Transition in Schools
Tim Markle

3 mins

Introduction of Samhita Ilongo
Julie Hajewski

40 mins “The Importance and Integration of Health Care Transition in

School Settings”

Samhita Ilongo, Got Transition
5 mins

Wrap-up / sign off

Short Introduction to Health
Transition and Schools

Tim Markle, Wisconsin Youth Health Transition
Initiative (YHTI)

Special Education in WI
Unique learning needs that require specially
designed instruction.
12 disability categories: Autism, Blind and Visually
Impaired, Deaf and Hard of Hearing, Deafblind,
Emotional Behavioral Disability, Intellectual
Disability, Orthopedic Impairment, Other Health
Impairment, Significant Developmental Delay,
Specific Learning Disabilities, Speech and
Language, Traumatic Brain Injury.
https://dpi.wi.gov/sped accessed 11.11.21

HCT and Schools
WI DPI: “For students requiring special
education, the IEP (Individualized Education
Program) supports access, engagement, and
progress in academic instruction at all grade
levels. The department developed guidance on
writing IEPs called ‘College and Career Ready
IEPs: Improving Outcomes for Students Ages 321’.”
https://dpi.wi.gov/sped/college-and-career-ready-ieps accessed 11.11.21

HCT and Schools
CCR IEP 5 Step process:
1. Understand student’s strengths and needs
2. Identify affect of disability on achievement
and performance
3. Develop goals to achieve and support
4. Align services
5. Analyze progress
https://dpi.wi.gov/sites/default/files/imce/sped/pdf/ccr-iep-overview-guide.pdfaccessed 11.11.21

IDEA (Individuals with Disabilities
Education Act) and Transition Services
“A coordinated set of activities . . . Promotes
movement from school to post-school activities,
including education, employment, adult
services, independent living, or community
participation. …and when appropriate,
acquisition of daily living skills.”
https://witig.org/transition-planning/what-is-transition/accessed 11.11.21

Transition in Wisconsin
• All IEPs are CCR IEPs.
• Transition planning begins at age 14.
• Wisconsin has the Transition Improvement
Grant (TIG) to help guide and support schools.
• TIG has developed a Post-Secondary
Transition Plan (PTP) with an app that is
available to students, families and schools to
assist in transition planning.

Other plans that can be
used by school nurses
Individualized Health Care Plan (IHP) – for health
needs that may result in an emergency and/or need
management or monitoring. (DPI) Developed in response
to the health care needs of a student that affect or have
the potential to affect safe & optimal school attendance
and academic performance (WASN 2013)

https://dpi.wi.gov/sites/default/files/imce/sspw/pdf/Sa
mple_IHP_form.doc

Other plans that can be
used by school nurses
Emergency Action (or Care) Plan – Plan for others
to implement in school setting, written for non-medical
person, focus on life threatening illness that requires an
immediate response.
• Emergency Information Form
• Diabetes
• Seizure
• Asthma
• Anaphylaxis
https://dpi.wi.gov/sites/default/files/imce/sspw/pdf/wilyschoolnursesandplans.pdf accessed 11.112.21

Other plans that can be
used by school nurses
Section 504 of the Rehabilitation Act of 1973 (504 Plan) –
“Section 504 is a federal law designed to protect the
rights of individuals with disabilities in programs and
activities that receive Federal financial assistance from
the U.S. Department of Education (ED). Section 504
provides: "No otherwise qualified individual with a
disability in the United States . . . shall, solely by reason of
her or his disability, be excluded from the participation in,
be denied the benefits of, or be subjected to
discrimination under any program or activity receiving
Federal financial assistance . . . ."
https://www2.ed.gov/about/offices/list/ocr/504faq.html accessed 11.11.12

Why does it matter?
Students don’t graduate from having chronic
conditions or health care needs.
Self-determination matters – decision making takes
knowledge, skills and action.
Use the time in school (supportive environment) to
promote self-determination after school.
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Presentation Objectives
1. To understand health care transition (HCT) outcome evidence
for youth with special health care needs
2. To describe the pilot HCT projects in the DC school system
3. To identify a HCT tools on the Got Transition website that can be
used into special education programs.
4. To consider promoting HCT activities when planning educational
goals

