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Advancing Family-Centered 

Care Coordination 

Implement Strategies To Support 

Youth Health Transition 



 Understand expectations of your selected 

additional focus area (Implement 

strategies to support youth health 

transition)

 Understand content of the presentation for 

families 

 Understand resources to support families 

on this topic

 Be aware of partners available to support 

your team in fulfilling these expectations

Learning Objectives



 Children's Hospital of WI-Complex Care 

Program

 Children's Hospital of WI/Medical College of 

WI - Rheumatology Clinic

 UW Health- Pediatric Complex Care Clinic 

(Sodergren)

Participating Sites





Clinic Patient Focus

Children's Hospital of 

WI-Complex Care 

Program

Children with medical complexity 

(CMC) who are 12 yrs old or older who 

are currently enrolled in the program

Children's Hospital of 

WI/Medical College of 

WI - Rheumatology 

Clinic

Newly diagnosed children/adolescents 

with chronic rheumatic disease

UW Health- Pediatric 

Complex Care Clinic 

(Sodergren)

Children with medical complexity who 

are enrolled in the programages 12-21

Populations selected for piloting 

Shared Plans of Care



1. Complete Got Transition’s Current 

Assessment of Health Care Transition 

Activities within the first month of the project, 

by January 31, 2019 (baseline date), and 

complete again in the fourth quarter to reflect 

on project impact.

Implement strategies to support youth 

health transition



First Quarter Results Current 

Assessment of Health Care 

Transition Activities 
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2. Complete youth readiness assessment for 

10 youth of transition age (14-21 years 

old) for whom a shared plan of care is being 

implemented. 

Implement strategies to support youth 

health transition



Readiness Assessment



3. In collaboration with your Regional 

Center for CYSHCN and the Youth Health 

Transition Initiative, complete a Build Your 

Bridge youth health transition training for 

families.

Implement strategies to support youth 

health transition



Learning Objectives:

 Define youth health care transition: what 
it is and why it is important.

 Identify activities in daily life where 
transition occurs.

 Apply tools and resources to take an 
active role in the health care transition 
process.

 Start a health transition action plan.

Build Your Bridge



Build Your Bridge



Eight Tools

1. Adult Providers

2. Decisions

3. Health Insurance

4. Emergency Contacts

5. Appointments

6. Medications

7. Health Summary

8. About Me



Transition Action Plan



“Thanks for your insight and information-so much I never thought about”

“My kids are 4 and 6 so we don't know what they will look like at the age of transition.  

This was VERY helpful to know what is to come!”

“I will start early to allow [my child] to practice skills and being able to make as many 

decisions  

for himself as he is able to do.”

1

2

3

51% 43%
Parent only
participants

Extent to which Build Your Bridge Participants agreed to 
"The presentation was worth my time"

Sept 2017 - March 2018; n=35

Strongly agree Agree Neither agree nor disagree Disagree



CYSHCN Network of Support



Regional Centers

Children's Hospital of 
WI-Complex Care 
Program

Medical College of WI 
- Rheumatology Clinic

UW Health- Pediatric 
Complex Care Clinic 
(Sodergren)



WHY WOULD A FAMILY MEMBER OR PROVIDER CONTACT

THE CYSHCN REGIONAL CENTERS?

 Information on your child’s condition

 Problem-solving

 Partnering with your doctor in a Medical Home

 Health Transition from child to adult health care 

 Health insurance / benefits assistance (e.g. 
Medicaid)

 Services in the community

 Parent-to-Parent support

 Finding doctors and dentists

 Parent training events

 Communicating with schools

CYSHCN Regional Centers



WHY WOULD A PARENT CONTACT FAMILY VOICES OF

WISCONSIN?

 To serve in a leadership or advisory role to impact 
health care or long-term supports

 To join our regional Facebook groups, be added to 
the Family Action Network and our mailing list

 Register for a training

 Have resources printed from our website 

 Have suggestions for a newsletter article, fact sheet, 
or new training

Family Voices of Wisconsin



WHY WOULD A PARENT CONTACT PARENT TO

PARENT OF WISCONSIN?

 To request a “match.”

 To register for a Support Parent training.

 To schedule a Support Parent training in 
their area.

Parent to Parent of Wisconsin



WHY WOULD A FAMILY MEMBER OR PROVIDER

CONTACT THE WISCONSIN MEDICAL HOME

INITIATIVE?

 To learn more about partnering with their 
child’s doctor. 

 To learn more about use of a shared plan 
of care to facilitate care for CYSHCN.

Wisconsin Medical Home Initiative



WHY WOULD A FAMILY MEMBER CONTACT THE WISCONSIN

YOUTH HEALTH TRANSITION INITIATIVE?

 Visit the YHTI website for information, tools and 
resources to help prepare and plan for health 
transition. 

 Seek and receive more information through training 
programs sponsored by partners including things to 
consider at different ages as well as ways they can 
support their child to become more involved in their 
health care.

Wisconsin Youth Health Transition 

Initiative



Discussion Questions




