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Transition from Pediatric to 
Adult Diabetes Care



Definition of Transition

Transition .éé ñthe purposeful, planned movement of 
adolescents and young adults with chronic physical 
and medical conditions from child -centred to adult -
orientated health care systemò Blum, Garrell & 

Hodgeman 1993.

é.the process should be uninterrupted, well 

coordinated,  comprehensive and flexible

Society for Adolescent Medicine

Transition vs. Transfer



Transition to adult health care.  Target Group

·~15%  Canadian children have a chronic illness        
(Canadian Paediatric Society 2007)

·Diabetes is one of the most common chronic 
illnesses

¹ Incidence  of diabetes in youth is increasing by 3% a year:                    
~20-32/100,000

¹ Prevalence:   ~1:300- 400 youth < 20 years

·5-10%  of all people with diabetes are <20 years

·Most have Type 1



Diabetes Health Care Follow-up: How and Why

Followed by a specialized diabetes health care team

·Support in achieving/maintaining excellent control

·Complication surveillance, early detection & 
treatment

·Feedback, coaching, psychosocial support, 
anticipatory guidance and problem solving

·Discover new options and tools



Dropping out:  The magnitude of the problem

·At the time of transition to adult diabetes care, drop -out 
rates are reported to range from 10 -60% 
¹ 25% at Sick Kids (1990)    [7% 2002 post intervention] 
¹ 25% type I and 35% type 2  Manitoba
¹ 13%Montreal
¹ 11% Calgary

· Characteristics of non-attenders:
¹ Pre-discharge:

ė Infrequent attendance at clinic
ėMore frequent hospitalizations
ė Higher A1c levels

¹ Post-Discharge :
ėMore frequent hospital admissions
ėPoorer well-being/perceived metabolic control



Risks of Dropping Out of Care

·Deteriorating metabolic control ïincreased risk of 
short term problems and the development of long 
term complications

·Missed opportunities for the early detection and 
treatment of complications that may develop

·Missed opportunity for support

·Important costs to the health care system



Young Adults with Diabetes:  A Vulnerable Group

·DM related hospitalization rates are higher 
[increased from 7.6 to 9.5 cases per 100 patient years 
in 2 yr post transition period.] Nakhla et al. 2009

·In Canada those 20-29 yrs old with DM have a death 
rate higher than those without DM (Health Canada 2003)

·In Manitoba young adults with diabetes, 26 times 
more likely to die than children with DM (Health Canada 2003)



Transition to Adult Care: the Challenges

Examples of challenges

Youth Developmental stage; intense social pressure
Competing priorities; 

Parents Changing role, loss of relationship with team

Pediatric Health
professional

Engaging youth in the transition process,
Developmentally appropriate care
Communication with adult providers

Adult Health
Professionals

Figuring out where the young adult is at.  Resist trying to 
change everything at once. Developing a trusting 
relationship

The Health Care System Recognizingand responding to issues unique to this 
population ïprograms, staffing, funding

Family practice Change in relationship ,, complication screening; 
provide continuity



Principles of Effective Transitions

1. Start early; foster healthy development

2. Involve the child/teen and family in the transition 
planning

3. Use a planned, coordinated  approach

4. Progress toward active participation in health 
management

5. Ensure good information transfer

6. Reframe leaving pediatrics as an achievement

7. Continually evaluate programs and services
Provincial Council for Maternal and Child Health, 2009



Transition Strategies That Work for Youth with Diabetes

1. Anticipatory Guidance: A developmental approach

2. The use of a transition coordinator

3. Young adult transition clinics

Outcomes:

·Reduced hospital admissions

·Reduced drop-out rate

Nakhla et al 2009



Entering school
Pre-adolescence

Graduation
Adult care

adolescence

Dependence Interdependence



Programs Supporting Transition Planning

·On-Trac transition framework (BC childrenôs Hospital)

·Good 2 Go Program (Sick Kids) : goal is to prepare kids to leave 

the pediatric system by 18yrs, with the skills and knowledge needed to 
advocate for themselves, maintain health promoting behaviors and 
utilize adult health care services well. Offers lots of on line tools and 
resources.  www.sickkids.ca/good2go 

·And more



Effective Strategy 2: Transition Coordinator

The Maestro Project : wwwmaestroproject.com

·Manitoba since 2002 : Coordinated case 

management by an administrative ombudsman. 
Reaches out. Multiple methods

·Helps young adults get and stay hooked into the 
system.  Culture broker for youth with type 2 ï
culturally sensitive approach.

Outcomes: High utilization; (95%); reduced drop 
out rate (40% to 11 %)



Effective Strategy 3: Continuity of Care

·Transition clinics and other models that promote 
overlap & communication between pediatric and 
adult care during early transitional period are 
effective

·Result in reduced drop out rate and fewer diabetes 
related hospitalization

[Nakhla et al 2009, Kipps et al. 2002 ]



Summary

·Effective transition is important. 

·To evaluate transition practices we must evaluate 
outcomes  (morbidity and mortality) over time

·It is possible to identify those most at risk for poor 
transition.  We should focus on this group.

·Transition tools are available.  We need to put them 
to use.  Itôs up to all of us.

·The role of the family practitioner is not well 
understood and is likely under utilized for continuity 
during the transitional period.  Need to explore



Thank You


