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Message from the Hon. Blair Boyer MP,
Minister for Health and Wellbeing

| am pleased to release the South Australian Framework
and Action Plan 2026-2030 for providing connected
healthcare for adolescents and young adults moving from
paediatric to adult services.

Transitioning from paediatric to adult healthcare services can be a period
of uncertainty for young South Australians. This period of transition occurs
during a time already full of significant personal and developmental change
and SA Health has a vital role in supporting young people to receive the
healthcare they need.

The plan’s vision is clear: that every adolescent and young adult in South
Australia with health conditions whose care moves from paediatric to
adult health services experiences a seamless, high-quality transition that is
developmentally tailored and culturally considered.

The plan identifies four key priority areas to focus on over the next five years:

- Statewide approach: Deliver system-wide change to optimise and
embed sustainable approaches to connected and continuous healthcare
for adolescents and young adults in SA.

« Young people at the centre of design and care: Enhance the voice
of adolescents and young adults in design and delivery of relevant
healthcare to support movement from paediatric to adult services.

» Systems and processes: Enhance systems and processes for delivery
of continuous, high quality and holistic healthcare for adolescents and
young adults across SA as they move from paediatric to adult service
providers.

« Monitoring and evaluation: Improve data collection, monitoring,
reporting and evaluation to support delivery of continuous, high-quality
healthcare for adolescents and young adults in SA.

I would like to extend my sincere thanks to the many individuals and
groups who contributed to this framework and plan, including young South
Australians and their families/carers, as well as clinicians within SA Health
and our partner services and agencies.

This plan is formed by the insights and passion for improving the
health outcomes for all young people. | look forward to seeing this
plan implemented over the coming years to progress South Australia’s
healthcare for young people.

Hon. Blair Boyer MP
Minister for Health and Wellbeing
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Message from Clinical Lead Co-Chairs,
Adolescent Transition Care Statewide Clinical Network

The Adolescent Transition Care Statewide Clinical Network was formed in 2021 with
guidance and support from the Commission for Excellence and Innovation in Health
(CEIH). Stakeholders involved in the healthcare of adolescents and young adults in South
Australia were brought together and collectively agreed that a framework to guide the
transition from paediatric to adult healthcare services was needed for adolescents and

young adults with chronic health conditions.

This population has, and continues to have, unmet
needs within our health system. The time when

a young person is moving into adulthood brings
with it many challenges. For a young person with
a chronic health need, an additional challenge is
navigating the path between paediatric and adult
health systems. Best evidence-based practice

is that young people should have a streamlined,
youth-friendly transition pathway between these
services, and failure to provide this can have
lifelong implications on their health outcomes.
The longer-term impact of good transition care will
be positively realised in adulthood.

From the outset we recognised the need for
young people’s voices to be central. For this
reason, a Youth Advisory Group was created

and has been instrumental in the development
and finalisation of the framework. We needed

to engage all key stakeholders and involved
community practitioners including general
practitioners, nursing staff, pharmacists and allied
health professionals.

Dr Jemma Anderson
Adolescent Physician and
Paediatric Endocrinologist,
Women'’s and Children’s Health
Network
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Ultimately, we need to ensure the young people
of South Australia are no longer lost in the gap
between our paediatric and adult health systems.
This framework sets out the actions needed

to improve the system for the young people of
South Australia. It brings together the evidence,
the voice of adolescents and young adults, and
the clinician expertise to create the scaffolding
for the system-wide change that will improve
the health and experience of young people with
chronic illness.

Dr Jenna Paterson

General and Acute Care Medicine
Adult Physician, Northern Adelaide
Local Health Network




Message from the Youth Advisory Group

We are the CEIH Youth Advisory Group, and we believe it is important to have a youth
voice embedded in the development and future implementation of this framework,
as it is about issues that directly affect us and our health.

We are the representative voice of young

people in SA who have experienced health in an
unconnected way, and we wish to ensure this
doesn’t happen again. The transition between
child and adult services for many of us is a
challenging experience which if done poorly can
have a detrimental effect on our overall health.
We cannot speak for every young person with
enduring health needs; however, we have done
our best to consult with as many young people as

we could to get the best consensus of experience.

All people involved in the transition process
should have a shared vision and goal to ensure
the best outcomes for us. This can reduce the
number of us who drop out of or become lost in
the healthcare system. We think this framework
is important to ensure a consistent approach for
all of us regardless of which area of the health
system we come from and are transitioning to.

We hope the framework will improve the flexibility
of the healthcare system and transition around

us and recognise that our health is only one
aspect of us and our lives. Transition is individual
and it is not the same for every person. It should
acknowledge us as individuals and consider the

other areas that influence our health and access to

healthcare such as lifestyle, transport, education/
work, wellbeing, finances, relationships and
support systems.

Transition is multifaceted and involves several
important stages that should occur in a timely and
paced approach. We believe the conversation
around transition should start early and not be
rushed. It is important that the different people
and organisations involved in our care collaborate
and communicate with each other and involve us
in every step of the way including the best timing
for when transition should occur for us.

We hope because this framework has been
designed with young people that it can be
accessible for everyone and able to address

our needs as young people. We are best placed
to know how and what we are feeling, and we
envision that this will help start the conversations
with us around what our needs are and how to
best support us and our ongoing experiences with
the healthcare system.

The Youth Advisory Group
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The Framework on a page has been reviewed by the Youth Advisory Group.
A simplified one-page version, Adolescent Transition Framework at a Glance,
written by young people for young people, is provided in Appendix C.

Framework on a page

VISION
m To improve health outcomes for adolescents and young adults with health conditions and/or disabilities requiring transition of care from paediatric to adult SA Health services

GUIDING PRINCIPLES

il
@_] Planned and

|:| é coordinated care

All adolescents and young adults in SA whose care moves from paediatric to adult health services receive quality,

connected healthcare that is developmentally tailored and culturally considered

Communication
and collaboration

PRIORITIES AND ACTIONS

Individualised,
inclusive and
tailored

Follow up
and evaluation

STATEWIDE APPROACH

Deliver system-wide change to optimise
and embed sustainable approaches to
provision of connected healthcare for

adolescents and young adults in SA

11

1.2

1.3

Develop and implement a model of care
which enables a consistent approach across
all LHNs when providing care for adolescents
and young adults with health condition/s and/
or disabilities moving from paediatric to adult
oriented health care providers or systems.

Explore the need for, and if needed develop,
SA Health policy to support provision

of developmentally appropriate care

for adolescents and young adults, and
development of local systems and processes
to guide care transition which meets specific
needs of adolescents and young adults.

