Thein between

A design exploration of youth’s
transition from child to adult
oriented public services

Masters project, spring 2021

by Maria Vage Traasdahl The Oslo School of Architecture and Design



Summary

Around the age of 18, youth with long term follow-
up by several health, care and welfare services
transition from child oriented to adult oriented
parts of the public sector. This diploma project
Is an exploration of the gap between these two
"sides" and how to start bridging it.

During the transition to adulthood, youth are
in between dependence and independence,
childrens rights and adults rights. Parallel to this,
they are transferred from services for children
and youth to services for adults. The risk is that
they fall in between the two sides, as the services
struggle to collaborate, share responsibilty and
see the transition as a longer, fragile process.
Youth and their next of kin need flexible and
predictable services adapted to their needs.
Investing in facilitating a proper transition into an
inclusive and independent adult life could equal
qualitaitive and quantitative benefits in the long
run, for both the families and the public sector.

To approach these complex structures | used a
combination of a service and systems oriented
design. | mainly explored the transition through
the lens of healthcare, where continutiy in the
follow-up is especially important. While exploring,

however, it became evident that the transition is
about so much more than just health and care
services. Eduaction, housing, social work and
labor are examples of other relevant sectors.

The gap between the "sides" can be bridged in
different ways, with small steps and long term,
systemic change. Several long standing structures
like organizational and financial differences have
to be uprooted. In addition to pointing at some of
these structures, presenting a future vision and
associated principles, | propose interventions -
mainly from low hanging fruits. As a stepping stone
for further development | created a low threshold
tool for adapting information about the transition
toeachyouth’s needs. Anotherinterventionisaset
of cards presenting leverage points to stimulate
dialogue and reflection across services on each
side of a transfer.

Taking small steps towards more flexible and
adaptive services should be done parallel to
challenging the more systemic, structural barriers
for collaboration. Additionally, there is potential in
shifting mindsets through stimulating dialogue.
This project exemplifies how the complexity can
be approached from these angles.
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Introduction

Motivation

As a designer, it motivates me to contribute to
a relevant initiative; creating cohesive public
services, now prioritized by several stakeholders,
Including the Norwegian government. Design Is
one of several competencies that can contribute,
and | believe in the value of this interdisciplinarity.

| have been involved with a Stimulab-project,
(servicedesign-led project) connected tothe Digital
Strategy throughout my diploma semester. Still, |
was clear from the beginning that | wanted to be a
counterweight and point to parts of the system that
can supplement or complement digital solutions.
| am not necessarily motivated by the digital, but
rather by the human and structural aspects that
surround and relate to it.

The idea of bringing value to actual services and
people motivates me. From an early point | knew
that | wanted to create something that can have an
impact today, and something to spark engagement
and awareness. My goal has been to uncover
structures that affect how youth transition into
adulthood while followed up by multiple public
services of different shapes and sizes, and see
wether | could come up with specific interventions
that contribute to make the services more cohesive.



Introduction

Perspective

From my perspective, my role as a designer in the
public sector has been to understand, compile,
communicate and design for parts of its complexity.
Being a student allows for a broader perspective,
and seeing the structures from the outside has
helpedinchallengingtraditions, silosand mindsets.

This highly complex problem field can be detangled
from several angles and leverage points. | believe in
the power of telling this story in a human centered
way, and shedding light on some of the aspects
that complicate the path towards more seamless
service experiences.




Introduction

Approach

This diploma marks the end of my educational
specialization in designing with and for the public
sector, which | have done for the past three years.
In both school and part time work | have explored
designing within these frames, with the public
sector’s structures and preconditions as the
design material.

The topic of collaboration has been a red thread,
and this has highly affected the way | entered this
diploma. Having alreadyinternalized several mental
models, asinthe examples to theright, | did not feel
the need to do in-depth mapping in the same way
for this project. For me, systems oriented design
has been more of an approach than specific tools
and methods.

My experience has guided my priorities and
considerations, as well as my perspectives on
what constitues an impactful design delievery
In this context. My understanding of the public
sector led me to want to be creative within the
frames of today’s system, keeping the threshold for
iImplementation relatively low. Implementing new
solutions can be tiring work, and | believe in small
steps that does not simultaneously uproot several
long standing structures that take time to reshape.
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Introduction

Abstract

Transitions to new life stages can be challenging
for most people. Youth with complex needs and
their families are no exception. For them, several
public services are involved simultaneously
and in succession. The transition from youth
to adulthood consists of several shifts, both
personally, socially and within public services.
Among the major shifts is the change of services,
mainly replacing services for children and youth
with services for adults - for instance from child
psychiatry to adult psychiatry. The families
experience this as unpredictable and stressful,
and in the adult side there is less frequent and
holistic follow-up. Improving this shift requires
collaboration across levels and silos.

Being transferred from the child oriented to the
adult oriented part of the public sector, you are in
between cultural, philosophical, organizational,
financial and legal structures that differenciate
the "child side" and the "adult side". Relations
betweenthetwo "sides" affectthe experience due
to difficulties in coordination, communication,
sharing of information and transfers of
responsibility across them.

Transitions like this are acknowledged
challenges in the public sector, both in Norway
and internationally. There are guidelines and
early movers, but today’s intitiatives are mainly
oriented towards hospitals, with some links to
primary health services. Healthcare is therefore a
natural place to start learning about transitions -
but the overall transition is about so much more
than health. Living, economy, education and work
are some of the important pieces of the puzzle.
Together, these aspects of life affect the level of
Inclusion and quality of life as well as the shift
towards an independent, adult life.

This complex backdrop leads me to ask: What
could change, why and how: How might the
public services facilitate a good transition
between adolescence and adulthood, for youth
with long term, complex needs?

This report takes you through my process
of diagnosis, exploration and making design
Interventions. First | contextualize the project
and take you through the approach, research
and findings, beofre presenting the design
Interventions in detail.



Introduction

Definitions

Transition

"The process or a period of changing from one
state or condition to another” (Definition from
Oxford Languages). In this context transition
generally refers to the process of changing from
youth to adulthood, and the related changes
socially, legally and in the service network. It also
refers to alonger process before, during and after
a transfer from one service to another.

Transfer

"An act of moving something or someone to
another place, organization,team, etc.” (Definition
from Oxford Languages). In this context, generally
from the "child side” to the "adult side” of public
services. In this case | would say several smaller
transfers, or handovers, between services are
incorporated in the overall transition.

Public service

In this project the term "public service" is used
relatively broadly, and includes both municipal
and state services in different sectors. It mainly
refers to health, care or other welfare services.
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1: The background and
context

Chapter one

An introduction to the background,
context and relevance told through The project in a larger context / In between youth and adulthood /

the main thematics of this project. Youth and young adults / Transitions / Collaboration /
Implementation / Long term value



1 The background and context

The project in a larger context

| am following and contributing to a StimulLab-project with a
broarder focus, Life event Seriously ill child (Livshendelsen
Alvorlig sykt barn). This project is part of the bigger prioritized
work with life events from the Digital Strategy for Public Sector
2019 - 2025. The strategy says, among other things, that
“important situations and life events for the users are chosen as
a starting point for the development of cohesive services.” (The
Ministry of Local Government and Modernisation, 2019.)

Strategies, plans and other
policy documents

StimulLab-project and
initiatives related to the life
event “Alvorlig sykt barn”

This diploma. Contributing by
exploring a narrower scope within
the overall mission of the life event.
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Life events in the digital strategy

Seven life events were presented in the Digital Strategy for the
Public Sector 2019-2025, One Digital Public Sector. Examples
are “Having a child” and “Lose and find a job". These will be
prioritised in the digitalisation of the public sector in the years to
come. There is a special focus on developing coherent services
connected to these life events, as they are complex and difficult
to solve in traditional, siloed approaches.

StimulLab-project

The Norwegian Directorate for Health is now responsible for the
life event “Seriouslyill child”,and they have rephrased it “Seriously
ill child, children and youth with complex needs”. Together with
relevant directorates, The Norwegian Association of Local and
Regional Authorities (KS) and Flekkefjord municipality, they
are embarking on the challenging and complex mission to “(...)
uncover the needs of children and youths with complex needs,
how they meet different services and sectors and where itis most
important to implement measures.” (DOGA, 2020)



1 The background and context

In between youth and adulthood

Traditionally, youth and young adults have been in between the
two main categories of children and adults. They are somewhat
recongnized in what is often referred to as "the child and youth
side”, but not as clearly on “the adult side”. Youth medicine is
a quite recent focus, and through conversations with youth and
front line workers it is apparent that it can be difficult for the
services to remember that youth might have different needs
from both children and adults. They are somewhere in between,
developing at different paces.

A complex transition

Shifting between life stages is difficult in itself. A lot is changing
both personally and externally, in relations and in society. On a
human level, the overall transition is about practicing and learning
to be more in control and responsible. You develop from being a
child, to being ayouth, to being ayoung adult-avulnerable period
of finding your identity and way of life. Put health issues, other
challenges or changes in the network of services around you on
top of that, and you have a complex transition. In several cases it
might be a transition into social exclusion, falling out of school or
into young disability (ung ufgrhet) (The Norwegian Directorate of
Health, 2019).
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New rights, services and expectations

Certain ages, in the same way as a diagnosis, come with changes
in several rights. At 18, for instance, you are no longer entitled
to the services you have had for years, but have to meet new
people and routines in different services. Studying this means
looking more closely at the experience of the transition for youth,
young adults and next of kin, but also studying the services and
structures affecting the transition. What happens before, during
and after this transition?



1 The background and context

Youth and young adults

About the user group

Youth with long term, complex needs that are followed-up by
several services during the transition to adulthood. The transition
stretches from 12-25/26 years of age, according to guidelines
by Oslo University Hospital and The Norwegian Society of
Pediatricians.

| have focused on the youth that are moving towards a relatively
independent adult life, rather than the most serious conditions
that require extensive health and care services at all hours of
the day. An example of the type of user are youth with complex
diagnoses like diabetes with accompanying conditions like
anxiety, anger management issues and celiac disease, meaning
you need continuous follow-up and support from health care
service and NAV, among others.

Transitioning into adult life does not necessarily have everything
to do with diagnosis or level of functionality. It definitely affects
the level of independence and how involved next of kin and
caretakers have to be, but zooming out, there are several common
needs regardless of diagnosis. | want to challenge the tendency
in public services to emphazise diagnoses and rather focus on
the common, human aspects of the transition.

Not focusing on diagnosis means that my project encompasses
a multitude of conditions, life situations, needs and levels of
complexity. Still, a specific diagnosis or need would need to be
taken into account at a later stage, through various professional
and individual adjustments.

Next of kin

While | focused mainly on the youth themselves, next of kin
are important resources. Even though you are of legal age in
healthcare at 16, parents have a certain right to information due
to their role as caregivers until 18. Several youth will possibly also
want and need this support after 18.



1 The background and context

Legal age in health Legally adult
16 18
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This sketch exemplify some of the general aspects of moving
through youth and gradually becoming an independent, adult
"user" - exagerated to communicate the abrupt and somewhat
brutal shift from participation toindependence and accountability.
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1 The background and context

Transitions

Transitions are recognized as a problem in general, and
emphazised by youth coucils at several hospitals. They imply
change, new surroundings, faces, routines and expectations.
Transitions are especially interesting in healthcare because it
can be important not to break the chain of quality treatment, with
people and systems you know and trust, to be able to handle and
be in control of your health.

The transfers within the transition

A numberoftransfers potentially occur simultaneously during the
transtion due to the way public services are structured and the
way competences are organized. The transfers basically means
transferring responsibility and information from one service,
or role, to another. Clarifying and following through on this is a
challenge, given the distance between stakeholders, the digital,
siloed legacy systems and other barriers for a seamless shift of
responsibility.

15

"I was prepared for itto be different, everyone
knows it somehow, and transitions are scary
because it changes the way you are treated
and medication, at least in my case. Several
things changed.”

- Young adult 2

“There is a risk of falling out of
treatment in these abrupt transitions.”

- Coordinator child protective services/psychiatry, municipality
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Legal age in health
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18

Middle school > < High school

> C Further education or work

Hospital child and youth clinic

Other financial support

C Hospital adult clinic(s)

< NAV

Living at home

> < Living elsewhere

Child specialist services

Coordinator, child side

CN N N N O O

0 O ¢ 6 06 06 ¢ 0 0 |06 6 0 6 P O 06/ o O 0| o & o o © 0 © o P © O o 9 o o 0 o 0 o 0o 0 0o o

This is an example of the transition youth might have, depending
of the complexity of their needs, rights and willingness to receive
services from the public sector. Most shifts are connected to age,
which means several transfers occure simultaneously.
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1 The background and context

Collaboration

Creating good transitions and transfers inevitably means that
different professionals need to collaborate - across levels, sectors
and services. The way | see it, these are four of the most relevant
parts of the public sector that cross paths in the overall transition;

"Child side" "Adult side"
Municipal Municipal
services services

Specialist healthcare
services

Specialist healthcare
services

17

These four parts are different in several ways - culturally,
organisationally, financially and legally. They have different
philosophies and perspectives on youth and young adults,
on treatment, are different in shape and size and have varying
capacity. Generalists and specialists meet, and the state
and municipalities meet. Not knowing each other, as well as
physical distance, complicate the day to day communication and
collaboration.

Scope: Specialist healthcare and municipal services

| started by focusing on health, and have used health services
as a case and lens through which to learn about the system and
transfers. Based on this | draw parallels to transfers in general,
because there seem to be several similarities.

Through interviews it became apparent that focusing only on
health is too narrow if you want to explore the transition from
youth to adulthood. To my understanding municipalities are more
concerned with the totality, and their services span across most
sectors which means they have a broader view on every day life
and needs. This was a fresh breath compared to the highly health
centric focus in existing transition guidelines and projects.



1 The background and context

Implementation

A month and a half into this diploma | came to the realisation that
several of the findings and ideas brought forth in interviews and
workshops coincided with what is stated in existing guidelines.
An example is the idea of having proper transfer meetings, for
Instance, between the old and the receiving service. This is also
recommened in a guideline and a national veileder. Realising
this, | started digging into implementation, with the hypothesis
that even if these guidelines and ideals exist, there are barriers
to realizing them.

Barriers to implementation

Sometimes these guidelines are seen more as “the golden
standard”,andyoudonotnecessarily have the capacity, resources
orcompetencetoactuallyimplementit. Theimplementationwork
is fragile, and transitions are generally not prioritized because
there is a lack of clear benefits. The benefits are potentially
qualitative, hard to measure in traditional manners and also might
be more long term than in other cases. Disagreements, time and
an overload of guidelines to implement are other examples of
barriers to implementation. A healthcare worker in a hospital said
"there was a woman who quit, and then it all collapsed”.

18

Innovation in the healthcare sector

| once heard that it takes 17 years to make large and lasting
changes stick in the healthcare sector. | have no way of validating
this, but it says something about the pace of the processes, the
resistance in the system, the resources and so on. Incremental
changes can have an impact tomorrow, and even affect user
experience before more radical shifts in the system are made.



1 The background and context

Long term value

Thisquote summarizesthevalue of goodtransitionsin healthcare.
| believe it could translate to other sectors as well (like education,
finance, labor etc.), if you replace "patient” with "youth” and
"treatment” will a broader "follow-up”:

“...) Knowing that the patient understands and can
succeed, and thatthere is betteragreement, the patient
follows up the treatment better, one needs fewer
controls, and perhaps the GP (fastlege) can be given
greater responsibility. In the long run, you can also have
fewer negative effects of your disease. For example, by
managing your diabetes, there is less risk of negative
effects later. It stresses the health system less in the
long run, but you have to invest to reap these benefits.”

- Child and youth psychiatrist, hospital

19




2. I'he designerly
approach

Chapter two

This chapter covers my overall approach, methods Overall approach / Process / Involved people / Key methods
and process. What have | done and why?



2 The designerly approach

Overall approach

| approached this problem field using a combination of systems
oriented and service design methods and tools. Mixing two
contrasting yet complementary design fields allows for a deeper
understanding ofthe complexfield,as | tried to balance the fidelity
of the human centered approach with the broader, systemic
lens. | have attempted to always see the challenges from several
perspectives - the user, the services and the overall relations and
processes.

| kept a tight relation to existing structures to not remove myself
from the context and thereby complicate the implementation
of my interventions. | wanted to keep an open scope for as long
as possible to gain a broad understanding before making an
educated decision of how | could have an impact through design
interventions.
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2 The designerly approach

Process

The diagnostic phase

The diagnostic phase has mainly been about
desktop reserach and document studies and
involving experts, young adults and parents
through semi-structured interviews and digital
workshops, as well as analysis and synthesis.

/ User / Expert

The search for impact

Defining opportunity
areas, searching for
potential and ways to
define a scope for impact
through interventions.

The making

Prototyping and testing. Shaping
design interventions and involving
experts to test and discuss them.

Communicating it
Finalizing and

creating the storyline,
communicating context,
process, findings, and
design proposals.

Interviews Testing
O—OO0—C800e® O O OO O O
Workshops P
@O @,
CDesktop research >
CEproring exisiting solutions >
CDefining design interventions > <Fina|izing >

<Synthesis

> < Prototyping

C Mapping and analysis

)
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2 The designerly approach

The people involved

| have involved both young adults and parents as well as
continuously involving experts with different backgrounds gain
a nuanced understanding. Some youth had good transitions,
others did not, some services follow new guidelines, others
were small organisations with close connections, and others
had few structures for thoughtful transitions in place. There are
differences and similarities, and | assume that they represent
only a fraction of the variation out there.

The user perspective

Parallel to the first interviews with experts, | explored the user
perspective. Getting intouch with people in potentially vurnerable
situations is a challenge, but | managed to get in touch with two
mothers and young adults with experience in both somatic and
psychiatric healthcare.

