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Need for Transition Initiative  
Utility and cost of a renal transplant transition clinic  

in British Columbia 
 

 
 

 
 
 

  
 
“We estimate that providing transition care to adolescent renal transplant 
recipients is at least cost neutral and may provide a cost benefit to the 
healthcare system…  
Anticipate that with reports such as ours, healthcare providers will be 
obliged to make transition care a priority.” 
 

(Chanel Prestidge & Alexandra Romann &Ognjenka Djurdjev , Mina Matsuda-Abedini 
Pediatric Nephrology, 2012, 27:295–302) 

NO TRANSITIONAL CARE 
 

n=33 
 3 deaths/ 7 allograft losses 

 within 24 mths 
all unanticipated 

 

 TRANSITIONAL CARE 
 

n=12 
 

No death or allograft loss 



 
 
 
 
 
 
 

ON TRAC  
is a Province-wide Multifocal Initiative 

 
 
 
 
 
 
 

 
To ensure successful planning, preparation, 
and transfer of youth with chronic health 

conditions and/or disabilities (CHC/Ds) from 
pediatric care to the adult care system, with 

attachment to primary care and specialist 
services.   



PEDIATRIC 

 Family focused 

 Parental involvement 

 Consent 

 Multidisciplinary 

 Developmentally oriented 

ADULT 

Client-centered 

Autonomy 

Access to information 

Referral based 

 Single physician 

 Long term complications 

Pediatric & Adult Specialty Care 
Two Different Cultures 



Summary: 
Improving the Transition experience 

 

Safety, basic 
needs 

Preparedness 
Connectedness 

Engagement 

Attachment 

•Better communication between providers 
 

•Better  communication with youth 
 

 



Transition Model  
 for Continuity of Care  in BC 



 
 Closing the Gap 

Youth Transitioning to Adult Care in BC 

A Policy Paper by BC’s 
Physicians    December 2012 

All BCCH patients should 
have a Family doctor 
 
Adult Health Care 
provider identified one 
year before discharge by 
health authority 
 
Transition resources for 
individual Pediatric 
programs 
 
Collaborative processes 
across Pediatric Divisions 
 
Data collection/outcome 
 
 https://www.bcma.org/.../1984-BCMA%20Youth%20Transitions.web. 



On TRAC: Transitioning  
RESPONSIBLY to Adult Care  

 
    ROLES 

RECORDS 

RESOURCES 

              REGIONS 

RESEARCH 

RESULTS 

RISK/RESILIENCE 

RANGE 

CONTENT 
PROCESS 

 

CLINICAL SERVICES 
HEALTH SYSTEMS 
YOUTH/FAMILY 
TECHNOLOGY 

  

ENGAGEMENT 
COLLABORATION 

 



On TRAC: Transitioning  RESPONSIBLY 
to Adult Care  

 

RECORDS 

RESOURCES 

RESEARCH 
CONT 

CONTENT 
INFORMATION 

DATA 
WORK LOAD 

PROCESS 
STRATEGY 

TOOLS 
RESOURCES 

 

COLLABORATION 
ENGAGEMENT 

TOO 
CHALLENGING 

TO  
SUCCEED  

 

TOO  
IMPORTANT  

TO  
IGNORE 



Approach to Transitions System Change and Evaluation  
 
 

COMMUNITY and 
YOUTH 

ENGAGEMENT 
 

• Youth/Family 
Workshops 
 

• Youth Advisory 
Committees 
 

• Online 
Resources 
 

• Phone apps 
and tools 
 

• Mentorship 
 

 
 
 
 
 

STANDARDIZE 
CLINICAL 

DOCUMENTATION 
 

Standard 
Templates for 
Preparation & 

Transfer 
 

• Transition 
Clinical 
Pathway 
 

• Medical 
Transfer 
Summary 
 

• Transition Care 
Management 
Plans 

 
 

HEALTH SYSTEMS 
 

• Physician 
Attachment - 
Most Responsible 
Physician 
 

• Reimbursement 
 

• Referral  
Networks- 
Divisions of Family 
Practice 
 

• Physician 
Education & 
Support 
 

• Organization of 
Care for Continuity 

 