Explore the need to develop or update
Clinical Prioritisation Criteria to support
referral pathways and timely management
of adolescents and young adults based

on developmental criteria, particularly for
adolescents 16-18 years at time of referral or
presentation.

YOUNG PEOPLE AT THE CENTRE
OF DESIGN AND CARE

Enhance the voice of young people in design
and delivery of relevant healthcare to support
movement from paediatric to adult services

2.1 Establish youth involvement in health governance
structures to support application of a youth-friendly
lens in service design and evaluation, with the aim of
increasing ongoing engagement with care when young
people move from paediatric to adult service providers.

2.2 Establish and implement a partnership approach with
adolescents and young adults and their families, carers
and/or support persons to actively engage them in their
care as decision-making partners, and minimise any
barriers to care access.

2.3 Develop and distribute co-created, accessible,
culturally appropriate, specific health information
resources (e.g. checklists, guides) for staff and service
users to support connected care for adolescents and
young adults moving between paediatric and adult
health services.

2.4 Co-design initiatives and evaluation measures,
including Patient Reported Measures (PRMs), with
adolescents and young adults, families, carers and
support persons to improve continuous healthcare
delivery and build system capability.

SYSTEMS AND PROCESSES

Enhance systems and processes for delivery of connected, high
quality and holistic healthcare for young people across SA as they
move from paediatric to adult service providers

3.1 Establish robust clinical handover processes and collaboration between
paediatric, adult and primary care clinicians and community providers
(e.g. mental health, addiction services, NDIS, social services) to optimise
information exchange, shared decision-making and connected, continuous
care for adolescents and young adults as they move from paediatric to adult
hospital (or tertiary) services, noting key role for GP and/or other community
services or supports in providing continuity of care over this period.

3.2 Establish systems and/or processes to support timely and continuous care
when patients are moving from paediatric to adult clinic and/or surgical
waitlists either between or within LHNs.

3.3 Explore options in electronic medical record systems to prompt transition planning
and support timely referrals and coordination with adult service providers.

3.4 Embed actions for planned movement and transfer of patient care between
paediatric and adult health services in systems, processes and reporting
mechanisms aligned to National Safety and Quality Health Service (NSQHS)
Standards, including processes for ongoing monitoring of individualised health
outcomes.

3.5 Identify new models of care promoting innovative and effective approaches to
adolescent and young adult health care delivery which enable both paediatric
and adult services to support transition of care from paediatric to adult
services, including for young people in rural and remote locations.

MONITORING AND EVALUATION

Improve data collection, monitoring, reporting
and evaluation to support delivery of connected,
high quality healthcare for young people in SA

4.1 Establish a performance reporting framework that
encompasses a comprehensive range of quantitative and
qualitative measures across multiple dimensions, and use
this to track, measure, and improve performance.

4.2 Develop and implement quantitative data collection tools
and systems to inform quality improvement and service
planning at a local and system-wide level.

4.3 Develop and embed robust patient-reported measures
and benchmarking to evaluate and improve consumer
experience and health outcomes across services
providing healthcare for adolescents and young adults.

4.4 |dentify governance and reporting structures to enable
monitoring, evaluating and reporting on delivery of high
quality care for adolescents and young adults who are
moving from paediatric to adult services for ongoing care.

4.5 Integrate performance indicators into quality
improvement frameworks, focusing on improving
outcomes and experiences during points of movement
or transfer of care between paediatric and adult health
services either within or between LHNs.

Improvement to statewide quality and consistency
of continuous healthcare for young people moving
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from paediatric to adult health services

Greater support for clinicians to provide
developmentally appropriate care for
young people moving from paediatric

to adult services

Improvement in patient experience of
healthcare by ensuring the care journey
remains smooth, seamless and inclusive from
the time it is identified that the young person
will require ongoing access to healthcare

Improvement in long-term health outcomes
for young people with health conditions and/
or disabilities who move from paediatric to
adult health services or providers

Reduction in hospital presentations
and preventable hospital admissions as a
result of improved continuity of care and

condition management
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Introduction

The South Australian Framework and Action Plan 2026-2030 for providing connected
healthcare for adolescents and young adults moving from paediatric to adult services
(“the Framework”) has brought together the voices of young people, their families and
health professionals. It forms foundational principles and priorities to guide the delivery
of timely and continuous healthcare for adolescents and young adults with health
conditions and/or disabilities who are moving from paediatric to adult health services.

Terminology

The Society for Adolescent Medicine defines
“transition of care’ as the “purposeful, planned
process that addresses the medical, psychosocial
and educational/vocational needs of adolescents/
young adults with chronic physical and medical
conditions as they move from child-centred to
adult-oriented health care systems™. The terms
‘transition of care’ or ‘movement of care’ are used
throughout this document to refer to this process.

‘Transfer of care’ is one of the steps in the
transition of care process and refers to the one-
time event that occurs at the point when a young
person is formally transferred out of the paediatric
health system and into the adult care system.

Although the phrase ‘moving from paediatric to
adult services’ is used in this document to refer
to the general direction of movement of care, it is
recognised that many young people end up using
both paediatric and adult services throughout
their transition journey, and currently experience
transition as more of a muddy process of ‘moving
between paediatric and adult services’.

The term ‘adolescents and young adults’ in this

document refers to young people aged 12-25 years.
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Background

Adolescents and young adults aged 12-25
years represented 17.8% of the South Australian
population in 20222, Adolescents and young
adults live across all regions of SA.

Adolescents and young adults are significant
users of the SA Health system. In 2022-23,
12—25-year-olds accounted for 15.8% of the state’s
total emergency department presentations, 8.9%
of all outpatient service events and 6.9% of all
inpatient activity®. However, health services are
rarely designed to accommodate the specific
health needs of adolescents and young adults
as they utilise health services and move from
paediatric to adult care at all levels of care: as
inpatients, outpatients and in the community.

There is mounting evidence demonstrating that
young people aged 12-25 years are a unique
population with unique health care requirements
which differ from paediatric and adult populations.
However, the unique needs of adolescents

and young adults with health conditions and
disabilities accessing health services has received
relatively less attention compared to unique

needs of children or adults . The lack of shared
understanding regarding the distinct needs of
adolescents and young adults, coupled with
inadequate systems, processes and/or resources to
support transition care, can result in young people
slipping through the cracks when moving from
paediatric to adult services. Research indicates that
unmet health care needs among adolescents and
young adults with health conditions correlate with
diminished quality of life and elevate the risk of
negative psychological health outcomes, ultimately
leading to increased hospitalisations and adverse
health consequences®.