2 x in depth interviews
with mothers

2 x in depth interviews
with young adults

L (UL

Workshop with 8 x young adults

Youth council

The young adults | have involved were recruited through a youth
council at a hospital - all above the age of 18. There are pros and
constotalking to so-called “professional users™ In my experience
it was really useful to have the perspectives of someone who
knows the system, know stories beyond their own and can share
typical challenges.

On the other hand, | could feel that they had talked about this
before, which meant they sometimes might have lost the depth
of their stories. | have had to keep in mind that they are not typical
users, and not everyone know the system dynamics like they do.




2 The designerly approach

The service/expert perspective

| wanted to involve various roles and perspectives of the system.
First of all | wanted to hear from the different "sides", but also
from both municipal and specialist services. They have different
ways of seeing both the transition, the collaboration, needs and
challenges from their different professional contexts.

Municipal leadership/admin Municipal front line

|

W)

Leader, housing Leader, Coordinators Physio Occupational Vernepleier
habilitation therapist therapist

State/specialist leadership/other Specialist healthcare

Lt RR

The Directorate Leader, child and Child and youth Chief of quality, Coordinators with different health care backgrounds, Psychologists
of Health youth clinic psychiatrist, hospital counsil for youth health (workshop x2) BUP/DPS
hospital
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2 The designerly approach

Key methods

Desktop research

Overgripende mal og prinsipper i OVERSIKT 9

Revidert 2020

Prosed!

Mal med overgangsforlop
« Sikre at arbeidet med overganger bygger pa best tilgjengelig kunnskap Rolleri

+ Bidratil en planlagt og helsefremmende overgang for unge fra barne- til voksenorientert
helsetjeneste.

« Bidra til individuelt tilpasset omsorg og leering og gradvis selvstendiggjering for den unge

+ Bidra til et godt samarbeid mellom fagpersoner, ungdom og omsorgspersoner

Sentrale prinsipper for overgangsarbeidet

= Alle ungdommer med langvarige helseutfordringer skal ha en planlagt og gradvis overgang fra
barne- til voksenhelsetjeneste.

= Overgangsforlepene ber starte ved 12 ars alder og fortsette frem til ung voksenalder. (24-25 &r)

« Alle ungdommer med langvarige helseutfordringer bar ha en plan for overgang som de sé langt det
lar seg gjere har bidratt til utformingen av selv.

Ansvarsfordeling

Researching documents, articles,
guidelines, best practice and relevant
projects to understand how transitions
are handled today and why.

Mapping, analysis and ideation

Hva er utfordrende med dette

Parallel
analysingquotesandinsights. Thematic
clustering on different levels, searching
for leverage points and ideas.

activities of mapping and

Interviews
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Semi-structured interviews, done
digitally,touncoverneeds,challenges,
ideas and potential.

lllustrations and synthesis

Using illustrations actively during
mapping as a way to synthesise and
createdepthbeyond post-its.Aconstant
reminder of the human aspects.

Analysing existing solutions

wndtndining mestring

Studying a set of existing guidlines to
compare and merge them, looking for
missing links and pieces.

Map of findings

og Mé fortelle hele den

panytt Journal vs. lytte?

Det blir vanskelig 4 planlegge
frem i tid ndr man ikke vet hva
som vil skje med tjenestetilbudet
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A way of processing and presenting
the findings on one surface to help
sort, summarize and communicate the
findings.

Workshop x 3

asdahi +1 @ 2timer
igrsmal handler om det & vaere ung og bli ung voksen, eller & vzere i kontakt med helse
kkeboblen for & skrive dine tanker:-)

dere deler med meg!

Fullfgr setningen Skriv ENIG eller UE

r setningen Skriv ENIG eller UENIG

En gang je Jeg tror mine foresatt
blir/ble 18 burde: foresatte v fra ung til
set.. min helse var da ... voksen (i helsevesenet) er for bré
as as as
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Digital workshops with about 10
participants each, using padlet.com
which allowed for everyone to write
their thoughts as well as share and
discuss in between questions.

Prototyping and testing

3
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Etablering og tilvenning

Testing for input and feedback
continuously from an early, conceptual
beginning to the more detailed
proposals. Iterating between sessions.



2 The designerly approach
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Explorative mapping with thematic clustering and realtions. This It might seem both messy and unstructured, and parts of it
has been in continuous development throughout the process as

probably is, but for me it is an essential tool for reflection and
a way to structure my thoughts and learnings and visualise it, as synthesis. Combining different elements such as hand drawn
well as keep all the information connected. This was also a way

visuals, illustrations, logical chains, thematic clusters, quotes
to not underestimate the complexity at hand.

and findings inspire the emergence of new relations, and seeing
the whole instead of just the parts.
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Parts of the mapping have been concentrated on making logical
chains, always attempting to grasp the complexity one or two
layers down from the need, experience or challenge. Why is this

the case, why is it challenging? And why is that so?

27



2 The designerly approach

& > C & miro.com/app/board/o9)_U)YhPk=/

o Akannmi
)

. miro

T

ie y

N
|

\V\

\
\
\
\
|
|
\
\ ’\/

/

Analyse og idéer .i. ( L

Kompetanse
S
QOrganisering - -
e
e & neikaie
e pvge Og shvar v
Tuppetnate en pertode :
3 hadde v av og /
Torskietege. Og det N
Enndervadten 4 710 the child and youth psychiary theea
* ' & mare systemic focus. The family is
1n, and you try to put the youth in
context of the lamily life they ive in.*
150

"Det er ailtid en pighends prosess om
det skulle vl mulig (6 viers ienger enny
1l 1B). Dt har noe med plass & glare, of
Bl mnan tenker at de cver 18 kan 1A
tistander som i pb ungdiom ke er 53
gode pd - ravidier for eksempsl, rus.
imoksikasioner of sdnn, uragerends of
s4n0 sd er det vanskelg A legge de pi
barnakdinikken.”

 kompetanse .
og tankesett
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Transitening to adult fe is about the.
teraliy - L5 55 much more than health
and care services.”

1207

| have been illustrating parallel to mapping. This has helped me
connect to human aspects of the project and not get lost in the
more systemic qualities.
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3: T he research

Chapter three

This chapter covers findings from
research and analysis, as well as
glimpses into the process and
involvement of users and experts.

and
findings

Exploring ... The state of the art / The experience / The meeting between service and user /
Why the services struggle to meet needs / Structures in the system



3 The research and findings

This sketch describes my research in a nutshell.
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3 The research and findings

The research and findings
are categorized in this way:

: Exploring the state of the art
: Exploring the needs
: Exploring the meeting between service and user

: Exploring why services struggle to meet the needs

O A WO N =

: Exploring structures of the system

Reflections



3 The research and findings

1: Exploring the state of the art

Parallel to the first round of interviews and workshops,
| started an in depth examination of existing guidelines
and projects. | wanted to see what | could learn about
transitions from them, what they were missing and
potential ways to add to this. Still within healthcare,
where | could find the most recent examples, | chose
to examine a project from Akershus University Hospital
(AHUS) and guidelines from Oslo University Hospital
(OUS) and The Norwegian Pediatric Association. |
transformed them into post-its in Miro, analysed and
compared them, and put them together to see if they
could complement each other.

ltisinteresting how their recommendations are similar
in several ways, but the way they transform it into tools,
information material, check-lists, tasks and roles varies.
AHUS usesungdomsmedisin.noto conveytheirproject
and their material to both youth and health personnel.
OUS guideline seems to be more internal and formal.
In contrast to classical service design deliveries, the
recommendations are not particularly organized in
time, and do not differenciate what are background
tasks or what connects directly to user experience.
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3 The research and findings: 1 Exploring the state of the art
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Barnehage / hjemme

Barneskole

Jtferdringene knyttet til overgangene anses a henge sammen med at de.

o 5 koordinering (Gundersg i, 2018, Kittelsaa mfl. 2015). Overganger _ulike 7
jenester og sektorer generelt skaper ogsa utfordringer da barn og unge faller n’hellomrommen?\;

“plgeforskning pa velferdsteknologi (VFT) viser at det er sérbarhiet ved endringer og averganger som for

2kzempel mellom en skole til en annen, eller oppstart av en ny tjeneste {Trondsen mifl. 201%). For mange
‘epresemerer overganger situasjoner hvor probile o *, samtidig som man opplever & bli

wverlatt til seg selv da ingen tar et helhetlig ansvar for oppfelging (FROBA 2017, Anvik og Gustavsen

-2'012). Barn og unge med sammensatte behoy opplever at overganger er spesielt sarbare fordi ingen
departernent har ansvar for overgangsarbeid (Hansen mfl. 2019). At de unge faller gjennom i
wergangene tydeliggjer sekioransvarets yttergrenser (Lo mfl. 2016). Ansvarsfordelingen i forbindelse

ned averganger eruklar for de invalverte tenesteyterne, De som er ansvarlige {raskriver seqi flere Lilfeller

ansvaret uten 4 forsikre seg om at andre ivaretar barnets behov. Arsaken til ansvarsfrasimvelsen];an N I
eEere manM\r eller Tessurser (Gundersen mfl. 2018). Sein Elanleggin{j og \
'rmngdende Informas;onsmrerfonng er ogsa vanlige érsaker til vanskelige overganger {0-24 samarbeidet

20194, EGGS de demgn Z018). \":;’1:.'1.'-(.. r'JT
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2.4 Ungdomsskolen til videregaende skole

Mange unge med sammensatte behov opplever & miste nedvendig stette og oppfelging nar de gér over
til ny skole (Follese 2011, PROBA 2017), Det er ofte lite fokus pa samarbeidet mellom skale og hjem (Ose
mfl. 2014) og opptaksrutinene er lagt opp slik at det er kore frister for overfering av hjelpemidier og

kompetanse, noe som forsinker prosessen med opplering av personell ved skolen {Ramball 2011). Ofte
er undervisningsaret godt i gang fer barmet far pé plass de hjelpemidiene og den tilretteleggingen det
behover for & kunne |ere (EGGS design 2018)

| overgangen il videregdende skole forflyties ansvaret fra kommunal skoleeser 1l fylkeskommunal
skoleeier (Gundersen mfl. 2018) samtidip som ungene fortsatl trenger oppfelging fra en rekke
kommunahe tjenester (EGGS design 2018). For mange unge representerer denne overgangen ogsd et
stort skritt mot !ehutendighel bade i leering (Ose mfl. 2014) og i livssituasjon, gjennom flytting og
fiybeltilvaerelse (Lo mil 2016), Overgangen er kritisk selv for de som Ikke fortsetler stter grunnskolen
Det er forst ndr unge velger & takke nei til videregdende opplaring at de blir Tegistrert hos
oppisnngsansvariige | fylkeskommunen, noe som skaper en mulighet 1l & avdekke vanaxelige
livssituasjoner og igangsette en telt og individuell oppfelging (Anwik mfi. 2011). Undersokelser viser et
flertall ungdom med leerevansker, ca 70 prosent, har liten medvirkning | eget utdanningsvalg (Nordal mfl,
2018).

2.5 Ungdomstiden til voksenlivet

Forskning viser albgm og unge med ulike typer funksjonsnedsettelser i liten grad biir inkludert | skole.og
fritic og am@:kmmmmmmnmﬁmmm uforetrygd nér de of 19 6
[Tassebro mifl 4, NyAnalyse AS 2016) Det eksisterer | dag et lite funksjonell og ekskiuderende
spesialipedagogisk system for bam og unge med behov for sarskil tilrettelegging. Det ventes for lenge
far tiltakene (verksettes. Dette er ikke | samavar med prinsippet om tidlig innsats (Nordahl mil, 2018)
Ungdom befinner itg per definisjon | en rekke cvergangsfaser, som bade sosial og juridisk innebesrer
overganger fra 4 vaere bam 1l & bl voksen. Det er et tydelig behov for oy r eller dinekie
personansvarsover|arin mellom ulke tenesieviers (Neess mil 2012, Helsedirekioratet 201-951 Ei
ifi:m%ﬂfa uldanning til arbeidsliv og fra avhengaghet til selvstendighet. som oppleves
for de fleste som krevende liminalfaser, preget av usikkerhet og lite stabilitet (Lo mil. 2016, Thuve 2012)
Overganger kan ogeh vare ovarganges tl utenforskap, | form av drop-out fra videregdendes opplerng og
status som ung ufer (ibid). Mangeifulle samarbeidsrutiner og uklare ansvarsfordelinger gér utover
ungdommene og farer ofie il ulrygge owerganger tl et voksenlh preget av passivitet og uvisshet (Madsen
2011, Hansen 2008)
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2.6 Individuell plan strever med & sikre trygge overganger VETRp- \
En person med behov for langvarige og koordinerte tjenester har behov for bistand pa flere livsomrade
og trygge overganger (Helsedirektoratet 2015, Krane mfl. 2017). Individuell plan (IP) skal benyttes sorr
et felles verktoy pa tvers av fagomrader, nivaer og sektorer, | form av et planleggingsdokument og er
strukturert samarbeidsprosess. Planen skal oppdateres kontinuerlig, veere et dynamisk verktay
koordinering og mélretting av tjenestetilbudet (Helsedirektoratet 2015, Direktoratet for E-helse 2019a) o
bidra i planlegging av overgangene (Storli 2010). Alle som har behov for langvarig og koordinert bistane
har rett til & fa en IP, og denne retten er hjemlet i en rekke lover®, Utfardringen er ofte at hverken foreldr
eller ungdommier kjenner til IP og at enda fasrre vet at de har kray pa en slik plan (PROBA 2017, Helse- ot
omsorgsdepartementet 2017, Heggstad 2011). | tillegg brukes IP_ofte for brukerne med darligs
helsetilstand og i liten grad far.de som har mindre helseutfordringer, men likevel trenger koordinertt
tjenester (PROBA 2017). Forskere peker pa at det er svake virkernidler for & sikre at individuell plan bruke:
i trad med intensjonen. (Berven, N. mfl,, 2013).

De som faktisk far IP foler likevel at de har lite pavirkningsmulighet og savner reell brukermedvirkning

(Storli 2010). De opplever ofte & matte forholde seq til en overordnet, ferdiautfylt og lite tilpasningsdyktic

plan som de ikke har veert med pé 4 lage selv, og som Qﬂ%ﬂetstérilamn at det skal veere er
_F-:E (EGGS 2018, PROBA 2017). Arbeidshverdagen til fagpersoner er ikke tiirettelagnﬁza mgeo_pp IP
praksis og disse planene dar ofte ut over tid da de ikke blir oppdatert (Direktoratet for E-helse 201%a
PROBA 2017). Dakuim ar) av individuell plan gjeres pd papir eller stykkeyis i ulike fagsystemer
Noen steder brukes en frittstaende elektronisk l@sning til a utarbeide individuelle planer (Direktoratet fo
e-helse 2018). En klar praktisk utfordring er blant annet at de mangler integrerte elektroniske l@sninge
g at de systemene de har oppleves som lite brukervennlig bade for fagpersoner, brukere og pargrende
agens lesninger gjor det utfordrende & koordinere tiltak, felge planer og a fa en helhetlig oversikt ove

rksatte tiltak pa tvers av omsorgsniva og sektorer rundt den enkelte innbygger (Direktoratet for E-helst
9a, EGGS design 2018). Det er ogsa noen viktige mangler i IP, blant annet at tannhelse ikke inkluderes

en individuelle planen (Prop. 71L 2016-2017). Flerq undersakelser viser at pararende foler at IP ikke
fulgt opp pa en god mate av kommunen (Solstad gfl. 2015, Cameron mfl. 2018).

Sordinerende enhet i bade spesialisthelsetjienestenjog i kommunene ble lovpalagt i 20012 med IP og
sordinator som en av enhetens kjerneoppgaver. Ulikg evalueringer har over tid (Solstad mfl, 2015, EGGS
esign 2018, Hansen mfl. 2019, 0-24 samarbeidet 2049a) vist at den lovpalagte enheten ikke har fungert
trdd med intensjonen og at arbeidet med IP er fortshtt mangelfull. Koordinerende enhet ser ut til 4 ha
4t bade en ulydelig rolle og for lite myndighet (EGQS design 2018) samt a slite med kulturforskjeller
mellom helseforetak og kommunen og innad i fjenestpne (Bergkvist mfl. 2017). | mange tilfeller opplever
pargrende og skoler at koordineringsansvaret er lagt pver pa dem (0-24 samarbeidet 2019a, Wendelborg
m.fl. 2017). Det er store variasjoner i praksis melign ulike kommuner, men tilbakemeldingene pa at
koordinerende enhet ikke fungerer kommer fra mangg ulike fylker. Dette tyder pa at det er en@
og ikke skyldes enkeltkommuner eller enkeltmennesiier (Midtsundstad 2019). Selv om familier med barn
med sammensatte behov har rett til & 13 utarbeideq en individuell plan og fa en koordinator, 53 er det
uklart i regelverket i hvilken grad dette gjelder undpr graviditeten, nér foreldre venter et barn som de
allerede vet vil ha sammensatte behov og har mulighet til & sette i gang tiltak tidlig (Hansen mfl. 2079).

Systemt
My Aokl 9
%b*ﬂﬁﬂff}

| also started with a thorough analysis of the report Hvor skal man begynne? (The Norwegian
Directorate of Health, 2019), that summarize prioritized areas within the life event and why.
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3 The research and findings: 1 Exploring the state of the art

Examples of typical existing solutions

Na som du er blitt ungdom, skal du gradvis ta mer ansvar for din egen helse
og behandling. Denne sjekklisten vil hjelpe deg til & finne ut hva du trenger
av kunnskap og ferdigheter. Kryss av og velg ut noen omrader du ensker a

bli bedre pa i tiden fremover.

