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•  What are your expectations 
for today? 

•  What questions do you want 
to be answered today? 

What? Why? 

When? How? 

Transfer and 
Transition 
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1. What? 

Definitions of transition 

Transitions are passages from one life phase, physical 
condition, or social role to another, resulting in a temporarily 
disconnectness of the normal way of living, which demands 

an adjustment of the patient and the environment.  

Chick N. et al., 1986; Meleis A.I. et al., 1994; Meleis A.I. et al., 2000; Schumacher K.L. et al., 1994 

Transition is ‘a passage or movement from one state, 
condition or place to another ’ 

Webster international dictionary (1971) 
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Transition as a central concept in health care 
•  Irrespective of the definition two common connotations 

remain constant:  
•  dimension of time 
•  dimension of movement 

•  Healthcare providers are faced with people going through 
transitions if it relates to their health, well-being or ability to 
take care of themselves. 

•  Requiring different skills and competencies 
•  Trigger new roles for patient, family and care team 

Meleis, 2010 

Transition: different types of transitions 
•  4 types of transitions are described: 

 

Developmental 
transitions 

Situational 
transitions 

Health/illness 
transitions 

Organizational 
transitions 

Meleis, 2010 

 
e.g., 

adolescence, 
parenthood, 

aging  
 

 
 

e.g., changing 
educational or 
professional 

roles 
 
 

e.g., 
healthcare 
systems in 
transition 

 
e.g., adapting to 
chronic illness, 
returning home, 
recovering from 

surgery 
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•  Transitions are complex and multidimensional  
•  Individuals can experience different types of transitions 

simultaneously during their life cycle  

Transition: different types of transitions 

•  What are, in your opinion, key 
indicators of successful 
transition? 

 



04/03/16'

6'

Key indicators of successful transition   
Three indicators are proposed: 

1.  A subjective sense of well-being perceived by the 
individual/patient 

2.  Mastery of new roles and behaviors necessary to cope 
with the new situation 

3.  Well-being in relationships that might be disrupted 
during the period of transition 

Meleis, 2010 

Suris & Akre, 2015 
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Key indicators 

Suris & Akre, 2015 

2. Why? 
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Transition in the context of chronic illness 
•  Nowadays, people are living longer with chronic conditions 

thanks to advancements in health care 
•  Living with chronic condition initiates a series of transitions 

at different ages and critical points 

Transition in the context of chronic illness 
Adolescents and young adults 
•  Up to 40% of young persons have one or more chronic 

conditions 
•  90% of people with classic childhood disease are living 

into 2nd or 3rd decade of life 
•  experiencing several changes related to their individual, 

body image, health and societal roles 

Betz C.L., 2006; Rosen D.S. et al., 2004; While A. et al., 2005 
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Adolescents face same developmental tasks as healthy 
peers BUT: 

o  added concerns regarding health status and prognosis 
o  at higher risk for prolonged dependency, developmental 

issues and psychosocial delay  
o  have changing health care needs and access to care 
o  experimenting behaviors and peer pressure can be 

more detrimental 

Transition in the context of chronic illness 

Transfer from pediatric care to adult-focused care setting 
Simultaneous developmental and health/illness transition 
o  Developmental transition to adulthood: 

•  Characterized by new developmental tasks and acquisition of new 
roles, greater feeling of independence, taking up responsibility for 
life, health and health care 

o  Health/illness transition: 
•  Pediatric care setting no longer deemed appropriate for young 

people, transfer of care to adult-focused setting recommended 

Transition in the context of chronic illness 

Developmental 
transitions 

Situational 
transitions 

Health/illness 
transitions 

Organizational 
transitions 
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Definitions 

•  Transition: the process by which adolescents and 
young adults with chronic childhood illnesses are 
prepared to take charge of their lives and their 
health in adulthood.  

      (Knauth et al., 2006) 
•  Transfer: defines an event or series of events 

through which adolescents and young adults with 
chronic physical and medical conditions move their 
care from a pediatric to an adult health care 
environment.  

      (Knauth et al., 2006) 

 
 

As a health care 
intervention 

 
 

•  What happens, in your 
opinion, if patients are not 
‘transitioned’? 
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3. When? 

childhood adulthood 
10  11  12  13  14  15  16  17  18  19  20  21  ... 

adolescence 

When to transition? 

•  What is, in your opinion, the 
right timing for transition? 
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childhood adulthood 

transfer  
(in case of medical 

stability) 

10-12 

age in yrs transition? transition 

adolescence 

When to transition? 

care typically 
organized in 

pediatrics  

care 
recommended 
to be organized 
in adult-oriented 

setting 

childhood adulthood 
10  11  12  13  14  15  16  17  18  19  20  21  ... 

adolescence 

When to transition? 
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childhood adulthood 
10  11  12  13  14  15  16  17  18  19  20  21  ... 

adolescence 

When to transfer? 

•  What is, in your opinion, the 
right timing for transfer? 