In Australia, healthcare for adolescents and young
adults is generally provided across paediatric and
adult services based on age alone. Paediatric
services typically have an upper age limit of 17
years, pushing young people aged 18-24 into
adult healthcare settings®. There are distinct
challenges for both paediatric and adult service
providers in this context, with the potential for
paediatric providers to overlook the increasing
independence of adolescents, and for adult
healthcare providers to neglect their physical and
psychological development®. Additionally, adult
clinicians report often finding it challenging to
provide continuous, developmentally appropriate
heath care to adolescents and young adults

due to a lack of training in dealing with unique
adolescent issues’.

To ensure continuous and effective health care for
adolescents and young adults as they move from
paediatric to adult service providers, it is crucial

to establish a supportive system that embraces a
strengths-based approach, fostering collaboration
and shared responsibility among stakeholders.
Consideration of factors such as developmental
stage, health condition severity, and transitions
between health care settings is essential for
providing secure and uninterrupted treatment.

In response to this, other Australian jurisdictions
have invested in statewide transition services for
young people with chronic conditions to support
these young people as they move from paediatric
to adult health services. For example, in NSW the
Agency for Clinical Innovation (ACI) Transition Care
Service assists young people 14-25 years with
chronic and complex health conditions as they
move from paediatric to adult health services, with
three area coordinators for NSW. In Victoria, the
Royal Children’s Hospital (RCH) Transition Support
Service assists in coordinating transition and
transfer of care from the RCH to adult health and
community services.

Target audience

The Framework is for all SA Health professionals
responsible for service planning or provision of
healthcare for adolescents and young adults aged
12-25 years. Adolescents and young adults can
also use this document to better understand what
is happening to support young people with health
conditions and/or disabilities as they move from
paediatric to adult healthcare providers.

SA Health policy

This Framework should be read alongside the
Child Safe Environments (Child Protection) Policy
| SA Health. The Child Safe Environments (Child
Protection) Policy (v5.0, 18 March 2024) provides
the mandatory requirements for protection and
support of children and young people through
the establishment and maintenance of child

safe environments across SA Health, including
when receiving care in adult health services with
or without co-located paediatric or adolescent
facilities.

Note that whilst the policy relates to child safe
environments and the risk assessment in provision
of this environment, it is not about the provision

of healthcare. It therefore does not address the
planned movement of adolescents and young
adults with conditions or disabilities whose care

is moving from paediatric to adult services,

either within or across health services, to ensure
continuity of care is maintained.
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https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/governance/policy+governance/policies/child+safe+environments+_child+protection+policy
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/governance/policy+governance/policies/child+safe+environments+_child+protection+policy

Quality adolescent and young adult
health care

A holistic and biopsychosocial approach, along with
appropriate healthcare policies and procedures,
are recognised as fundamental elements of safe,
high-quality healthcare for adolescents and young
adults. This approach ensures health care providers
are addressing not only the physical aspects of
health but also the psychological, social, and
environmental factors that contribute to the overall
well-being of a young person®.

Proactive, developmentally appropriate health
care for young people is imperative to achieve
long-term impacts which include reducing disease
burden and morbidity, optimising health and
developmental outcomes, reducing health system
and social burden, and optimising the health of
future generations™.

In the absence of a planned and coordinated
approach to service provision for adolescents and
young adults including transition and movement
from child to adult health care services, it has
been shown that adult health service ‘doors’ often
remain closed or difficult to find and navigate for
the young person™. This is further compounded
by the fact that movement from paediatric to adult
services occurs during a critical period of major
life changes and external influences for young
people, which is particularly challenging for young
people with health conditions or disabilities.
Poorly managed care experiences for young
people entering or moving from paediatric to adult
health services can lead to disengagement with
healthcare, poor treatment adherence, increases
in hospitalisation or emergency room visits, and
detrimental health outcomes overall®.
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For adolescents and young adults with chronic
health conditions and/or disabilities, effective
preparation for movement to adult services
should begin early, considering a young person’s
psychological and cognitive maturity, and

the severity and stability of their condition or
conditions. For adolescents and young adults
requiring health care for more acute conditions,
clear systems and processes should also guide
when and where care is provided, and how care is
coordinated between paediatric and adult health
services if required.

Placing adolescents and young adults at the

core of their care involves actively engaging

them in decision-making, treatment planning,

and ongoing management of their conditions.
This extends beyond medical treatment, focusing
on meeting individual needs and preferences
while considering the young person’s stage of
development. Ultimately, this patient-centred
approach aims to sustain engagement of
adolescents and young adults with health services
and improve continuity of care, ensuring that
healthcare is not only appropriate but also aligned
with their developmental needs.

Involvement and collaboration with primary care,
including general practitioners (GPs) and other
community service providers, can also be critical
to support effective transition from paediatric

to adult health services. GPs are often a key
provider of continuity of care as the young person
enters adult tertiary health services, and health
services should actively engage GPs and/or other
community providers in transition planning. For
some young people, links with broader health and
social services and/or culturally safe and supportive
services will also be key to effective transition.



Phases of health service transition for
adolescents and young adults

Planning for health service transition should start
by the age of 14 years for young people with
chronic conditions, or as soon as practical for
those with a health condition that is identified after
this age. Timing of transfer may differ based on
clinical need and service demand.

There are four general phases for effective
transition of adolescents and young adults moving
from paediatric to adult health services:

« Introductory/planning phase (for
adolescents and young adults 12—15 years
old approximately): involves an introduction
to the concept of transition, starting the
information exchange, and an assessment of
the adolescent’s knowledge of their medical
condition and how to best manage it.

« Preparation phase (15-18 years old

approximately): involves conversations between
the young person and clinicians, with or without
parent/carer as appropriate, and developing a
transition plan for how the transition process will
be managed and by whom.

Transfer phase (18—19 years old): involves
preparing the young person for transfer and
exchanging information between paediatric and
adult health care teams.

Follow-up and evaluation phase: involves
follow-up contact with the young person which
may extend for 6-18 months post-transfer, or
longer as needed, to ensure care is continuing,
including opportunity for providing feedback on
the transition experience®.
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Framework Development

The Framework brings together voices of adolescents and young adults with lived
experience of accessing and moving between healthcare services, their families, support
workers and health professionals to identify ways to improve health care for young
people as they move from paediatric to adult services.

Developing the Framework

The Framework was developed by SA Health in
partnership with the Adolescent Transition Care
Statewide Clinical Network Steering Committee
and Youth Advisory Group (YAG), and founded
on analysis of evidence and lived experience of
consumers and clinicians.

