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Background

* Delay in establishing adult diabetes care is common among

Pediatric to Adult Healthcare Transition

emerging adults (EAs) with type 1 diabetes (T1D) : i ) :
. . . L Ll ot S Adult Appointment Documentation

* Prolonged transition gap is associated with higher HgbAlc, £

increased emergency visits, and higher rates of hospitalization o e it © O - - e - — @ O = e - = e e = = @ = = =@ = = =8

™ ; L Vi 15 =]
* Our pediatric diabetes center did not have a formalized transition Lack of i'f:;f”s't'“” ._ ( g 70
Customized Transition 2
process to adult care Increase percentage of \\"’ Education Packets E 60
eligible patients 17.5 ) \ o PDSA 2:
o - I/ Implementation of New v Adult appt
A| rT'] S years of age and older Fear of Unknown Adult | ducation Z T o T%g
who have a scheduled ’ Provider \ ( =5 g —
appointment with an ‘(’ READDY Survey Starting at .."E‘ E ’\ 2SA S
. " . : : < ﬁ‘,,“ Age 15 2540 N documentation of

* Global Aim: Improve the healthcare transition from pediatric to adult diabetes provider I‘_;ﬁ_ g o / I /

adult diabetes care. prior to their last | Patient comfort with ,/‘ \ Implementing transition © 30 R 3

pediatric visit from our |\ autonomy workflow ﬁ \ /
] o o . baseline to 75% by ) Orientation to adult clinic E 20 PBSA 1

* SMART Aim: We will increase the percentage of eligible patients 04/30/2025. 5 New Proces / ¥

17.5 years of age and older who have a scheduled appointment | Patient comfort with Education for clinical team & 10 {smrgnogm —_ensad

. . . . . . . .« . f - clinic I
with an adult diabetes provider prior to their last pediatric visit to scheduling N —— 2 ! / coordnation based on
(0) ' . @ 0 & =t l == l ! l :
75% by 04/30/2025. Age 15 o R\ S 2 @ & & o
. S S S S S & &
Standardized handoff .-5{1? h{"h ﬁ{bb‘ ,b{bb‘ ﬂ{bb‘ q}{l’b‘ %{Lb‘

“Meet the adult provider”

Fishbone Diagram

Monthly percentage

Ql Team Members: Graduated responsibility

Pediatric endocrinologists, Adult endocrinologist, checklist —+— Percentage with adult visit scheduled == Goal Percentage trend
| Med/Peds Endocrine fellow, Transition nurse Scheduling with parent » After implementation of a new tracking system, it became apparent that many
Comfort with nsurance Caregiver-child . : . . . . . .
peds acceptance dynamics care coordinator, RN Manager, CDCES, Medical Access patient portal for patients were leaving our pediatric diabetes center without scheduled adult care
: Different health I I .« . . . . .
ocatior ystoms T\ fom assistant, Patient parent, Data Manager adult care * Through targeted transition nurse care coordination, the percentage of patients with

. aregiver “owning” .. . . .

Sy ———\ . —— managment o scheduled adult visits prior to graduation has increased from 17% to 60%
appts/rx

Comfort with Peds or PCP

Guardianship/
Living situation

autonomy continue to rx

Comfortwith Cost
scheduling

Support system

PDSA Cycles Insights/Future Directions

Insurance Public vs private Cultural/ Language

Decision Fatigue Transportation Delayed
o Differentadult TELT;":> 1. Create a transition process flow, including rescheduling in pediatric clinic if no * Standardizing the tracking of adult diabetes care appointments helps identify EAs
ourentteh T/ P adult appointment is scheduled who are at risk of interrupted diabetes care
T pplies ——— A T 2. Adult appointment message log  Standardizing our transition process, utilizing transition nurse care coordination,
Navigating tech ____ e riotrs —— 3. Tracking adult appointments in the electronic medical record using standardized and rescheduling in pediatric clinic are promising to reduce the gap in care
e oot ——— documentation between pediatric and adult care for EAs with T1D
e ocations 4. Targeted nurse care coordination based on EMR tracking * Future plans include expanding to satellite clinics, tracking completed transfers to
roar of 5. Transition skills checklist and standardized transition education adult care, and soliciting patient feedback

unknown

Providers ContaCt: ryan.canter@ hSC.Utah.Edu




	Slide Number 1

