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Patients: Results/Key Findings
We will increase the number of patients ages 12-25 years old that are assessed for Transition Population
transition readiness from 0 to 10 by 3/31/2017 ; + To date there are 74 Transition patients who have the Transition Guidelines in
People Equipment £ 20 place in their electronic medical records.
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Assessed 25 patients from 1/17 —
5/17 through eMD’s EMR with
inconclusive data to determine
transition readiness.

Transition is ongoing and not easily measured.

Quality improvement training has revolutionized how our practice approaches
patient care, communication and center operations.

« PDSAs are valuable tools for continual process review, and illustrate whether
interventions are meeting our Center's needs.

Develop a transition readiness
assessment tool to be used at
comprehensive clinic

We aim to improve our Increase the number of patients
with bleeding disorders ages 12-

process of transitioning
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to adult care.

The process begins

with a patient
readiness assessment
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improving patient
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empowering them with
lifetime management
skills.

Develop a review tool to obtain
annual disease knowledge and

self-management skills of
patients by 5/25/17

Annual review tool to be started
July 1, 2017 at all comprehensive
clinic visits for transitioning

patients to determine spectrum
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through use of a number score
for: Subjective recall on disease
understanding and a Likert scale
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