L T e e e o P ey e e

FAASEISAALO! ...t

Kunnskaper og ferdigheter Dette kan jeg Dette trenger jeg a jobbe med Ikke aktuelt
Min medisinske tilstand

Jeg kan beskrive min diagnose og min behandling O O O
Jeg vet hvilke allergier jeg har og hvordan jeg handterer dem O O O
Jeg forbereder spersmal jeg vil stille leger, sykepleiere eller andre

behandlere pa sykehuset O O O
Jeg svarer selv pa spersmdl jeg far fra mine behandlere O O @]
Jeg vet hvor mye jeg veier og hvor hay jeg er o O o
Jeg holder selv oversikten over mine timer og vet hvordan jeg

bestiller eller endrer time nar det er nedvendig o o O
Medisiner og behandling

Jeg kjgnner mine medisiner, hva de er for og eventuelle bivirknin-

ger de kan gl meg ) () O
Jeg er ansvarlig for & ta mine egne medisiner og for & cppbevare

dem riktig O O O
Jeg vet hvordan jeg kan f& en resept formyet, og jeg kan selv hente

pa apotek O O O
Jeq tar ansvar for min egen behandling O O O
Skaffe hjelp

Jeg vet nar jeg ma seke medisinsk hjelp, ogsa i en medisinsk

nedssituasjon O O O
Jeg vet hvem jeg skal kontakte for rad, ogsa | en nedssituasjon

eller utencm &pningstid pa legekontoret O O O
Rettigheter

Jeg Kjenner til at jeg kan snakke med min behandier alene o O O
Jeg kjisnner til hva taushetsplikt for helsepersonell betyr O (& O
Jeg vet hvilke rettiaheter jeg har fra jeq er 12 ar ©) (&) O
Jeg vet hva det betyr & veere helserettslig myndig (fra 16 ar) o O O

Tools and check-lists

| have been told that detailed check-lists

are not used as much as first intended, but
they inspire or remind health care workers
of certain things to remember to ask or do.

Verdt a vite

Kanskje har du hatt sykdommen i mange ar, men forelgpig ikke tenkt sa
mye pa hva den egentlig innebaerer? Kanskje er det foreldrene dine som
frem til nd har hatt “styringen” og hatt mest kontakt med leger og annet
helsepersonell? P tide a ta mer ansvar selv?

Etter hvert som du blir eldre, bér du skaffe deg mer og mer kunnskap. Sjekk om du kan
svare pa fglgende sp@rsmal:

s Hva er navnet pa sykdommen din?
* Hva er navnene pa medisinene dine og hvordan skal de tas?

e Hva er de vanligste bivirkningene til medisinene du bruker?

e Hva gjgr du om du opplever bivirkninger?

» Hvem skal du kontakte hvis du trenger nye resepter eller legeerklzeringer?
* Hvordan kan du skaffe deg mer informasjon om sykdommen din?

e Har du oversikt over avtalene du har med helsepersonell?

Om det er noe du ikke klarte & svare pa, kan det veere lurt 3 ga gjennom spgrsmalene
med foreldrene dine eller helsepersonell.

Tenk gjennom ...
Ettersom du blir eldre @nsker vi a snakke enda mer med deg direkte. Selv om vi ogsa snak-
ker med foreldrene dine, er det du selv som kjenner din hverdag og som kan svare best pa

spprsmal som angar deg. Det kan derfor vaere lurt a tenke gjennom hvordan sykdommen
din pavirker deg og hverdagen din.

Oslo Univercity Hospital, 2019

Information sheets

There are a few of these “all the things to
need to remember or know"-information
sheets, that might be overwhelming but
also useful for conversations or preparing
for the transition.
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Overganger ungdom

Innhold i overgangsforlep i= OVERSIKT

Revidert 2020

Det ber tilstrebes kontinuitet i alle faser av forlepet; samme fagpersoner involvert sa langt det lar seg
gjere.

1. Forberedelsesfase: 12-16 ar

Denne fasen foregar pa barne-og ungdomsklinkken

Mal for fasen: Bidra til at ungdom gradvis handterer egne helseutfordringer med gradvis
selvstendiggjering og ansvarliggjering tilpasset den enkelte ungdom.

1. Ungdommen og dens omsorgspersoner far informasjon om at overgangsforlgpet starter.

2. Det opprettes en overgangsplanplan i journalsystemet som ungdommen og omsorgspersonene er
kjent med. Se avsnitt under

3. Samtaler alene med ungdommen med fokus pa mestring startes i lgpet av denne tiden.

4. Temaer pa listen over felleselementer (se nedenfor) ber gjennomgas pa en alders- og utviklings- og
funksjonstilpasset mate ved 12 ars og 14 ars alder og ved behov. Bruk av sjekklister, Helsesamtale
for ungdom (se vedlegg), og informasjonsmateriell (f. eks om rettigheter , fastlege og selvstendighet )
anbefales.

5. Epikrise gar til fastlege og ved godkjenning til helsesykepleier. Det opprettes kontakt med fastlege,
eventuelt mellomkontroller hos fastlegen. Fra 12-16 ar gar epikrise ogsa til de foresatte og
ungdommen, og fra 16 ar kun til ungdommen selv. Ungdommene er helserettslig myndige fra de
fyller 16 ar. Helsesykepleier kan hjelpe med informasjon til skole etter gnske fra ungdommene.

6. Helseforetakene tilbyr gruppebaserte laeringstilbud komplementaert til individuelt tilpasset
undervisning.

3. Ung voksenfase 18 - 25 ar

Denne fasen foregar i voksenhelsetjenesten.

Mal med fasen: Et tilpasset forlep for unge voksne der de meater fagpersoner som ivaretar deres saerlige
behov.

Elementer som ber innga i denne fasen:

1. Temaer pa listen over felleselementer (se nedenfor) ber gjennomgas
2. Pasienten ber fa time innen et gitt tidspunkt bestemt av barneavdeling og fortrinnsvis raskt.
3. Det anbefales en konsultasjon hos fastlege - fortrinnsvis dobbelttime

4. Det bor klargjeres i god tid av hvem som har ansvaret for den unge voksne i perioden mellom siste
planlagte kontakt med barne- og ungdomsavdelingen og farste konsultasjon ved voksenavdelingen.

5. Det ber gis tilbud om at foresatte kan veere med i den farste samtalen pa voksenavdelingen, dersom
den unge voksne gnsker det.

A Farste avtale hac mattakeravdelinoen har vzere en dedikert annetartekanciiltacinn med aveatt ekstra

Norsk Barnelegeforening, 2020

Guidelines (veiledere)

The most extensive solutions to this date
are guidelines, either witihin a hospital or
from a national assossiation. They divide the
transition into three stages; preparation, the
transfer, and the young adult stage.



3 The research and findings

2. Exploring the needs

The next section shows an extraction of
key findings related to user needs, mainly
focused on youth but also touching upon
the needs of next of kine.

Key takeaway

What | learned from this analysis is that the
transition is just as much about the process
of becoming independent, and balancing
that with parents involvement, as the
transfers from one "side” to the other. This
needs to be a process, not just a handover.

The best things about being young is...

¥

Anonym entime
Muligheten til a kunne veere litt bekymringslgs

Anonym entime

Frihet til a veere hvem man er og hva man vil

Anonym 45 minutter

Er at mange har mange muligheter og framti-
den foran seg.

Anonym 44 minutter
Muligheten til & kunne ta litt mer darlige valg,
og det ordner seg som oftest for det

Anonym 44 minutter
a ha livet foran seg

Anonym 44 minutter
A finne ut hvem man er

Anonym 39 minutter
man far veere bade barnslig og voksen pa en
gang

The worst part of getting older while in

touch with the health care system is...

¥

Anonym 44 minutter

Overganger

Anonym 44 minutter
Mer ansvar uten at man alltid er klar for det

Anonym 42 minutter

Bratt mer ansvar for egen helse nar man fyller
16 uten at pargrende ngdvendigvis er forberedt
pa det

Anonym 47 minutter

Vanskelig overgang om man ikke fgler seg klar
for det

Anonym 41 minutter

Overgang

Anonym 32 minutter

For a utdype: Jeg opplevde at mine foreldre
reagerte negativt pa @ miste ansvar ovenfor
min helse, forholdet deres til sykehuset endret
seg ogsa da de mistet innsyn noe de mislikte
der og da. For min del var det positivt a fa mu-
lighet til & ta egne valg.

*ee

*e e

Screenshot of answers from a workshop with young adults.
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User case

Mapping out this user journey based on an interview with a mother made
it even more clear that keeping the scope of healthcare is too narrow. This
totality is what is challenging, and what no one really has the responsibility to
see or manage. This experience was a turning point in the process, making

me open up to sectors beyond healthcare.
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Findings

Being acknowledged

For a long time, youth have been an
“In between” group, perhaps forgotten
betweenthetwomorerecognized “boxes’,
children and adults. Being acknowledged
as a group, with its own needs and
situations, is important to be able to give
services adapted to their stage in life.

"It's just like youth is a separate diagnosis. You
should not really complicate it more than it is,
but the brain is not fully developed until you are
26 years old. (..) | think it's just the knowledge
about being young, you should not be afraid of
young people but just know how to meet them.”
- Young adult 2

The safe and the familiar

There is security in having a consistant
persontolean on. Someone to help relieve
the stress of all the changes, the new
surroundings, expectations and so on.

“We had a family in transition. We were going to
pull out, and experienced it as a big wound for
the family. My mother is still contacting me. They
want closer follow-up, even though we actually
planned to withdraw.”

- Occupatinal therapist, municipality

Transition as a process, not a transfer

For youth it is important to see the
transtion as a process, with stages and
steps, facilitating for them to evolve into
their new role. This competes with the
services’ tendency to put emphasis onthe
formal transfer, or referral, as it is easier
and less time consuming.

“If the transition is not a process, but just
happens. | think that could result in "water over
your head’; or not feeling secure. Might handle
the disease worse in that periode because
things are changing in the health services.”
Young adult 2
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Predictability ¥ Hand over
= safety = continuity
Information Empowerment

The right information at the right time

Information at the right time, with the
right content, is key to ensure both
predictability and empowerment. What
makes the transition predictable is among
otherthings seeing the handovers coming
up, and create the feeling of continuity,
knowing what will happen.

What would have made me more ready to
take care of my own health could have been
.. ‘become more prepared for what becomes
more my responsibility.” - Young adult 6

“You could only get like basic information about
it, [ think: now you have turned 16 ... Whether it
happens at the GP or whatever, but possibly the
GP. that they can have an automatic "now you
have turned 16°. - Young adult 3

Taking “readiness” into account

Not everyone is ready for change, taking
responsibilty and making choices. A
flexible system taking individual variations
into account could help individualize and
adjust the transition accordingly.

“What's wrong with age: It's so easy for health
care professionals. You're 18, then you're going
over there. Other criteria too, and being ready,
would have been better. Andtoraise awareness.”
- Young adult 3

The opportunity to slowly start
preparing, practicing and learn

Making time for a slow start step by step,
from as early as 12 years old, according to
existing guidelines, could help soften the
blow of the transition. Practicing setting
the agenda, learning about your condition,
treatment or follow-up, different services,
requirements, choices etc.

"It is important that health professionals and
we as parents together can try to mature them
-/t does not necessarily happen at the 18th
birthday. It has to happen without me feeling left
out or feeling insecure.” - Mother
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Help seeing the red threads

Having someone to help to see the red
threads, make the collaboration happen
and see the whole picture from day to day
Is important, a great resource that contri-
butes to a feeling of continuity.

“This is what makes the transitions abrupt for
many - that you do not have any fixed points.
Nothing is fixed from time to time. No one sees
the red threads. Must have a person who knows
what happens, what offers you get. ”

- Young adult 3

“Beforel had mymother,now/lhaveacoordinator.
Mom did all this before, then the coordinator
took over to get everyone to work together on
the same plan.” - Young adult 3
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3: Exploring the meeting
between services and users

Knowing some of the important needs in the transition,
lets see an excerpt of what the experience is when
youth and parents meet the services.

The basis for the findings in this section are both
interviews with youth and parents, the workshop
with the youth council, interviews with experts and a
workshop with health care workers in a hospital.

Key takeaway

The key thing | took away from this analysis is that the
transfers often constitute an abrupt shift from parent-
led care to a “take responsibility yourself”-approach
and users having to reach out more actively for support
and information. |~
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LUKK 8 comments

i Anonym 39 minutter
ha ett overfgringsmgte

¥ Anonym 39 minutter
Kan godt vaere digitalt - overfgringsmote

¥ Anonym 38 minutter
Overfgringsmegte

@ Anonym 37 minutter
Gitt mer informasjon om hvordan over gangen,
hva som blir annerledes og nytt, og hva som
blir som fgr

@ Anonym 35 minutter
Sikret at overgangen fra barne- til voksenavde-
ling gikk greit, og at jeg fremdeles hadde et
tilbud

¥ Anonym 34 minutter
informert mer om hvordan det vil fungere
videre

¥ Anonym 33 minutter
Hva er anneldes pa voksen sammenlignet med
barn

¥ Anonym 30 minutter
Hatt et mgte med avdelingene der man har
veert og skal sann at man far god informasjon
og fgler man er ivaretatt og trygg.

- - —

Screenshot of questions and answers from workshop with a youth council at a hospital.

Workshop with youth council

Through this workshop | was reminded what it is like to be around the age of
18. They also shared their thoughts on beeing a youth, on transitions, parents
iInvolvement and on their wishes.

40



3 The research and findings: 3 Exploring the meeting between services and users

Findings

More responsibility, less time
for support and follow-up

The family can experience having less
follow-up and continuous support after
18 - especially in healthcare. Youth
are supposed to be more in control,
even though they are still new to the
situation.

Regular follow-up

and potentially
A
T2
1.5.

close contact

The feeling of losing
an entire support
system over night

‘V

“You are followed up closely as a child, and
are let go at 18. You loose a lot of follow up
from the specialist health care, and are in an
ordinary track like every other adult,”

- Leader housing, district

)

Increased
responsibility
to reach out

\/
'A@‘\ ” .
2SN .\ more actively

-_—

Less capacity
= less time and
less continuity

41

Parents sometimes feel rejected,
and youth are met with expectations
to “manage on your own”

The transition comes with a change in
roles and expectations, for both parents
and youth themselves. These abrupt
changes might mean parents suddenly
feel rejected and not prioritized, and the
youth are met with sudden expectation to
be responsible and independent.

~

“(..) you may forget to include the parents, and
run a professional program and emphasize the
participation of the user.”
- Leader housing, district

“I got cancer, and then you get the message
that "bring a person with you, because there is
a lot of information to take in’, but youth do not
necessarily get the same.” - Mother
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Not knowing what will
happen, when or why

Today it may feel difficult to see what is
coming up ahead, even though there
are potentially a lot of choices and
considerations to make. Families might
wonder that structures are in place to take
them through the transition coming up.

“Information about the transition is often given
based on the parents’ needs. If you notice that
they are insecure and have many questions.”

- Coordinator, coordinating unit

‘After 18, nothing happens by itself. More
applications, which increase the strain on
parents. You have to search for information in
a new way.” - Leader housing, municipality

A door closes, a new
world opens up

Being transferred to a new service may
feel like leaving the safe world behind,
and entering a new world - emotional-
ly, and also almost symbolically, leaving
youth behind.

‘At the age of 18, we passed the glass hallway,
and felt the doors closed behind us, where you
have been for 18 years, and no one knew who
you were anymore.”

- Mother
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The users are messengers and
have to repeat the story - again

Youth and/or next of kin often have to tell
their story on repeat, to new people and
services. This might also effect the trust,
for instance if a new service repeat the
tests you have just done somewhere else
- making it seem as if they question the
work of the previous service.

“You do not have that communication portal,
So ina way it is a dip, and then you do not have
access to all of the history. Then | have to say
that | was diagnosed in 2000 and that, and all
of my story | have to tell for the x'th time(...)”

- Young adult 2
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4: Exploring why the services
struggle to meet the needs

The next part is the why - why the services struggle to —
meet the needs.

This is mainly based on a workshop with health care
personell/coordinators at a hospital, as well as several
ofthe expertinterviews,thatalltouch uponseveral ofthe
aspects | mention here. Research from the StimulLab-
project also point to several of the same findings.

Key takeaway

Key things | learned from this analysis revolves around
the differences and distance between services and
their tendency to push responsibility further or to the
other side due to a lack of resources and time.
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LUKK 7 comments

‘@ Anonym 3timer

overfgringen var nedfelt i en prosedyre pa den
aktuelle avdelingen. Selv omman har en over-
ordnet retningslinje, ma den tilpasses lokalt.

Anonym 3 timer

Alle avdelinger - barn og voksen fikk informa-
sjon om det. Ble litt ansvarliggjort i det arbei-
det. To ungdomsansvarlige - samarbeidet ? Vite
mer om hverandre. Samarbeid. Bedre tid. Tek-
nologiske hjelpemidler, systemer som snakket
sammen.

Anonym 3 fimer
Tror et pasientforlgp for ungdom og unge
voksne hadde veert positivt.

- Anonym 3 timer

Dersom helsevesenet hadde en felles mate a
se pasienten pa - det burde vaere et helhetlig
perspektiv. Tverrfaglighet. Se hele pasienten.
Ikke diagnosestyrt i like stor grad.

@ Anonym 3timer
Ledere ma kobles pa. De ma se nytten av det.

Anonym 3 timer
Nasjonalt forankret?

Anonym 3 timer
Regionalt forankret?

Add comment [N

Screenshot of questions and answers from workshop with a health care personell/coordiantors at a hospital.

Workshop with coordinators at a hospital

The health care workers participating in this workshop coordinate those
responsible for following up on youths in the different wards at a hospital. We
talked about their guideline for the transition, why transitions are challenging
and why itis hard to implement the guideline. | wanted to gain a more nuanced
understanding of what it is like to manage the transition in practice.
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Findings

Two different worlds

There seems to be large differences
between "the child side” and "the adult
side”, for instance in psychiatry, that
can strengthen the feeling of change,
unfamiliarity and not feeling safe or
understood.

