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The Improving Pediatric to Adult Care Transition (ImPACT) Program:                                                                            

A Novel Approach to Support Adolescents, Families, Providers and Teams 
 

Background: Scientific advances have increased survival and quality of life for adolescents and emerging adults 
(AEA) with pediatric-onset conditions. These AEA face significant challenges as they transition to adult health 
care.  Barriers include AEA and family reticence, practice setting differences and a lack of health care system 
structures. Gaps in care like unfilled prescriptions and lapses in disease management result in poor quality of life 
and increased morbidity and mortality. In 2020, DNP and MD co-directors were named to develop an 
organizational approach to this issue in a large Children’s Hospital on an academic medical campus. A 
comprehensive needs assessment identified gaps in transition processes that coalesced to three distinct themes: 
Access, Communication and Education.  
Program Goals: 1) Educating and promoting communication between AEA, families and providers to support 
active engagement in transition planning, 2) Improving access to evidence-based transition tools, best practices, 
and resources, 3) Ensuring an individualized, uninterrupted, and streamlined transition process, and 4) Building 
a replicable, sustainable model that advances best practices and public policies at region and national levels.        
Practice Innovation: Interdisciplinary stakeholder work groups were convened to address revision of an existing 
Transition Planning Tool in the EHR (Epic), hospital wide resource development accessible via SharePoint, and 
patient/family and provider/team education. The Improving Pediatric to Adult Care Transition (ImPACT) program 
was conceived. External grant funding was achieved to support a key element, the “ImPACT Navigation Hub” 
(INH). The interdisciplinary INH team includes a nurse care coordinator, a social worker, a family health 
navigator and an adult internal medicine-pediatrics physician consultant. The team provides direct coaching to 
clinic teams in best practices to promote consistency and address mixed messaging to AEA and families around 
preparation and timing of transition. Providers can also refer complex patients whose needs are beyond the 
clinics’ expertise directly to the INH.    
Outcomes: In year one, the INH team worked with 14 pilot clinics to meet the objective of coaching on best 
practices, customization of work flow and tracking patients to measure success. Project data to be reported will 
include use of the Epic TPT, number of patients and reasons for referral to the INH, team and patient satisfaction 
and data on completed transfers.     
Implications for Practice: PNP’s are well equipped to address complex needs related to disease burden and care 

coordination across the continuum.  A recent systematic review from AHRQ highlighted that a single model for 

successful transition care has not emerged, pointing to the need for new approaches.  Hospital-wide consulting 

teams to address transition are not new, however, a model providing interdisciplinary coaching of clinic teams 

on workflow with both standardized resources and tools for customization for disease specific populations have 

not been reported.  The dual purpose of this and direct AEA and family consultation for the most complex 

patients is unique and could be feasible for similar centers to adapt.  Professional development programs 

focused on topics related to transition, specific to the PNP and pediatric nurse roles are lacking. DNP prepared 

PNPs have expertise in population health and can lead organizational teams in developing patient-centered 

pathways to support this vulnerable population throughout transition and successful integration in adult care. 

Disclosures/Funding: COPIC Medical Foundation provides funding to support the ImPACT Navigation Hub 

 
Jennifer A. Disabato, DNP, CPNP-PC, AC 
Associate Professor, College of Nursing & School of Medicine 
CPNP Neurology & Co-Director Improving Pediatric to Adult Care Transition Program (ImPACT) 
Children’s Hospital Colorado & University of Colorado Anschutz Medical Campus 
 

William C. Anderson, III MD 
Associate Professor, Pediatric Allergy & Immunology 
Director, Multidisciplinary Asthma Clinic & Co-Director, CHCO Improving Pediatric to Adult Care Transition (ImPACT) Program 
Children’s Hospital Colorado & University of Colorado Anschutz Medical Campus 



BACKGROUND

PROGRAM GOALS

Jennifer A. Disabato DNP, CPNP-PC, AC 1 & William C. Anderson III MD2

(1) Department of Pediatrics, Division of Child Neurology, Children’s Hospital Colorado/University of Colorado College of Nursing, Aurora, CO

(2) Department of Pediatrics, Allergy and Immunology Section, Children’s Hospital Colorado/University of Colorado School of Medicine, Aurora, CO; 

(

Improving Pediatric to Adult Care Transition (ImPACT) Program 
A Novel Approach to Support Adolescents, Families, Provider & Teams

IMPLICATIONS FOR PRACTICE

 Youth with pediatric-onset chronic 

conditions face challenges as they 

transition to adult healthcare

 Barriers to effective transition 

include a lack of health care 

system structures to support 

youth, families, providers/teams

 An urban academic pediatric center 

system-wide needs assessment 

identified barriers coalescing into 

three distinct themes: Education, 

Communication & Access

 Themes formed the foundation of a 

new hospital transition program

 A single model for successful transition care and 

program design has not emerged  highlighting 

the need for novel approaches (AHRQ, 2022)

 Phased coaching of interdisciplinary clinic teams 

supports consistency across areas and allows 

customization of transition tools 

 Revised Epic TPT addressed need for 

adolescent/family engagement with TRAQ and 

GotTransition I/DD assessment sent as patient 

questionnaires

 Collated sections by topics focus care teams on 

documentation of readiness and education to 

provide: reduces time burden 

 Documented success with direct patient referrals 

to the INH team with streamlined transition care 

for the most complex patients and collaboration 

with adult care 

 Pediatric focused NPs are ideally suited to lead 

implementation of system approaches to this 

challenging and vulnerable patient population

 Educating/promoting engagement for   

all stakeholders in transition planning 

with EHR tools

 Access to evidence based/customized 

processes to individualize and 

streamline transition care

 Build a replicable, sustainable model 

for system wide approach to transition
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FUTURE DIRECTIONS

Interdisciplinary Workgroups

1. Epic (EHR) Transition Planning Tool (TPT): 

TRAQ 6.0 & I/DD Readiness Assessments

2. Resources & Education: Internal SharePoint 

site for providers/teams, handouts, and 

external patient/family web-page 

3. Adult Model of Care: legal and medical 

decision making, approach to clinic care

PRACTICE INNOVATIONS TO SUPPORT ADULT HEALTHCARE TRANSITION

ImPACT Navigation Hub (INH) 

Interdisciplinary Coaching & Consult Team                 
RN Care Coordinator, Social Worker,                                  

Family Navigator, Adult Med-Peds MD

Phased Customized 

Clinic Coaching on 

Process and Tools

Provider referrals to INH 

for complex patients with 

unique barriers 

 Evaluation of patient/family satisfaction and 

clinic team coaching process underway 

 Continued expansion of coaching to all clinics in 

2023, with addition of network locations

 Formalize transition champion role for clinics

 Promote ImPACT as a sustainable, replicable 

model of quality system-wide transition care

o

Completed 31

In Process 24

Adult Appt. Pending 11
COPIC Medical Foundation for INH Funding & INH 

Team: B. Hepp, S. Heinrichs, J. Ramos, E. Floyd. 

Epic CAS / Reporting: J. Degenstein & W. Gold

TPT & TRAQ +/- I/DD RA Use in 3 Clinics

6 wks. 4 mos. 6 mos. 7-12 mos.

Education 

Processes

PDSA cycles

Joint referrals

Focused team 

coaching

Ongoing

mentoring 

INH Referrals (12/01/2021 – 02/15/2023)

Total 

= 66
Monthly data for 2022-2023