 

childhood adulthood 
10  11  12  13  14  15  16  17  18  19  20  21  ... 

adolescence 

When to transfer? 
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childhood adulthood 
10  11  12  13  14  15  16  17  18  19  20  21  ... 

adolescence 

When to transfer? 

childhood adulthood 
10  11  12  13  14  15  16  17  18  19  20  21  ... 

adolescence 

When to transfer? 
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childhood adulthood 
10  11  12  13  14  15  16  17  18  19  20  21  ... 

adolescence 

When to transfer? 

There should be a flexible policy 
on the timing of transfer of care, 
based on: 
o  chronological age of the patient  
o patient’s level of developmental 

maturity 
o or an assessment of the patient’s 

readiness to transfer 

Foster et al., 2001; Deanfield et al., 2003; 
Sable et al., 2011; van Staa A. et al., 2011

Readiness to transfer 
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Readiness to transfer 
•  Do you think you are ready to transfer to adult care? 

  
 56% said ‘probably’ or ‘definitely’ 

•  What is critical for readiness? 

Van Staa, 2011 

Measuring readiness to transfer or transition 

Results of these three systematic reviews: 
•  8-10 readiness measurements were identified 
•  Developed for generic and disease-specific populations 
•  Majority were patient-self report questionnaires 
•  Most tools were poorly validated 
•  Assessment of knowledge and self-management skills 

were common categories 

Stinson J. et al., 2013, Zhang L, 2014, Schwartz LA, 2014 
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childhood adulthood 
10  11  12  13  14  15  16  17  18  19  20  21  ... 

adolescence 

When to transfer? 

There should be a flexible policy 
on the timing of transfer of care, 
based on: 
o  chronological age of the patient  
o patient’s level of developmental 

maturity 
o or an assessment of the patient’s 

readiness to transfer 

Foster et al., 2001; Deanfield et al., 2003; 
Sable et al., 2011; van Staa A. et al., 2011

There should be a flexible policy 
on the timing of transfer of care, 
based on: 
o  chronological age of the patient  
o patient’s level of developmental 

maturity 
o or an assessment of the patient’s 

readiness to transfer 

Foster et al., 2001; Deanfield et al., 2003; 
Sable et al., 2011; van Staa A. et al., 2011

There should be a fixed 
age for the transfer of 
care, based on: 
o patient’s level of 

developmental maturity 
o  capacity of the pediatric and 

adult-focused programs 

4. How? 
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Guidelines, consensus statements and 
recommendations   
•  Numerous international and national position statements 

and policy documents outline the importance of supporting 
and facilitating the transition of adolescents into adulthood 

Critical recommendations to “effective” transition 
American Academy of Pediatrics (AAP, 2002) formulated 6 critical 
recommendations: 
1.  A designated professional trained to coordinate the transition and 

health care for each patient 
2.  Treat patient in a developmentally appropriate manner en encompass 

general and speciality care as appropriate 
3.  Provide access to a complete medical summary for the patient, family 

and all stakeholders 
4.  Start developing a transition plan by age 14 in congruence with 

patient, family and care team 
5.  All adolescents should receive the same primary and preventive care 
6.  Assure the continuation of health insurance for all patients throughout 

the transition phase 
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Six core elements of healthcare transition 
1.  Transition policy 
2.  Transition tracking and monitoring 
3.  Transition readiness 
4.  Transition planning 
5.  Transfer of care 
6.  Transfer completion 

Overall aims of a formal transition program 

•  Prepare young adults for increased responsibility for 
their health and self-care 

•  Provide uninterrupted health care that is patient-
centered, age and developmentally appropriate, flexible 
and comprehensive 

•  Augment adherence to treatment(s) 
•  Foster greater personal and medical independence  
•  Foster greater sense of control over condition and 

healthcare decisions 

Sable C. et al., 2011 



04/03/16'

20'

What are the goals of transition program?  
•  Prevent loss of follow-up 
•  Educate patients how to navigate in the medical system 
•  Prepare adolescent patient to transfer to adult life 
•  Prevent inappropriate health care utilization 
•  Maintain medical insurance 
•  Educate patients about their medical condition, signs and 

symptoms of complications 
•  Prevent high-risk behaviours 
•  Enhance self-management 
•  Improve quality of life and psychosocial status 

 
Sable C. et al., 2011 

Suris & Akre, 2015 
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Transition models  
While A. and colleagues (2005) identified 4 transition models  

Direct transition model  Sequential transition model 

Developmental transition model  Professional transition model  

Transition models: direct transition model 
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Transition models: sequential transition model 

Transition models: developmental transition 
model 
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Transition model: professional transition 
model 

Conceptual definition for a transition program? 
•  Recommended components are: 

o  education program 
o  skills training 
o  counselling regarding lifestyle, educational/vocational choices, 

pregnancy,... 
o  transition plan 
o  transition coordinator 

•  What defines a transition program? = crucial question 
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Systematic 
reviews 