“There is a big difference between child and
adult psychiatry. The culture is very different,
and the approach is very different. How you
have been met and seen as an individual and
a patient and a person. | think the treatment
Is much "harder’, and more "you are an adult,
take responsibility for yourself and pull yourself
together.”

- Child welfare/psychiatry coordinator

Balancing the involvement of
parents and independence

It is tricky to balance honoring the rights
of the young adults, acknowledging that
they are legally adults, and making space
for some to involve parents more than
others, depending on their wishes.

“Whentheyturn 16, they have self-determination,
and the right to talk and things like that, we try
as far as possible, although parents often want
control, so it varies a lot how much we get the
youth to participate.”

- Coordinator, coordinating unit

“It's about being seen as a resource, and not
being seen as "Oh god she comes with her mom
again, then she can sit in the hallway again.” -
Mother

45

Lack of awareness and knowledge

Emphazisingtransitionsisrelatively “new”,
and to my knowledge there is not a lot of
focus on it either in education or training,
and the awareness varies from person to
person. This also means there is a lack of
a clear, common picture of the reasons
to do this, resulting in a varying degree of
awareness and engagement.

“‘When someone has been ill for a long time,
the parents have often taken responsibility until
they are 18. Itis easy to think that they know a lot
but they don't.”

- Health personnel/coordinator, hospital

Lack of clear starting points

Today there are few set starting points
for the various transitions, often resulting
in preparations starting too late. Among
other things, this could be because it is
unclear who should start it and how.

“How early can you start? We started 3 months
earlier with the last family. | see now that it was
too late. Maybe a year in advance would have
been better.”

- Occupational therapist, municipality
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All the different municipalities

For specialist services, knowing what the
different municiplaities are doing, what
theyofferandwhotocontactisachallenge
given the variations between them. This is
a barriers for collaboration.

(Transition hospital - municipality)

"It Is challenging, all municipalities are Sso
different, and with silos - | do not even know
everything we do in the municipalities. And it is
more difficult for hospitals to know what exists.”
- Leader housing, municipality

Information is lost in the transfers

Digital systems used today often have
limited opportunities for sharing data.
Togetherwith privacylaws andlack oftime,
this increases the chances of information
getting lost, or left behind, in transfers.

‘A lot of information is lost in the transfer. Things
do not follow. New tests are being taken, for
example, and it's almost like starting over.” -
Young adult 2

Disclaiming responsibility

There is a general tendency to disclaim
responsibility. This seems to be mainly for
resource reasons, but also because there
are few set structures for the transfers - at
least notasalonger, collaborative process.

“There is a lot of arguing about where they
(youth) belong; the day they turn 18, or the year
they turn 18, for example.”

- Leader housing, municipality

"My impression is that everyone is like this:
This is my table, and now you turned 18 and
not my problem.” - Child welfare / psychiatry
coordinator, municipality
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5: Exploring structures in the system

The last part of the reaseach and findings chapter is
an even more in depth research on the why, on a more
structural level.

Key takeaway

The key thing | took away from this analysis is that there “It is easier to create the guidelines
are several long standing and valid reasons for having than to implement them. It requires
the divide between the two "sides”. | also point at some time, facilitation and commitment
of the key reasons why implementation is a challenge. from various professionals.”

- Health care personnel/coordiantor, hospital
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Findings

Why is it that the composition of services change during
the transition? There are complex and long standing
structures that create the two "sides”, summarized on
this page.

This model shows how | would visualise the realtions
between different, key structures that create the "sides”.
The arrow represent "affects”.

Competence

Service oﬁem
Law qi/()rgansaton

Budgeting

Law

“The law is clear in separating
children and adults.”
- Leader housing, municipality

Competence

“Specialists on each side; child
often collaborate with school, child
psyciatry and child organisations,
that we are not so familiar with on
the adult side.”

- Leader housing, municipality

Organisation

“Before they used to convene the
adult side second year in high
school. And then we were in the
responsibility group-meetings
for a periode and then we took
over. Then we sometimes had
conversations with the different
ones. And that worked well. But
now we are so closely organized.”
- Coordinator, city district
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Generalist

“In child- and youth psyciatry there
Is more of a systems focus. The
family is in, and you try to put the
youth in context of the family life
they live in.”

- Coordinator child protective
services/psychiatry, municipality

Specialist

“Children with complex somatics
and complex challenges that have
needs for instance related to sight,
hearing and cognitive, span across
several areas. Then the city district
Is convened to a transition meeting
the year before (18), and then the
parents have a complete shock
when they are going from the child
system In specialist health care
to a large panel of different wards
for heart, sights, etc. There is no
gathering on the adult side.”

- Coordinator, coordinating unit
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() Maria Traasdahl 3 dager

Workshop 2

Vi skal gd mer i dybden pa noen ting, for a forstd hva som er utfordrende @ implementere og hvorfor. Vi skal ga i dybden pa ETT LILLA og ETT GR@NT punkt.

Stem pa det som er
VANSKELIGST a
implementere i praksis

Stem pa det som er
VIKTIGST, sett fra
ungdommens stasted

Vi diskuterer ett punkt
fra retningslinjen

OMDEL 1 OM DEL 2

¢ Anonym mindre enn et minutt

1) Lilla bokser: Klikk pa hjertet pa
det punktet i retningslinjen som er
VIKTIGST, sett fra ungdoms
stasted.

2) Rosa bokser: Klikk pa hjertet pa
det punktet i retningslinjen som er
VANSKLIGST a implementere i

praksis

3) Vi skriver og snakker om det
punktet som far flest hjerter til
sammen

- Hva er vanskelig med dette

- Hvorfor (x5)

- Hva skal til

Qo0

& Legg til kommentar

& Legg til kommentar

Informasjon tilpasset
pasienten og
omsorgspersonens
individuelle forutsetninger

¥4

& Legg til kommentar

Overfgringsfase

Qo

Qo

& Legg til kommentar

Overfgringsfase
Qo

& Legg til kommentar

Helsepersonell pa barne- og
ungdomsavdelingene
forbereder overgangen med
pasienten og
omsorgspersonen i god tid

¥:3

& Legg til kommentar

Ofte er bemanningstettheten mindre
pa voksen avdeling og det blir
vanskeligere for a ga fra.

Anonym mindre enn et minutt
Ulik forstaelse av

viktigheten/hensikten

Anonym mindre enn et minutt
Det er travelt fra fgr, legen har ofte lite
tid allerede.

Anonym mindre enn et minutt
Manglende forankring i ledelse.
Vanskelig a skape felles engasjement
nar det ikke settes av mer tid.

Anonym mindre enn et minutt

mangel pa struktur og planlegging,
mangel pa beskrivelse av ansvaret for
pasientansvarlig sykepleier,
tilretteleggelse (ledelse)???

Anonym mindre enn et minutt

Mottak pa voksenavdeling. Hvis
problem, tror det er mangel pa rutiner.
Ma veere aksept for a sette av tid, ta
imot en ungdom. Burde ikke veere sa
stort problem, tror de fleste er
interrissert i & ta imot ungdommen pa

Basert pa tips fra
ungdomsmedisin.no til
implementering av

transisjonsprogrammet.

1) Grgnne bokser: Klikk pa hjertet
pa det punktet som VANSKELIGST

a fa til

2) Vi skriver og snakker om det
punktet som far flest stemmer
- Hva er utfordrende med dette
- Hvorfor (x5)

- Hva skal til/alternativer

Screenshot of tasks and answers from workshop with a health care personnel/coordinators at a hospital.

Second workshop with coordinators at a hospital

In the second workshop with the coordinators we zoomed in on their guideline
for the transition. We discussed the part of the guideline that in thier mind is
most important from the youth, and most challenging to implement.
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Findings

Not prioritized

It is easier to prioritize the things with
clear value, that you are taught and told
to do, rather than the "extra” measures
regarding the transition.

"It Is often not priotized, as other things "burn”
which | think may be perceived as/are more
Important.”

- Health personnel/coordinator, hospital

"I think you do not see the result of what you do
because there are so many gaps, it is difficult
to see the result, and it is downgraded because
you think that giving the patient treatment Is
more important (than the transition). Treating
the disease is more important than the whole.
Because then you see results.” - Young adult 2

Measuring the benefits/value

There are few known or practiced ways to
measure the effects of good transitions.
The benefits are often qualitative or long
term. This is one of the reasons that it is
hard to prioritize, and it addition to the lack
of a widely recognized reason to do it.

"Do not think we will get anywhere until we
know why we are doing this.”
- Health personnel/coordinator, hospital

"If they do not know why this is important, it is
harder to get it done.”
- Health personnel/coordinator, hospital

Not knowing each other

Physical, professional and cultural gaps
betweendifferentservicesorstakeholders
makes it harder to collaborate in general -
also for transitions.

“There is a big gap between different clinics and
everyone is busy with their own things.”
- Health personnel/coordinator, hospital
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Time constraints

Finding time to follow through on making
an ideal transition process over a period
of time is a challenge due to schedules
and turnover, among other things.

“It Is sometimes difficult to get employees who
have time for a transfer conversation - in both
wards. Days are busy and there are few contact
points.”- Health personnel/coordinator, hospital
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Reflections

Taking a step back after going through the research and
findings, | see a need for increased knowledge about
the transition and youth’s needs in that transition,
defining the quantifiable benefits of it and creating
lasting, collaborative stuctures that can help facilitate
the transition. Empowering the users by informing
and preparing them for the changes to come, and
enabling them to influence their service offering, is also
important. Therisksandlongtermcostsofafragmented
transition needs to be defined across professional
silos, to establish a common way of seeing and valuing
the transition.
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The map of findings

| gathered these findings and more in map. The hope ) -
Is that it will be a basis of knowledge for further work —ee i CHM b
and prioritization in the context of internal and cross- ° o e B .

Ungdom/unge voksne Behov i overgang fra ungdomsliv til voksenliv f%‘l’(i :Zpe";rivgeerg:r?;ee?f? ava

[Rrnpe—

service innovation. Zooming in and looking at the el
different quotes, people can analyze and discuss the
different aspects further.

o et

n u‘é.

o Et nettverk av tjenester o Hvilke utfordringer opplever ungdom og pargrende i mete med tienestene? e Hva kan skje hvis man ikke
- fokuserer pa gode overganger?

ey

= At
wd
Pag
r ”ﬂ

The different parts of the map are: = - | ’u"

1) User group

Endringer i tienestesammensetning
i overgangen

3) What might be the benefits of focuing on the transition?

)

2) Needs in the transition from youth to adulthood
)
)

4) A network of stakeholders

5) What challenges do youth and next of kin experience meeting 5: dv\

the services? O i mseanner @ o mityese g N ==

6) What might happen if you do not focus on good transitions? — = ' — % =

7) Changes in the composition of services in the transiton = == = =y = & N= Qg e — e m w BN

8) Why is it challenging to deliver on the needs? _ l === =R

9) Why does the service composition change in the transition? = | ; = — B é

10) Why is it challenging to make good transitions work/ See the full version attached.

implement them?
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4: T he search
for iImpact

Chapter four

This chapter gives a glimpse into the move
from diagnosis through opportunity areas
towards a scope for design interventions. Parallel research and ideation / Overall opportunity areas



4 The search for impact

Parallel research and ideation

Throughout the research phase, | explored and talked
to my interviewees about potentials and ideas. | keptthe
end result open for quite some time while researching,
being opentoinputfromthe participants. This mentthat
by the time | got to scoping, it was quite apparent to me
what | wanted to dig further into. Rather than having an
extensive ideation phase, | jumped quite quickly from
diagnosis to design interventions. | therefore adjusted
and tested the interventions while making them -
learning through doing.
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4 The search for impact
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| gathered all of the ideas from participants in this way, initially without any
strategic thought. In the search for an impactful scope, however, | grouped
and evaluated these and more, trying to see where | could use most of myself
as a designer and contribute to the overall mission of the life event.
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4 The search for impact

The overall opportunity areas

| defined six overall opportunity areas. These represent
overall shifts that | believe would contribute to improve

the transition.

From a transfer focus
to a transition focus

From abrupt change
to gradualt adaption

FrbR

"Childrens side” and "adult side”
- from fronts to partners

/\

From dropping the ball
to passing the ball
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From equal parameters
to individual adjustments

From unwanted variations
to equally emphazised transitions




5: The design
INnterventions

Chapter five

An introduction to and overview

of the design interventions. » . .
9 Introduction: Towards one transition / Overview of the deliverables



5 The design interventions: Introduction

The prompts

With the findings, my perspective and the opportunity
areas in mind, | made prompts for exploring design
interventions. | chose not to focus on one opportunity
area, but rather use the input to narrow my focus down

to these two prompts:

How might | contribute to make
the transition more predictable
within todays frames?

Ready to use (

How might | use the research
to create a starting point and
frames for further development
of the transition?

@)

Further, long term
development

()
/

Low threshold
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Higher threshold



5 The design interventions: Introduction

Towards one transition

The level of complexity in unpacking this transition is — e coaEaE
massive, and | have barely scratched the surface of
the problematique. Taking a step back, | see the overall
transition as a journey through a stage of life, with the
milestones, development, challenges and changes
that it entails. | propose that this stage in life is seen
as a whole, rather than sector by sector, going along
with the prioritized focus on life events and situations
as frameworks for developing more cohesive services
In recent public sector strategies. Health is connected
to work, which is connected to the economy and so on.

In reality this means long term, cross-sectoral work.
Involving a broad range of stakeholders and disciplines
iskeytoensure ownershipandinturnsecure successful

Implementation.

In the next pages | present a summary of my
interventions, seen in connection to each other.
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5 The design interventions. Overview

The interventions

| propose four interventions, on different levels,
that are intened to inspire, impact and contribute
to frame further development of the transition, as
well as improve exisiting solutions.

Interventions

"The action of becoming intentionally involved in a
difficult situation, in order to improve it or prevent it
from getting worse.”

Definition from Cambridge Advanced Learner’s Dictionary & Thesaurus
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A : Vision: A seamless transition

Future, ideal state of the transition from
youth to adulthood.

B : Overall principles for the transition

Twelve overall principles to steer the
development of the transition.

C : Individually adapted informition

Atoolforcoordinatorstoadjustinformation
about the transition to the needs of each
youth and their next of kin. The tool is made
In familiar formats to distinctly lower the
threshold for implementation.

D : Stimulating dialogue across the sides

Dialogue cards - a starting point for
dialogue between services on the different
sides, triggering reflection, awareness and
potential new structures of collaboration.



5 The design interventions. Overview

This is an overview representing the
interventions and how they relate.

A : Vision: A seamless transition

B : Overall principles
for the transition

C : Individually adapted \/
information to youth Sigre D : Stimulating dialogue

and next of kin across the sides
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5 The design interventions: Overview

Intervention
N
€
()]
'}
(@))
(e
o
-
Interaction between user and services
Transition from youth to adulthood
Experiece
-
| -
o
e
e
(@)
c
N

The interventions are designed to intervene in different levels of the
system, from close to the user experience to nudging more collaborative
processes and the overall systemic structures. They are all part of a bigger
context, and | see it as is important to approach the development from
these different angles and levels simultaneously.
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5 The design interventions

: The vision and
. The principles

Design interventions: The overall,
future vision of the transition and
complementing principles.

Vision: A seamless transition / Principles /
Why principles / Principles in context



5 The design interventions: A : The vision and B The principles

Vision: A seamless transition

In the future, public sector’s way of facilitating the transition
is seamless, predictable and safe. It is personalized,
and flexible to a degree that does not create unwanted
variations. The transition is seen as a process rather than a
set of transfers, and rather than dropping the ball services
are now passing the ball, ensuring a continuous follow-
up across services and people. Different sectors see it as
their mission to work together to create a safe passage into
adult life and the changes that entails. Smaller transfers
are connected, coordinated and seen in relation to each
other when relevant. In Norwegian this would be named
overgangsforlap.

The next few pages describe the principles that are ment to
help guide and the set the standards for the development of
this seamless, holistic transtion. Examples of where these
principles could live are also included.

Predictable, safe and seamless




5 The design interventions: A : The vision and B : The principles

Principles

| created a set of principles for the overall, seamless
transition and the transfers within it, based on conver-
sations, findings, similar principles and best practice,
intended to help steer the development of the transiti-
on. The visuals could be posters, printed out and hung
to work as a reminder in the busy day to day work. The
visuals graphically illustrate the content they represent.

Legg til rette for
individuelle behov

DU

DERE

Individuelt tilpasset tilbud

Alle ungdommer er ulike.
Individuell tilpasning ber skje

pa bakgrunn av hva som er viktig
for ungdommen, samt behoy,

forutsetninger og modenhet. UNG

Balansert involvering av foreldre

ALT.

Ikke alle er klare for fullt ansvar
selv om de er juridisk voksne.
Avklar ungdoms @nsker, og
finn en god balanse mellom
selvstendighet og hjelpebehov.

Modenhet fremfor alder

Alder tilsvarer ikke behov

eller modenhet. Unge voksne

er fremdeles i utvikling og

har andre behov enn de mer &
S

erfarne og eldre brukerne.

Se, shakk om og
ta hensyn til helheten

A vaere ungdom

Ta hensyn til at ungdom kan styres
av gnsket om a veaere som ungdom
flest og at dette kan vaere vanskelig
forenelig med oppgaver og krav.

Hele livet

Ta hensyn til helheten - skjer det
andre ting i livet til ungdommen?
Hvordan pavirker det overgangen,
nar og hvordan den bar skje?

