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Abstract

Background: Family physicians and other members of the primary health care (PHC) team may 
be ideally positioned to provide transition care to adolescents and young adults (AYAs; aged 
12–25  years) exiting pediatric specialty services. Potential solutions to well-known challenges 
associated with integrating PHC and specialty care need to be explored.
Objective: To identify strategies to transition care by PHC professionals for AYAs with chronic 
conditions transitioning from pediatric to adult-oriented care.
Methods: Participants were recruited from six Primary Care Networks in Calgary, Alberta. A total 
of 18 semi-structured individual interviews were completed, and transcribed verbatim. Data were 
analyzed using a qualitative description approach, involving thematic analysis. 
Results: Participants offered a range of strategies for supporting AYAs with chronic conditions. Our 
analysis resulted in three overarching themes: (i) educating AYAs, families, and providers about the 
critical role of primary care; (ii) adapting existing primary care supports for AYAs and (iii) designing 
new tools or primary care practices for transition care.
Conclusions: Ongoing and continuous primary care is important for AYAs involved with specialty 
pediatric services. Participants highlighted a need to educate AYAs, families and providers about 
the critical role of PHC. Solutions to improve collaboration between PHC and pediatric specialist 
providers would benefit from additional perspectives from providers, AYAs and families. These 
findings will inform the development of a primary care-based intervention to improve transitional 
care.
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Introduction

Transitioning to adult care is the planned and purposeful process 
of preparing adolescents and young adults (AYAs; ages 12–25) for 
adult-oriented care (1,2). This process involves a transfer in care, or 

the eventual ‘hand-off’, from pediatric to adult-oriented providers at 
age 18 (the age of transfer though this varies across jurisdictions). 
During transition, an adolescent’s care may be transferred to a family 
physician (FP) and/or adult specialist. Published transition guidelines 
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for specific diseases (3–5), and across countries (including Canada 
(6), United States (7–9), United Kingdom (10) and Australia (11)), 
recommend starting this process well before age 18 (e.g. 12 years 
old) (6). In Canada, some pediatric hospitals offer ‘transition plan-
ning’ documents to support AYAs, families, and clinicians (12,13), 
though evidence on uptake and effectiveness of these resources is 
lacking. Ideally, transition planning addresses AYAs’ physical, de-
velopmental, educational, and psychosocial needs (e.g. self-manage-
ment skills, vocational needs) and is developed in collaboration with 
AYAs and their caregivers, specialists and FP (1,6,14). However, 
research suggests AYAs and caregivers view their FP as ‘out of the 
loop’, or not regularly involved in their specialist care (15,16).

Recent evidence suggests AYAs’ continuous involvement with the 
same FP (pre post-transfer) is associated with better outcomes in 
young adulthood (i.e. fewer emergency department visits and hos-
pitalizations) (17,18); however, the proportion of AYAs seen by FPs 
before exiting pediatric care varies across studies (39–97%) (18–22). 
FPs frequently report poor communication with pediatric special-
ists and mental health (MH) professionals, and inadequate remu-
neration for supporting AYAs with complex issues in primary care 
(23–25). Few transition interventions include a primary care com-
ponent (26–29), despite potential benefits of involving FPs during 
transition (25,30). Practical strategies for effectively including FPs 
during the transition process, or bringing them into the loop, need to 
be further explored. To the best of our knowledge, no studies have 
conducted interviews with FPs about the topic of transitioning ado-
lescents from pediatric services. Thus, the purpose of our study was 
to gain perspectives from FPs and other PHC team members about 
solutions to common challenges associated with transitional care.

