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Abstract: Pediatric brain tumor survivors (PBTS) are at risk for late effects related to
their diagnosis and treatment. Long-term medical follow-ups are deemed essential, im-
plying a transition from pediatric to adult healthcare settings. This pilot study aims to
assess the feasibility, acceptability, and preliminary effects of a targeted transition readiness
intervention for PBTS. The program consisted of three hybrid workshops that targeted
disease-related self-management skills, social skills, and cognitive functioning, as well as
parallel workshops for their caregivers. The feasibility and acceptability were assessed
through recruitment, retention, and satisfaction rates. Preliminary effects were primarily
assessed via a pre/post assessment of transition readiness skills using the Transition Readi-
ness Assessment (TRAQ) questionnaire. Among the eligible dyads, 12 (38%) consented to
participate. Ten dyads participated in at least two workshops, and six dyads participated in
all workshops. Overall, the participants were satisfied with the intervention (parents = 86%;
PBTS = 73%). Although not statistically significant, a clinically relevant post-workshop
increase in transition readiness skills was observed for PBTS (d = 0.36) and their caregivers
(d = 0.25). The results suggest the relevance of the intervention and encourage further
developments. Adjustments are needed to optimize reach and efficacy. The workshops
have the potential to be adapted to be more accessible and shorter.

Keywords: transition readiness; pediatric brain tumor; survivorship; pilot studies

1. Introduction
The population of pediatric brain tumor survivors (PBTS) is growing due to rising

incidence rates as well as improved treatment approaches [1,2]. However, survival can
be accompanied by physical, psychosocial, and cognitive sequelae related to their disease
and treatment, which can increase over time and can be late in onset [2–7]. It is estimated
that more than two-thirds of PBTS have at least one physical sequelae, such as headaches,
dizziness, loss of vision and hearing, sleeping problems, or secondary neoplasms [5,6,8].
Regarding psychosocial sequelae, individuals in this population frequently encounter
difficulties with social skills, which can lead to difficulties in relationships [9–13]. For
instance, difficulties with social communication include challenges in social information
processing as well as asking for information [14,15]. Regarding neurocognitive sequelae,
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PBTS can present various impairments in cognitive function [5,12,16,17]. These may in-
clude difficulties with attention, information processing speed, memory, planning, and
organization [5,7,12,16].

Due to the various potential late effects, PBTS require long-term medical follow-up to
maintain a good level of health and quality of life [4,5,18,19]. Proper preparation for transfer
to the adult healthcare setting is associated with several long-term benefits, including
improved adherence to care, enhanced self-care skills, and a better experience with and
use of healthcare services [20,21]. Ultimately, better adherence to long-term care in adult
settings can contribute to the identification and early intervention of potential sequelae,
leading to a better quality of life, or even survival, of PBTS [18,21]. It is, therefore, essential
to ensure an optimal preparation for transition between pediatric and adult medical care
settings [22–24].

Transition readiness is the gradual process in which the adolescent or young adult
develops skills and knowledge that allow for successful transfer between pediatric care
and adult healthcare contexts [25]. The goal of transition readiness is to optimize patients’
overall and long-term functioning by enabling them to take on the responsibilities typical
of adulthood, such as attending medical appointments independently [22,24]. Thus, the
process of preparing for transition is centered on the development of autonomy [26,27].
Adult health care differs from pediatric health care notably by attributing patients a greater
responsibility and independence, implying the ability to access services, express their needs,
and have good medical decision-making skills [22,24,28]. The current recommendation is to
begin the transition process from the age of 14 in adolescents with chronic illnesses [22,29].
Unfortunately, more than 80% of adolescents and young adults report not receiving the
necessary planning to facilitate this process [30].

The various sequelae related to brain tumors and their treatment, particularly cogni-
tive and social ones, can hinder the acquisition of necessary transition readiness skills [31].
PBTS have been noted to experience more challenges than other populations with pediatric
chronic disease in terms of disease self-management skills, which is an important compo-
nent of transition readiness [6,7,26,27,32]. Also, PBTS’ potential challenges in social skills,
such as the ability to ask questions [33], could hinder their active participation in individ-
ual medical appointments in an adult setting. In addition, neurocognitive sequelae may
impact their ability to remember appointments and recall information provided [5,7,12,16].
Parental overprotection, which is a common phenomenon among PBTS families, is another
potential obstacle to developing autonomy [26,34,35]. The abrupt change from family-
focused care in the pediatric setting to patient-focused care in adult hospital settings (often
excluding parents) can be especially difficult for young patients who have not had an
opportunity to practice a more active role in the pediatric setting [24,26]. Overprotective
parenting can, therefore, hinder the development of autonomy skills necessary to success-
fully navigate adult healthcare settings [36,37]. Furthermore, the lack of autonomy support
can also be found in healthcare professionals working with pediatric populations, who
may tend to overprotect young patients [38]. Autonomy-supporting behaviors of pediatric
healthcare providers towards young patients are also associated with better transition
readiness [39].