Snakk om overgangen

Samtalene kan tas mens man
gjor andre ting - tar en blodrpave,
venter eller lignende. Samtaler
om overgagen kan bidra til en
forventingsavklaring.
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Skap en trygg prosess,
ikke bare en overforing

LITT

oG
LITT

OG

LITT

KJENT

Beskriv veien videre

Gi informasjon om hva vil veere
det samme, hva vil endre seg,
hva familien ma gjere og hva
som skjer av seg selv.

Gradvis laering

La ungdom gradvis gve pa det de
snart skal klare seg - samtaler,
valg, ansvar og agendasetting.

Kjent med nye omgivelser

La ungdom bli trygg i nye
omgivelser, for eksempel ved
en omvisning pa forhand.

Ikke slipp far noen
har tatt over aktivt

ME
LL

°
M

HI
ST
OR
IE

N...

KONTINU-
ITETKON-
TINUITET-
KONTINU-
ITETKON-
TINUITET

Skap et trygt mellomrom

Organiser fellesmgter mellom nye
0og gamle ansvarspersoner ved
behov. Det gir et trygt rom for
overfgring av sensitive historier.

Ikke start helt pa nytt

Det skal ikke fales som om man
starter helt pa nytt nar man
bytter ut en offentlig tjeneste.
Det er en fortsettelse.

Rask kontakt etter overfgring

Innkalling til farste mote etter
ansvarsforflytning ber skje sa

fort som mulig, slik at man kan
etablere trygghet og en relasjon.
Avsender bar ikke slippe for dette.



5 The design interventions: A : The vision and B : The principles

Why principles?

Principles can help build the bridge between todays
practice and new practices. These principles are
cross-sectoral, in contrast to several existing principles.
This is a potentially unifying measure, having everyone
oriented towards the same principles - regardless of
sector, service or role.

| propose that these principles are put to use to provide
a common goal to stretch towards and a basis for the
continual development of services. They are meant to
increase awareness of the importance of the transition
and clarify measures that increase the likelyhood for
good and seamless transfers.

Fra Norsk barnelegeforening.

Overganger ungdom
Overgripende mal og prinsipper i= OVERSIKT
Revidert 2020

Mal med overgangsforlap
o Sikre at arbeidet med overganger bygger pa best tilgjengelig kunnskap

o Bidratil en planlagt og helsefremmende overgang for unge fra barne- til voksenorientert
helsetjeneste.

» Bidra til individuelt tilpasset omsorg og laering og gradvis selvstendiggjering for den unge

¢ Bidratil et godt samarbeid mellom fagpersoner, ungdom og omsorgspersoner

Sentrale prinsipper for overgangsarbeidet

o Alle ungdommer med langvarige helseutfordringer skal ha en planlagt og gradvis overgang fra
barne- til voksenhelsetjeneste.

¢ Overgangsforlapene bar starte ved 12 ars alder og fortsette frem til ung voksenalder. (24-25 ér)

¢ Alle ungdommer med langvarige helseutfordringer ber ha en plan for overgang som de sa langt det
lar seg gjere har bidratt til utformingen av selv.

Prinsipper for gode overganger fra
barneorienterte til voksenorienterte
tjenester i Helse Nord

Finnmarkssykehuset ungdomsrad

' Utdannings-
direktoratet

Utdanningslgpet Laering og trivsel Eksamen og prgver Kvalitet og kompetanse

Hoyringar  Presse  Kale

Duer her: Leering og trivsel > Laereplanverket > Overordnet del - verdier og prinsipper for grunnoppleeringen

2. Prinsipper for lzering, utvikling og danning

2.1 Sosial leering og utvikling

2.2 Kompetanse i fagene

2.3 Grunnleggende ferdigheter

2.4 A lzere & leere

2.5 Tverrfaglige temaer
2.5.1 Folkehelse og livsmestring
2.5.2 Demokrati og medborgerskap
2.5.3 Beerekraftig utvikling

3. Prinsipper for skolens praksis

3.1 Et inkluderende lzeringsmiljg

3.2 Undervisning og tilpasset oppleering
3.3 Samarbeid mellom hjem og skole
3.4 Oppleering i lzerebedrift og arbeidsliv

3.5 Profesjonsfellesskap og skoleutvikling

FFM v Diagnoser v Nye medisiner ~ Tema v Informasjon v Stettoss  Bli medlem Kontakt oss

&
s
g

<
® .~
-+ {FFAL @

&
S tif forsds®

FOR
NFORmy,
%

Tema - god skole

Ine

Tema - God skole
Nora 8 ar
Tema - God skole
Oda

Tema - God skole

Mariell
Tema - God skole
Lene

Tema - God skole

Overgang fra barnehage til
skole og fra skole til skole

o s Overgang fra barnehage til skole og fra skole til
E:rt:_illme;igg)stjenesten for Sko|e
TerfaGadirble 2. september 2015 av Line Waler

Examples of where principles are used - here in education and health care.
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5 The design interventions: A : The vision and B : The principles

In context

The principles could live in several places, among
them national health related pages like The Norwegian
Directorate of Health, in documents like guidelines or
standard processes (pakkeforlgp for instance).

The Norwegian Directorate of Health creates and
recommend guidelines and practice, and could be one
of several distributers of the principles. In the example
to the right | exemplify how the principles could fit into
an existing document, for instance under this headline
Life stages and transitions. The users of documents like
this are numerous, from leaders to front line workers in
different professions.

Legg til rette for
individuelle behov

Se, snakk om og
ta hensyn til helheten

Individuelt tilpasset tilbud Avaere ungdom

Alle ungdommer er ulike.
DU Individuell tilpasning ber skje
pé bakgrunn av hva som er viktig
for ungdommen, samt behov,
forutsetninger og modenhet. UNG

av ensket om & vaere som ungdom

forenelig med oppgaver og krav.

Hele livet

ALT. Ta hensyn til helheten - skjer det
andre ting i livet til ungdommen?
Hvordan pévirker det overgangen,
nar og hvordan den bor skje?

DERE finnen god balanse mellom
selvstendighet og hjelpebehov.

Modenhet fremfor alder Snakk om overgangen

Alder tilsvarer ikke behov

T
. / eller modenhet. Unge voksne
D erfremdeles i utvikiing og

Samtalene kan tas mens man

Ta hensyn til at ungdom kan styres

flest og at dette kan veere vanskelig

W"@ Helsedirektoratet

English Om oss

Forsiden ; Gode helse- og omsorgstjenester til personer med utviklingshemming (hgringsutkast)

Gode helse- og omsorgstjenester til

personer med utviklingshemming
(hgringsutkast)

1. Innledning

2. Samarbeid og kompetanse

3. Personsentrerte og individuelt tilrettelagte

tjenester

4. Livsfaser- og overganger

5. Habilitering og bistand i dagliglivet

6. Helseoppfolging

7. Familie, pargrende og verge

8. Dokumentasjon og taushetsplikt

9. Verktgy og ressurser

10. Metode og prosess

Skap en trygg prosess,
ikke bare en overfgring

Beskriv veien videre

N Giinfor hva vil veer
det sam| endre seg,
IE hva familien ma gjere og hva
JE som skjer av seg selv.
Gradvis laering
oG La ungdom gradvis eve pa det de
LT i s

snart skal Klare seg - samtaler,
OG valg, ansvar og agendasetting.

Kjent med nye omgivelser

La ungdom bli trygg i nye
omgivelser, for eksempel ved
KIENT omvisning pé forhdnd.

Ikke slipp for noen
har tatt over aktivt

Skap et trygt mellomrom
ME p ettryg

LL Organiser fellesmater mellom nye
og gamle ansvarspersoner ved
° behov. Det gir et trygt rom for
overfering av sensitive historier.
M
HI Ikke start helt pa nytt
ST Det skal ikke fales som om man
OR starter helt pa nytt nar man
IE bytter ut en offentlig tjeneste.

N... Deteren fortsettelse.

KONTINU- Rask kontakt etter overforing

ITETKON-  |nnkalling til forste mote etter
TINUITET=  ansvarsforflytning ber skje s&
KONTINU-  £5rt s5om mulig, slik at man kan
ITETKON- | otaplere trygghet og en relasjon.
TINUITET  Avsender bor ikke slippe for dette.
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—7

@Q_ sek i nasjonal veileder

4. Livsfaser- og overganger

> Kommunen skal legge til rette for en sa god start
som mulig for barnet og familien

> Kommunen skal legge til rette for en god
barnehage- og skoletid

> Kommunen skal legge til rette for at personer med
utviklingshemming og deres familier opplever en
god overgang til livet som voksen

> Kommunen ma legge til rette for en god alderdom
for personer med utviklingshemming

> Principles for the overall transition from
youth to adulthood



5 The design interventions: A : The vision and B : The principles

Another example could be the Norwegian Digitalisation
Agency (Digdir), in this example to the right, within
the page Creating cohesive services. Digdir is an
overarching stakeholder, reaching a broader audience
with inspiring frameworks and methods for innovation
In the public sector. Another example could be

D Digdir Sok Q Meny —

Hjem > Lage sammenhengende tjenester

Utforme sammenhengende

The Norwegian Association of Local and Regional tienester
AUthO rItIeS (KS), OI' The N O rweg |a n D | re CtO rate fOI’ Arbeidet med helhetlige digitale l@sninger krever en arbeidsform
Ed ucatlon a nd Tra | n | ng (bGIOW)_ ::r]tbr:tlferperspektlv, samarbeid, forankring og styring pa tvers er
¥ Utd i 5 i
‘ dl:'ei?:;?]%est Hgyringar Presse Kale

Utdanningslgpet | Lasering og trivsel | Eksamen og prgver | Kvalitet og kompetanse |

Du er her: Laering og trivsel > Leereplanverket > Overordnet del — verdier og prinsipper for grunnoppleaeringen

Hvordan utforme sammenhengende tjenester

1. sTARTE samMMmi
2. Prinsipper for lzering, utvikling og danning l_._

2.1 Sosial lzering og utvikling 8 o

Godt arbeid med a lage tjenester pa tvers innebaerer en prosess med tre

faser, med fire temaer som gar pa tvers av fasene.
2.2 Kompetanse i fagene

2.3 Grunnleggende ferdigheter
2.4 A lzere & lzere
2.5 Tverrfaglige temaer

2.5.1 Folkehelse og livemestring

2.5.2 Demokrati og medborgerskap

2.5.3 Beerekraftig utvikling Principles for the transition from
o ) : youth to adulthood, and the numerous
3. Prinsipper for skolens praksis BEE fEE transfers between different services

3.2 Undervisning og tilpasset opplaering

Principles for the overall transition
from youth to adulthood
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5 The design interventions

- Individually
adapted information

Design intervention: This is the intervention with the
lowest threshold for implementation, giving coordinators
a tool for adapting preliminary information about the
upcoming transition to each youth and their next of kin.

Individually adapted information / Use case / Value proposition / A tool - ready to use now /
By coordinators, before 16 / Inspired by an existing solution / The iterative making /
The guide / The template / The type of information / A stepping stone



5 The design interventions: C : Individually adapted information

Individually adapted information

A tool for coordinators to adapt
Information about the transition to the
needs of each youth and their next of kin.
The tool is a template, made in familiar
formats (PowerPoint), distinctly lowering
the threshold for implementation.

The next pagesdescribe thisintervention,
it’s value, the intended use and process.

Mellom
ung og
voksen

Informasjon til deg som naermer
deg bytte fra tjenester for ungdom
til tjenester for voksne

70

“You could only get like basic information
about it, | think, like now you have turned 16
and soon. (...) possibly at the GP, that they can
have an automatic "now you have turned 16.”
- Young adult



5 The design interventions: C : Individually adapted information

Use case

A short story about the design intervention in use:

Next of kin and child oriented service have been in
control between 12 to 16 years, but now the youth
Is partly independent, learning, participating and
approaching more responsibility.

1: In an intial conversation the coordinator is looking
to uncover questions, needs and wishes. How does
the family imagine the transition? This could be a
conversation in several parts, for instance with the
youth and a trusted teacher, youth and next of kin, or
youth and next of kin separately, to give the coordinator
a nuanced perspective on the needs.

2: Second, the coordinator use a PowerPoint-template
to adapt information according to the youths needs,
transfers and relevant service offerings.

3: Lastly, the coordinator, youth and next of kin sit
down for a conversation about the changes to come.
What will change, what will be their responsibility and
what happens on its own? The information material is
a basis for the conversation, that can be done digitally
or in person. The information material is also handed
out digitally or on paper.
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5 The design interventions: C : Individually adapted information

Value proposition

For the youth and next of kin, this individually adjusted
information and the conversations would contribute to
create a more predictabile and safe transition. It could
also leave them empowered, knowing what to do when

and why, and what will happen on its own.

Predictability

A predictable service offering means
less stress and worry, and being assured
that there are procedures in place for the
upcoming changes in entering a new
stage in life. Knowing someone will be
taking over, for instance, can contribute to
a feeling of safety - potentially even more
so for the parents than the youth.

Empowerment

Empowering the family is important to
create a good relation between them and
their services, where there is a balance in
knowledge and systems understanding.
This means the family can more easily
claim what they are entitled to, influence
the service offering and do their part of
the work.
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Participation (medvirkning)

The process emphazise the voice of the
youth, in addition to their next of kin.
Creating this "space” for the users to
involve and raise their voice and opinion
about the service offering is a central right
that is generally hard to follow through on.



5 The design interventions: C : Individually adapted information

A tool - ready to use now

The tool and related information is gathered in a folder, ready for coordinators to start using.

v

mal_komplett_bla
nk

Veilder.pdf

The folder

The tool is basically a Power Point-
template (with and without illustrations)
supported byaguidethatexplainswhyand
how to adapt the information material. An
example of what the information material
could look like using a municipal visual
profile is also included.

mal_komplett_illus

i, v

eksempel_OSLO

trasjoner

Low threshold implementation

This intervention exemplifies how simply
you can have impact through low hanging
fruits. Using familiar formats that require
no onboardning, having a short guide
with steps, proposed process, tips and
examples lowers the threshold to spread
and make use of the solution. This can
also be further developed and adapted by
each coordinator.
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While we are "waiting"

Evidently, the process of creating
more cohesive services Is slow and
complicated, so why not use some of the
low hanging fruits to improve the user
experience in the mean time?



5 The design interventions: C : Individually adapted information

By coordinators, before 16

Before 16

Based on experience in Bydel Nordstrand,
youth and next of kin should receive the
preliminary information before 16. At this
age, youth are “helserettslig myndig”, and
supposed to be more involved and active
in follow-up and treatment, especially in
healthcare.

Should the family request information
earlier, there should be no hessitance in
giving it earlier.

Coordinators

The most natural role for this task is the
municipal coordinator. Several of these
youth have a coordinator that is supposed
to have the required knowledge to
navigate, understand and bring together
the different services.

Thisis howeverjustan example ofthetype
of role that could be responsbile for the
information material. If the youth do not
have a coordinator, it could be someone
else, like a sosionom.

“We need to make it work for coordinators who
are not 100% coordinators. They may be the
coordinatorfor 1 or 2 children. It's just a function
of many. ” - Coordinator, coordinating unit
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Today coordinators navigate the same
complexity as their users. They google a
lot, and there are a number of “nieche”
brochures that they can hand out. Having
atool like this would also simlify their work
and potentially save them time.

BOVEILEDER FOR UNGDOM

TUSEN
TING A
HUSKEPA

Statens undersokelseskommisjon for helse-
0g omsorgstjenesten, oppleeringsmateriell
uavklarte tilstander, 2020



5 The design interventions: C : Individually adapted information

Inspired by existing solution

The process and template is inspired by an existing

Informasjon om overgang fra barn til voksen. Gis under mgte ved 16 ar. information |e‘tter given at 1 6 in Bydel Nordstand_ Every youth
Merk at li d ulik i forbindel d il vok f f - . - - - -
Ungdom med ulike behov og fungering, Ik ale tema il vasre aktuelle for aler with a coordinator and several services involved receive this.
Verge It is the same for everyone, with no individual adjustments -
Ved behov for verge ved 18 ar begjeerer foresatte dette. Det er ulike typer vergemal. Man for |nStance’ Nnot everyone needS a care home or a gua rd |an
ma ikke ha verge for alle omrader. Fastlegen skriver legeerklaring om verge.

Fylkesmannens vergemalsavdeling falger opp vergeordningen. Se nettsiden vergemaal.no (Ve rg e)_ There iS aISO a |Ot Of pote n‘tial in the |anguage and tone
for mer informasjon ] L ] .

Det er og en mulighet a skrive en fu.llnjak.t toil.foresatte hvor.det.kommer frem at Of VOICe! as It IS nOt dlreCted towa rdS the user. I mentloned
:Z%d:{:ar:igei]i;[fg{ﬁ:?:;;ZL:(LZZI:_ til a bista inn mot offentlige instanser som for eksempel _th iS information Sheet When interVieWi ng eXpertS in Other
@konomi municipalities, and they were very interested and asked me
Foreldre/foresatte: Hjelpestenad fra NAV reduseres til sats 1 etter fylte 18 ar. Nar to Send |t to them SO I thoug ht Why not improve Someth|ng
hjelpestgnad reduseres revurderer bydelen omsorgsstenaden dersom familien har . ) !

omsorgsstanad. that already exist?

Inntektssikring for ungdommen.

Arbeidsavklarings penger (AAP) fra NAV kan vaere aktuelt for ungdommen fra 18 ar. Ta
kontakt med NAV og sgk i god tid.

| utgangspunktet skal en sgke AAP farst for arbeidsavklaring. For noen ungdommer kan det Fysioterapi gis etter 18 ar hovedsakelig ved privat institutt. Fastlegen skriver henvisning.
vaere aktuelt a sgke om uferetrygd med en gang. Bydelen har ergoterapeuter som bistar ift hjelpemidler og tilpasninger.
Skolegang

Individuell plan og koordinator

Hva slags skolelgp er tenkt fremover? Noen elever kan ha rett pa skole utover 3 arig

videregaende skole. Viktig a tematisere dette om hasten da en sgker om nytt skolear tidlig Ved overgang til 18 ar kan det veere at behov er endret og dermed at tjenestene endres.

pa nyaret. Sek om fortsatt individuell plan (IP) ved behov, 16 uker fgr. En har rett til IP og koordinator
_ o , . nar en har 2 eller flere kommunale helse- og omsorgstjenester og behovet er langvarige og

Arbeidstrening i skoletiden? Hva slags tiltak har skolen. koordinerte tjenester. Seknad sendes til Avdeling Oppvekst, Team habilitering barn og

Heyere utdanning. Hvilke behov er det for tilrettelegging pa studiestedet. unge.