Methods

Study design and setting
We used a qualitative description design as it focuses on describing and 
exploring a topic of interest (31,32). Participants were recruited within 
Calgary, Alberta (Canada) where nearly all primary care is delivered by 
FPs in Primary Care Networks (PCNs) (33,34). There are 42 PCNs in 
Alberta, with ~3,800 FPs and 1000 other healthcare professionals (e.g. 
social workers, nurses), who are typically employed by a single PCN and 
rotate among physician practices to provide services (35). PCNs enable 
the ‘medical home’ vision, providing patients with a central place to access 
continuous, coordinated, comprehensive and family-centered primary 
care; details about the ‘medical home’ and Alberta’s model are described 
online (34) and by the College of Family Physicians of Canada (33). 
This study was approved by the University of Calgary’s Conjoint Health 
Research Ethics Board (REB17-2397) and followed the Consolidated 
Criteria for Reporting Qualitative Studies (see Supplementary material).

Data collection and analyses
Eligible participants were English-speaking PHC providers with 
experience caring for AYAs with chronic conditions (Table 1) (25). 

Purposeful sampling was used, and snowball sampling techniques 
(36) allowed for additional recruitment of PHC professionals (e.g. 
colleagues of participants) with relevant experiences, diverse training 
backgrounds and practice locations. Interested participants emailed 
the research team, or were introduced by other participants, and 
signed a consent form prior to their interview.

Semi-structured interviews were conducted in-person or by tele-
phone with participants (by KS). Interviews were audio-recorded, 
transcribed verbatim, and identifying participant information was 
removed. Data collection and analysis occurred simultaneously and 
iteratively; analytic details are published elsewhere (25). Authors 
read transcripts separately and together. Two authors (KS and BA) 
developed an initial coding template, which was modified and re-
fined based on regular discussions within the research team. Our 
team met regularly to discuss the data from our diverse professional 
lenses (i.e. pediatrics, MH, social work and PHC). Data collection 
was discontinued when it was agreed within our team that the data 
obtained from participants was sufficient to answer our research 
question (37).
Rigor and validity were maximized in several ways. Our interview 
guide (available as Supplementary material) incorporated feedback 
from content experts in pediatric transition research and PHC, 
and from key stakeholders (e.g. Alberta’s Primary Health Care 
Integration Network). We sampled participants in various PHC roles 
to gain a comprehensive understanding of potential solutions to im-
prove transitional care. Our analysis was enhanced by triangulation 
techniques (38), such as comparing interpretations between experts 
in our team and presenting initial findings to stakeholder groups to 
verify the accuracy of interpretations.

Findings
About 18 participants were interviewed, 10 FPs and 8 PHC team 
members [nurse (n) = 3, social worker (SW) = 3, mental health (MH) 
clinician = 1, dietician (D) = 1]. Of 32 individuals who expressed 
interest in participating, two were not PHC providers (not eligible) 
and 12 did not respond or could not be scheduled. Participants rep-
resented six PCNs; most FPs were remunerated by a fee-for-service 
model (Tables  1 and 2). Participants’ ideas for improving transi-
tional care for AYAs are summarized under three themes as given 
below (Figure 1) and additional quotes provided in Table 3.

Theme 1: Educating AYAs, families, and providers 
about the role of PHC
Participants expressed that AYAs and families need to know who 
their FP is before they exit pediatric services and the important 
role FPs play in their healthcare team. Participants noted families 
receiving pediatric services often view their pediatric specialist as 
the primary ‘doctor’: ‘My [AYA] patients think their specialist is 
“the doctor”. [They say] I have a doctor, and it’s my rheumatolo-
gist’ (FP11). Participants believed families could be better informed 
about the importance of continuous primary care. The benefits of 

Key Messages
• Primary health care (PHC) may support youth exiting pediatric specialty care.
• Perspectives from PHC on how to improve transition care for youth is lacking.
• Educating youth about PHC and the need for continuous care is recommended.
• Adapting existing PHC supports (e.g. flexible appointments) for youth is suggested.
• PHC may benefit from health summaries from pediatric specialists at transfer.
• Input from youth is needed to inform PHC component of transition interventions.
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maintaining ‘the relationship’ between FPs and AYAs, not just for 
‘the routine stuff’ (e.g. immunizations, physical exams), was em-
phasized: ‘I say to mother, “it’s really important we stay in touch… 
[AYA]”s not gonna be with pediatric endocrinologist forever. It’s 
important because the relationship [AYA] has with me is really im-
portant. If we leave it for 5 years, re-connecting at age 16–17 is a lot 
harder”’ (FP11). If AYAs are transferring to a new FP, participants 
urged ‘a bit of lead time’ to develop a relationship with AYAs and 
educate families about the roles of FPs for AYAs with chronic con-
ditions. PHC team members echoed the need for FP involvement 
to facilitate referrals and monitor symptoms: ‘If I need to refer to 
specialized services, [AYAs] need a family doc to make that referral...
It’s for safety, continuity of care, and making sure they’re able to be 
monitored long-term’ (SW14).