Several studies have focused on the development and evaluation of transition readi-
ness interventions [18,20,21,23,40,41]. Existing transition interventions have primarily
focused on self-management skills such as disease education and learning one’s health
history [21,40,41]. Interventions are also primarily applied to populations of adolescents
and young adults with a variety of chronic pediatric conditions [21,23,41]. Although disease
self-management is an important component of transition readiness, this uniform approach
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does not address specific challenges faced by PBTS, such as social and neurocognitive
challenges [22,24,26,27,32].

While there are interventions for the PBTS population to help them improve their neu-
rocognitive challenges or social skills, to our knowledge, no psychosocial interventions cur-
rently exist that specifically address the transition readiness needs of PBTS [16,21,23,40–45].
The only intervention that was found in the literature regarding the transition readiness
of PBTS is a mixed transition consultation with a neurosurgeon from both pediatric and
adult healthcare settings, which focuses largely on the aspect of transfer in a neurosurgery
department [46]. Thus, in line with the specific needs of this population and the available
empirical data highlighting the association between social, neurocognitive, and disease
management skills, the principal purpose of this study was to develop an intervention for
PBTS and their parents that targets disease self-management, social skills, and cognitive
challenges for transition readiness [6,7,12,31,33].

In accordance with current recommendations for behavioral program optimiza-
tion [47], the primary objective of this study was to assess the feasibility and acceptability
of the newly developed targeted transition workshops for PBTS and their parents. Sec-
ondarily, this study also aimed to explore the impact of targeted workshops on PBTS
transition readiness skills and different measures related to transition readiness and the
workshop content.

2. Materials and Methods
2.1. Design

A program of three workshops on transition readiness specifically designed for PBTS
and their parents was created by the research team in collaboration with clinical practition-
ers in the hospital setting. The content and format of the workshops were co-developed
and refined over nine multidisciplinary meetings with healthcare professionals and psy-
chosocial workers who have expertise with this population (psychologist, social worker,
nurse, rehabilitation professionals, and parent–partner), led by the research team at a large
tertiary pediatric hospital. An intervention manual, as well as resource documents for
participants, were then developed based on meeting discussions.

The specific practical skills addressed during the workshop program were selected
among those detailed in the Transition Readiness Assessment Questionnaire (TRAQ) [48].
The TRAQ is the most empirically validated questionnaire for measuring transition readi-
ness skills [49,50]. The workshop program is also based on the ABC Transition process
model by Gorter [51] and the Social-ecological model of AYA (adolescents and young
adults) readiness for transition (SMART) by Schwartz and colleagues [52]. Considering the
impact of parental overprotection on transition readiness in PBTS, parental participation
was integrated into the workshop design [36,37]. However, the workshops were held
separately for PBTS and their parents to meet the specific needs of each and to support the
development of PBTS’ autonomy [26,27]. The workshops were offered in a hybrid format
(online and in-person) to facilitate accessibility for families living far from the hospital.

2.2. Participants

A sample of 12 dyads was recruited to participate in the research project. Although the
workshops were offered in French or English to participants in the consent form, all dyads
chose to attend the workshops in French. More details about recruitment and samples can
be found in Section 3. PBTS were eligible if they had a diagnosis of a pediatric brain tumor,
cancerous or not, and were in remission for at least 1 year. They also had to be 14 years
of age and older, and they had to have ongoing pediatric follow-up. In terms of exclusion
criteria, PBTS were required to not be in relapse or receiving palliative care. Parents were
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eligible if they were the parent or primary caregiver of a PBTS and met the inclusion criteria
of the project. They were excluded if the PBTS did not agree to participate.

2.3. Procedure

The project was approved by the research ethics board of the hospital where the
project took place. Recruitment was conducted over a five-month period through posters
in the oncology clinic, email, and social media posts by community pediatric cancer or-
ganizations, and phone calls and in-person visits to eligible patients in the outpatient
neuro-oncology and long-term follow-up clinic in the oncology center. After giving their
consent, the participants completed the pre-intervention questionnaires. They were then
invited to participate in the program of three workshops, with an interval of 2 months
between each workshop. Participants completed a short satisfaction questionnaire after
each workshop. At the conclusion of the workshop program, they again completed the
pre-intervention questionnaires.

Workshop Schedule

Participants who attended the in-person workshops met at a neutral meeting room
in the hospital, and parking costs were reimbursed. Otherwise, the format of the online
workshops was synchronous by videoconference. The specific content of the workshops
is detailed in Table 1. The workshops were co-facilitated by a clinician–researcher as well
as a clinical professional related to the theme of the workshop. Each workshop followed
the same structure. First, a period of psychoeducation related to the workshop theme was
provided. This was followed by a testimonial and question and answer period with a PBTS
or a parent who had transferred to the adult care setting. After a break, two practical skills
related to the theme of the workshop were taught interactively. In total, the workshops
lasted 1 h 30 each. At the end of each workshop, participants were invited to complete a
brief workshop evaluation (satisfaction questionnaire).