In addition to a literature review, consultation
with a broad range of stakeholders was
undertaken. This included consultation with young
people, healthcare providers, non-government
organisations and community groups. In total,
250 stakeholders provided input via face-to-face
workshops, personal interviews, surveys, email
submissions and/or meetings which sought to
explore best practice and understand the needs
of young people with health conditions and their
families in SA.
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Feedback was sought on challenges adolescents
and young adults face whilst engaging health care
services, the types of services and supports that
would be most beneficial to them, and the key
principles that should guide delivery of healthcare
services for young people requiring health care,
and particularly for those with chronic conditions or
disabilities requiring ongoing care and movement
from paediatric to adult health services.

Findings from these consultations provided an
understanding of the key issues pertinent to
delivering connected and continuing care to young
people with a health condition and/or disability in
South Australia, and informed development of the
Framework and priority of actions to improve care.

A summary of current state findings is provided in
Appendix A.




Framework alignment

At an international level, organisations like the
World Health Organisation have recognised the
importance of improving healthcare services

for adolescents and young adults with health
conditions and have developed guidelines and
initiatives to guide care delivery. Other countries
have taken national approaches to develop
policies and programs to improve healthcare
service transition and support for adolescents and
young adults with chronic conditions™.

In Australia, the National Safety and Quality
Health Service (NSQHS) Standards provide

a nationally consistent statement of the level

of care consumers can expect from health

service organisations. The NSQHS Standards

are mandated in all Australian hospitals, day
procedure services and public dental practices.
Implementation of this Framework and Action
Plan aims to support health services align with the
NSQHS Standards in provision of safe, high-quality
healthcare for adolescents and young adults.

In addition, the National Strategic Framework for
Chronic Conditions 2017 provides a direction
for improving healthcare services and support
for people with chronic conditions, including
young people. This framework emphasises

the importance of improving connected and
continuous care for young people with health
conditions and includes a focus on building the
capacity of the healthcare system to provide
comprehensive and coordinated care®. In the
absence of a comprehensive national approach
to provision of connected and continuous care for
adolescents and young adults in Australia, other
states and territories have developed transitional
care guidelines with key elements adopted from
disease-specific guidelines’®.

The aims of the various frameworks and initiatives
to support adolescents and young adults with
health conditions as they engage with the health
system vary slightly, but common goals include":

- Ensuring that young people are involved in the
process of planned movement from paediatric
to adult services, and that their voices and
preferences are considered.

- Ensuring continuity of care and avoiding
disruptions in care during the transition to adult
services.

« Supporting young people to develop self-
management skills, and if that is not possible,
clear decision pathways to assist in managing
their care.

« Encouraging a coordinated and multidisciplinary
approach to care that takes into account the
unique needs of each individual.

« Improving the overall quality of care for
adolescents and young adults with health
conditions and their families.

A summary of other frameworks and strategies
which were reviewed to inform development of
the Framework is provided in Appendix B.
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https://www.health.gov.au/sites/default/files/documents/2019/09/national-strategic-framework-for-chronic-conditions.pdf
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Priority population groups

Priority population groups were identified in
development of the Framework where these
groups are negatively impacted by health
conditions more than the general population of

a similar age. This is demonstrated by a higher
prevalence of health conditions, greater burden
of disease, and/or more difficulty accessing health
services resulting in inequitable health outcomes.

Although all young people with health conditions
require access to developmentally tailored
transition care, adolescents and young adults
who cannot advocate for themselves and/or
who experience or identify as one or more of the

following are recognised as particularly vulnerable:

- Aboriginal and Torres Strait Islander

+ Culturally and linguistically diverse, including
migrant and refugee young people

- Mental health condition(s)

« Living in remote or rural areas

- Complex disability or disabilities

+ Socioeconomic disadvantage or homelessness

« Lesbian, Gay, Bisexual, Trans, Intersex or Queer
(LGBTIQ+)

« Currently living under, or with a history of,
guardianship of the Chief Executive of the
Department for Child Protection or living in out
of home care

- Engage with healthcare for the first time
between the ages 16-18.

Further detail regarding these priority population
groups is provided in Appendix D.
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Framework Foundations

Our vision

All adolescents and young adults aged 12-25
years in South Australia with health conditions
and/or disabilities whose care moves from
paediatric to adult health services receive quality
and continuous healthcare that is developmentally
tailored and culturally considered.

Framework aims
Implementation of the Framework aims to:

- Improve statewide quality and consistency
of connected and continuous healthcare for
adolescents and young adults with health
conditions or disabilities who are moving from
paediatric to adult health services.

- Support clinicians to provide developmentally
appropriate health care for adolescents and
young adults moving from paediatric to adult
services.

- Improve patient experience of healthcare and
ensure that the care journey remains smooth,
seamless and inclusive from the moment it is
identified the young person will need ongoing
access to healthcare services.

+ Improve long term health outcomes for
adolescents and young adults with health
conditions and/or disabilities by supporting
continued engagement with healthcare during
and following transition to adult services.

« Reduce hospital presentations and preventable
hospital admissions as a result of improved
health condition management and improved
continuity of care.

The Framework does this by outlining principles
and key actions required by SA Health over

the next five years to embed and monitor high
quality, continuous health care across the system,
including the need to establish clear pathways for
adolescents and young adults, their parents, carers
and support workers when the young person is
moving from paediatric to adult health services.

Framework principles

Guiding principles were identified and agreed
during development of the Framework which
support quality care for adolescents and young
adults moving between paediatric and adult health
services (on next page).

The principles recognise the unique needs and
challenges faced by adolescents and young adults
with lived experience of accessing and moving
between healthcare services, and underpin
Framework priorities to promote a collaborative,
person-centred, and evidence-based approach to
support connected and continuous healthcare.

Framework priorities

The Framework identifies four priority areas and
actions that will help us to align our collective
efforts over the next 5 years to achieve effective
connected and continuous care for adolescents
and young adults in SA as they move from
paediatric to adult health services.

Each of the priority areas is described further
in the following sections to include:

« How the priority aligns to the agreed principles
of this Framework

« Examples of what we heard from the community
to support this as a priority area.

o Our commitment to action, and who will lead
this work.
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Framework principles

\_

Communication Individualised
Planned and Early . . ’ Follow up and
. . and inclusive and A
coordinated care preparation . ) evaluation
collaboration tailored
N [ N [ N\ N [
A formal approach

to ensuring
developmentally
appropriate care
for adolescents
and young
adults moving
from paediatric
to adult health
services ensures
adolescents and
young adults, their
support workers
and clinicians are
fully engaged
and involved at
all points of their
healthcare

J

Planned movement
from paediatric to
adult services is
a process which
should begin as
early as possible to
support effective
transition and

transfer of care

Communication
processes and
tools will support
person centred
care for the
adolescent and
young adult
throughout their

healthcare journey

.

