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BACKGROUND METHODS
* Healthcare transition to adulthood = challenge for adolescents  « Review of best practices and realist review to identify
and young adults (AYA) with chronic kidney disease (CKD) success factors, what works, for whom and in what
* Crucial for successful transition: circumstances

o Fit of transition programme with needs of patients and their . . o
Understanding the current state of transition practice in

parents

) the renal division by means of:
o Involvement of all stakeholders in development of programme

o Semi-structured interviews -
SETTING ; } H ¥
Renal Division of Ghent University Hospital (+ 170 patients between o rocusgroups (B (AN
12-18 years old) * Development of a community of practice by means of a
AIM working group incorporating HCPs of both paediatric and

To co-develop with all stakeholders a transition program that: adult side:

(1) Enhances self management of young persons with CKD o Drafting a shared vision statement

(2) Enables HCP’s to enhance transition outcomes

FINDINGS

o Co-design of components of transition programme

(”We have to Strive for independence and thatis a process that both parents and the
adolescent must go together.” (adult care nephrologist)

“The success of transition and transfer often depends on the fa m||y situation and context.” (psychologist)

“The timing of the transfer was determined unilaterally without consulting me. | felt not ready.” (AYA)

\”Dla Iogue with the parents is crucial. You need to be supported in gradually ta klng a backseat.” (parent)

l Preparsiony phase )
1214 years old ath @
Getting 10 knuw trarsition cooedinator Farentsfcarers
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/CORE ELEMENTS OF TRANSITION PROGRAMME T iy
o e 14.16 yearsold o

¢ The AYA as the main focus e + Al consulation with e nephvologit t B o
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* Involvement of the parents i - — i

nephralogy nurse speciaist
v
16-19 years old

« Alonger consultation AFA with pediatric

t cutpatient cir together with adult
care neghrologist

+ Congult with traniton coordinator and pediatric
neghralogy nurse specialist

* Holistic approach

*  Flexibility of trajectory )

Infosessions for both AYAs

* Forward-looking approach Tondiinomaton

k Continuity in guidance and follow-up ) Trr 19.25 yearsld o
*  First consuit with adult care nephrologist Farents/carers)
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e s o s care 25+ a1
+ Follow-ap consuls with acaltcae peghrologist e e ephreogist

The development of the transition programme as a multi-actor process was challenging, but worthwhile as it provided much needed

CONCLUSION

insight in experiences of current practice and existing gaps. The bottom-up approach will hopefully contribute to a successful

transition and transfer to adult care. Follow-up studies and evaluation of the trajectory post-implementation are underway.
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