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Challenges with 

Chronic Illnesses

• Social adjustment

• Change in life styles

• Disease management



Challenges during Transition: 

• Differences between 

systems of  paediatric & 

adult. 

• Varied perspectives from 

patients, families & 

health professionals.

• Differences of respective 

developmental stages.



Outcomes of Poor Transitional 

Process: 

• Suboptimal health outcomes.

• Drop out from the health care system. 



The definition of 

Transitional Care for Adolescents

“ The purposeful, planned movement of 

adolescents and young adults with 

chronic illness/ disability from child-

centered to adult-oriented systems ” 

( Blum, 1993)



The Goal of the Transitional Care

To maximize lifelong functioning and 

potential through the provision of high-

quality developmentally appropriate 

healthcare services that continue 

uninterrupted as the individual moves from 

adolescence to adulthood 
( American Academy of Pediatrics etc., 2002).



Transitional Care Program in 

United Christian Hospital 

• Started since 2011

• For diabetes, β 

thalassemia major 

patients

• Extended to 

epilepsy patients in 

2018



The Target Group

• Age: >/= 14 years old

• Higher priority for the age >/= 18 years old

• Chronic illness :  DM, β thalassemia, Epilepsy 



Transition Model:

Shared Management Model

(Kieckhefer GM & Trahms CM, 2000)
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Program content

1. Ongoing assessment & counselling by various 

TOOLS in the transition care program.

2. Peer group support.

3. Post-transition phone follow up. 



1. Ongoing assessment & counselling

• Transition Assessment Booklet: 

Evaluate individual skills in disease

management & self-awareness of

independence. 

• My Health Passport: 

Help patient’s understanding of disease.

• Role play to train up self-advocacy skills. 



Transition Assessment Booklet



Assessment of Transition Skills



Assessment of Transition Skills

From grade 1 to 4 

- Knowledge:

1. Cause of disease

2. Effect on puberty & fertility

3. Effect on health

- Communication: 

1. Attending consultation with/without parents/caregivers

2. Communication in consultation

3. Booking appointment and keeping attendance

- Medication 

1. Knowledge of medication 

2. Independence of taking medication



Young Person Questionnaire:

Patient’s own assessment of readiness



Parent/Caregiver Questionnaire:

Parent’s assessment of patient’s readiness



My Health Passport:
Templates of a variety of Chronic Illnesses



My Health Passport
(Go through with patient by Transition Nurse)



• Period: 1/1/2011 to 23/2/2018

• 68 & 107questionnaires from patients 
& parents respectively.

• Felt transitional care important: 

39 questionnaires from patients (57%) 
& 60 from parents (56%)

Feedback from Adolescents and 

Parents receiving Transition Care



• Reasons from adolescent patients who felt important: 

1. Worried about the adjustment in adult service

2. The transition care increases their self understanding

3. The care arouses them to be more concerned about their 
disease management

4. Knew more about details of transition arrangement 

Feedback from Adolescents receiving Transition Care



• Reasons from parents who felt important: 

1.Worried about their children’s adjustment in 

adult service

2.Thought that their children needed to prepare 

well and cope with the change

3.The care can help their children increase in self-

awareness. 

Feedback from Parents of Adolescents receiving Transition Care



Evaluation (Adolescents)– Usefulness of Tools 
1)My Health Passport, 

2)Young Person Questionnaire

• 90 (84%) questionnaires from patients 

answered that My Health Passport was 

useful.

• 105 (98%) questionnaires from patients 

answered that Young Person Questionnaire 

was useful.



Evaluation (Parents) – Usefulness of  Tools:

1)My Health Passport, 2)Young Person Questionnaire, 

3)Parent Questionnaire

• 58 (85%) questionnaires from parents answered 

that My Health Passport was useful.

• 54 (79%) questionnaires from parents answered 

that Young Person Questionnaire was useful.

