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Challenges with
Chronic llInesses

 Soclal 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

e Started since 2011

* For diabetes, [3
thalassemia major
patients

» Extended to
epilepsy patients In




The Target Group

« Age: >/=14 years old
«  Higher priority for the age >/= 18 years old
Chronic 1llness : DM, [} thalassemia, Epilepsy




Transition Model:
Shared Management Model
(Kieckhefer GM & Trahms CM, 2000)

Provider Parent/Family Youth
>




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.

A _-A;If_%ole };E;ly to train up self-advocacy skills.




Transition Assessment Booklet

Hospital Authority

Transition Assessment for
Adolescents with Chronic Illness

This assessment tool assists health care providers managing adolescent
requiring transition from paediatric to adult medical care. Adolescents
should be prepared for transition early, generally from age 12 to 14. As
adolescents have different development milestones and illness patterns,
this general tool could be modified and adopted according to clinical
judgment.

Content
1 Medical History
2 Readiness for Transition
2:1 Health Care Provider Transition Checklist and Timeline.....
Lead questions
2.2 Young Person Questionnaire
Parent/Caregiver Questionnaire
Assessing transition skills of adolescents with chronic
illness
Lead questions
Adult health service
Support services
Social service
Education/vocational service
Patient support group
Others
Review of transition care
Enquires




Assessment of Transition Skills

2.4, Assessing transition skills of adolescents (for doctors)+

Grade 1 = start of ransition
Grade 4 = sk chi

Insext B to indicate the transition skill achieved cn the assessment day

An adolescent is expected to achieve transition skills from grade 1 to 4 withtone
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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

], Knowledge of medication




Young Person Questionnaire:
Patient’s own assessment of readiness

2.2.  Young Person Questionnaire (for adolescents)

B EIEHRRENRRE BFER

(every 6-12 months)




Parent/Caregiver Questionnaire:
Parent’s assessment of patient’s readiness

2.3. Parent/Caregiver Questionnaire (for parents)

FRUBVERBERBREAZBRFER

(Every 6-12 months)
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Adapted from:
Good 2 Go Transition Program,The Hospital for Sick Children, Canada. |




My Health Passport:
Templates of a variety of Chronic llInesses

18 Passport for Health - Windows Internet Explorer Diabefes ———————— H mER

() Home Heart transplant
Hemophilia
Welcome to MyHealth Passport, a proje HIVAIDS Ith Passport is a customized, wallet-size card that gives
you instant access to your medical infof Hydrocephalus UNDER CONSTRUCTION an emergency room or are writing your first novel and want
the names of your medications for your|Inflammatory Bowel Disease
Interstitial Lung Disease
Start by filling out the information below|Intestinal Rehab
Kidney
CREATE PASSPORT Kidney Tran5p|am
Liver transplant
Passport |LTX TESTING
Lung transplant
Lupus
Marrow Failure
New Passport MEDICATION RECORD
Mental Health
MyHealth Passport was conceived and created Morphea Generously supporied by the John Deere Foundation of
Special thanks is given to Crescan Intemet Selutif \ylti organ transplant pssible. Canada
Multiple Sclerosis

e aih (@) Jorn Deere
FOUNDATION

The Hospital for Sick Children is not responsible for the information that you put into this passport or any use you put it to.

Copyright © 2007-2012 The Hospital for Sick Children. All rights reserved
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My Health Passport
(Go through with patient by Transition Nurse)

PATIENT’S LABEL
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Feedback from Adolescents and
Parents receiving Transition Care

e 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 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 Parents of 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.
> Gl




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 ilinesses 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.

& T;me 09:00 - 10:30
| DI Aclinic.




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.

'
A ~




Specific and focused

short talks:

 Stress management <« Discomfort

« Medication « Anger

 Independence  Teasing

 Soclalization  Fears

« Body Image « Hospital & staff
~« Friends * The future
| »S,?hopl . Leaving paediatrics
o5 Parents to go to adult care



Evaluation questionnaires: Feedbacks by 12 patients
(From O to 10 scores)
Below results: Score > 6
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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

h‘ 2 ﬁSat,_sf ction on the transitional care




Post-transition phone evaluation:
Satisfaction Survey

Opinion from adolescent diabetic patients

 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)
Confidence in managing disease

83% (good to very good)

Medication adherence and knowledge
83% (good to very good)

Being independent
67% (good to very good)

B.
C.
D.
: E Satisfaction on the transitional care

ce w (good to very good)




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.
2'* - About 80% or above patients & parents
%ﬁ\}iﬂ@ugh{ the TOOLS were useful in the
“7v' W-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 ilinesses from adolescence to adulthood
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