Each adolescent
and young adult
moving from
paediatric to adult
health services
should have an
individualised
healthcare plan
that focuses on all

aspects of their life

paediatric to adult

J

Follow-up may
be required to
ensure that each
adolescent and
young adult
continues to
engage effectively
with healthcare as

they move from

services
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PRIORITY ONE: Statewide approach

Deliver system-wide change to optimise and embed sustainable approaches to
provision of connected healthcare for adolescents and young adults in SA.

e
&,
B

What we heard from our community

Current issues include a lack of guiding principles that inform evidence-based
transition care, a lack of statewide governance and strategy to guide clinical
practice in the delivery of transition between paediatric and adult services for
young people, a lack of advocacy in the adult health sector to improve systemic
barriers to best practice transition care, lack of health professional education in
best practice adolescent care, and gaps in health services especially in relation to
mental health and care in the adult setting for those with medical complexity
(Workshop response summary, clinicians)

“[Currently there is] little to no collaboration between sub-specialties.”
(Survey respondent, nurse)

Our commitment

No. Actions Lead Timeframe
11 Develop and implement a model of care which enables a consistent approach | DHW Short term
across all Local Health Networks (LHNs) when providing care for adolescents (develop
and young adults with health condition/s and/or disabilities moving from MOC) (1-2 years)

paediatric to adult oriented health care providers or systems. This will include:

consideration of options for service delivery to facilitate continuous

care including need for, and scope of, a dedicated adolescent transition L_HNS
service(s) and/or transition coordinators in SA, noting that some adolescents ;Iﬂn(ﬂ)pcljment

and young adults may require care from multiple medical specialty areas.

- consideration of where and how care is provided including statewide
access to youth friendly physical environments, dedicated clinics for
young people, flexible service delivery options (e.g. virtual, app-based,
outreach), and/or staff training to improve understanding of specific needs
of adolescents and young adults including priority population groups (e.g.
specialised training programs in adolescent transition care for clinicians).

- identification of digital technologies or solutions to promote accessible and
flexible service delivery options for continued care regardless of adolescent
and young adult geographical location, differing abilities, lifestyles or
other factors (e.g. use of text messaging, chat, phone call, telehealth, other
emerging technologies built into service design and delivery options).
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No. Actions

11

(cont.)

- identification of tools for use by both paediatric and adult service
providers to enable standardised adolescent and young adult assessment,
reassessment and follow-up (e.g. HEADSS Adolescent Psychosocial
Assessment).

- clear roles and responsibilities for all parties involved in providing transition
and transfer of care from paediatric to adult oriented health services,
including consideration of who should be involved in and/or responsible for
ensuring effective transition especially for priority population groups, and
role of youth or peer workers and mental health clinicians.

- clear pathways and processes for transition, transfer and follow-up of care
for adolescents and young adults moving from paediatric to adult services
to ensure consistent and timely access to care and support, including when
transition planning should commence, who should be involved, and how
SA Health services will collaborate with and involve primary and community
care providers (e.g. mental health, addiction services, NDIS, social services)
to support the young person at this time.

- consideration of shared decision-making to inform ongoing care pre and/
or post service transition between paediatric and adult services for specific
populations (e.g. children under the guardianship of the Chief Executive,
young people with disability, those who cannot self-advocate).

- consideration of resourcing to support implementation of the model of care
and address the needs of adolescents and young adults as a cohort with
distinct needs.

Lead

Timeframe

12

Explore the need for, and if needed develop, SA Health policy to support:

- Provision of developmentally appropriate care for adolescents and young
adults entering healthcare with acute conditions, and/or moving from
paediatric to adult health services with chronic or long-term conditions or
disabilities where continued healthcare is required.

- Development of local systems and processes for all LHNs with both adult
and paediatric service responsibilities to guide when care for adolescents
and young adults is to be provided by paediatric or adult health services
within the LHN, how care is transitioned between these services, and how
care is coordinated and continued as adolescents and young adults move
between services.

- Development of local systems and processes for LHNs with either adult or
paediatric service responsibilities, to guide when care for adolescents and
young adults is to be provided by paediatric or adult health services within
the LHNs, how care is transitioned between these services, and how care
is coordinated and continued as adolescents and young adults move from
paediatric to adult services.

- All LHNs and health services to tailor their own procedures to meet the
specific needs of adolescents and young adults in their care.

DHW

Short term

(1-2 years)

13

Explore the need to develop or update Clinical Prioritisation Criteria to support
referral pathways and timely management of adolescents and young adults
based on developmental criteria, particularly for adolescents 16-18 years at
time of referral or presentation.

Adolescent
Transition
Care
Statewide
Clinical
Network

Medium
term

(2-3 years)
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PRIORITY TWO: Young people at the centre of
design and care

Enhance the voice of young people in service design and delivery of relevant
healthcare to support movement from paediatric to adult services.

Planned and
coordinated
care

@—onll

(E)-’.,
B3

and

What we heard from our community

collaboration

Communication

“I would’ve liked to of had a forum/platform for young people transitioning to
adults. | had a lot of questions that went un-answered as | had no parental
guidance.”

(Workshop attendee, Young personi4-18)

“Preparing a young person (and their families) for a seamless transition is a very
important part of their health care journey.”
(Survey respondent, health professional)

Our commitment

No. Action Lead Timeframe
21 Establish youth involvement in health governance structures to DHW and all LHNs | Short term
support application of a youth-friendly lens in service design and
evaluation, with the aim of increasing ongoing engagement with care (1-2 years)
when young people move from paediatric to adult services. This may
include design of physical environments, models of care, service
delivery options, staff training programs, resources, performance
measures and quality improvement initiatives.
2.2 Establish and implement a partnership approach with adolescents All LHNs Short term
and young adults and their families, carers and/or support persons to
actively engage them in their care as decision-making partners and (1-2 years)
minimise any barriers to care access.
23 Develop and distribute co-created, accessible, culturally appropriate, Adolescent Short term
specific health information resources (e.g. checklists, guides) for staff Transition Care
and service users (adolescents and young adults, families, carers and Statewide Clinical (1-2 years)
support persons) to support the continuous care of adolescents and Network, Youth
young adults moving from paediatric to adult health services. Advisory Group
and WCHN
Adolescent
Transition Service
24 Co-design initiatives and evaluation measures, including Patient DHW and Medium
Reported Measures (PRMs), with adolescents and young adults, Adolescent term
families, carers and support persons to improve continuous healthcare | Transition Care
Statewide Clinical | (273 years)

delivery and build system capability.