• 63 (93%) questionnaires from parents answered 

that Parent Questionnaire was useful.



2. Peer Group Support 

:Background

• Adolescents with different chronic illnesses always 

face the same challenges. 

• This peer group provides a platform for them to 

develop positive connections with other youths and 

skills in similar circumstances through group 

interactions. 

• Program in clinic days maximizes attendance. 



Objectives of Peer Group Support: 

• To empower self-management of chronic illnesses.

• To develop social and peer support amongst 

adolescents through group activities.

• To equip adolescents with skills to take up transition 

to adult service. 



Target Group:

• Aged 12 to 18 adolescents with Diabetes 

Mellitus managed in the Department without 

impaired intelligence. 

• Parents are also invited to join the group with 

some topics, e.g. Stress management.



Venue, Date & Time: 

Venue:

Diabetes Ambulatory 
Care Center.

Date:

Starting from 17/11/2017 

DM clinic, once per 

month.

Time:09:00 – 10:30 
before DM clinic. 



Content of Peer Group Support:

• Simple games are led by designated group 

members.

• Specific and focused short talks by working 

group members.

• Group activities & individual counselling. 



Specific and focused 

short talks: 

• Stress management 

• Medication

• Independence

• Socialization

• Body image

• Friends

• School 

• Parents

• Discomfort

• Anger

• Teasing

• Fears

• Hospital & staff

• The future

• Leaving paediatrics 

to go to adult care



Evaluation questionnaires: Feedbacks by 12 patients

(From 0 to 10 scores)

Below results: Score > 6 

1. 你享受參加這小組活動嗎? 9 (75%)

2. 你覺得參加這小組活動對你有幫助嗎? 11 (92%)

3. 你覺得參加這小組活動能助你去除負面的情緒嗎? 9 (75%)

4. 你覺得參加這小組活動能助你照顧和管理好自己的疾病 ? 8 (67%)

5. 你覺得參加這小組活動能助你對生活有正面的看法? 10 (83%)

6. 你能透過參加這小組活動而認識朋友? 7 (58%)

7. 你能透過参加這小組活動學到解決困難的方法? 10 (83%)

8. 你覺得參加這小組活動能助你了解自己? 10 (83%)

9. 你覺得參加這小組活動能助你增強自信心? 9 (75%)

10.你對這小組活動若有其他意見: 17歲兒回答應增加遊戲以增加趣
味性



3. Post-transition phone evaluation: 

Satisfaction Survey 

Opinion from adolescent diabetic patients

• Method

– Phone interview 30/1/2014 to 5/2/2014

• Five questions:

1. Understanding of disease (DM)

2. Confidence in managing disease

3. Medication adherence and knowledge

4. Being independent e.g. attending or making 

appointment 

5. Satisfaction on the transitional care



• Five point Likert Scale 
• (5-very good, 4-good, 3-neutral, 2-not good, 1-bad)

• 6 DM patients: 

A. Understanding of disease
• 88% (good to very good)

B. Confidence in managing disease
• 83% (good to very good)

C. Medication adherence and knowledge
• 83% (good to very good)

D. Being independent
• 67% (good to very good)

E. Satisfaction on the transitional care
• 83% (good to very good)

Post-transition phone evaluation: 

Satisfaction Survey 

Opinion from adolescent diabetic patients



Conclusion

• Transitional care should start early.

• Shared Management Model is used in this 

program with patients’ progressive 

participation in health management.

• Ongoing assessment & counselling by 

various TOOLS & role play. 

• About 80% or above patients & parents 

thought the TOOLS were useful in the 

feedback.



Conclusion

• Peer support group was introduced to equip 

adolescents with skills and knowledge. 

Feedbacks were positive. 

• A post-transition phone evaluation to the 

patients was conducted in 2014. Results 

were positive. 



“Transitional Care” bridge the gap of the adolescents 

with chronic illnesses from adolescence to adulthood 
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