Receipt of HCT Planning Guidance from Health
Care Providers (HCPs)
National Survey of Children’s Health, 2018-2019*
• 22.9% of youth with special health care needs (YSHCN) received transition planning
guidance from HCPs
• 16.9% of youth without special needs received transition planning guidance HCPs
MCHB Title V National Performance Measure on HCT is based on whether:
1. doctor spoke with child privately without an adult in the room during last
preventive check-up;
2. if a discussion about transitioning to adult care was needed it must have happened;
and
3. doctors actively worked with child to gain skills and understand changes in their
health care.
*Data source: Child and Adolescent Health Measurement Initiative. 2018-2019 National Survey of Children’s Health
(NSCH) data query. 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), Maternal and Child Health Bureau (MCHB).
Retrieved 12/07/20 from www.childhealthdata.org.
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Outcome Evidence for a Structured HCT Process
Systematic reviews of HCT evaluation studies between 1995-2016* and May 2016Dec 2018** show that with a structured transition process, statistically significant
positive outcomes for YSHCN include:
• Population health: adherence to care, self-care skills, quality of life, selfreported health
• Experience of care: increased satisfaction, reduction in barriers to care
• Utilization: decrease in time between last pediatric and 1st adult visit,
increase in adult visits, decrease hospital admissions and length of stay
• Note: no evaluation studies on clinician experience or cost-effectiveness of
HCT
Sources:
*Gabriel et al., Outcome evidence for structured pediatric to adult health care transition interventions: A systematic review. Journal of Pediatrics. 2017;188:263-269.
**Schmidt, A., Ilango, S., McManus, M., Rogers, K., & White, P. (2019). Outcomes of Pediatric to Adult Health Care Transition Interventions: An Updated Systematic Review. J. Pediatr
Nurs 2020: 51: 92-107.
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Pediatric to Adult Health Care Transition Definition
• Definition: Health care transition is the process of moving from a child
to an adult model of health care with or without a transfer to a new
clinician
• Transition Goals for Youth/Young Adults and Clinicians:
o To improve the ability of youth and YAs to manage their own health
and effectively use health services
o To have an organized clinical process in pediatric and adult practices
to facilitate transition preparation, transfer of care, and integration
into adult-centered care
• Reaffirms that TRANSITION ≠ TRANSFER or PLANNING alone

• TRANSITION = planning, transfer and integration into adult care
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Medical Professional Societies Guidance
• 2011 joint AAP/AAFP/ACP Report Clinical Report (CR)
on HCT*
• AAP/AAFP/ACP updated CR in 2018 with guidance on
evidence informed processes**
• Targets all youth, beginning at age 12
• Algorithmic structure with emphasis on planning:
o Branching for YSHCN
o Application to primary and specialty practices
• Extends through transfer of care to adult medical home
and adult specialists
• Recommended: Focus on all three aspects of
transition: planning, transfer and integration into
adult care using a QI approach utilizing the Six Core
Elements

Age
12

Youth and family aware of transition policy

Age
14

Health care transition planning initiated

Age
16

Preparation of youth and parents for adult
approach to care and discussion of preferences
and timing for transfer to adult health care

Age
18

Transition to adult approach to care

Age
18-22

Transfer of care to adult medical home and
specialists with transfer package

*Supporting the Health Care Transition from Adolescence to Adulthood in the Medical Home(Pediatrics, July 2011)
**White PH, Cooley WC, Transitions Clinical Authoring Group, American Academy of Pediatrics, American Academy of Family Physicians, American
College of Physicians. Supporting the health care transition from adolescence to adulthood in the medical home. Pediatrics. 2018; 142:85-104.
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HCT Pilot Examples in Washington, DC:
DC School-Based Health Center Pilot*

*White, Patience H.; Ilango, Samhita M.; Caskin, Ana M.; la Guardia, Maria G. Aramburu de; McManus, Margaret A. (2020): Health Care
Transition in School-Based Health Centers: A Pilot Study. SAGE Journals. Collection. https://doi.org/10.25384/SAGE.c.5234505.v1

School-Based Health Center HCT Efforts
• Medstar SBHCs: Anacostia, Roosevelt
• Children’s National Medical Center SBHCs: Ballou, Coolidge, Dunbar

• Regular, in-person meetings with Got Transition
• Select and customize specific core element tools, with input from SBHC staff & students
• Welcome and care policy/poster
• Transition readiness assessment
• Finding an adult doctor resource
• Determine clinic process for implementation
• Pilot, spread, and measure baseline and annual progress
• Offer health education to students on self-care skills
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SBHC Customized Tools and Health Education
• Welcome & Care Policy: Poster in waiting and exam rooms. Handout for all
students at front desk
• Transition Readiness Assessment: Conducted as part of preventive visits
and documented in electronic medical record
• Finding an Adult Doctor Resource: A list of health clinics, doctors, sexual
health websites, and a mental health helpline shared with seniors
• Health Education: Clinic tour, self-care education targeting carrying health
insurance, making doctor appointments, refilling prescriptions, and entering
health information on their cell phone, school assembly education session for
seniors, video for students
24

SBHC
Welcome & Care
Policy/Poster
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SBHC
Finding an
Adult Doctor
Resource
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SBHC
Finding an
Adult Doctor
Resource
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SBHC
Finding an
Adult Doctor
Resource
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HCT Pilot Examples in Washington, DC:
Mary’s Center School-Based Mental Health Program

Mary’s Center School-Based Mental Health Pilot
• 6 therapists and a community support worker from Mary’s Center, based at 3
DC public and charter schools, participated in pilot.
• During monthly meetings with Got Transition, SBMH therapists customized
transition tools from the Six Core Elements.
• A quality improvement process involved student input and established clinic
processes for planning, transfer, and integration into Mary’s Center’s adult
MH care.
• The customized tools and processes were piloted with 25 high school seniors
receiving school mental health services from September 2018 to September
2019.

