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Curricular Components That Support the Functions of EPA 4: Transition Care of 
the Adolescent and Young Patient to Adult Health Care Setting  

1. Assessing the health literacy of the patient and family (caregivers) as well as the developmental level of the 
patient 

• Evaluates the health literacy level of the patient and his/her family to aid in the decision when to start 
transition and provides transition process needs 

• Evaluates the cognitive and developmental capacity of the patient for self-care, which may include 
reviewing past educational testing or the use of a brief cognitive capacity tool 

2. Transforming healthy, typically developing adolescents from pediatric to adult systems of care 

• Describes a plan to identify healthy adolescents at the age of 16–18 for transition planning, including self-
management skills 

• Determines changes in health insurance coverage based upon age 

• Describes preparation needed for education of the youth and parent/caregiver for adult approach to care 
at age 18, including legal changes in decision-making and privacy and consent, self-advocacy, and access 
to information 

• Describes planning needed with youth/parent/caregiver for identification of an adult oriented provider, and 
optimal timing of transfer, if needed 

3. Preparing the adolescent and young adult with special health care needs, as well as their family, to begin 
the transition process 

• Describes a plan to identify all young people at the age of approximately 13–14 years of age for transition 
planning 

• Describes elements of a transition policy/statement, with input from youth and families that states the 
practice’s approach to transition, including elements of the process and privacy and consent information 

• Identifies all those relevant to the transition process and describes an education and communication plan 
for transition 

4. Deciding which components of care for chronically ill or special needs youth are important to transition (i.e., 
primary care or subspecialty care), recognizing that transition may not be simultaneous for all components 
of care 

• Describes state and federal laws relevant to transition, including educational policy, medical decision-
making, and guardianship 

• Describes the institution of regular transition readiness assessments, beginning at approximately age 13–
14, to identify and discusses with youth and parents/caregivers their needs and goals in self-care 

• Determines adult specialists and hospitalists needed for facilitation of outpatient and inpatient transition 
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5. Educating the patient, family, and care team, as appropriate, in the longitudinal process for transition 

• Identifies specific tasks and their timing during the transition process. For example, patients seen by self 
as part of visits, patients involved in health decisions, patients knowing their own medications and 
reproductive health counseling would be earlier in the transition process, and patients scheduling their own 
appointments, creating an updated portable medical summary, knowing who and how to call for insurance 
issues, and guardianship/power of attorney would be later tasks 

• Describes a system for utilizing an individual flow sheet or registry to update the plan of care and to track 
youth’s transition progress using EHR 

• Describes preparation needed for education of the youth and parent/caregiver for adult approach to care 
at age 18, including legal changes in decision-making and privacy and consent, self-advocacy, access to 
information, and expectations from college/university health services, if attending higher education, 
including coordination of care with the college health center 

• Determines the level of need for decision-making supports for youth with intellectual challenges and 
describes process to make referrals to legal resources including formal guardianship for medical decision-
making and care because of significant cognitive and or mental health problems 

6. Counseling the adolescent/young adult patient and the family, as appropriate, to empower the patient to 
utilize self‐management skills, including but not limited to the maintenance of medication records, medical 
history, and medical provider information (electronically and/or by paper copies) and to engage in shared 
decision making regarding his/her health with the health care team to the extent possible 

• Describes a process of counseling to jointly develop goals, medical summary and emergency care plan, and 
prioritized actions with youth and parent/caregiver, and document regularly in a plan of care 

• Describes options for providing a portable medical summary and/or care plan to the 
youth/parents/caregiver in an electronic form or paper summary such as an EHR summary or portable 
paper summary 

7. Counseling the patient and the family, as appropriate, regarding navigation of the health care system 

• Describes techniques to provide counseling and linkages to insurance resources, self-care management 
information, college health services, and culturally appropriate community supports 

• Describes planning needed with youth/parent/caregiver for optimal timing of transfer. If both primary and 
subspecialty care are involved, discusses optimal timing for each 

8. Communicating during the transition process with adult-oriented providers and teams  

• Describes a communication plan with youth/young adult’s subspecialty pediatric provider(s) and arranges 
for consultation assistance, if needed 

• Describes a plan for initial transfer including consent from youth/guardian for release of medical 
information, and ensures adult provider receives transfer items such as a final transition readiness 
assessment, plan of care with transition goals and pending actions, medical summary and emergency care 
plan, legal documents (if needed), and confirms date of first adult provider appointment 
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• Describes a communication plan with adult providers confirming completion of transfer and offers of 
consultation assistance, as needed 
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