Randomized 
Control 
Trials 

Quasi-experimental 
studies 

Cohort studies 

Case-control studies 

Case series, case reports 

Editorials, Expert opinions 

Bibliometric analysis of literature 
Levels of evidence: 

Level II: n=12 (6%) 
 

Level I: n=0 (0%) 

Level III: n=91 (43%) 
 

Level IV:  
n=114 (54%) 

Effectiveness of transition program 
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Effectiveness of transition programs 
•  Studies evaluating health outcomes of transition programs 
•  Design: including comparison group or pre/post 

intervention 
•  n=10 studies of whom 6 reported significant improvements 

in outcomes 
•  3 categories of transition interventions: 

1.  directed at the patient (education, skills training) 
2.  directed at staffing (transition coordinators, joint clinic) 
3.  directed at service delivery (telephone support) 

Crowley R. et al., 2013 

•  All studies focused on health outcomes ↔ holistic 
definition of transition 

•  Majority measured disease-specific biochemical outcomes 
(e.g., HbA1c, creatinine) or health service use (e.g., % 
missed appointments) 

•  These outcomes are rather intermediate indicators of 
quality of care, but no valid indicator of long term health 
benefits (e.g., long-term morbidity or mortality) 

•  Overall poor methodological quality of studies, small 
sample sizes (n=50-100), no randomization, insufficient 
details provided on the intervention, setting and sample 

Effectiveness of transition programs 

Crowley R. et al., 2013 
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Effectiveness of transition programs 
•  Patient education programmes and joint pediatric/adult 

clinics as services that can improve outcomes following 
transition to adult care in patients with type I diabetes 

  Not generalizable to other chronic conditions 
•  Evidence on outcomes related to transition programs is 

limited, due to: 
o  Lack of a set of validated outcomes 
o  Lack of experimental study designs 
o  Lack of studies on larger cohorts of patients with single 

condition 
o  Lack of studies on larger cohorts of patients with 

different chronic conditions 

Crowley R. et al., 2013; Kennedy A. et al., 2008 
 

Experiences of patients transition to adult care 
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Experiences of patients transition to adult care 
•  Aim: summarizing all qualitative studies assessing patients’ 

experiences regarding their transition to adult care 
•  Systematic literature search: 1999- nov 2010 
•  n= 18 studies including patients with chronic somatic 

conditions  
•  4 themes emerged  in this qualitative meta-synthesis 

Fegran L. et al., 2013 

•  Emerging themes: 
1.  Facing changes in significant relationships 
!  letting go of something familiar without knowing what the future might 

bring 

2.  Achieving responsibility 
!  shift in ownership of the condition and self when being transferred 
!  appreciated being involved in decision-making 

Experiences of patients transition to adult care 

Fegran L. et al., 2013 
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3.  Being prepared for transfer 
!  timing of transfer typically set at 16 yrs but should be decided 

considering age and readiness 
!  transfer seemed a logic step towards adulthood 
!  sudden transfer was experienced as most unsatisfactory 
!  lack of preparedness made them feel unwanted and redundant 
!  continuity of care was not always present 
 

4.  Moving from a familiar to an unknown ward culture 
!  transfer required adaptation to cultural differences between pediatric 

and adult care 

Fegran L. et al., 2013 

5. Two research examples 
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Hilderson D et al., 2013; Hilderson D et al., 2016 
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Hilderson D et al., 2013 

Hilderson D et al., 2013 
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Hilderson D et al., 2016 

Stepstones-ConHD 
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Stepstones-ConHD 

Rationale 
•  International guidelines stipulate that transition programs 

for young persons with ConHD should be implemented. 

•  However, the evidence base to support the implementation 
of transition programs is limited. No hard evidence (level I) 
is available.  
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Aim and hypothesis 
Aim 
•  The main purpose of this project is to develop and test a 

person-centered transition program for adolescents with 
congenital heart disease (ConHD) to empower them to 
become active partners in their health and care. 

Hypothesis 
•  The hypothesis to be tested is that adolescents with 

ConHD who receive a structured, person-centered 
transition program over a 2-year period (16-18 years of 
age) have a higher patient empowerment score than 
adolescents who receive usual care. 

Hybrid experimental design 



04/03/16'

34'

Variables and measures 

•  Any suggestions? 
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6. Conclusion 

Conclusion 
•  Transitions can be empowering and growth-producing 
•  Transition is  a pivotal time for coaching and supporting of 

patients by healthcare providers 
•  4 types of transition were defined by Meleis 
•  Series of transitions are experienced by every human 

being during the cycle of life 
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Conclusion 
•  Special attention to transition of young people to adulthood 

and adult care 
•  Several conceptual definitions for transfer and transition 
•  Lacking conceptual definition of transition program 

Although importance of transfer, transition and 
transition program are well-defined, gaps in 

conceptual and empirical basis remain 