Network
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PRIORITY THREE: Systems and processes

Enhance systems and processes for delivery of connected, high quality, holistic

healthcare for young people as they move from paediatric to adult service providers.

®_.huﬂ Planned and Early -\ Communication
EI a0 coordinated e e and )
M care collaboration

(l\ Individualised, Follow
inclusive and up and
\T tailored evaluation

What we heard from our community

“I would love more coordination of my care between doctors and other health
professionals.”
(Workshop attendee, Young person 14-18)

“A coordinator would help significantly.”
(Survey respondent, nurse)

“Preparing a young person (and their parents) for a seamless transition
[between paediatric and adult services] is a very important part of their health
care journey.”

(Workshop attendee, GP)

“Long wait times for outpatient services are inconvenient for most patients
and their families. To improve this, | would recommend implementing an SMS
messaging system that alerts consumers if there are any delays.”

(Survey respondent, nurse)

Current issues include a lack of collaboration and coordinated knowledge
sharing regarding adolescent care and service improvement, and inconsistent
processes, standards and resources for when and how to optimally engage,
assess and care for patients moving from paediatric to adult providers
(Workshop response summary, clinicians)
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Our commitment

No. Actions Lead Timeframe

31 Establish robust clinical handover processes and collaboration between LHNs Medium
paediatric, adult and primary care clinicians and community providers term
(e.g. mental health, addiction services, NDIS, social services) to optimise
. : o . . (2-3 years)
information exchange, shared decision-making and connected, continuous
care for adolescents and young adults as they move from paediatric to adult
hospital (or tertiary) services, noting key role of GP and/or other community
services or supports in providing continuity of care over this period.

3.2 Establish systems and/or processes to support timely and continuous care LHNs Medium
when patients are moving from paediatric to adult clinic and/or surgical term
waitlists either between or within LHNs.

(2-3 years)

33 Explore options in electronic medical record systems to prompt transition DHW Medium
planning and support timely referrals and coordination with adult service term
providers. (2-3 years)

34 Embed actions for planned movement and transfer of patient care between All LHNs Longer
paediatric and adult health services in systems, processes and reporting term
mechanisms aligned to National Safety and Quality Health Service (NSQHS) (3-5 years)
Standards, including processes for ongoing monitoring of individualised health
outcomes.

35 Identify new models of care promoting innovative and effective approaches DHW and Longer
to adolescent and young adult health care delivery which enable both LHNs term
paediatric and adult services to support transition of care from paediatric to (3-5 years)

adult services, including for young people in rural and remote locations (e.g.
telehealth services, collaborative models with local providers, hubs in regional
locations).
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PRIORITY FOUR: Monitoring and evaluation

Improve data collection, monitoring, reporting and evaluation to support delivery
of connected, high quality healthcare for young people in SA.

(W'l Planned and =2 Follow
@J coordinated up and
@

care evaluation

What we heard from our community

“A system where all teams involved in a child’s care could access and update
one document.”
(Workshop attendee, doctor)

Our commitment

No. Actions Lead Timeframe

41 Establish a performance reporting framework that encompasses a DHW Short term
comprehensive range of quantitative and qualitative measures across multiple
dimensions (including safety, quality, service delivery, patient experience, (-2 years)
health outcomes), and use this to track, measure, and improve performance.

4.2 Develop and implement quantitative data collection tools and systems to DHW Short term
inform quality improvement and service planning at a local and system-wide
level including appropriate data capture fields to: (1-2 years)
- oversee patients formally moving from paediatric to adult services either

between or within LHNs (e.g. attachment to services, information sharing)
- identify risk (e.g. lapses in care, communication breakdown)
- allocate resources
. identify areas for improvement
- inform service design and planning.

43 Develop and embed robust patient-reported measures and benchmarking DHW Medium
to evaluate and improve consumer experience and health outcomes across term
services providing healthcare for adolescents and young adults.

(2-3 years)

4.4 Identify governance and reporting structures to enable monitoring, evaluating DHW Medium
and reporting on delivery of high-quality care for adolescents and young term
adults in SA who are moving from paediatric to adult services for ongoing
care. (2-3 years)

45 Integrate performance indicators into quality improvement frameworks, LHNs Longer
focusing on improving outcomes and experiences during points of movement term
or transfer of care from paediatric to adult health services either within or
between LHNSs. (3-5 years)
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Governance, implementation and evaluation

Overarching governance of the implementation
of this Framework will sit with the Adolescent
Transition Care Statewide Clinical Network,
supported by the CEIH. The Statewide Clinical
Network Lead/s are members of the Health Chief
Executive’s Council (HCEC) Clinical Council.

The DHW will lead the establishment of systems
and processes to enable appropriate monitoring
and reporting against the Framework actions with
direction from the Adolescent Transition Statewide
Clinical Network. Lead agencies and timeframes
have already been identified and agreed in this

Framework and Action Plan. Where the lead
agency is identified as LHNs, the DHW will establish
and support collaborative approaches to deliver the
work. Where the lead agency has been identified
as DHW, the Planning and Commissioning Branch
will take the leadership role and either undertake
the work internally or seek agreement for work to
be undertaken by another DHW area.
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Appendices

Appendix A: Current state
findings

Overall findings

Several clinical areas in South Australia offer
comprehensive and well-coordinated care
during the transition from paediatric to adult
healthcare services. This includes conditions
such as haemophilia, cystic fibrosis, diabetes,
rheumatology, and asthma. Dedicated healthcare
providers have recognised the needs of
adolescents and young adults at this time and
responded by providing coordinated care for
effective condition management.

However, overall, our current health system is not
optimally set up to effectively manage young people
with a chronic condition or disability transitioning
from paediatric to adult healthcare. Currently,
consumers aged 12-25 and their families and support
workers report experiencing variable transition when
moving from paediatric to adult services.

The transition process from paediatric to adult
health services can be particularly challenging for
young people with multi-morbidities. Several factors
contribute to why transition may be more difficult for
this group:

« Complexity of care: Managing multiple
chronic conditions involves juggling various
treatment plans, medications, and healthcare
appointments. The complexity of coordinating
care among multiple healthcare providers and
specialists can lead to gaps in communication
and fragmented care during the process of
moving from paediatric to adult services.

