Unique challenges during transition care from pediatric to adulthood
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Introduction: Adolescents with chronic renal disease face a unique challenge in their medical care when they transition from the pediatric to adult world. During this transition, adolescent patients are expected to begin self-management of their disease. Adolescent patients are expected to learn how to navigate insurance, medication adherence, appointment adherence, and other responsibilities that were previously managed primarily by parents or providers. These skills are expected to be picked up during a period of increased high-risk behavior as well as psychosocial development. As such, this is a very tenuous time in the patient’s renal disease timeline. Failure to have a proper transition can result in poor long term health consequences, most notably, loss of transplant or the need to return or initiate dialysis. The goal of transition care is to help prevent poor consequences and smooth the transition into adulthood.
Currently, there is no standardized transition protocol in place to help guide this process. As a result, the transition of adolescents is not optimized. It is not optimized from a physician standpoint nor a patient standpoint. There are validated questionnaires to assess readiness, however, their use is not regularly implemented.
Methods: A brief 17 question survey was designed. The questions are either multiple choice or free text boxes. The survey was distributed to various pediatric nephrologists in the United States via surveymonkey. The results were collected on surveymonkey for analysis. 
Results: 60 total responses were collected from various nephrologist from the United States. Of the 17 questions, only 8 were answered by all 60 respondents. The free text questions had the lowest completion rate of all the questions with only 46, 48, and 49 total respondents for each question. 
The results are summarized in Figure 2 and Figure 3. The majority of respondents report only 0-5 transitions per year and patients tend to be older as they begin transition. Only 23% and 33% of respondents reported a transition clinic at their hospital or transition plan for each family respectively. 55% reported collaboration with adult ESRD teams but only 25% reported utilization of transition coordinators and less than half utilized social workers while only 30% had communication with the patient’s PCP. 61% of respondents reported that patients were prepared for future health care and other responsibilities. However, 23% utilized a transition care questionnaire to help guide the process and only 30% utilized a standardized assessment for readiness. Only 59% of transition is completed prior to adult focus as well. 
Discussion: This survey shows the wide variability from practice to practice. When combined with the patient reports and other studies assessing the current state of transition care, one can see the need for a standardized transition protocol for ESRD and CKD patients. 