Advertising within clinics (e.g. newsletters, websites) about 
available resources was also perceived as potentially beneficial for 

families: ‘Patients need to know about our programs… Advertising 
on social media, [or] physician’s offices… why aren’t we just blitzing 
this?’ (SW12). Other strategies to educate AYAs and families about 
the role of PHC were perceived as not feasible given current funding 
structures, but still important. For example, some participants be-
lieved ‘shared visits’ (with FPs, AYAs, and specialists) could facilitate 
uptake of PHC: ‘Then [AYAs] know [I’m] a trusted, safe person. It 
would give me a chance to show them…I’m here, I’m ready to care 
for you. I bet that would increase the rate of [AYAs] who actually 
show up to their [PHC] appointments’ (N15).

Finally, educating about PHC roles and resources applied to 
FPs themselves. Some FPs believed formal education (e.g. residency 
placements, continuing education credits) or ‘some exposure’ to 
AYAs with common chronic conditions during their training would 
be beneficial. One participant offered the solution of ‘mentor-mentee 
relationships’, or identifying PHC ‘champions’ with AYA expertise 
to mentor FPs on supporting this population in their practice. Many 
FPs were not clear about PHC professionals or services available in 
their network to support AYAs with chronic conditions, and some 
were reluctant to refer to services unknown to them: 

If a resource is there and we don’t know what it is, what they 
provide, and how they do it, [then] we’re not going to access it 
(FP21). 

SW and N participants shared FPs’ view that a better understanding 
of their scope of practice could facilitate appropriate referrals: 

Physicians’ understanding [of] what a SW does is still an uphill 
battle. Every [PCN physician] can refer to me… [But], Monday 
Tuesday, Saturday, I have no patients, not one. So, what’s going 
on? What’s the gap? (SW12). 

To increase FPs’ awareness of available supports and professionals in 
their network, some participants also suggested holding ‘meet-and-
greets’ with AYA-focused providers in PCNs. In summary, educating 
AYAs, families and providers about the roles of FPs and local services 
available was viewed as an opportunity for enhancing the visibility 
and value of PHC for supporting AYAs.

Theme 2: Adapting existing primary care supports 
for AYAs
Participants generally felt PHC supports were designed for older 
adults with chronic conditions, and not for younger people: 

In my opinion, [PHC] is set up to care for the elderly, rather than 
[for] teenagers… The perception then is “this is for old people”, 
not for my age group. If [FPs] can understand teenagers, and 
make them feel comfortable, I think that would go a long way in 
improving their care (FP21). 

All participants expressed concerns about the appropriateness of 
existing primary care-based-MH services for AYAs, described as‘all 
on adult side’ and‘very time-limited’ (4–6 sessions). One of the SW 
participant noted the constraints of ‘brief’ counselling models for 
establishing a therapeutic relationship with AYAs, but noted 

it’s not that [a brief] model never works for families or adoles-
cents—it’s not that black-and-white (SW20).