Arbeid Bydel Nordstrand har rad og veiledningsplikt og kan stille pa mgter ved behov, selv om en

bruker ikke har individuell plan og koordinator.
Hvilken fungering ungdommen har vil avgjere hvor ungdommen kan ha sitt arbeid eller sin

aktivitet. Hva SlagS stotte vil bruker tf:enge i arbe'ldSl'lvet? Bydelen kan ha behov for a Har en bruker ikke koordinator kan det under planlegging av overgang til voksen veere
avklare ungdommens behov for stette i en arbeidssituasjon. aktuelt at det er skolen som kaller inn aktuelle rundt brukeren til et mate. Dette matet

NAV har ansvar for kvalifisering, arbeid, og ytelser. Bydelen har ansvar for dagsentertilbud kalles tverrfaglige mate.

dersom ungdommen ikke er aktuell for NAV sine tilbud.

Utredning

Ta kontakt med NAV i god tid. Be om a fa timeavtale for a sikre at en far oppdatert

informasjon om ordninger og tilbud. Tilbud kan blant annet vaere; praksisplass, arbeid Utredning ved Avdeling for nevrohabilitering kan vaere aktuelt for a sikre

med bistand, varig tilrettelagt arbeid , arbeidsavklaringspenger, ung uferetrygd. Sek i god voksenperspektivet for ungdommen fremover. Fastlegen henviser. Har ungdommen

tid for 18 ar. oppfelging fra barnehabiliteringen henviser de i noen tilfeller til utredning.

Se Nav.no. NAV Nordstrand, Cecilie Thoresens vei 1 Tel: 55 55 33 33 Balznehabiliteringen pleier a innkalle til informasjonsmate i forbindelse med overgang til
voksen.
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The iterative making

Making the tool has been a co-creative
process. Talking to three coordinators, |
tested the information material at different
stages of the process, from low to high
fidelity, from concept to detailed written
content.

|would have loved totestthisonend users,
but chose to concentrate the testing to
coordinators, since they are the users
of the tool, emplying their knowledge to
adapt it to each individual’s needs.

The finished folder is now sent to five
coordinators in both the Oslo and Agder
area. The goal is for those who received
this to test it in context and with their
users, take ownership of the template and
make the process their own.

N W ]
Oy 85%v -3

.............

Vis Zoom  Legg til lyshilde

o
mmmmmmm

Hvem boer fa tilpasset informasjon
om sin <kommende» overgang?
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Du har rett pa en individuell
oppleeringsplan.

Dette kan din skole gjore
far og under overgangen:

Transportvei
Spesialundervisning (PPT
Hvem falger opp pa diabe
Dele med andre?

Rus?

Hva slags skolegang
ser du for deg?

tes|

Interviewee

Stikkord:

Skolen kan tilrettelegge for at
skolehverdagen blir best mulig for deg.

Tilbud ved din videregaende:

Tilpasning, arbeidstrening osv.
Utvidet VGS?

Mot slutten av VGS? Hva skjer da?
Frister, sgknader, ta stilling til..

Hvis du har behov for a ga pa
videregaende skole lenger enn 3
ar, ber du tenke pa det hgsten i 3.
klasse - og soke etter nyttar.
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The guide

Explaining this step by step, | made a guide for the
coordinator. Thisismainlyanintroductionand suggested
procedures, and it makes it easier for spreading the
tool. Keeping both the process and guide short, simple
and to the point has been key to lower the threshold for
onboarding and start using it use. These are some of the

key parts of the guide:

Prosessen oppsummert

1 Kartleggingssamtale

Uavhengig av om du kjenner ungdommen godt fra for eller ikke bgr du
gjennomfare en i amtale eller kartlegging: tale. Nar en
ungdom er 15,5 ar (eller tidligere dersom du merker at familien har
behov for det) avtaler du en samtale der malet er 4 avdekke hvilke
spersmal og @nsker de har rundt overgangen, og hvordan de ser for
seg at overgangen til voksenlivet vil vaere. Hva har de behov for & vite
mer om?

Ta eierskap til Power Point-malen! Gjer justeringer pa tekst og inn-
hold, slik at den blir din egen - og tilpasset kommunen.

2 Tilpass informasjonsmateriale

Hvilke konkrete overganger er aktuelle/potensielle for ungdommen?

La ungdommen og foresattes behov og spgrsmal styre innholdet i
informasjonen. Ved & bruke malen som folger med (se mappe) kan
du lage informasjonsmateriale tilpasset denne ungdommen. Juster
malen, fyll den med innhold du mener er relevant, fjern ting som
ikke er relevant og legg til andre ting du syns det er viktig at de vet.

S le om over med infor j ialet
som samtaleunderlag
Et par méneder far ungdommen fyller 16 &r og er helserettslig myndig

er et fint tidspunkt & ha en samtale der man gar giennom informas-
jonen og snakker rundt innholdet. Tidligere hvis familien ensker det.

The process

A summary of the process,
consisting of three main steps.

2 Tilpass informasjonsmateriale

Hvilke konkrete overganger er aktuelle/potensielle for ungdommen?

La ungdommen og foresattes behov og sparsmal styre innholdet.
Malen er et hjelpemiddel som skal gjgre det enklere og raskere og
fylle dokumentet med riktig informasjon, og sikre at du ikke glemmer
noe viktig. Bruk din erfaring, kjennskap til systemet og faglige bak-
grunn til & vurdere hva som er ngdvendig for ungdommen og
pargrende 4 vite!

Fra 8 bo hjemme til 3 bo
for deg selv

1 = Se gjennom og tilpass informasjonen

Malen er nd bare et utkast. Juster den og gjer den til din egen, og
husk & tilpasse til kommunen. For & unngd at dokumentet blir
overveldende - hva er relevant, og hva kan du fjerne eller forkorte?
Eksempel: Hvis det ikke aktuelt for ungdommen med heyere utdan-
ning eller verge trenger det ikke vare informasjon om det her.

.

Hvilke tjenester er relevant for ungdom
for, under og etter fylte 18 &r?

Hvilke tilbud har kommunen som det kan
veere fint for ungdommen 3 vite om?

* Hva ma ungdommen og/eller foresatte
aktivt gjere selv eller sammen med deg?
Eksempel: Sgknader, frister, krav osv.

Hva vil skje av seg selv?

The adjustments

A step by step guide to ad-
justing the template and what
considerations to take when

doing it.
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Mellom ung

og voksen

Hvorfor er overganger viktige?

Ved 18 &r skjer det mange endringer i
tjer i og \setnin-
gen for ungdommer med behov for oppfal-
ging fra flere tjenester.

Veien mot voksenliv og selvstendighet

oppleves ulikt for alle ungdommer, men er

ekstra kompleks og krevende for de som

har oppfolging fra flere tjenester giennom
o

av tjenestetilbud og byttene fra tjenester
for barn og unge til tjenester for voksne er
forskjellige for hvert individ, og vil oppleves
ulikt avhengig av blant annet deres livs-

Alle ungdom vil derfor ikke trenger den
samme informasjonen om overgangen,
men en samtale tilpasset deres situasjon
og behov. For noen dreier det seg om &
bytte fra BUP til DPS, mens andre har over-
ganger i flere tjenester samtidig.

Det er viktig at informasjonen gis med et
sprak og et innhold som er forstielig og
relevant for ungdommen selv og deres
foresatte, og gis pad et tidspunkt som
muliggjor planlegging og forutsigbarhet. Da
kan de enklere forberede seg og gjore det
de ma gjore for at systemet kan sikre kon-

situasjon, nettverk, helse og

tinuitet i .

Verktoy utviklet som en delav en masteroppgave av Maria Traasdshl Arkitektur- og designhogskolen Osio, 2021

3- Retningslinjer for sprak

Nar du nd skal skrive til ungdommen som hovedmottaker, er det viktig
8 veere bevisst pd spréket du bruker. Selv om foresatte ogsa er mot-
taker, bgr du rette deg mot ungdommen. Tenk p& hvordan du bygger
opp setningene. Ha gjerne et muntlig sprak som er lett & forst&.

Mange ord og uttrykk du er vant til & bruke og forstar godt kan veere
ukjente for ungdom, og dette kan veere et fint tidspunkt for de & leere.
Pass derfor pa at du forklarer hva begreper betyr.

Spréket bor vekke tillit og skape trygghet, og defor vaere profesjonelt
men ogsd vise empati.

Huskeliste

« Skriv direkte til brukeren - skriv du, dere og vi

* Unnga forkortelser

* Ikke bruk metaforer

* Bruk et aktivt og konkret sprak

* Skriv hele setninger

* Bruk korte punktlister med hele setninger

* Velg ord som mottakeren forstar, og forklar faguttrykk

* Spor deg selv: Hvordan ville jeg sagt dette muntlig?
Poenget er ikke & skrive akkurat som vi snakker,
men & sorge for at teksten er forstielig

* Kort er ofte godt. Korte og presise tekster gker
sjansen for at alle leserne fir med seg poenget

Kilder: NAV Designmanual og Oslo kommunes sprikprofil

The language

Language guidelines adapted
from NAV Desing system and
Oslo municipal language profile.

For & forhindre at overgangen kommer
bratt og snur ting pd hodet i en ellers
sdrbar periode i livet, er det fint & snakke
om overgangen i god tid. Da kan overgan-
gen oppleves mer forutsigbar, og ved & gi
ungdommen og foresatte relevant infor-
masjon til riktig tid, myndiggjer man dem
ved at de vet hva de har rett p4, hva som
vil endre seg fremover og hva de ma gjore
for & fa de tilbudene de har rett pa. Det
skaper en trygghet 3 vite hva som kommer,
og ha mulighet til & forberede seg mentalt
of praktisk.

“ Hvis overgangen ikke er en prosess, men bare skjer.
Jeg tror det kan fare til “vann over hodet”, eller det a ikke
fole seg trygg. Kanskje takler man sykdommen darligere i
den perioden fordi ting endrer seg i helsevesenet.”

nnom overgangen

Ung voksen som ha

See the full version attached.

3 Samtale om overgangen med
informasjonsmaterialet som
samtaleunderlag

Et par maneder for ungdommen fyller 16 &r og er helserettslig myndig er
et fint tidspunkt & ha en samtale der man gér gjennom informasjonen
og snakker rundt innholdet.

1 = Bruk informasjonsmaterialet som samtaleunderlag

Ved & &pne filen pa storskjerm,delt skjerm eller printe det
ut eller har dere en agenda for mgtet, og en huskeliste for
ting & snakke om.

2- Sporsmal det kan veere fint a stille under samtalen

« Hva syns du virker utfordrende?
* Hva er viktig for deg?

* Hva trenger du?

« Hva trenger du hjelp til?

* Hvem kan hjelpe deg med hva?

Husk & gi ungdom og parerende informasjonsmateriale
i etterkant av motet, slik at de kan se pa det selv.

The conversation

Suggested questions to ask
during the conversation, using
the information material as a
basis for the meeting.
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A flexible template

The template is more of a framework
than a "complete” template. It is a draft,
outlining suggested content based on my
limited knowledge of the different types
of information that could go into such a
document. This givesthe coordinatorsthe
chance to fill the framework with content
based on experience and knowing their
user, making it their own and feeling
ownership.

It is important to point out the value of
asking the users what they want to know
and need, before shaping the adjusted
version of the information material. To my
knowledge this is rare, due to the general
standardisation of information, and could
provide more relevant information.

ra annen gkonomisk stotte til NAV

See the full version attached.
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Fra @ bo hjemme til a bo
for deg selv

N&r du er klar for det, og du sammen med familien din
bestemmer at det er tid for & flytte ut, er det noen ting dere ma
bestemme og eventuelt sgke om. Dette kan ta litt tid, sa det er
lurt & snakke om dette og planlegge i god tid.

Alternativer for bolig Vi ber tenke pa

Det finnes flere muligheter. Det er viktig & huske er at Nar gnsker du a flytte ut? .

prosessen med a finne og fa riktig boform kan ta tid, Nar ber vi seke om riktig statte/bolig?

sa det er fint & starte planleggingen i god tid. Hvilken hjelp vil du trenge nar du flytter ut?

Hvordan vil du helst bo, og hvordan kan vi fa til det?

Kommunal bolig Hva ber vi planlegge for & til overgangen best mulig?
Eie egen bolig
Leie

Omsorgsbolig
Bolig med kommunale tjenester

Les m

This is the illustrations library in the bottom, that can be
used ifthe municipality does not have its own visual profile.
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The suggested information

Rettigheter i helsevesenet

12 &r 16 ar 18 ar

Du kan selv si ja eller nei til
undersgkelser og behandling. Et
unntak er at du f.eks. ikke kan
bestemme selv om du skal motta
blodoverfgring. Det bestemmer
foreldrene dine til du er 18 &r.

Du skal fa informasjon om Du bestemmer alt selv!
sykdommen din, behandling, og
andre ting som har med

sykdommen din & gjgre

Helsepersonell skal ta mest mulig
hensyn til hva du synes om hvilken
behandling eller oppfglging du skal
ha, &r du gnsker undersgkelser eller
behandling, og hvem som skal veere
med deg. Men det er foreldrene som
har det endelige ordet.

Dessuten bestemmer du om
foreldrene dine, eller andre, skal
vaere med det til undersgkelser
eller behandling.

Helsepersonell kan likevel
informere foreldrene dine hvis de
trenger informasjon for & ivareta
foreldreansvaret.

Helsepersonell skal ikke gi
opplysninger om deg til foreldrene
dine hvis du er sterkt i mot det og
det er gode grunner til & respektere
dette. Eksempler kan veere om du
ikke gnsker at foreldrene skal vite at
du trenger prevensjon, eller det kan
vaere at du har konflikter med
foreldrene dine.

Introduction and rights

Fra & bo hjemme til & bo
for deg selv

N&r du er klar for det, og du sammen med familien din
bestemmer at det er tid for & flytte ut, er det noen ting dere ma
bestemme og eventuelt sgke om. Dette kan ta litt tid, s& det er
lurt @ snakke om dette og planlegge i god tid.

Alternativer for bolig Vi ber tenke pa

Dette har andre kjent pd i overgangen

Det beste med & veere ung er ... Det beste med & bli eldre er...

@ Anonym entime : @ Anonym 45 minutter :
Muligheten til & kunne veere litt bekymringslgs Mer stabilitet i livet

e An.onyml entime . : @ Anonym 44 minutter H
Frihet til & vaere hvem man er og hva man vil 9
Tryggere
e Anonym 45 minutter E
Er at mange har mange muligheter og framti- @' Anonym 44 minutter :
den foran seg. Ansvar
@ Anonym 44 minutter : ® Anonym 44 minutter :

Muligheten til & kunne ta litt mer dérlige valg, A f&a mer frihet og ansvar

og det ordner seg som oftest for det

@ Anonym 44 minutter H
@ Anonym 44 minutter : Selvstendig
4 ha livet foran seg
. @ Anonym 44 minutter H
® Anonym 44 minutter b s . '
: elvstendighet
A finne ut hvem man er 9
@ Anonym 39 minutter : 29 :Anonym; 3 minutter H

man fér veere bade barnslig og voksen pé en At man forstar mer av verden rundt

What other youths have said about the
transition from youth to young adult

- Dette skal vi gjgre fremover

Sgke om... Avtale... Snakke om... Ordne...

Det finnes flere muligheter. Det er viktig & huske er at
prosessen med a finne og fa riktig boform kan ta tid,
sa det er fint & starte planleggingen i god tid.

Kommunal bolig

Eie egen bolig

Leie

Omsorgsbolig

Bolig med kommunale tienester

Nar gnsker du a flytte ut?

Nar ber vi seke om riktig statte/bolig?

Hvilken hjelp vil du trenge nar du flytter ut?

Hvordan vil du helst bo, og hvordan kan vi fa til det?
Hva begr vi planlegge for a til overgangen best mulig?

«Fyll inn det som skal
gjeres og hvem som skal
gjore det, og nar det helst
bgr vaere gjort »

«Fyll inn det som skal
gjeres og hvem som skal
gjore det, og nar det helst
bgr veere gjort »

«Fyll inn det som skal
gjegres og hvem som skal
gjore det, og nar det helst
bgr vaere gjort »

«Fyll inn det som skal
gjores og hvem som skal
gjgre det, og nar det helst
bgr veere gjort »

Les mer pa «Fyll inn kommunens nettside» og husbanken.no

The specific, potential transfers within
the transition for this youth

Frameworks for planning or summarizing,
to be done in the end of the conversation
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A stepping stone

The content and process of this tool can
be further developed and expanded. The
content exemplifies relevant information,
even if the format and tool can be further
developed and digitalized. Hopefully this
can be a stepping stone into further digital
development. It could perhaps integrate
into already existing platforms or future
stuff, like helsenorge.no, that seem to be
growing recently.

< = O

& tjenester.helsenorge.no

HELSE —
norge = WSy

Hei, Maria
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Q sek 2 Maria Vage Traasdahl

Dine overganger

Screenshot of helsenorge.no modified to exemplify a potential future feature.
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D: T'he dialogue

Design intervention: Cards as a starting point for dialogue between
services on the different sides, triggering reflection, awareness,
and potential new structures of collaboration - shifting towards a
transition focus, rather than transfer focus.

