
Health Care Provider/Community Care Provider Transition Readiness Checklist

Transition may be a vulnerable period for the adolescent due to the fact that he or she may not have a lot of experience managing his or her own health care. It is important to work with adolescent clients to encourage them to routinely attend their appointments, adhere to their medications, identify and access additional sources of support such as other community-based services, and abstain from drugs and alcohol that may negatively impact their health. Some adolescents may be resistant to leave the comfort of their pediatric provider and may continue to seek out their pediatric HCP after transition has occurred. In these cases, it is best for the pediatric HCP to consider speaking with the adult HCP and defer to their plan 
of care. 

The adolescent has met the requirements for transition when he or she has completed all goals within Checklist 2: Comprehensive Transition Checklist and has voiced readiness to transition. Make sure that the adolescent has met these qualifications prior to transition. See the following list, which highlights the tools relevant for the pediatric and adult HCPs to help evaluate if the adolescent is transition-ready:

· The adolescent agrees that he or she is prepared to transition.

· The adult HCP has spoken with the pediatric HCP about the client, and the pediatric HCP has provided a copy of the adolescent’s medical record or the Adolescent Clinical Transition Document (Tool 8.1.1).

· The adolescent completes all of the tasks on Adolescent Checklist (Checklist 5) without requiring reminders. 

· The adolescent is able to correctly respond to all questions in the HIV Knowledge Assessment (Tool 9.1.3)

· The adolescent remains adherent to his or her medication (Tool 8.1.7 and Tool 8.3.11).

· The adolescent is able to communicate any changes in health status and verbalizes when to access health services in case of emergency (Tool 8.3.12).

· Psychosocial needs have been addressed or are being addressed currently by services at CBOs (Tool 10.1.1 and Tool 10.2.4/10.3.4).

· The adolescent verbalizes long-term goals and plans for long-term survival (Tool 9.3.10)
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