Participants offered strategies to adapt PHC for this AYAs: pro-
viding ‘convenient’ appointment times (e.g. outside of school hours), 
longer appointments (e.g. to build rapport, assess complex issues) 
and involving family members as appropriate. Participants recom-
mended existing supports be ‘flexible’ to address the unique clinical 

Table 1. Characteristics of sample of primary health care profes-
sionals (N  =  18) from data collected between June and October 
2018

Characteristics % (n)

Sex
 Female 83.3% (n = 15)
Age 
 <30–39 55.6% (n = 10)
 40–49 16.7% (n = 3)
 >49 27.8% (n = 5)
Professional role
 FP 55.6% (n = 10)
 Nurse/Nurse practitioner 16.7% (n = 3)
 Social worker 16.7% (n = 3)
 Dietician 5.6% (n = 1)
 MH clinician 5.6% (n = 1)
PCN affiliation
 Mosaic 22.2% (n = 4)
 South Calgary 22.2% (n = 4)
 Calgary West Central 22.2% (n = 4)
 Calgary Foothills 16.7% (n = 3)
 Rural and Highland 16.7% (n = 3)
Years of professional experience 
 <5 22.2% (n = 4)
 5 to <10 27.8% (n = 5)
 >10 50.0% (n = 9)
Participants’ primary patient population
 Adults (>18) 22.2% (n = 4)
 Children/adolescents (<18) 16.7% (n = 3)
 Both 61.1% (n = 11)
Number of AYAs seen with chronic conditions in practice 
 <10 27.8% (n = 5)
 10–15 16.7% (n = 3)
 >15 55.6% (n = 10)
Method of AYA entrance into participants’ carea

 Transferred/referred from pediatric specialist(s) 50.0% (n = 9)
 Transferred/referred from adult specialist(s) 22.2% (n = 4)
 Patient self-referred 27.8% (n = 5)
 Since birth or childhood 33.3% (n = 6)
 Transferred from other FP 22.2% (n = 4)
Practice location
 Suburban 55.6% (n = 10)
 Inner city 27.8% (n = 5)
 Rural 16.7% (n = 3)

 aParticipants indicated receiving AYAs from multiple referral sources, so 
percentage of cases for method of entrance into care, sum to be >100%.
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and developmental needs of AYAs and families. Rather than ‘trying 
to reinvent the wheel’, or create new services for AYAs in primary 
care, participants suggested ‘liaising with [community] programs 
that already exist’. Leveraging existing resources to improve PHC 
for AYAs was deemed feasible depending on the services available 
within communities.

Some participants described working in PHC settings tailored 
specifically to AYAs with chronic conditions, where all PHC team 

members worked ‘under one roof’ and services (e.g. MH counsel-
ling, pharmacy) were co-located. These participants perceived a 
co-location model as ideal for AYAs with chronic conditions because 
it facilitates a team-based approach to transitional care, and ‘makes 
it a lot easier in terms of appointment attendance and cohesiveness’ 
(D1). Some participants described ‘specialty [PHC] clinics’ in their 
community (e.g. maternal health), and wondered if specialized ‘tran-
sition clinics’ could ‘serve as hubs to centralize and mobilize [chronic 
care] services’ for AYAs. Others expressed concerns about relying 
on these models, which may ‘come and go…may not be reliable, 
because PCNs are based on government funding’ (FP2). Overall, 
participants expressed a need for consistent government funding to 
support flexible practice models for AYAs.

Theme 3: Developing new tools or practices to 
improve transition care coordination
Participants described a lack of information-sharing between FPs 
and specialists during transition, leading to ‘problems with the hand-
over process’. At transfer, participants expressed needing a ‘very 
solid discharge plan’ from specialists: 

We need some direction as to what [specialists] want us to 
monitor. Once we have that, we’re happy to manage, no matter 
how complex or challenging the mental health or physical need 
is (FP21).

One idea to improve care coordination at transfer was to develop 
a ‘transition summary’, with a clear PHC component, and include: 
(i) a brief summary of specialist pediatric involvement (what AYAs 
received), and (ii) specific recommendations for FPs to manage AYAs 
within PHC (what AYAs still need). Participants expressed needing 
direction on medication management and referrals, particularly for 
adult MH services: ‘If [pediatric provider] can make the referral to 
the appropriate resources or adult psychiatrist, that would make it 
a lot easier’ (FP7). This point, however, was in contrast to others 
who believed FPs should be responsible for making all referrals. 
Participants felt a transition summary should be ‘comprehensive’ 

Figure 1. Strategies for improving primary care for AYAs offered by participants and categorized by themes.