Table 1. Content of the targeted workshops for PBTS and their parents.

1st Workshop 2nd Workshop 3rd Workshop

Theme Self-management of
the disease

Social Skills and
Peer Relations

Cognitive challenges and
return to daily activities

Facilitators’ profession Nurse and
clinical psychologist

Social worker and
clinical psychologist

Occupational therapist and
clinical psychologist

Psychoeducation Differences between
pediatric and adult settings

Importance of social
relationships in
adolescence, social skills in
medical and social context

Overview of academic and
career resources (education
plans, scholarships, funds,
work placement programs)
and how to access them

Targeted TRAQ Skills

- Medication management
(filling a prescription,
reading medication labels).
- How to share a personal
health history

- How to ask questions,
what questions to ask
- How to assert your
needs [45]

- How to learn and access
services to manage daily
activities (how to request
resources adapted to school
and work)
- How to plan and organize
daily activities

2.4. Measures
2.4.1. Socio-Demographic and Medical Data

A questionnaire was used to compile participants’ socio-demographic data (e.g., age),
as well as information on PBTS’ health history (e.g., diagnosis and treatments received).
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2.4.2. Acceptability

Acceptability was assessed through participant satisfaction, as recommended by
Bowen and collaborators [53]. A satisfaction questionnaire of 12 items with a Likert-type
scale (1 = Strongly disagree, 5 = Strongly agree) and 3 open-ended questions was adminis-
tered to PBTS and parents to assess satisfaction with the workshops (see Supplementary
Materials). The questionnaire is an adaptation of an existing intervention satisfaction ques-
tionnaire [54]. The items relate to the format, for example, “The duration of the workshop
was ideal”, and the content of the workshops, for example, “The information was useful”.
The average percentages of participants who respond “Agree” and “Strongly agree” for
each workshop and for the workshop program are reported for the PBTS group as well as
for the parent group.

2.4.3. Transition Readiness

The Transition Readiness Assessment Questionnaire (TRAQ) is a tool that measures
the current level of patients’ transition readiness skills. It is intended for adolescents and
young adults and can be used across a range of diagnoses [48]. The French version of the
questionnaire is composed of 19 items with a Likert-type scale (1 = No, I don’t know how
to do it, 5 = Yes, I always do it when necessary) [55]. The items are divided into 5 subscales,
i.e., medication management, keeping appointments, tracking health problems, talking to
health care providers, and managing daily activities [48,55]. The score of the global scale
is obtained by calculating the average of the items [48]. The French version of the TRAQ
demonstrates good reliability and validity [55].

Additional questionnaires were administered to participants to explore various aspects
related to transition readiness. Both parents and PBTS completed a measure regarding
PBTS self-efficacy (The General Self-Efficacy Short Scale; GSES) [56]. Parents completed
a questionnaire assessing PBTS social skills (Social Skills Improvement System; SSIS),
while PBTS completed the “Assertiveness” subscale only [57]. Parents also completed
a questionnaire to assess PBTS executive functions (The Behavior Rating Inventory of
Executive Function; BRIEF), while PBTS completed the “Plan/Organize” subscale only [58].
Finally, parents only completed a measure to assess parental overprotection (The Parent
Protection Scale; PPS) [59].

2.5. Data Analysis

Descriptive statistics (i.e., means, standard deviations, ranges, frequencies, and sam-
ple percentages) were conducted for socio-demographic data. To assess the feasibility of
targeted transition workshops with PBTS and their parents, descriptive statistics (i.e., fre-
quencies and sample percentages) on recruitment and retention frequencies were collected.
A rate greater than or equal to 50% of participants attending all three workshops and
60% attending at least 2 workshops would indicate the workshops as feasible, similar to
what has already been shown for other pediatric oncology intervention programs [54,60].
To assess the acceptability of targeted transition workshops with PBTS and their parents,
descriptive data were also collected on the satisfaction rate means. The research team
determined that the workshop program would be considered acceptable if 75% or more
of the participants indicated, on average, that they “agree” and “strongly agree” with the
components of the workshop satisfaction questionnaire (Supplementary Materials) [54].
To assess the impact of targeted workshops on transition readiness, dependent samples
t-tests were performed to examine the results of the TRAQ questionnaire. Dependent
t-tests were also conducted on other variables that were studied in an exploratory manner
(i.e., self-efficacy, social skills, executive functions, parental overprotection). The data were
interpreted primarily using the effect size, i.e., Cohen’s d, which was interpreted as follows:
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0.2 is considered a small effect size, 0.5 is considered a moderate effect size, and 0.8 is
considered a large effect size [61]. The analyses were carried out using the SPSS software,
version 29, with a significance threshold of 0.05.

