BACKGROUND:

Cincinnati Children’s Hospital Medical Center (CCHMC) 1s a quaternary pediatric
hospital located 1n an urban setting. Our hemophilia treatment center follows ~180
hemophilia patients and is staffed by pediatrics-trained hematologists.

LEAD TEAM MEMBERS: CCHMC (pediatric) team: Nancy Dodson BSN RN,
Marina Bischoff LISW-S, Cristina Tarango MD; University (adult) team Saulius
Girnius MD, Nina Turner NP

PROBLEM DESCRIPTION: The HTC at CCHMC historically has not had a
transition policy or plan for our young adult patients. Many patients will stay at our
pediatric center until their early 30’s. Due to a new hospital-wide policy, we will
have to transition patients to adult care by age 25 years. We have approximately 33
patients aged 25 and older.
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GLOBAL AIM: We aim to improve the readiness of patients to transition to
independent care by age 18 years, with the process beginning at age 13 years.

SPECIFIC AIM: We will increase the percentage of documented transition plans
in place for CCHMC patients aged 25 years and over from 0% to 100% by
March 2017
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METHODS:

Table 1: Timeline of Work Table 2: PDSA Cycles
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CONCLUSIONS:

* The first step 1n transitioning patients 1s preparing both pediatric and adult teams for transition. Regular meetings
between the groups helped address concerns and dispel misconceptions.

* By increasing pediatric team’s knowledge of adult center’s processes, our team 1s better able to minimize patients’
fears and foster patients’ confidence 1n transition process.

* Active communication with patients and between pediatric team members allows for better assessment of
patients’ readiness for transition.
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