Table 2. Unique characteristics of participant sample (n = 18) from 
interview data collected between June and October 2018a

Unique characteristics % (n)

Remuneration model
 Fee-for-service 8 (44.4%)
 Salary 10 (55.6%)b

Leadership or management  
position (e.g. medical team lead)

3 (16.7%)

Expertise working with  
marginalized AYA populations
 Mental health 15 (83.3%)
 Problematic substance use 4 (22.2%)
 Homelessness 1 (5.6%)
Belongs to more than one PCN, or works in  
multiple clinics

5 (27.8%)

Employed in a “‘unique role”’ for AYA  
(e.g. pediatric case manager)

4 (22.2%)

Offers after-school-hours  
(for appointments, phone calls, etc.)

5 (27.8%)

Co-manages care with pediatricians 7 (38.9%)
Works in clinic with umbrella model/ 
offers multiple services 

9 (50%)

aInformation was spontaneously provided by participants during interviews. 
bAll of the eight primary health care team members (e.g. nurses and social 

workers) were in salaried positions; this included two FPs in salaried positions.
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and provide a ‘functional review’ (e.g. diagnoses, global functioning). 
For AYAs with MH issues, a short, solution-focused summary was 
desired: 

Just a summary - “patient attended this DBT group. We set these 
3 goals”. You know, short. Cause a lot of these community [re-
ports] are like 10 pages…we don’t have time to read those (FP16)

In addition to a summary, one participant suggested a ‘one-pager’ 
for FPs on managing common conditions (e.g. transition topics, dis-
cussing confidentiality) could be helpful; for example, ‘a top 10 tips 
for managing Crohn’s with a FP’(FP13).

Another strategy to improve transition coordination was 
establishing a ‘discrete role’ in PHC for assisting AYAs and families 
during this period: 

It would be useful to have a chronic care nurse. Someone to talk 
to families… a resource person who calls [AYAs] after their tran-
sition [from pediatrics] to get [information] (FP21). 

Other participants considered the possibility of ‘youth transition 
workers’ in PHC; details about this role were limited and varied: 
‘[We need] a youth transition worker. We’re expecting FPs to be spe-
cialists in all these areas and they’re not. If anything happens, who’s 
the first person we go to? Our FP. And they don’t have all the an-
swers’ (SW14). Some participants noted chronic disease nurses were 
available in their practice, but only for adult patients. Two SWs de-
scribed being hired to provide ‘navigation support’ for AYAs in PHC 
practices: ‘I think there should be one of me in every clinic [laughs]. 
Having extra people like me to help coordinate [is needed]… it’s 
really not a medical need, more of a social need’ (SW18).

Another system-level strategy to address care coordination dif-
ficulties involved changing payment models. As stated by one FP: 

the de-facto funding model of fee-for-service, in my opinion, does 
not support the care of complex [AYAs] (FP3). 

Some participants perceived fee-for-service models as a barrier to 
supporting AYAs with chronic conditions because they did not 
account for the ‘tremendous amount’ of indirect time required by 
physicians to coordinate care. Participants in academic teaching 
clinics with ‘supported time’ viewed this as beneficial for supporting 
AYAs. There were mixed views among participants about whether 
alternate payment models were ‘the’ solution. Some felt additional 
billing codes within fee-for-service models were feasible: 

We function on codes. If there was a billing code to facilitate some 
of this extra work to care for complex AYAs-that would probably 
go a long way to fixing the problem (FP19).

Discussion

Our study revealed three themes about supporting FPs’ roles in 
transition: (i) educating AYAs, families, and providers about the 
role of PHC; (ii) adapting existing PHC supports for AYAs and (iii) 
developing new tools or practices to improve transitional care co-
ordination. We discuss below, how the strategies we heard, fit with 
available evidence, and considerations for research on transition 
interventions.