3. Results
A sample of 12 dyads was recruited to participate in the research project. For the PBTS

group, their age ranged from 15 to 19 years old (M = 17.17; SD = 1.4), time since diagnosis
ranged from 4 to 14 years (M = 10.75 years; SD = 3.28), time since completion of treatment
ranged from 4 to 14 years (M = 9.2; SD = 3.67), and frequency of oncology follow-up ranged
from none to twice per year (M = 0.83; SD = 0.57) (See Table 2 for more details). For the
parent group, participants’ ages ranged from 41 to 57 years old (M = 49.58; SD = 4.83);
four (25%) were fathers, and eight (75%) were mothers.

Table 2. PBTS socio-demographic and medical data.

PBTS (n = 12)

n (%)

Gender
Male 9 (75)
Female 2 (17)
Neutral/non-binary 1 (8)

Type of tumor
Astrocytoma 5 (42)
Craniopharyngioma 2 (17)
DNET 1 (8)
Ependymoma 4 (33)

Type of treatment
Radiotherapy 6 (50)
Chemotherapy 1 (8)
Surgery 11 (92)
Endocrinology 1 (8)

3.1. Feasibility
3.1.1. Recruitment

A total of 40 eligible patients were identified in the neuro-oncology clinic and the
outpatient long-term clinic of our hospital. Eight families could not be reached by the
tracing team, either because of missing contact information or no response to recruitment
calls. Of the remaining 32 eligible families that were reached, 12 families (38%) were
recruited and participated in the research project. Otherwise, 11 families (34%) indicated
an interest in the project but never returned a signed consent form to the research team.
Nine families (28%) actively declined to participate. The reasons for refusal cited by the
families were the PBTS’ lack of interest, the family’s lack of time, and the impression that
themes addressed by the workshops were not relevant to them. The research team did not
receive any contact through online and poster advertising.

3.1.2. Retention

Overall, 10 dyads participated in at least two workshops, representing 83% of par-
ticipants, and 6 dyads participated in all workshops, representing 50% of participants.
Otherwise, one dyad participated in only one workshop, and one dyad did not participate
in any workshops. A total of 10 parents and 10 PBTS attended the first workshop, while
7 parents and 7 PBTS participated in the second workshop, and 7 parents and 6 PBTS were
present at the third workshop.
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3.2. Acceptability
Satisfaction

The results of the satisfaction survey are detailed in Table 3. In terms of overall satis-
faction with the workshops, most PBTS participants (73%) rated the workshop program
as “acceptable” or “very acceptable”. The workshop where PBTS expressed the most
satisfaction was on social skills and peer relations (2nd workshop; 79%). The workshop
where PBTS participants expressed the least satisfaction was the one pertaining to cog-
nitive challenges and return to daily activities (3rd workshop; 61%). In terms of overall
satisfaction among parents, an average of 86% of parents rated the workshop program as
“acceptable” or “very acceptable”. The workshops in which parent participants expressed
the most satisfaction were those on social skills and peer relations (2nd workshop; 88%)
and on cognitive challenges (3rd workshop; 88%). Parent participants expressed the least
satisfaction with the workshop on disease self-management (1st workshop; 83%). Notably,
on average, 97% of parents and 98% of young people responded that they described the
workshop program as “neutral”, “acceptable”, or “very acceptable”. These results highlight
the low level of dissatisfaction (unacceptable or very unacceptable) among participants
with the workshops.

Table 3. Mean percentages of participants’ responses to the satisfaction questionnaire (N = 20).

PBTS Parents

Acceptable and Very
Acceptable (%)

Neutral, Acceptable, and
Very Acceptable (%)

Acceptable and Very
Acceptable (%)

Neutral, Acceptable, and
Very Acceptable (%)

Workshop 1 77 * 98 83 * 98

Workshop 2 79 * 96 88 * 99

Workshop 3 61 98 88 * 96

Total average 73 97 86 * 98
* Achievement of the target set at 75%.

Various elements also emerged in the open-ended questions of the satisfaction ques-
tionnaire (see Figure 1 for the global results). The most frequently reported aspect of the
workshop program appreciated by PBTS (72%) and their parents (31%) was the opportunity
to hear the testimonial from a PBTS or a parent who had transferred to the adult care setting.
In the PBTS group, a participant explained, “I really loved everything about the workshop.
However, the presence of a testimonial was a very important and interesting part because
it really clarified my vision of the adult hospital and its functioning”.

The aspects of the workshops that were least appreciated by PBTS were equally the
presence of long and basic topics (27%) and the sound quality of the videoconference
workshops (27%), while for parents, it was dissatisfaction with the virtual format (35%).
In this regard, a parent said, “It is great to be able to access these workshops via zoom
when we are from a remote area. However, it is more difficult to have contact with the
other participants”.
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Figure 1. Description of the participant’s most (a) and least (b) appreciated aspects of the workshops
emerged from the open-ended questions of the satisfaction questionnaire (n = 20).

3.3. Preliminary Efficacy
Results of the Transition Readiness Assessment Questionnaire (TRAQ)

The results regarding the impact of the targeted workshops for PBTS and for parents
are detailed in Table 4. Effect sizes were generally in the expected direction but small.