Stimulating dialogue / The cards / The ideal conversation: From transfer focused to
transition focused / Learning from "the golden standards” / Testing the conversation /

The puzzle pieces could become a produce / Digital co-creation / Reflections
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Stimulating dialogue

This intervention is a deck of cards intended to spark
dialogue between services at each side of a transfer. A
potential starting point for reflection, new approaches
and establishment of new collaborative structures
before, during and after the transfer.

"Today it's just a referral. Sometimes a joint session with the
former therapist.” - Psychologist, DPS

Reflecting on the gap

Bridging the sides is key to improve the experience of
the overall transition. Lets say a service, child and youth
psychiatry (BUP), have acknowledgedthatthey struggle
in transferring their young adults to adult psychiatry
(DPS). Agreeing there is a gap between them, they now
want to discuss the transition in detail to explore why
this gap is what it is and what it would take to bridge
it. This is when the cards are relevant. The prompts for
discussion are generalised to be relevant for (almost)
any transition between two public services.

This design intervention could contribute to bridge
today’s practice with the new practice through
reflections on differences, raised awareness and new
views on the process and how it can be done.
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Dialogkort om
overgangsforlagp

Overfering til nye tjenester er viktige og sarbare
overganger for unge voksne. Trygge overganger fra
tjenester for barn og unge til tjenester for voksne kan
forhindre brudd i behandling, mistillit eller andre
negative konsekvenser av darlig oppfelging i en ellers
sarbar periode av livet. Dette kan ogsa bidra til mindre
utenforskap og a minske antall unge ufare.

Disse kortene tar opp viktige problemstillinger
tjenester bgr diskutere og utforske videre, pa veien
mot et semlast overgangsforlgp. Bli mer bevisst pa
overgangen som en helhet, diskuter utfordringer med
kolleger og tjenesten pa“den andre siden”for a sikre at
unge voksne ikke faller utenfor oppfalging, men faler
seqg forberedt og ivaretatt gjennom hele overgangen.
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The cards

These are conversation starters focused on different
issues that require discussion and new procedures
to mature. The cards highlight the individual leverage
points, and together they represent a relatively holistic
set of possibilities. These cards could be used both
digitally and physically, as conversation pieces or
puzzle pieces of a procedure.

The first card (on the right) is an introduction, followed
by an overview of the suggested stages; before, during
and after the formal transfer. These are given different
colors.

In the bottom part of each card there is a “why"-section.
This is a response to the finding regarding lack of a
common understanding of the reasons to prioritize
transitions - like a coordinator said: ”/ do not think we
will get anywhere until we know why we are doing
this." This reasoning could help professionals see the
value of paying more attention to the user needs Iin
different parts of the transition, or discuss it further if
the disagree.

Dialogkort om
overgangsforlgp

Overfering til nye tjenester er viktige og sarbare
overganger for unge voksne. Trygge overganger fra
tjenester for barn og unge til tjenester for voksne kan
forhindre brudd i behandling, mistillit eller andre
negative konsekvenser av darlig oppfelging i en ellers
sdrbar periode av livet. Dette kan 0gsa bidra til mindre
utenforskap og & minske antall unge ufere.

Disse kortene tar opp viktige problemstillinger
tjenester ber diskutere og utforske videre, pa veien
mot et semlgst overgangsforlgp. Bli mer bevisst pa
overgangen som en helhet, diskuter utfordringer med
kolleger og tjenesten pa“den andre siden”for & sikre at
unge voksne ikke faller utenfor oppfelging, men faler
seg forberedt og ivaretatt gjennom hele overgangen.

Oppstart og
introduksjon

Hvordan skal oppstart og introduksjon
til forlapet forega?

(Eksempel: Samtale, informasjonsskriv eller lignende)

Hvilken informasjon bgr ungdom og
pargrende fa om overgangen?

Hvorfor?

En tydelig introduksjon og samtale om veien
videre kan bidra til & minske usikkerhet og gi
ungdom og pargrende mulighet til 4 stille
spersmal og forberede seg pa det som kommer.
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Fasenei et
overgangsforlgp

Et overgangsforlgp ber besta av tre faser:

Far: Introduksjon

Identifisere ungdom som skal overfares og
introdusere overgangen som tema. Etablere
forste kontakt med mottakende tjeneste.

Under: Overfgring

Forberedende kontaktpunkter og informasjons-

deling med mottaker. Trygt fellesmote med
avsender og mottaker, og tid til 3 bli kjent.

Etter: Etablering

Tid til tilvenning og etablering av relasjon til
ny tjeneste. Avklaring av pargrendes rolle.

Kontaktpunkter med
mottaker far/under
overfgring

Hvilke kontaktpunkter bgr det vaere
mellom avsender og mottaker?

Bor det tilbys fellesmgter/konsultasjon?

Under : Overfaring

Forberedende kontaktpunkter og informasjons-
deling med mottaker. Trygt fellesmote med
avsender og mottaker, og tid til & bli kjent.

Avklar pargrendes rolle

Ungdom har ulikt behov for statte
fra pargrende. Hvordan avklares
det hvor involvert og oppdatert
skal pargrende veere?

Hvorfor?

Fellesmater kan vaere et trygt mellomrom
der tidligere ansvarsperson kan faglge
ungdom videre. Erfaringer kan utveksles og
ungdom kan oppleve kontinuitet, selvom
det er en del nytt.

Examples of the in total 20 cards. See them attached.

Hvorfor?

Det er viktig & avklare hvordan unge voksne
@nsker & involvere sine pargrende i oppfal-
gingen, hvilken informasjon de skal ha
tilgang til og lignende. En samtale om dette
kan gjgre at unge voksne tar et mer bevisst
valg knyttet til pargrendes rolle.




5 The design interventions: D : The dialogue

The ideal conversations: From transfer
focused to transition focused

The cards are intended to stimulate conversations
about differences, mindsets, user experience and
potential processes.

In a dream scenario, the services and roles on opposite
sides of the transfer would get together and have
sessions of discussion and reflection, sharing and
listening to each other’s perspectives on the transfer.

Ideally, the conversations would stimulate reflections
that are generally not prioritized across professional
silos. A deeper understanding of "the other side" could
broaden the perspective of the transfer, and shift the
focus towards the longer, fragile transition and the
user experience in this period that stretches from one
serive to another.

The dialogue could create less "competition" or
disclaiming responsibility,and knowing what "the other
part” expects, wish for, contribute to or see potential
in. What are the differences between them and where
could they go the extra mile, even though it benefits
the other service more?
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Learning from "the golden standards”

This concept was an opportunity to use and
summarize the learning from researching
existing solutions and practice. | based the
cards on healthcare-focused guidelines, or
“golden standards”. These references inspired
the content of the dialogue prompts.

Overganger (Transisjon)

Pasienten skal gradvis fa et gkende ansvar for egen helse. Dette omfatter kunnskap, ferdigheter, holdninger og handlinger.
Nar en pasient ma overfgres mellom klinikker, mellom avdelinger eller mellom barne- og voksenavdelinger, har behandler
som avslutter pasientkontakten og behandler som skal fglge opp pasienten videre et felles ansvar for & planlegge
overfgringen. Likeledes skal overgangen fra spesialisthelsetjenesten til primzerhelsetjenesten, hjemmet eller annen
behandling veere forutsigbar og koordinert.

Malet er en koordinert og forutsigbar overfgring som skal sikre en trygg og sammenhengende ivaretakelse av pasienten og
pasientens familie.

Forberedelsesfase Overferingsfase Etableringsfase
12-16 ar 16-18 ar 18-26 ar

| mgtene med pasienten og familien skal de mgtes med "Hva er viktig for deg?"
Forberedelsesfase 12-16 ar

¢ Start forberedelse av overgangen med pasienten og omsorgsperson

¢ Informasjon skal veere tilpasset pasientens og omsorgspersonens individuelle forutsetninger som alder, modenhet,
erfaring og kultur- og sprakbakgrunn. Informasjon skal gis pa en hensynsfull mate. Det ma sa langt som mulig sikres
at mottagerne har forstatt innholdet og betydningen av informasjonen (pasient og brukerrettighetsloven med
kommentar s 76)

* Gi pasienten og omsorgsperson skriftlig informasjon og informer om aktuelle laeringstilbud, brukerorganisasjoner og
nettsider som feks sykehusets nettsider til barn og unge, ung.no, ungdomsmedisin.no, helsenorge.no

Overforingsfase 16-18 ar

¢ Helsepersonell pa barne- og ungdomsavdelingene forbereder overgangen med pasienten og omsorgspersonen i god
tid

* Henvis til sosionom der hvor pasienten er innlagt, for samtale om om blant annet rettigheter, utdanning og
arbeidsliv. Sosionomtjenestens arbeid med barnefamilier

® Barne- og ungdomsavdelingen henviser pasienten til voksenavdelingen med kopi til fastlegen og planlegger et

overfgringsmegte i samarbeid med mottagende avdeling

Etabler en kontaktperson i voksenavdelingen som har ansvaret for mottaglesen av pasienten og a tilby omvisning fgr

overfgringen finner sted

Overfgrende avdeling har ansvar for a vurdere hensynet til spesielle forhold som f.eks. sprak, kognitive vansker e.l.

og informere voksenavdelingen om dette

Etableringsfase 18 — 26 ar

Var oppmerksom pd at dokumentet kan vaere endret etter utskrift.
|Remings|inje Ungdom og unge voksne pasienter 12-26 &r —mottagelse, oppfalging og overfaring | Utskriftsdato: 06.01.2021
[Dokumentansvarlig: Stine Arntzen Selfors [Godkjent av: Selvi Andersen [Dokument-Id: 128425 - Versjon: 1 | Side2av4

Guidelines for the transition by Oslo University Hospital

The two examples below are both developed in close collaboration
with youth counsils at the two hospitals, which strengthens the
viability and credibility of the recommendations.

Transisjonsprogrammet bestar av

[ ]

Overordnede retningslinjer

e LUngdomsvennlig brosjyremateriell

L]

Opplaringspakke for helsepersonell

FORBEREDELSESFASE
12-16 AR

L

Denne fasen handler om & introdusere
temael og drefte transisjon med pasient
og foreldre. Det rettes fokus pa at ung-
domstid mye handler om det & ta mer
ansvar selv og dermed {4 sterre frihet

&

TEMA OG

Introdusere og diskutere transisjon med
pasienten og foreldre
Informasjon om rettigheter
Tilly dell konsultasjon; litt av konsultasjo-
nen uten foreldre

ELEMENTER

Uperasjon selvstendighet — brosjyra
Mine rettigheter — brosjyre
Min fastlege — brosjyre
Min helse - sjakkliste

MATERIELL TIL
UNGDOM

8b

“Det a bli overfort fra barne- til voksenavdeling
er veldig toft, det er veldig vanskelig.”

Guro Elshaug Schjgnneberg,
leder av Ungdomsradet

OVERFORINGSFASE
17-18 AR

UNG VOKSEN FASE
19-25 AR

| denne fasan skjar den formelle overfe-
ringen av ungdomspasienten fra Barne-
og ungdomsklinikken til mottakendea
voksenavdeling. Malet er en forutsigbar
og koordinert averfernng som gir en sam-
menhengende behandling.

Denne fasen handler al ungdom skal bli
kient og trvga i ny avdeling og motta tilpas-
sel helsehjelp ut ifra alder og modanhet |
overgang til voksenliv.

Klar for voksenavdeling?
Koordinert overfaring
Overfaringsmaler

Velkommen til oss
A bli mett som ung voksen

Klar for overaring — sjekkliste
Velkommean til samtale - kort

Velkammen til Avdeling for (...) - brosjyre fra
mottakende avdaling for voksne

Transition program by AHUS (ungdomsmedisin.no)
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Testing the conversation

The 'final form’ of the intervention emerged thanks to a
testing session. The participants were a psychologist at
the child side (BUP) and a psychologist at the adult side
(DPS).

We had a digital session, where | explained the overall
concept and discussion points, and they were asked
to discuss them and co-make an ideal process using a
digital work sheet (to the right). The conversation turned
into an in depth reflection between them. “We do not talk
that much about what the transistion is like, and we are
a bit bad at assessing what it is like,” the psychologist
on the child side said, and the other replied with saying
“These are questions that needs discussion, and it
sheds light on some issues. We can dicuss it, and that
in itself is valuable to be able to change it.”

The test validated the proposal, but they were also
guestioning the making of an ideal procedure based on
these leverage points, given the frames of the system
today.
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Sett et tydelig startpunkt for fasen

Hvor lenge far den formelle overfagringen

ber forberedelsene starte?
(Eksempel: Minst 6 mnd. fer overfaringen)

Tematisere overfering 4-5 mnd far tenkt
avslutning ved BUP.

Identifisering avungdom

Hvem har ansvaret for a identifisere de
som star overfor en overgang?

(Eksempel: Behandler, sekretzer, avdelingsleder)

Behandler i samtale med kollegagrupper

Oppstart

Hvordan skal oppstart og introduksjon til

forlgpet forega?
(Eksempel: Samtale, informasjonsskriv eller lignende)

Foreligge henvisning, og gjort en
vurdering om at pasienten har rett til
helsehjelp i spesialisthelsetjenesten.
Samtykke fra pasient om at vi kan
kommunisere ma foreligge.
@deleggende at tidligere behandling
fortsatt fungerer som behandler etter
overfgring. Samhandling ber skje ved nytt
behandlingssted, ny behandling tar
ansvar, og tidligere behandling fungerer
mest som en stotte.

Ugunstig med parallelle I@p.l

Hvilken overordnet informasjon ber
ungdom og pargrende fa om
overgangen?

Vurdere mengden... Det handler ikke
bare om a bytte tjenester, men a tre inn i
en voksen verden.

Opprett kontakt med mottakende tjeneste

Hvilke rolle(r) i mottakende tjeneste bar
det opprettes kontakt med?

(Eksempel: Leder, behandler, kontaktperson, sekretaer)

Ny behandler

Koordinering med andre tjenester

Hvis andre overfgringer foregar parallelt,
hvordan begr eventuelt koordinering
forega? Eller andre tjenester man ber
veere i kontakt med..

e

Fastlege
Barnevern

The particpants were asked to summarize their answers while discussing each point.




5 The design interventions: D : The dialogue
These are some of their reflections:

‘A smooth transition can
contribute to a cultural change
because the transition may be a
bit cunstructed. It is sometimes
tough when | think of those who
are going over to DPS, because
the frames are narrower there and
the patient must be able to make
changesthemselves. [fyouare not
there, we will end the treatment.”

- Psychologist, BUP

‘I can imagine that it (joint session with old
and new psychologist) is very popular for BUP
psychologists and very unpopular for DPS
psychologists. We get to come with and make
it safe, because it can feel quite brutal to just
send them out into adulthood.”

- Psychologist, BUP

Kontaktpunkter med
mottaker far/under
overfagring

Hvilke kontaktpunkter bgr det veere
mellom avsender og mottaker?

Bar det tilbys fellesmgter/konsultasjon?

Hvorfor?

Fellesmgter kan veere et trygt mellomrom
der tidligere ansvarsperson kan fglge
ungdom videre. Erfaringer kan utveksles og
ungdom kan oppleve kontinuitet, selvom
det er en del nytt.

"l do hear of people who follow them to the
first session at DPS, it happens, but maybe
as a psychologist in DPS you might be more
overwhelmed by it - that you feel that you are
taking over another psycologist’s project - and
that it can be a clinch between BUP and DPS. ”
- Psychologist, BUP

"Yes, feeling that now the previous treatment

will set guidelines for how | should do the
treatment...” - Psychologist, DPS
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Avklar pargrendes rolle

Ungdom har ulikt behov for statte
fra parerende. Hvordan avklares
det hvor involvert og oppdatert
skal pargrende veere?

Hvorfor?

Det er viktig & avklare hvordan unge voksne
gnsker & involvere sine paraerende i oppfal-
gingen, hvilken informasjon de skal ha
tilgang til og lignende. En samtale om dette
kan gjare at unge voksne tar et mer bevisst
valg knyttet til pargrendes rolle.

"It says that you should cooperate with next
of kin, but no one does. [t is more gathering
information than collaborating.”

- Psychologist, DPS

“lalso think it's about who ends up working with
adults and who works with children. Some are
concerned with accountability (...). And those
who are young fall a bit between right there -
those who are not quite there, that they are not
completely responsible yet.”

- Psychologist, DPS
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From puzzle pieces to process

In the long run, | imagine that conversations like this
could spark new initatives and turn into new ways of Etfydelly sferfpiurkt

for forlepet
seeing and doing transfers ~—
H ber/kan forberedelsene starte?
g g u Fﬂr 3 |ntr0dUijOn Hvilke forberedelser er det snakk om?
(Ekssmpat: Minst . for cvetaringen) Oppstart og
introduksjon
Hvorfor? Hvordan skal oppstart og introduksjon
Det er viktig 4 sette et tydelig startpunkt, slik — til forlopet forega?

at man sikrer at alle ungdommer som star
overfor overgangen far riktig, tidsnok og
tilpasset forberedelse. Det ber ogsé veere

Imagine that a cross-service work group is established
an d uset h e Cca rd s to start th e p rocess Of d efl N | N g new T i T B o et o el eyl

introdusere overgangen som tema. Etablere
forste kontakt med mottakende tjeneste.

routines for the transfer. They could sit down together
and dig into the practicalities of the process, from &
beginning to “end”, using the cards/leverage points

as promts and to lay out the steps of the process.

This would be followed up by a period of testing and |

implementation. ldeally, various roles within each el fetng med motiater

service are involved. etk

(Exsempel: Samtale, informasjonsskriv oler ignende)

Under : Overfgring

F og
T . deling med mottaker. Trygt fellesmgte med
Bli litt k]ent avsender og mottaker, og tid til & bli kjent.