» Lack of coordination: Transitioning from
paediatric to adult healthcare often involves
moving from a single healthcare provider to
multiple providers across different specialties.
The lack of coordination and communication
among these providers can result in fragmented
care, with each provider focusing on their
specific condition rather than considering the
holistic needs of the patient.
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+ Medical decision-making: When multiple
chronic conditions are involved, medical
decision-making can become more complex.
Different conditions may have overlapping
or conflicting treatment recommendations,
which can create challenges in determining the
most appropriate course of action during the
movement from paediatric to adult services.

» Healthcare system differences: Paediatric
and adult healthcare systems often operate
differently in terms of resources, processes, and
care models. Navigating these differences can
be particularly challenging for young people
with multi-morbidities, who may require ongoing
support and coordination across different
healthcare settings.

« Psychosocial factors: Multimorbidity can
have a significant impact on the psychosocial
well-being of young individuals. They
may experience increased emotional and
psychological stress, social isolation, and
reduced quality of life. These factors can
further complicate the transition process and
necessitate additional support.

In South Australia, there is currently no standard or
agreed-upon age category that defines a “young
person” in healthcare settings between paediatric
and adult LHNs. This means that the age at which
a patient formally moves from paediatric to adult
healthcare services may vary depending on the
LHN and the individual patient’s needs.

The lack of a standard definition can create
challenges for patients and healthcare providers
in terms of determining the appropriate level of
care and access to services. This can lead to
challenges in accessing the right services, delays
in treatment, and difficulties in coordinating care.
For example, when transitioning from paediatric
to adult healthcare services, patients may require
specialised care such as management of complex
conditions, specialist treatments, rehabilitation,
palliative care or mental health services. However,
without a consistent approach, it may be difficult
for patients to know when they are eligible for
these services, and for healthcare providers to
know the suitable type of care.



Furthermore, there is a limited availability of
resources and supports, particularly in rural

and remote areas where access to specialised
healthcare services may be limited. This can result
in long wait times for appointments and delays in
accessing care, which can have a negative impact
on health outcomes for young people.

Appendix B: Documents
informing the framework

Key documents which have informed development
of the Framework are outlined below.

International

« World Health Organisation Global Strategy for
Women’s, Children’s, and Adolescent’s Health
2016-2030

« United Nations Convention on the Rights of the
Child (UNCRC)

« European Society for Transition Medicine
(ESTM) Position Paper on Transition Medicine

« American Academy of Pediatrics (AAP) Clinical
Report on Supporting the Health Care Transition
from Adolescence to Adulthood in the Medical
Home

National
« National Strategic Framework for Chronic
Conditions — 2017

< National Action Plan for the Health of Children
and Young People - 2020-2030

« National Health Reform Agreement

- National Safety and Quality Health Service
Standards

- National Standards for Mental Health Services
« National Women’s Health Strategy 2020-2030
« National Men’s Health Strategy 2020-2030

« National Diabetes Strategy 2016-2020

« National Disability Strategy 2010-2020

« National Asthma Strategy 2018

Other Australian states and territories

+ New South Wales: NSW Ministry of Health.
(2018). Transition Care Program

« Victoria: Department of Health and Human
Services. (2018). Transition Care Program

« Queensland: Queensland Health. (2019).
Queensland Adolescent Transition Framework

- Western Australia: Department of Health,
Western Australia. (2015). Transition Policy
Framework for Children and Young People with
Chronic and Complex Health Needs

South Australia

« Draft South Australia’s Health and Wellbeing
Plan for Women Children and Young People
2022-2032

« The South Australian Health and Wellbeing
Strategy 2020-2025

« South Australia’s Mental Health Services Plan
2020-2025
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Appendix C - Framework at a glance

The Framework on a page was reviewed by the Youth Advisory Group who developed the Adolescent Transition Framework at a glance, written by young people, for young people.

For all of us to receive a smooth transition from paediatric (children’s health services) to adult health services that is unique to our individual needs.
Refer to the Aims in the “Providing connected healthcare for adolescents and young adults moving from paediatric to adult services — Framework and Action Plan 2026 - 2030”.

Personal,
inclusive and
customised
transition

Effective
communication
and teamwork

Planned and

@—anll
@)-’ ;
@ integrated care

Follow up
and review

GUIDING PRINCIPLES

preparation

WHAT THIS MEANS FOR US, AS YOUNG PEOPLE

CONNECTED SYSTEMS
AND PROCESSES

MONITORING
AND EVALUATION

CARE CO-DESIGNED

STATEWIDE APPROACH WITH YOUNG PEOPLE

Implement changes across the state to

improve coordinated approaches to the
way that we access healthcare in SA

11 Receive a care plan that we can use
across all health services

1.2 Develop polices and systems that
support our individual needs and access
to healthcare

1.3 Create criteria to help us access what we
need when we need it

Improved quality of our
move to adult services

Appendix was developed by the Youth Advisory Group
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Clinicians are supported which
helps them support us

Listen to our voices in planning
and action to support our
healthcare transition

2.1 Make sure we are included in designing our
health services

2.2 Work with us and our support network when
making decisions and help reduce challenges
we have accessing care

2.3 Make sure the resources we are given are
usable, accessible and appropriate for us to
use i.e. translated, easy read, paper and digital

2.4 Work with us to ensure services are meeting
our needs, are sustainable and are improving
our experiences

1 ‘Us’ refers to young people with health conditions and/or disabilities engaged with health services who need to transition from paediatric to adult services.

Our move to adult services feels
safe, smooth and complete

Improve healthcare systems between
paediatric and adult health services
to make our transition simpler

Make sure the right people are talking to each
other and are sharing the right information

to support our move from paediatric to adult
health services

Have systems and processes in place for
healthcare providers to be accountable to
support transition and monitor our health
outcomes

Continue to find new ways to improve our
access to appropriate services and improve
health outcomes

41

4.2

43

4.4
45

Our long-term health
outcomes are improved

Improve how providers review and
implement change to support us
now and into the future

Have multiple ways to gauge how well services are
performing for us

Develop and implement ways of getting our feedback
to improve services

Make sure our experiences are included and inform
how services are shaped

Identify ways of keeping service providers accountable

Monitor and report the important stages of our
transition to make sure we are getting the right
support. For example, asking: “Has the conversation
started early enough?”, “Did we get the right
information at the right time? and in the right way?”

Ongoing care reduces the amount
of time we need to be in hospital


https://ceih.sa.gov.au/partnerships-and-collaboration/advisory-groups/youth-advisory-group

Appendix D: Priority populations

Although all young people with chronic conditions and/or lifelong disability require access to
developmentally tailored quality transition care, there are also some specifically vulnerable populations to
consider when planning movement of care from paediatric to adult health services.