Curr. Oncol. 2025, 32, 34 9 of 15

Although not statistically significant, an improvement in PBTS TRAQ scores was observed
from the point of view of PBTS (t (9) = −1.14, p = 0.14, d = 0.36) as well as their parents
(t (8) = −0.75, p = 0.24, d = 0.25). A statistically significant improvement following the
workshops was only observed for PBTS self-efficacy (t (9) = −2.079, p = 0.03, d = 0.66), with
a moderate effect size.

Table 4. Comparisons of pre-workshop and post-workshop results with t-test on dependent samples
(N = 19).

PBTS (n = 10) Parents (n = 9)

Pre M (SD) Post M (SD) d Pre M (SD) Post M (SD) d

TRAQ 59.80 (12.03) 64.40 (11.84) 0.36 64.56 (12.30) 69.22 (17.04) 0.25

Assertiveness 19.50 (4.30) 20.50 (4.45) 0.28 26.33 (4.30) 26.33 (3.91) 0.00

Planning 22.20 (5.76) 22.60 (5.30) 0.08 21.67 (7.02) 21.44 (7.42) 0.06

Self-efficacy 32.40 (5.68) 34.70 (4.67) 0.66 * -- -- --

Parental overprotection -- -- -- 13.56 (1.24) 14.11 (1.36) 0.15
* p < 0.05.

4. Discussion
Transition readiness needs are significant and diverse among PBTS and their fam-

ilies [5,12,31]. The quality of their transition readiness has a significant impact on their
long-term health status and quality of life [18,21]. Therefore, there is a need to create
and evaluate transition interventions addressing their specific needs [22,24,31,43,44]. The
present study aimed to address this gap by co-developing and evaluating the feasibil-
ity and acceptability of targeted transition workshops among PBTS and their parents,
as well as exploring the preliminary impact of the intervention on relevant transition
readiness outcomes.

Regarding feasibility, the results indicated an achievement of pre-established retention
objectives. Fifty percent of dyads participated in all three workshops (target 50%), and
83% of dyads participated in at least two workshops (target 60%). Our recruitment rate
(38%) was similar to those observed in other intervention studies in pediatric cancer [42,60].
It was interesting to observe that 36% of families expressed interest without ultimately
consenting to participate. This finding could potentially indicate difficulties in dyad re-
cruitment (one or both of the parent–child dyads ultimately not wanting to participate).
Regarding reasons for active refusal, some families mentioned that preparation for health-
care transition was not perceived as important or urgent, particularly by PBTS. It appears
important that greater awareness of the importance of transition readiness be integrated
into PBTS standard care [19,62]. Finally, some families declined to participate due to lack
of time or scheduling difficulties. Future versions of the intervention could be offered in
webinar format to address this barrier. Notably, no families were recruited through in-clinic
or virtual recruitment strategies with partner community organizations. More efforts are
needed to understand how to best engage PBTS and their caregivers in intervention re-
search. In this regard, the research team observed that during the telephone and in-person
recruitment at the hospital, the possibility of explaining the concept of healthcare transition
readiness was helpful in engaging participants.

Regarding the objective of studying the acceptability of the intervention, the over-
all satisfaction target set at 75% of participants was reached for parents (86%) and was
slightly below the target for PBTS (73%). There was notably a very low dissatisfaction
response, particularly among PBTS, who often indicated a “neutral” satisfaction. The low
dissatisfaction rate suggests that the intervention offers a well-built foundation for further
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development. The high satisfaction for the second workshop regarding social skills for
both PBTS and parent groups concords with the literature indicating that parents perceived
the sequelae on social skills and peer relationships to be the most devastating for youth
and aligns with the expressed need by PBTS for psychosocial components in interventions
intended for transition readiness and survivorship [40,63–65]. The overall average satisfac-
tion of PBTS was most impacted by the final workshop on cognitive functioning, by the
satisfaction level, which appeared lower (61%) than the other two workshops (77%; 79%).
This workshop should, therefore, be particularly revised for young people. One avenue
for reflection would be to integrate greater implications of PBTS and parents post-transfer,
as their testimonials were the most appreciated element, particularly among the PBTS.
In addition, it would be possible to reduce the time devoted to psychoeducation, which
would also address the comments of PBTS, who appeared to have appreciated any lengthy
periods presenting basic information less.

