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� The PEAKS program was deemed acceptable and practical by 
stakeholders in this busy, rural pediatric endocrinology clinic. The 
transition-focused education, documentation, and transfer of care 
processes helped the clinic reach the best-practice standard of 
care, but added time to clinic visits. Continued program evaluation 
that is focused on patient outcomes is a vital next step.

Conclusions/Clinical Implications 

Significance of the Problem 

Program Development   

Methods  

Emerging adults with chronic diseases, like T1D, are often 
under-prepared to independently navigate the required 
self-care responsibilities that are common with 
progression into young adulthood. 1

The developmental challenges that occur during the 
transition time period for those with T1D can lead to:
• gaps in diabetes care
• noncompliance with daily medication administration 
• suboptimal health care utilization
• deteriorating glycemic control
• increased occurrence of acute complications
• emergence of chronic complications of diabetes that 

may go undetected or untreated
• psychosocial, behavioral, and emotional challenges 2
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• 30% of young adults with type 1 diabetes disengage from 
care during transition and 46% report difficulties with the 
transition process 3,4,5

• Clinic attendance declines in this age group; among those 
lost to follow-up, glycosylated hemoglobin (HgbA1c) is noted 
to be 1.5% higher than among those who remain in medical 
care 6

• Youth who abruptly transfer from pediatric to adult services 
are 2.5 times more likely to have poor glycemic control than 
those who stay with their pediatric provider 7

• Given the increasing incidence of diabetes in childhood over 
the last century, it is expected that tens of thousands of 
young adults with T1D will be transitioning from pediatric to 
adult care each year 8

Incidence of T1D Over Last Century

• The Model for Improvement’s Plan-Do-Study-Act 12 was used to guide and 
evaluate program design and implementation using a 4-phase process that 
continually elicited stakeholder feedback.
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• Healthcare transition (HCT) is, “the purposeful, planned movement of adolescents and young 
adults with chronic conditions from pediatric to adult care within healthcare systems.” 9 

• For children with chronic disease, the evidence shows that organizing the transition process is 
imperative to enhance continuity of care, improve treatment adherence, reduce morbidity, 
increase patient and family satisfaction and self-confidence, and prevent emergency room 
and hospital visits.10

• A formal transition of care program titled, Preparing Emerging Adults with Knowledge and 
Skills (PEAKS), was designed for adolescents with T1D between the ages of 16-18 with the 
following two aims:

• Aim 1:  Adapt the federal “Got Transition” Six Core Elements of HCT 11 framework to the 
specific needs of the pediatric endocrinology clinic via integration with the ADA’s 14 
(diabetes-specific) recommendations for transition  

• Aim 2:  Examine the feasibility of implementing the PEAKS transition of care program in a 
rural pediatric endocrinology practice in West Virginia 

Feasibility Analysis  

Phase 1:  Early program design
Phase 2:  Integration of program into the electronic health 
record
Phase 3:  Education of staff on program package
Phase 4: Program roll-out; semi-structured interviews 
focused on the acceptability and practicality of program 
design


