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Objectives

* Define “Transfer of Care & Transfer Completions” core elements for
pediatric diabetes care

* Review T1DX-QI annual survey data on core element #5 & #6 for pediatric
diabetes care

« Define “Initial Adult Practice Visit & Ongoing Care” core elements for adult
diabetes care

« Share successes and challenges with core elements #5 & #6 for pediatric
and adult diabetes care

« Discuss plan to transition to developing T1DX-QI quality measures for
health care transition



Six Core Elements for Pediatric and Adult Diabetes Care
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Fig. 1. Six Core Elements of health care transition for pediatric and adult diabetes practices. (The Six Core Elements of Health Care Transition™ are the
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About 1/3 of pediatric centers provide a transfer package
to assist in the transition to adult care.

Does your center provide a medical summary/transfer package to patients to assist them in the transition to

adult care?
35%
30%
25%
20%
15%

10%

5%

0%
Yes No Unknown/Unsure
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Only 27% of pediatric centers have a process in place

to complete a transfer of care.

Does your center have a process in place to check if the youth/young adult has been seen by an adult

Yes

diabetes provider (i.e. complete a transfer of care)?

No

Unknown/Unsure
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Future Meetings

* Holly to outline confirmed plan with September meeting dates
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