Regarding exploring preliminary effect indicators of the intervention, statistical anal-
yses were ultimately limited by the small sample size. Nevertheless, there were some
indications based on the direction of effect sizes, which indicated improvement in the
expected direction. Based on the PBTS self-report and parent proxy report, PBTS appeared
to have improved on average by approximately five points on the TRAQ measure post-
intervention. Indeed, the increase of one point on the TRAQ scale is promising and shows
a significant improvement in transition readiness, whether it is simply having developed
an interest in learning the skill (2 on the Likert scale from 1 to 5) or having started to learn
the skill (3 on the Likert scale ranging from 1 to 5), which are important steps that precede
mastery of a skill (5 on the Likert scale from 1 to 5). These results are also consistent with
the Obesity-Related Behavioral Intervention Trials (ORBIT) model, which describes the
observation of a clinically significant difference as a key milestone to achieve for a prelim-
inary study of an intervention [47]. A significant increase was found in PBTS’ sense of
self-efficacy, which suggests that the intervention promoted the development of confidence
in their ability to handle new situations, an important element for transition readiness.

Several strengths of the study can be highlighted. First, this intervention was co-
developed and co-administered by clinicians from different professions as well as patient
and parent partners. Their involvement made it possible to create an intervention that
addresses multiple facets of transition readiness and aligns with the real-world needs of
PBTS and their families. Secondly, different components of the workshop were shown to be
both a strength and a distinguishing factor compared to other interventions in the literature
(i.e., testimonials, involvement of parents as well as the young patient) [18,21,23,40,41].
Notably, the experiential knowledge of patient partners was a significant element of sat-
isfaction among participants, particularly among PBTS, and therefore, it is important to
consider this in future transition interventions. Furthermore, parents were also a focus of
the intervention, which is consistent with the literature that indicates the need for parents
to be included and more informed in the transition process and is aligned with recommen-
dations to include them as well as the young patient [12,32]. Thirdly, we aimed to make the
intervention accessible, such as offering a hybrid format and the payment of parking fees
to reduce the costs associated with participation in person. These aspects are also essential
in the context of the rarity of pediatric brain tumors in the general population and may live
far from tertiary treatment centers where interventions are often offered [1]. Finally, the
creation of an intervention manual, as well as materials for participants and facilitators,
facilitates the possibility of replication and future access to the intervention for research as
well as clinical implementation.

Some limitations of this study are also to be discussed. The first limitation concerns
the sample size and the limited generalization of the results that can result from it. The
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small sample size may bias the portrait drawn on the feasibility of the intervention and
limit the interpretation of the results. Notably, difficulties were encountered in the process
of recruiting families, as no families were recruited outside the hospital despite virtual
recruitment efforts. Although recruitment difficulties may be frequently encountered with
this population [66], improvements will be necessary to the recruitment methods in order
to obtain larger sample sizes. This could be a further opportunity to partner with PBTS
project partners and seek their feedback on how to best engage participants, even regarding
this early stage of recruitment. Another limitation is that the intervention was limited
to the pediatric setting, both from an intervention perspective and outcome measures.
Attention to the post-transfer environment will be necessary to consider the impact of
interventions aiming to better support transition readiness. Furthermore, without a control
group, it is not possible to distinguish with certainty whether the results represent an
effect of time or an effect of the intervention. We remain encouraged by the preliminary
indicators of positive change, but further study with larger samples is needed for more
definitive conclusions. Finally, while the hybrid format allows for improved accessibility,
some negative comments about the online experience were raised, which was the modality
used by most workshop attendees. This observation, therefore, suggests that it would be
necessary to maintain virtual participation as an option and further develop the quality of
this experience. One way would be to increase the possibilities of interaction of participants
in different forms and ensure the availability of heightened videoconference equipment.

5. Conclusions
In conclusion, this study describes the results of a novel pilot intervention tailored to

the specific transition needs of PBTS. The results offer preliminary indicators of success, as
well as opportunities for further refinement and development. There is also a need to test a
revised intervention in larger samples and measure outcomes over longer periods. Given
the importance of transition readiness as well as the risk of social and cognitive challenges
present in other pediatric chronic illness groups (e.g., sickle cell disease, epilepsy), there is
also an opportunity to expand the application of the intervention [22,29,67,68]. Finally, we
note that workshops alone will not be sufficient to address the transition readiness needs of
PBTS and their caregivers. Rather, it can be a complement to a more integrated transition
preparation program provided over many years by the healthcare setting, such as ongoing
assessment and support to develop autonomy skills, involvement and discussions with
health professionals, follow-up of young people in the adult environment, or awareness of
the adult environment [29].
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https://www.mdpi.com/article/10.3390/curroncol32010034/s1, Workshop satisfaction questionnaire.

Author Contributions: Conceptualization and methodology, L.D. and M.B.; formal analysis, L.D.,
M.B. and J.C.; investigation, L.D., M.B., C.P., B.K., A.S., C.L., N.L., É.R.-T. and J.C.; resources, S.P. and
C.P.; data curation, J.C.; writing—original draft preparation, J.C.; writing—review and editing, J.C.,
L.D., M.B., T.L., N.L., C.P., A.S., C.L., B.K., É.R.-T., S.S., H.C. and S.P.; visualization, J.C.; supervision,
L.D. and M.B.; project administration, L.D., M.B. and J.C.; funding acquisition, L.D. and M.B. All
authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by the Brain Tumor Foundation of Canada Pediatric Feature grant.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Ethics Committee of Sainte-Justine University Health Center
(protocol code #2022-3991, 10 June 2022).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

https://www.mdpi.com/article/10.3390/curroncol32010034/s1


Curr. Oncol. 2025, 32, 34 12 of 15

Data Availability Statement: Data presented in this article are not readily available because partici-
pants did not consent for their information to be publicly shared.