SYSTEM DRIVERS 
 

1. Policy 
 

2. Data collection 
 

3. Evaluation 
 

4. Collaboration 
Integration 
Accountability 
between Health 
Care Services 
 

5. Resources for 
Providers & 
Youth/Families 
 

6. Education / Skill 
Building 



Bryn’s Transition Journey 



His Message… 



Alignment of Clinical Guidelines 
BC Children’s Transition Clinical 

Practice Guidelines 
• Patient-centred 
• Primary Care by Family 

Physician (FP) – confirmed by 
14 years of age 

• Identify Adult Specialist(s) one 
year prior to transfer 

• Focus on self/co-management 
skills & education. 

• Documentation meeting 
condition-specific /patient-
focused requirements. 
 

 

Best Practices for Kidney Care: BC 
Guidelines April 2014 

• Patient –centred 
• Focus on Self/Co-management 

skills. 
• Referral from FP/ Medical 

Home. 
• Increased frequencies of visits 

if unstable. 
• Shared care management/ 

documentation/ education 
(across disciplines). 
 



ON TRAC  
Transition Timeline 

Youth with CHC/Ds 
12-24yrs 

 

Youth 12-14yrs 
Transition Clinical 

Pathway (TCP) 
Confirm Family 

Physician 

Youth 15-
16yrs 

Readiness skills 
& knowledge 

Youth 17-18yrs 
Identify Adult 
Specialist(s) 
Medical Transfer 
Summary (MTS) 

 

Youth 19-24yrs 
Adult Care 

Adult TCP 
Transition Care 
Management 
Plans (TCMPs) 

  

Attachment Protocol 
First visit within 6 months 

First Adult letter back to BCCH 
Two visits to Adult Specialist(s) 

Two visits to FP/year receiving all 
reports 

Youth & 
Family 

Readiness 
Quiz 

Online 

Youth & 
Family 

Readiness 
Education 

Event 

Transfer 
Documents 

(TCP, MTS. TCMPs) 



Transition Clinical Tools 
Standardized Documentation 

Transition Clinical Pathway (TCP)  
Simple/ Complex (12-24 years) 
Initiated at 12 years of age in clinical setting  
Identify/revisit FP by 14 years of age.  
Identify Adult Specialist by 16 years. Self-care skills, 
knowledge and behavior development. 
 
Youth / Family Readiness Checklists 
At home, school, community – online (pre-visit). 

 
Medical Transfer Summary (MTS) 
Comprehensive summary of last clinic visit  
Includes ‘anticipatory guidance’  
Copy to Adult and FP and Youth. 
 
Transition Care Management Plans (TCMPs) 
Shared model of specialty care between FP, pediatric and 

adult specialists – decreasing differences between 
pediatric and adult care provision –evidenced based 
practice. 

 
 



  



  



  



  



 Youth Readiness Quiz to Online Youth Toolkit 

• Youth-driven readiness 
indicators. 

• Indicators /domains 
correspond with the TCP. 

• Each indicator (skill or 
knowledge) links to 
Resource cards with 
activities, tips, and links to 
services and resources.  

• Can be used by all 
stakeholders at anytime – at 
home, school, or clinical 
settings. 
 
 
 





  





 
Youth Strategy - Just TRAC It! 

• Powered by PiC YAC at BCCH 
• Mobile health intervention 
• 90% of youth use a phone 
• Come to clinic – TURN YOUR 

PHONE ON! 
• FREE – no app necessary 
• Notes app – condition, 

medications, allergies, NB 
items to remember, questions 

• Calendar app – book own 
appointments/ alarms 

• Contact app – physician, 
nurse, Pharmacy, other? 
 
 





“Come to clinic and  
Turn your Phones On!” 

1) Please take a moment 
to turn your phones on. 
2) Go to www.ontracbc.ca  
3) Click on Youth Toolkit 
4) Save using icon at base 
of phone and “Add to 
Home Screen”. 

http://www.ontracbc.ca/
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