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UK population 2009 

10-19 years – 13% of population 



Diabetes population 
NPDA registrations in England & Wales 2010-11 
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DKA admissions by age 

NPDA 2011-12  
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Trends in DKA admissions ‘05-11 

Females 



HbA1c by age 



UK national hospital use data 2010 

(HES) 

Thanks to Dougal Hargreaves 



 



The paradox of adolescent health 

• Healthiest period 
of life 
– Fastest 

– Strongest 

– Cleverest 

 

 

 

• Yet mortality and 
morbidity rise 
through 
adolescence 

 



Why? 

human puberty is a unique & 

universal event  

– 4-5 year variability 

– pubertal growth spurt 

– Adrenarche 

– major CNS 

development 



Physical conditions and puberty 

Asthma Early puberty increases risk of persistence into adulthood 

Constipation Encopresis / chronic constipation suggested to resolve with 

puberty 

Enuresis May resolve with puberty 

Type 1 diabetes Peak incidence in puberty. Worsening control during 

adolescence. 

Auto-immune conditions Marked rise in prevalence and shift towards female 

predominance in puberty.  

Seizures Seizure control changes during adolescence.  Rare forms of 

epilepsy present in adolescence. 

Orthopaedic conditions Limited to adolescence and linked with growth spurt. Eg. 

adolescent idiopathic scoliosis, slipped capital femoral 

epiphysis, Osgood Schlatters disease, osteochondritis 

dissecans 

Headache Increased incidence of migraine and tension headaches after 

puberty.  

Metabolic syndrome and 

PCOS 

The metabolic syndrome increases markedly in puberty due 

to pubertal insulin resistance 



Social brain 

Abstract thinking 
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A wider focus on transition 
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diabetes and transition 

• Peak onset in adolescence age 12-13yrs 

• Puberty and insulin insensitivity 

• Poorer HbA1c during adolescence 
 

 

• Initiated in adolescence 

– Smoking 

– Diabetes self-management behaviours 

– Physical activity behaviours 

 



Focus on emerging adulthood – to age 30 years - “a critical time” for 

diabetes care 

 

Challenges 

1. Lack of evidence on best approach 

2. Fundamental differences between child- and adult-centred care 

3. Lack of criteria to determine transition readiness 

4. Rapid change in social circumstances  

5. Development differences in learning styles for AYA 

6. Deficiencies in training for most health professionals 

 

 

 

Diabetes Care 2011 



ADA/ISPAD guidance 

• Preparation >1 year in advance 

– Focus on self-management and transfer of responsibility to young 

person 

– Education around workings of adult health services 

– Provide good summary including competencies 

• Support with transfer  

– e.g. first appointment etc. 

• Evaluate for depressed mood and disordered eating 

• Continuity of complication screening 

• Provide health promotion around tobacco, alcohol and 

contraception  

• Ensure continued primary care links 



evidence 

Systematic review (Archives, 2011) 

• 6 studies of diabetes with outcomes measured: 3 

case-control, 3 pre-post studies 

– Improved HbA1c at 6-12 months in 5 studies 

• Around 0.5 to 1.1% fall 

– 1 study with 3 year follow-up – no difference HbA1c 

– Increased knowledge and skills  

– improved clinic attendance  

– Reduction in DKA episodes 

 



Making it work 

A. Transitional clinics 

Best = Adolescent clinic 12- 18 years 

 

 

 

Transition track: series of joint clinics 

 

 

 

Next to worst = single handover clinic  

 



Preparation of young people 

• Start early 

 

• Annual review 

 

• Competencies needed to transfer? 



Key issues to get right 

A. Adolescent communication issues 

• Get used to seeing doctor alone 

• Explain confidentiality 

• Developmental change 

• Health promotions - Sex, drugs, alcohol 

• Careers, driving, etc 

 

B. Information transfer 
– Medical information transfer generally good 

– Other information? 

– Patient held records 



Transitioninfonetwork.org.uk 

 