Mary’s Center School-Based Mental Health Pilot
Customized Tools
Customized tools in Spanish and English included:
• Mental Health Care Transition Readiness Assessment
• Mental Health Glossary of Terms
• Post-Graduation Wellness Plan

Mental Health Transition
Readiness Assessment
• The goal was to have senior students
complete a pre and post readiness
assessment– once during intake and
once in the spring before they left the
school
• It was administered by the therapist
• It enabled better understanding and
planning between the student and
therapist

Glossary of Terms
• Based off a resource created by
Young Invincibles
• Created in the spirit of
empowerment and building mental
health literacy
• Used as a reference for students
during sessions when a term was
not known

Post-Graduation
Wellness Plan
• A wellness plan provided an interactive
exchange between the student and therapist
about their future MH needs
• completed and given to senior students in
the spring before they left the school
• Included information about continuation of
services planning, emergency MH
information, relapse prevention, and
wellness planning
• Used as a guide for therapists for planning
ahead and making the connection to adult
services for ongoing care needs

Mary’s Center School-Based Mental Health Pilot
Feedback
Feedback from students:
• It helped open up a conversation earlier about their needs and skills
• It helped them be proactive
• They appreciated the process and felt more empowered over the
course of the year
Feedback from therapists:
• It helped them plan ahead and not wait until discharge to figure out
needed next steps
• It provided a structure to talk about a student’s future proactively
• Most therapists were on board with the pilot, 2 therapists found the
extra paperwork burdensome

Mary’s Center School-Based Mental Health Pilot
Sustainability
• Since the pilot, the transition tools have been incorporated into 4
additional schools in DC, bringing the total number of participating
schools to 7.
• Transition has been embedded as a best practice in Mary’s Center’s
therapy infrastructure as part of the school mental health program
(SMHP) policy.
• Transition will be monitored and worked on as a treatment goal for
every student receiving services from the SMHP.
• New clinic staff onboarding will include a training on the process,
purpose, and spirit of transition as well as an emphasis on the unique
needs of high school seniors.

Incorporating HCT in Special Education

37

Incorporating HCT in Special Education
• The Individuals with Disabilities Education Act (IDEA) has no
explicit reference to health
• “Transition services means a coordinated set of activities that
include post-secondary education, vocational education,
integrated employment, continuing and adult education, adult
services, independent living, or community participation.”
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The Importance of Health
employment

postsecondary
education

independent
living

health
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Including HCT in the IEP Transition Plan
Got Transition, in partnership with DC’s Community of Practice on Secondary
Transition and with extensive input from special educators, city officials, and families,
created the following two tools for students with an IEP and special educators:
1.

Health Care Transition Readiness Assessment
• Completion of Got Transition's Health Care Transition Readiness Assessment for
Students with an IEP will reveal student knowledge about their health and
using health care and areas they need to learn more about.

2.

Health Care Transition Sample Goals
• Practical, achievable, and measurable sample goals based on the results of the
assessment can be used by IEP team to develop transition plan goals.
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Health Care
Transition Readiness
Assessment for Students
with an IEP
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Sample Goals for
the HCT Readiness
Assessment for
Students with an IEP
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Sample Goals for
the HCT Readiness
Assessment for
Students with an IEP

43

Example Goal Setting
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Example Goal Setting
Student marked “no” on
“I know or I can find my doctor’s phone number.”

X
X
X
X
X
X

X
X
X
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X

Example Goal Setting
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Example Goal Setting
“By the end of the IEP cycle,
student will name and identify
their doctor in their phone when
asked, with __% accuracy.”
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Example Goal Setting – Ideas to achieve this goal
“By the end of the IEP cycle, student will name and identify their doctor in their phone
when asked, with __% accuracy.”
A few ideas…
• Work with your youth or young adult to add their doctor’s name and
phone number into their phone contacts

• Use Got Transition’s Medical ID resource to follow steps to add health and
medical information, including emergency contact information, into their
smartphone
• Practice!
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Thank you! Questions?
Access these tools and additional HCT resources on Got Transition’s
website at www.GotTransition.org
For more information, contact:
Samhita Ilango: silango@thenationalalliance.org
Peggy McManus: mcmmanus@thenationalalliance.org

HealthCareTransition

@GotTransition2
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GotTransition.org

Thank you for joining today’s call.
Please scan the QR code or go to the link in the
chat box and provide us with feedback on today’s call.

https://uwmadison.co1.qualtrics.com/jfe/form/S
V_e2j9qDOWN8UgCy2

For transition resources, tools, and events, check us out at
https://healthtransitionwi.org/

