T1D Exchange Quality Improvement Collaborative
Health Care Transition Workgroup

w3 FAISAL MALIK, MD, MSHS

= Assistant Professor | Department Pediatrics | University of Washington School of Medicine

(SFSLEAIE ChilcrSH Nl Investigator | Seattle Children’s Research Institute

Co-Director | Health Services and Quality of Care Research Fellowship

Director of Research & Medical Co-Director| Achieving Health in Emerging Adults with Diabetes (AHEAD) Program

SARAH CORATHERS, MD

Associate Professor | UC Department of Pediatrics | UC Department of Internal Medicine
Clinical Director | Division of Endocrinology
Director | Quality Scholars Program

E’
i
I
X
I

SHIVANI AGARWAL, MD, MPH

Associate Professor | Department of Medicine| Albert Einstein College of Medicine
Associate Director | Fleischer Institute for Diabetes and Metabolism

" Director | Supporting Emerging Adults with Diabetes (SEAD) Program

| Director | Type 1 Diabetes Programs




Objectives

* Review plan to use Got Transition’s Six Core Elements of health care
transition (HCT) to guide T1DX-QI HCT efforts

« Define Tracking & Monitoring Core Element
* Review T1DX-QI annual survey data on Core Element #2

« Share successes and challenges with tracking and monitoring the receipt of
HCT



Six Core Elements of Health Care Transition
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KEY POINTS

» Implementation of a structured transition process can support improved patient health
and societal outcomes for emerging adults with type 1 diabetes.

» Pediatric diabetes providers play a critical role in supporting health care transition plan-
ning and successful transfer to adult diabetes care.

» Effective transition to adult care requires active involvement from adult diabetes providers
to plan for incorporation of emerging adults into their practice.
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Just under 50% of pediatric centers maintain a registry
of transition-aged youth.

Does your center maintain a registry/database to identify transition-aged youth who will need to
transition to adult care?
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Yes No Unknown/Unsure
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Pediatric & Adult Diabetes Care | Core Element #2: Tracking & Monitoring
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