This diagram is an illustration of the Care Continuation Model fully described in the document "Care Continuation for the Hospitalized Child - A Tested Model" Child Health BC 2016.
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Care Continuation processes are the same for Group 1 and Group 2 patients, however the number of providers involved and therefore intensity of activity in those processes increases in Group 2.
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for a child for a limited time. Psychosocial or service system complexities may need to be addressed to diabetes, Crohn's disease, asthma, etc. May or may not have significant psychosocial system barriers in addition to medical
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