As recommended by national transition guidelines and indicated 
by our participants, all AYAs exiting pediatric services should be ‘at-
tached’ to a PHC professional (6). It may seem beneficial for fam-
ilies to receive their entire child’s care from pediatric specialists, this 
can lead to additional provider transitions when AYAs ‘age-out’ of 
the pediatric system (25). AYAs receiving their PHC from pediatric T
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specialists, walk-in clinics, or multiple providers are at risk of experi-
encing poor continuity of care post-transition (39,40). Participants 
believed FPs need to play a continuous role in AYAs’ care, ideally 
from the outset of treatment/diagnosis, which is supported by 
studies on continuity of PHC for young people with chronic condi-
tions (17,41). Some guidelines recommend pediatric specialists hold 
‘transition appointments’ to prepare AYAs for adult care (7); such 
appointments could be used to educate about the roles of FPs and 
available multidisciplinary supports. As noted by participants, PHC 
team members with pediatric expertise may be unknown to FPs, un-
less providers are working ‘under one roof’ (e.g. co-location model). 
Since co-location PHC models are uncommon (33,35), research on 
strategies to enhance PHC team-based care is essential, especially 
when it relates to care of pediatric populations (42,43).

AYAs historically have had the lowest rate of PHC use among 
any age group in North America (44), which may reflect a need to 
adapt PHC for this population. A  growing body of literature on 
‘adolescent-friendly healthcare services’, coined by the World Health 
Organization (45), recognizes the unique barriers faced by AYAs ac-
cessing PHC and a need to develop acceptable, appropriate, equit-
able, and effective healthcare services for this age group (46). In our 
study, offering convenient appointment times, confidential appoint-
ments, and liaising with existing community-based supports were 
some suggestions to adapt care. Evidence to support the effective 
matching of ‘brief’ counselling models for AYAs is still needed.
Participants identified major challenges with care coordination for 
AYAs during transition. Healthcare transition summaries were re-
commended and consistent with published guidelines (6,7,47). Yet, 
our findings highlight a need to assess barriers to sharing health 
summaries with FPs, and their uptake by AYAs and PHC teams. 
Patient ‘navigators’ or care coordinators are a promising interven-
tion for chronic disease populations and could facilitate sharing 
of information and transition readiness (e.g. communication and 
health literacy skills, assisting with system/service navigation and 
addressing social determinants of health) (48,49). However, re-
search on the core components of cost-effective-navigators for AYAs 
is needed. Finally, evidence comparing remuneration models for FPs 
is lacking. The most common model in Canada is fee-for-service 
(72% of all payments), but some FPs receive payments through a 
salaried model (50). Little is known about how alternate payment 
structures impact AYA care (51) and this is an important direction 
for future research.

Strengths and limitations
An important strength was our inclusion of multidisciplinary 
PHC professionals in addition to FPs, which allowed us to ob-
tain a deeper understanding of what occurs in practice during 
the transition to adult care. Based on our data, team-based PHC 
may be well-suited for AYAs with chronic conditions who may 
benefit from multidisciplinary supports (e.g. individual/family 
counselling). Our sample represented professionals across PCNs; 
however, the majority were female and from urban practices. 
A larger, diverse sample including perspectives from professionals 
in geographical regions serving different communities will im-
prove generalizability of the results. In particular, additional per-
spectives from MH professionals on transition care are needed 
(52–54). Engagement of AYAs and families is critical to build 
consensus about strategies (e.g. ‘adolescent-friendly’ services, 
healthcare summaries) for transition interventions incorporating 
PHC professionals (55).

Conclusions

Our study, which examined PHC perspectives about strategies to 
support AYAs with chronic conditions, provides new insights to op-
timize transition. Clarifying FP roles during this process is a critical 
first step. PHC services also need to be tailored for younger individ-
uals and additional supports may be needed for care coordination. If 
PHC is to be viewed as a suitable and effective ‘medical home’ (56) 
for AYAs, feasible evidence-based strategies need to be designed and 
tested with input from AYAs and families.

Supplementary material

Supplementary material is available at Family Practice online.
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