Acknowledgments: The research team wants to thank all healthcare professionals who contributed
to the co-development groups and facilitation of the intervention. We also want to thank Margot
Bedu, Pascale Chapados, Florence Dubreuil, and Lye-Ann Robichaud for their tremendous help with
administrative tasks.

Conflicts of Interest: The authors declare no conflicts of interest. The funders participated in the
recruitment of participants by publishing a poster with details of the project on their social media
platform. They had no role in the design, analyses, interpretation of data, writing of the manuscript,
or in the decision to publish the results. They also did not have access to data from the study.

References
1. Ward, E.; DeSantis, C.; Robbins, A.; Kohler, B.; Jemal, A. Childhood and adolescent cancer statistics, 2014. CA Cancer J. Clin. 2014,

64, 83–103. [CrossRef]
2. Armstrong, G.T.; Liu, Q.; Yasui, Y.; Neglia, J.P.; Leisenring, W.; Robison, L.L.; Mertens, A.C. Late mortality among 5-year survivors

of childhood cancer: A summary from the Childhood Cancer Survivor Study. J. Clin. Oncol. 2009, 27, 2328. [CrossRef] [PubMed]
3. Oeffinger, K.C.; Mertens, A.C.; Sklar, C.A.; Kawashima, T.; Hudson, M.M.; Meadows, A.T.; Friedman, D.L.; Marina, N.; Hobbie,

W.; Kadan-Lottick, N.S.; et al. Chronic health conditions in adult survivors of childhood cancer. N. Engl. J. Med. 2006, 355,
1572–1582. [CrossRef]

4. Perreault, S.; Desjardins, L.; Coltin, H.; Scheinemann, K. Long-Term Sequelae. In Pediatric Neuro-Oncology, 2nd ed.; Scheinemann,
K., Bouffet, E., Eds.; Springer: New York, NY, USA, 2024; pp. 405–424.

5. Rody, E.; Mueller, S. Late Effects of Treatment of Pediatric Central Nervous System Tumors. J. Child Neurol. 2016, 31, 237–254.
[CrossRef]

6. Satariano, S. The ‘late effects’ of paediatric brain tumours and the implications for education settings. Educ. Child Psychol. 2016,
33, 20–33. [CrossRef]

7. Verberne, L.M.; Maurice-stam, H.; Grootenhuis, M.A.; Van Santen, H.M.; Meeteren, A.Y.N.S. Sleep disorders in children after
treatment for a CNS tumour. J. Sleep Res. 2011, 21, 461–469. [CrossRef] [PubMed]

8. Boydell, K.M.; Stasiulis, E.; Greenberg, M.; Greenberg, C.; Spiegler, B. I’ll show them: The social construction of (In)Competence
in survivors of childhood brain tumors. J. Pediatr. Oncol. Nurs. 2008, 25, 164–174. [CrossRef] [PubMed]

9. Desjardins, L.; Barrera, M.; Chung, J.; Cataudella, D.; Janzen, L.; Bartels, U.; Downie, A.; Fairclough, D. Are we friends? Best
friend nominations in pediatric brain tumor survivors and associated factors. Support. Care Cancer 2019, 27, 4237–4244. [CrossRef]

10. Hocking, M.C.; McCurdy, M.; Turner, E.; Kazak, A.E.; Noll, R.B.; Phillips, P.; Barakat, L.P. Social competence in pediatric brain
tumor survivors: Application of a model from social neuroscience and developmental psychology. Pediatr. Blood Cancer 2015, 62,
375–384. [CrossRef] [PubMed]

11. Nicklin, E.; Velikova, G.; Hulme, C.; Rodriguez Lopez, R.; Glaser, A.; Kwok-Williams, M.; Boele, F. Long-term issues and
supportive care needs of adolescent and young adult childhood brain tumour survivors and their caregivers: A systematic review.
Psychooncology 2019, 28, 477–487. [CrossRef] [PubMed]

12. Schulte, F.; Barrera, M. Social competence in childhood brain tumor survivors: A comprehensive review. Support. Care Cancer
2010, 18, 1499–1513. [CrossRef] [PubMed]

13. Albee, M.; Allende, S.; Cosgrove, V.; Hocking, M.C. A prospective study of social competence in survivors of pediatric brain and
solid tumors. Pediatr. Blood Cancer 2022, 69, e29670. [CrossRef]

14. Desjardins, L.; Young, M.; Hancock, K.; Lai, M.-C.; Bartels, U.; Vorstman, J.; Barrera, M. Pediatric Brain tumor survivors’
Understanding of Friendships: A Qualitative analysis of ADOS-2 interview responses. J. Pediatr. Psychol. 2021, 47, 662–673.
[CrossRef] [PubMed]