Aboriginal and
Torres Strait
Islander

Aboriginal children represent less than 5% of the total population of children and young
people under 18, yet 36.7% of children and young people in care™

Aboriginal young people 15-24 years are 1.7 times as likely to have a disability or long-
term health condition compared to non-Aboriginal young people™

Culturally and
linguistically
diverse

Barriers to access transition care exist for young people from culturally and linguistically
diverse backgrounds; pre- immigration trauma and relocation stress negatively impacts
on mental and physical health?°

Experiencing
mental health
conditions

The prevalence of mental health and behavioural conditions is highest in people aged
15-24 years, affecting 32.7% of young females and 21.5% of young males?

Guardianship of the
Chief Executive

In Australia at 30 June 2020, 16,100 young people aged 12—-17 were living in out of home
care, a rate of 8.8 per 1,000 young people??

A history of maltreatment as a child is associated with severe mental health problems
and health risk behaviours, both in childhood and adulthood, and higher public hospital
utilisation?®

LGBTIQ+

LGBTIQ+ young people may not always view health services as culturally safe, relevant
or accessible®*

Living in remote or

People living in rural and remote areas experience higher rates of hospitalisations,

rural areas deaths, injury and also have poorer access to, and use of, primary health care services?®
Living with 9.3% of young people 15-24 years have disability, with around 40% of these being severe
disability or or profound disability?®

disabilities

People with intellectual disability experience substantially higher rates of physical
and mental health conditions, twice the rate of emergency department and hospital
admissions, and over twice the rate of avoidable deaths?’

Socioeconomic
disadvantage

The prevalence of ADHD, ASD, global developmental delay, intellectual disability, anxiety
or depressive disorders, speech and language disorders, and foetal alcohol spectrum
disorder is higher in children and adolescents from the most socioeconomically
disadvantaged backgrounds?®
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Acronyms

ABS Australian Bureau of Statistics

ADHD Attention Deficient Hyperactivity Disorder
ASD Autism Spectrum Disorder

CALHN Central Adelaide Local Health Network
CAMHS Child and Adolescent Mental Health Services
CEIH Commission on Excellence and Innovation in Health
DHS Department of Human Services

DHW Department for Health and Wellbeing

GP General Practitioner

KPI Key Performance Indicator

LGBTIQ+ Lesbian, Gay, Bisexual, Trans, Intersex, Queer
LHN Local Health Network

MDT Multi-Disciplinary Team

NALHN Northern Adelaide Local Health Network
NDIS National Disability Insurance Scheme

NHS National Health Service

NGO Non-Government Organisation

RANZCP Royal Australian and New Zealand College of Psychiatrists
SA South Australia

SALHN Southern Adelaide Local Health Network
WCH Women’s and Children’s Hospital

WCHN Women’s and Children’s Health Network
WHO World Health Organisation

YAG Youth Advisory Group
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Glossary

Adolescents and young adults

Adult based services

Care coordination

Children and young people with
medical complexity

Chronic condition

Clinician

Community services

Consumers

Continuity of care

Culturally and linguistically
diverse

Department for Health and
Wellbeing (DHW)

Developmentally appropriate

Disability
Evidence-based
Family

Framework

Health professional
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Young people aged 12-25 years

A service for maintaining, improving, restoring, or managing physical and
mental health and wellbeing, typically for people from 18 years old (noting that
some services currently accept young people from 16 years old)

Organising a patient’s care activities and sharing information among all the
participants involved with a young person’s care to achieve safer and more
effective health outcomes

Children with a unique combination of substantial family identified service
needs, characteristic chronic and severe conditions, functional limitations, and
high health care use

Health condition or disease that is persistent or otherwise long-lasting in
its effects. Chronic conditions often have complex causality and result in
functional impairment or disability

Healthcare professionals across paediatric and adult services who directly
provide medical care and treatment. This can include doctors, nurses, allied
health, physicians, paediatricians, and specialists

Provided external to hospital settings including but not limited to occupational
and physical therapy, home care, educational/vocational counselling,
behavioural therapists, social work, and condition specific agencies

People who use health services, as well as their family and support workers

The provision of care whereby information about a young person’s care is
shared from one provider to another and from one healthcare event to another,
and services are delivered in a complementary and timely manner

Young people who come from other cultures or speak another language as a
first language

DHW supports the delivery of public health services, formulates health policy,
facilitates public and consumer consultation on health issues, and monitors the
performance of South Australia’s health system

Ensuring care provided is appropriate to the young person’s age and
developmental status, tailored to them as unique individuals, and responsive to
the social and cultural contexts in which they live

An umbrella term for impairments of body function or structure, activity
limitations or restrictions

Supported by scientific research

People who provide care, legal guardianship or whom the young person deem
as important in supporting their health

Forms the foundation for future health planning

A health professional, healthcare professional, or healthcare worker is a
provider of health care treatment and advice based on formal training and
experience



Organisation of people, institutions, and resources that delivers health care

Health system
¥ services to meet the health needs of the population

Broadly defines the way health services are delivered by outlining best
Model of care practice care and services for a person or patient cohort as they progress
through the stages of a condition, injury or event

Professionals from a range of disciplines work together to deliver

Multidisciplinary care
plinary comprehensive care that addresses as many of the patient’s needs as possible

Navigation Locating, finding and accessing health care services and resources

Services provided from birth until adulthood, or a specific age determined by

Paediatri .
aediatric services the region or health service (typically between 17 and 19 years of age)

An approach that treats each person respectfully as an individual human being,

Person-centred . .
and not just as a condition to be treated

Hospitalisations that could have been avoided if the person’s condition had

Preventable hospital admissions
P been managed better in a timely way

A rating of the level of capacity that a young person (or with the help of others)

Readiness has to engage in behaviours and/or activities required by the adult health care
system
Resources Includes people, time, space, and money

Relating to the tasks that an individual must undertake to live well with one or
Self-management more chronic conditions, including gaining confidence to deal with medical
management, role management and emotional management

Services provided by health professionals with advanced training in a particular
Specialty care health concern or illness, and may be provided in community, paediatric or
adult settings upon referral from primary care

Young people, families, their natural networks, community, paediatric, and adult

Stakeholders .
care providers

A one-time event that occurs at the point in time when a young person is

Transfer of care
transferred out of the paediatric health system and into the adult care system

Is defined by the Society for Adolescent Medicine as the purposeful planned
Transition of care movement of adolescents and young adults with chronic physical and medical
conditions from child-centred to adult-oriented health care systems

Young person/ people Adolescents and young adults aged 12-25 years
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