Hva kan gjeres under overferingen for Sta rt infOI'maSjOnS'

Nar kan informasjonsdelingen starte?

Hvorfor?

A gi mulighet for 4 bli litt kient med nye Avsender har ansvar for & vurdere hensynet til
spesielle forhold som f.eks. sprak, kognitive

omgivelser og ansikter i forkant av ny vansker .. og informere mottaker om dette.

oppfalging/behandling kan vaere verdifult
og gjore overgangen mindre skummel,

FIRCR T \
Hvorfor?
j ing er avgj for

og utveksling av data, vurderinger og erfaringer
pé tvers av tjenester. Ungdom og pararende bor
slippe 4 gjenfortelle hele historien pa nytt.

Etter: Mottakelse

Tid til tilvenning og etablering av relasjon til
ny tjieneste. Avklaring av parerendes rolle.

Mottakelse

Hvilken informasjon ber gis ved
mottakelse, og i hvilket format?

Tilvenning

Utover den vanlige oppfalgingen,
—— hvordan kan man legge til rette for
Hvorfor? en periode med tilvenning til nye
Informasjon om den nye tjenesten som ikke rutiner og omgivelser?
allerede er gitt bor gis ved mottakelse. Dette
kan gis via en samtale, link, brosjyre eller
tilsvarende. Da har den unge voksne og
parerende mulighet til 4 bli godt kjent med Hvorfor?
den nye tjenesten dersom de @nsker det, fa
kontaktinformasjon og kjennskap til ulike
tilbud og eventuelle krav.

Noen enkle grep kan bidra til at den unge
voksne blir trygg pa nye omgivelser og
rutiner, for eksempel omvisning eller
lignende. Det er viktig 4 gi den unge voksne
muligheten til & utrykke behov, ansker og
stille sporsmal.
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Digital co-creation

This is an example of what | imagine a co-creation work
sheet to look like, using the cards as a framework for
co-creating and documenting procedures/routines.
|ldeally this would be a digital, living document, that
several people could co-create at the same time.

The familiar

| chose to exemplified the use this way because
the format is familiar to the services. This can lower
the threshold for use, and simplify the process of
simultaneously creating the procedure - even across
services and distances.

The formal

A typical document like this also brings with it a level
of formality that can help raise the credibility and trust
towards the content and purpose.
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2

Normal tekst « Open Sans

1 1 2 3 4

¥ 9 100 | 11 120 1 130 | 140 | 15 hlb

Et tydelig startpunkt
for forlgpet

Hvor lenge for selve overfgringen
bar/kan forberedelsene starte?
Hvilke forberedelser er det snakk om?

Tematisere overfering 4-5 mnd for tenkt
avslutning ved BUP.,

Identifisering av
de som snarteri
overgangsforlgpet

Hvem har ansvaret for & identifisere de
som star overfor en overgang?

Behandler i samtale med kollegagruppe.
hver tirsdag.

Oppstart og
introduksjon

Hvordan skal oppstart og introduksjon
til forlopet forega?

Hvilken informasjon bar ungdom og
pargrende fa om overgangen?

Foreligge henvisning, og gjort en
vurdering om at pasienten har rett til
helsehjelp i spesialisthelsetjenesten.
Samtykke fra pasient om at vi kan
kommunisere ma foreligge.
@deleggende at tidligere behandling
fortsatt fungerer som behandler etter
overfgring. Samhandling bar skje ved nytt
behandlingssted, ny behandling tar
ansvar, og tidligere behandling fungerer
mest som en stgtte.

Ugunstig med parallelle lap.

4

M1 + B I U A » oFI[LQ-~

18
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Reflections

| believe this intervention has more to it than | have
been able to portray and detail. To extract value beyond
the conversations and reflections, this could benefit
from being developed further by someone with the
resources, competence and incentives to bring it to
the next levels.

Testing the transition focus, | saw that there are
interesting tentions between user needs and
professional procedures. It is safe to say that this is
bigger than converastions and will to change. There
is clearly a distance between today’s system and a
system that facilitates for these seamless transfers.
Still, 1 believe the value of having services be more
aware of each other, willing to share benefits and take
partin a collaborative process is key to reach the vision
of a seamless transition. You have to start somewhere.
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6: I he long term,
systemic change

Chapter six

The previous interventions are examples of how more low

hanging fruits can be leveraged to bridge today’s practices

and new practices. This chapter, however, outlines some of

the more systemic and long term work required to reach the Beyond the low-hanging fruits / The complex barriers / A longer process /
overall vision of a seamless transition. Potential stakeholders / Connecting to existing initiatives



6 The long term, systemic change

Beyond the low-hanging fruits

The interventios are examples of smaller steps to
start exploring the overall transiton. Critics might say
that the interventions are “quick fixes” to challenges
that require a more systemic approach by detangling
structures all the way from user experience to laws,
organisational structures and finances. | believe both
approaches can be true at the same time and coexist.
| am in no way claiming that the previous interventions
are enough to solve this complex transition - but they
are stepping stones into a public sector that is more
aware and focused on proper transitions, rather than
just transfers, and how to execute them.

The next page show is a summary of the key, systemic
challenges that needs proper attention for the vision of
a seamless transition to be accomplished.

N

A\ 4
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The complex barriers

Division of responsibilities before,
during and after handovers

Transfers and todays gaps can not
be "no mans land” . Youth should
not be left hanging between
responsibilities. Boths sides need
to take more responsbility for the
transition in itself, on top of their own
separate tasks, goals and processes.

Knowing and understanding
each other across services

A Dbetter understanding and
communcation across the different
services surrounding the youth
can make it easier to see measures
and plans more holistically, and
coordinate them.

Flexibility to adapt
to individual needs

Today’s structures are relatively
rigidandfocused onequal, standard
procedures that limit the level of
flexible, individual adjustments.

Sharing of information

Digital legacy systems, as well
as privacy laws and other laws,
complicate and limit todays sharing
of information, that in turn prevents
continuity and seamless handovers.

Measuring qualitative
and long term value

Long standings structures of
measuring numbers and other
quantitative benefits compete
with the wish to deliver more
qualitatively desirable services.
This makes it hard to prioritize
transitions side by side with other
aspects of the follow-up.

= = —

g
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A longer process

Exploringwhat|limagineasanecessary,longerprocess
to reach the vision of a seamless transition, | sketched
a brief foralarger, long term project. This project would
create a framework for the holistic, seamless transtion
(overgangsforlgp) across sectors, services and
levels, based on previous work and further research.
Getting to implement this would require a series of
smaller explorations into the systemic challenges
like coordination, sharing of information and benefit
realisation, and result in structural changes and quality
Improvement on specific areas over a longer period.

| tested the draft of the project in conversation with
a quality chief at a hospital. This was quite a reality
check, where she emphazised some of the key factors
needed to include hospitals in the development, and
their limitations in terms of time, priorities, budgets,
iImplementation processes and so on. Examples are
the importance of ownership, concrete interventions
and quality improvement over at least a year.

Lastbut notleast | presentated the ideato the StimulLab
project group, with a feedback session in Miro after.
See some of their feedback in the post-its to the right.

Utkast prosess

PA TVERS AV VIRKSOMHETER

Samle og analysere Innsikt

eksisterende arbeid

1 2

Utvikle og validere
overgangsforlop

3 eo
AB

PER FLOKE

PA TVERS AV

Dypdykk i ulike Forberede
floker/kritiske

punkter

Hva ville dere gjort hvis dere skulle
igangsette/gjennomfore dette?

integrert det i
stimulab
prosjektet (
Ungdom-
voksen)

Vurdere
som
pakkeforlgp

—

involvere og

fokusere pa
kommune
(potensiale)

KS - Radikal

innovasjon

(knytte seg
til det)

L —

Post-its from feedback
session with Stimulab-project
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Overgangene
i
overgangene
er viktige

Finne de
lopene som
pagar.
(pagende
prosjekt)

o
A

Validert
overgangsforlgp

Jeg tror tydelig
avgrensning kan
vaere viktig, for &
klare a favne om

prosjektet og a
kommunisere det

godt.

Ma fa en
offentlig
instans til a eie
det (eller KS)

®
B

Definere kritiske punkter
for videre dypdykk

Sketch of a potential process

Konkretisere
muligheter i gode
eksempler som er
lette & forsta, for a

"selge inn".

——

Helse Pilot kan veere
aktuelt & seke midler
pa, i hvert fall den
delen som kan
realiseres til den digital
plattform med
nzringspotensiale

o
C

Konkrete implementer-
ings”pakker” med tydelige
steg, mal og gevinster

implementering

VIRKSOMHETER  PER VIRKSOMHET

_______________________

_______________________

Kvalitetsforbedring
over tid

o
o

Det pa kunne peke pa hva
det koster samfunnet a
ikke realisere prosjektet og
peke pa gevinster
(kvantitativt) og verdier
skapt (kvalitativt hos
brukeren) prosjektet kan
skape, er viktige
“innsalgsfaktorer".

Knytte opp
mot NAV -
fa alle i
arbeid

®
D
Evaluering og spredning

av generelle overgangs-
erfaringer
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The potential stakeholders

Thisisan example of key stakeholdersand
roles, in different levels and sectors, that
could play a part in or be affected by the
shift towards a seamless transition. The
shift requires collaboration across most
of these (some more than others). This
shows the complexity and the landscape
of different stakeholders, which also
says something about the number of
professional backgrounds, goals and
tasks that potentially meet or overlap In
this transition.

Kommunal sektor

Lokalforvaltning

Kommunale tjenester

Ansvar for innbyggernes
grunnlegende velferdsgoder

Skole

NAV Kommune

PP-tjenesten

Helsestasjon

Fastleger

Skolehelsetjenesten

Fysio/ergoterapi

Helsestasjon for ungdom

Psykologtjenester

Legevakt

Hjemmetjenester

Frisklivssentral/lzerings-
og mestringstilbud

Habilitering- og
rehabiliteringstjenester

Boligkontoret

Barnevernet

Kommunal administrasjon

Fylkeskommunale tjenester
Administrative oppgaver og
tjenester pa fylkesniva

Tannhelsetjenesten

Videregaende oppleering
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Statlig sektor

Nasjonal forvaltning

Statsforvalteren

Ytre etat

NAV Fylke
Hjelpemiddelsentralene

Statped

Direktorat

Arbeids- og veferdsdir.

Barne, ungdoms- og familiedir.
Utdanningsdirektoratet
Digitaliseringsdirektoratet
Helsedirektoratet

Direktoratet for e-helse

Departement
Arbeids- og sosialdep.

Barne- og familiedep.

Regionale helseforetak

Sykehusene

Barne- og ungdomspsykiatri

Opptrening og rehabilitering

Leerings- og mestringssenter

Styringslinje

Helse- og omsorgsdep.

Kunnskapsdepartementet

Kommunal- og
moderniseringsdep.

Regjeringen

Sentrale roller
Fastlege
Leger
Sykepleiere
Leerer
Sosionom
Helsesykepleier
Psykolog
Miljgterapeut
Fysioterapeut
Ergoterapeut
Tannlege
Spesialpedagog
Hjemmesykepleier
Verge

Koordinator

Brukerstyrt personlig assistent

Veileder/radgiver



6 The long term, systemic change

Connecting with existing initiatives

The StimuLab-projectwill resultin several
initiatives, from projects to programs and
assignments. | imagine that working with
this transition could be connected to
initiatives in the continuity of this work
with the life event.

Another example could be expanding the
role of the municiplaities in the existing
guidelines, that are mainly developed
from a hospital perspective. This could
make the transition more holistic and
connected to local services as well as the
specialist services.

A Dbill proposedin march by four ministries
and the Primeminister’s office propose
changes in several relevant laws. This
could initiate improvements on several
relevant points - even though it is mainly
focused towards children.
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/: The reflections

Chapter seven

My reflections on related A constructed divide / Standard procedures or individual adjustments? /
themes and the context. Meeting in the middle / Evaluation



7 The reflections: Age

A constructed divide

Allyouth are different. Life style, socio economical
background, culture, living conditions, family life,
social life, health, and so much more, affect what
you are like at the age of 16 or 18, or even 40.

Some service offerings are connected to
generalized stages in life, not necessarily
taking differences into account. Age as a way to
categorize citizens goes way back, and this way of
sorting people generally works most of the time.
It is an example of a tranditional structure, heavily
bound by law, organisational structures and
financial structures that are hard to uproot. These
are not random ages, even though it is a social
construction, as the categorization is backed up
by scientific perspectives on development, life
situations and needs.

| am not proposing that age is removed as a
parameter, or removing 18 as the legal age, at all.
Butldowantto pointattheimportance of flexibility
in public services, to better accommodate the
needs of individuals. What other parameters
could be used to determine whether someone is
mature enough, ready or even prepared for the
accountability you are met with at the adult side?
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7 The reflections: Age

Thewaylseeit,theemphasisonageandthesharp
divide between the two "sides" are potentially in
conflict with the aim of giving adapted service
offerings.

Let’'s look at two contrasting examples. In
psychiatry, there is a relatively sharp divide
between the two sides. Trust is key to good
treatment and progress, and focusing heavily on
ageratherthanmaturityandreadinesscould break
the safe chain of treatment, potentially making
you resist further follow-up. Omsorgsstonad is an
example of a financial measure that is adapted
to needs rather than age. This is the financial
support parents are given if they perform care
tasks that could be done by the muncipiality. This
support lasts until the youth moves out, rather
than a certain age. To me, this seems to be a more
reasonable criteria.
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In some of the more theoretical conversations with
Interviewees, we discussed age as a parameter.
Some were willing to join me on my trail of thoughts,
agreeing that age might be too limiting, while others
were skeptical. | even got “now you are being naive”
as a response, followed by an in depth description of
the amount of assessments and time it would take
to consider every case using criteria besides age.

What if there was a flexible “grey area” from 17
to 19, for instance, where each service transfer
was planned and executed according to each
individuals needs?



7 The reflections: Individual needs

Standard procedures or
individual adjustments?

There is of course a reason why we have these
ages that represent a shift. Age comes with
several important rights that we do not want to
tamper with. A relevant principle for the public
sector is the one of equal treatment, which says
thatthere should notbe unfoundeddiscrimination
in public services. This, in addition to efficiency,
is part of why services have standard procedures
and requirements for documentation. This has
created a culture and structure that limits both
time, competency and resources to assess and
adjust service offerings in any comprehensive
way - even though there might actually be legal
room to adjust according to individual needs.
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Is equal treatment competing with a more
"modern” desire for tailor-made services, or
can this be balanced in any way? Can we do
individual adjustments without compromising
equal treatment, or create unwanted variation?
What has to be equal, and to what degree can
service offerings be adapted to individual needs,
situations or wishes? Would this require endless
considerations and assessments, and is there
competence and capacity for it?



7 The reflections. Collaboration

Meeting in the middle

There are fundamental differences between the
different services connected to the transition.
They are different, not just in their competency
or way of organizing, but in their ways of seeing
people, their situations and approaching support
ortreatment. One side emphazise childrens rights
and needs,the otherseesyouasyetanotheradult.
This all affects their level of flexibility. Bridging
such complex stakeholders is time consuming. It
requires extensive co-creation to find the proper
elements and routines to link and enable good
collaboration between them. Long standing
legacy structures have to be challenged or left
behind. This is tedious, potentially tiring work for
the system, asitrequireslongterminvestmentand
engagement across relatively autonomous and
different professional opinions and perspectives.

This is not about collaboration for collaborations’
sake. There are important parts of the transition
that does not require collaboration, but rather an
increaced focus on youth as a group in and of
itself, in between and separate from both children
and adults.
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7 The reflections

Reflections on the process

| hope and think that the process in itself has indirectly affected
the system through the involved people, as a result of the
reflections, discussions and testing of my interventions.

Every conversation brought with it another set of perspectives
and reflections. This was very valuable, and | could have always
tested more or involved more youth and next of kin. Still, | feel |
made a reasonable prioritization for this time frame, scope and
intent of this project.

In a continuation of this project, | would have conducted further
testing and analysis of what it would take to make the vision
of a seamless transition work in practice. This would include
exploring the complex barriers, how and where to start, to
ensure prioritization and long term investment.
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8: Theclosing thoughts



Small steps to bridge “sides”

My belief in small steps towards larger, systemic
change has increased throughout this diploma
project. This could of course be complemented
with more visionary conceptualization of ideal
and future interventions. | see the outlines of this
in recent strategies, guidelines and initiatives.
Either way, the development of connecting the
child oriented and the adult oriented sides of
public services is dependant on finding ways to
prioritize transitions and transfers side by side
with the traditional things that are "burning” here
and now. Moving from a short term to a long term
perspective would imply a huge leap from todays
financial models, but facilitating a safe and proper
transition into adult life would be an investment
and relieve public sector costs in the long run.

| believe there is a lot to learn from the healthcare
sector and improvements initated on the topic of
transitions. Thereal challenge however,is moving
past "the golden standards” and finding new
ways to actually implement and expand on the
guidelines. Further exploration of the systemic
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structures that prevent new collaborative

structures is crucial, in addition to avoiding the
massive steps and interventions that the system
can not handle in reality.
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Thank you

To those who contributed along the way, took
the time to share interesting perspectives and
experiences, reflect and discuss openly with me.

Kaja, for uplifting, continuous engagement
and valuable feedback emphazising the
user perspective, details and realism.

Heidi, for listening to, discussing and enrichening
my whims along the way, for sharing my passion
for the public sector and always inspiring me.
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The StimulLab-project Livshendelsen
Alvorlig sykt barn for having me onboard.

Siri, for sharing your great expertise
of designing within healthcare.

Angel and Lene, for sharing hours of work
through zoom - always in great spirits!
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Ann Kristin and Madeleine, for valuable
exchanges of feedback and motivation.

All the others supporting me through my
diploma semester!
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