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“the purposeful, planned movement of adolescents and young adults
with chronic physical and medical conditions from child-centred to
adult health-care systems”
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e By 2013, mortality in 1 to 4 year olds had
fallen to around a quarter of 1980 levels

e By contrast, deaths in 20 to 24 year olds had
only fallen to around 60% of 1980 levels.

e Deaths in many high-income and middle-
income countries are now higher in older male
adolescents than in 1 to 4 year olds.
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So what does our data look like?
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So what does our data look like?
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Anodontia

Impacted teeth

Cystic fibrosis

Unsp acute lower respiratory infection
Adjust & mgmt vascular access dev

F/U care rfo fx plate oth int fix dev
Dental caries unspecified
Pharmacotherapy session for neoplasm
Spastic quadriplegic cerebral palsy
ALLin remission

Anaemia unspecified

Influenza w oth resp manif oth virus id
Other autoimmune haemalytic anaemias
Spastic diplegic cerebral palsy

Unsp scoliosis thoracolumbar region

Unspecified ostecporosis site unsp




policy and practice......

Priority 2.3: Young people with complex and ongoing health and wellbeing
needs are supported to optimise transition from paediatric to adult care

The WA health system recognises the importance of
transition, as indicated by the inclusion of ‘transition’
as a priority area In the most recent WA Health Ciinical
Services Framework (2014-2024)."®

The term, ‘transition’ Is used to describe the process
of planning, preparing and moving from a paediatric
health care service to an adult health care service."
There Is Increasing evidence that over this period
young people are particularly at risk of®:

> suboptimal medical follow up

> reduced treatment adnerence

> increased service costs resulting in poorer health
outcomes.

o (There is a need for) information and support
around transition. Can be socially
isolating, especially with a disability
thatisn't well understood.

Communication processes and tools are central

to supporting person-centred care for the young
person as they transition to adult services. Key styles
of communication that will build a young person’s
confidence to self-manage thelr health include?':

> openness
> ftransparency
> collaboration and a willingness to work together.

Transition Is a process and should encompass a
holistic and collaborative approach that Is supported by
both adult and paediatric services.

health wa.gov.au/cahs

The principles for successful transition and transfer
have been outlined In the Paediatric Chronic Diseases
Transition Framework (2009).> These principles
Include:

> Planned and coordinated care — Planning should
begin in early adolescence. It should involve
coordination between health services throughout
and should be clear to the young person, their
families, carers and health professionals. The
process, responsibilities and steps involved should
be clearly defined.

> Readiness for transition — This will occur at
different times and pace for all young people.
Young people need to be equipped with
appropriate and adequate knowladge to self-
manage thelr condition, allowing them to flourish
In adult life.

) Ownership of transition by the young adult when
possible — A young person needs preparation and
support to take ownership and responsibility for
their health condition and care requirements to
progress safely to autonomy:

> shared responsibllity by all Involved In the
transition — Partnerships between paediatric
and adult specialist health services, primary
health carers, school and community health care
professionals, patients and their families or carer
are needed to ensure a collaborative and consistent
approach to transition. GPs and other primary
health professionals need to be consistently
included In the planning and implementation of
transition plans.

> Accessibility and avallabllity of appropriate
services — Youth friendly services are required
In all health settings. Specialist liaison and
Intervention services need to be Identified and
strengthened for vulnerable youth populations.

Health services can directly support young people to transition from paediatric to adult care by:

> Implementing the strategies laid out In the

> recognising that transition Is a continuous process

> clearly Identifying who Is/are responsible for transition coordination responsibllities
) developing and implementing Individual transition plans that:

>

>
S
>
>

consider developmental needs and vulnerabilities

encompass a hollstic and collaborative approach

are developed In partnership with the young person, thelr family or carer

are avallable to and understood by the young person, their family or carer and all relevant health
professionals and services

provide opportunity for regular feedback from the young person, thelr family or carer which
Informs updates fo the plan

evaluating transition programs to Inform service planning

establishing a state-wide transition coordination network for coordinators to collaborate and share
learnings.

Priority Area 2.3: Young people with complex and ongoing health and
wellbeing needs are supported to optimise transition from paediatric to

adult care

comes required to achleve this priority

Health Service Providers develop an agreed systematic and formal transition process for all young

2341 people Iiving with complex and ongoing health and wellbeing needs, starting In early adolescence

232 Agreed standardisation of transition ages across health services

233 Health services working with young people living with complex and ongoing health and wellbelng
- needs commit to the development and Implementation of transition programs

234 Health Service Providers assign transition coordination responsibilities to a position based In a
- paediatric and an adult health service

235 All young people and thelr families or carer are aware of the assigned health professional
h responsible for supporting their transition

236 A transition readiness checklist is completed at regular intervals from early adolescence

23.7 Health services provide resources covering transition and assoclated services avallable to young
- people and thelr families or carer

238 Health Service Providers monitor and evaluate transition processes to Inform future planning,
- policy and services

230 Young people living with complex and ongoing health and wellbeing needs are supported to

develop skills to manage their health as early as possible to ald transition

- WA ?0{j'H HEALTH POLICY 2018-2023




There is plenty of guidance on what makes for good transition planning
and good commissioning of care

a significant shortfall between policy and practice

For young people, their families — and sometimes the staff caring for
them — this creates confusion and frustration.

Even worse, young people can find themselves without essential care or
equipment because of the different ways services are provided, or while
funding arrangements are resolved.

There is good evidence that morbidity and mortality increase for
young persons following the move from paediatric to adult services

health wa.gov.au/cahs
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chronic, complex, disabling and require frequent, specialist care
throughout the life span. This necessitates access to multiple doctors,
allied health workers, pathology and pharmacy services.

have been engaged in a paediatric, family- centred multidisciplinary model
of care. They need preparation and support to move into adult services,
which are more specialised, less integrated, and centred more on

the individual than on the family.

Failed transition leads to poor engagement with health services and
adverse health outcomes.:

Community Health Mental Health Perth Children’s Hospital
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Should we be changing our pre-conceptions
such that paediatricians should look after older
kids ie adults

timing of transition according to
developmental stage and maturity, not age

Should we ask Geriatricians to look after
younger patients?

- receiving clinician according to complexity

health wa gov au/cahs




So what is our ask today ?

e Learn from existing exemplars of transition
* Generosity to share knowledge

 Acknowledge, respect and build on the
considerable body of work and partnerships in
this space in WA

e Most importantly - DO so that is more than a
talking shop!

health wa.gov.au/cahs
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Thank you

Community Health Mental Health Perth Children’s Hospital
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Regardless of which chronic and
complex disease they

have, these young people face
similar problems with the
transition to adult care:
 inadequate preparation

« difficulty finding appropriate adult
health services

 inadequately coordinated specialist
adult services

» unwillingness of general
practitioners to take on complex
cases

* inadequate resources to coordinate
the transition process

* lack of psychological support.

comprehensive preparation for
transition, involving the

family and adult services

e timing of transition according to
developmental stage

and maturity, not age

o flexibility from adult specialists to
allow parents and

carers to attend some consultations
o clinics that treat many different rare
chronic conditions

» GP clinics that are competent and
confident to coordinate

care and refer appropriately

Perth Children’s Hospital ‘

Community Health Mental Health
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