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Objectives

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

* Define “Transition Planning” core element for pediatric diabetes care

 Review T1DX-QI annual survey data on core element #4 for pediatric
diabetes care

« Define “Integration into Adult Practice” core element for adult diabetes care

« Share successes and challenges with transition planning of emerging adults
with diabetes



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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Slightly over 50% of pediatric centers document and
update a plan of care for transition.

Does your center document and update a plan of care for transition to an adult diabetes provider with

youth and parents/caregivers in the patients medical record?

Yes No Unknown/Unsure



Only 1/3 of transition care plans include findings
from patient’s transition readiness assessments.

Does the plan include readiness assessment findings?
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