15. Castellino, S.M.; Ullrich, N.J.; Whelen, M.J.; Lange, B.J. Developing interventions for cancer-related cognitive dysfunction in
childhood cancer survivors. J. Natl. Cancer Inst. 2014, 106, dju186. [CrossRef] [PubMed]

16. Stavinoha, P.L.; Trinh-Wong, T.; Rodriguez, L.N.; Stewart, C.M.; Frost, K. Educational Pain Points for Pediatric Brain Tumor
Survivors: Review of Risks and Remedies. Children 2021, 8, 1125. [CrossRef] [PubMed]

17. Chu, P.Y.; Maslow, G.R.; von Isenburg, M.; Chung, R.J. Systematic Review of the Impact of Transition Interventions for Adolescents
with Chronic Illness on Transfer from Pediatric to Adult Healthcare. J. Pediatr. Nurs. 2015, 30, e19–e27. [CrossRef] [PubMed]

18. Hudson, M.M.; Bhatia, S.; Casillas, J.; Landier, W.; Rogers, Z.R.; Allen, C.; Harper, J.; Hord, J.; Jain, J.; Warwick, A.; et al. Long-term
follow-up care for childhood, adolescent, and young adult cancer survivors. Pediatrics 2021, 148, e2021053127. [CrossRef]

https://doi.org/10.3322/caac.21219
https://doi.org/10.1200/JCO.2008.21.1425
https://www.ncbi.nlm.nih.gov/pubmed/19332714
https://doi.org/10.1056/NEJMsa060185
https://doi.org/10.1177/0883073815587944
https://doi.org/10.53841/bpsecp.2016.33.1.20
https://doi.org/10.1111/j.1365-2869.2011.00971.x
https://www.ncbi.nlm.nih.gov/pubmed/22780916
https://doi.org/10.1177/1043454208315547
https://www.ncbi.nlm.nih.gov/pubmed/18353751
https://doi.org/10.1007/s00520-019-04706-3
https://doi.org/10.1002/pbc.25300
https://www.ncbi.nlm.nih.gov/pubmed/25382825
https://doi.org/10.1002/pon.4989
https://www.ncbi.nlm.nih.gov/pubmed/30657618
https://doi.org/10.1007/s00520-010-0963-1
https://www.ncbi.nlm.nih.gov/pubmed/20680353
https://doi.org/10.1002/pbc.29670
https://doi.org/10.1093/jpepsy/jsab131
https://www.ncbi.nlm.nih.gov/pubmed/34981125
https://doi.org/10.1093/jnci/dju186
https://www.ncbi.nlm.nih.gov/pubmed/25080574
https://doi.org/10.3390/children8121125
https://www.ncbi.nlm.nih.gov/pubmed/34943320
https://doi.org/10.1016/j.pedn.2015.05.022
https://www.ncbi.nlm.nih.gov/pubmed/26209872
https://doi.org/10.1542/peds.2021-053127


Curr. Oncol. 2025, 32, 34 13 of 15

19. Gabriel, P.; McManus, M.; Rogers, K.; White, P. Outcome evidence for structured pediatric to adult health care transition
interventions: A systematic review. J. Pediatr. 2017, 188, 263–269. [CrossRef] [PubMed]

20. Schmidt, A.; Ilango, S.M.; McManus, M.A.; Rogers, K.K.; White, P.H. Outcomes of pediatric to adult health care transition
interventions: An updated systematic review. J. Pediatr. Nurs. 2020, 51, 92–107. [CrossRef]

21. A Consensus Statement on Health care transitions for young adults with special health care needs. Pediatrics 2002, 110 (Suppl. S3),
1304–1306. [CrossRef]

22. Campbell, F.; Biggs, K.; Aldiss, S.K.; O’Neill, P.M.; Clowes, M.; McDonagh, J.; While, A.; Gibson, F. Transition of care for
adolescents from paediatric services to adult health services. Cochrane Database Syst. Rev. 2016, 4, CD009794. [CrossRef] [PubMed]

23. White, P.H.; Cooley, W.C. Supporting the health care transition from adolescence to adulthood in the medical home. Pediatrics
2018, 142, e20182587. [CrossRef]

24. Blum, R.W.; Garell, D.; Hodgman, C.H.; Jorissen, T.W.; Okinow, N.A.; Orr, D.P.; Slap, G.B. Transition from child-centered to adult
health-care systems for adolescents with chronic conditions: A position paper of the Society for Adolescent Medicine. J. Adolesc.
Health 1993, 14, 570–576. [CrossRef] [PubMed]

25. Huang, J.S.; Gottschalk, M.; Pian, M.; Dillon, L.; Barajas, D.; Bartholomew, L.K. Transition to Adult Care: Systematic Assessment
of Adolescents with Chronic Illnesses and their Medical Teams. J. Pediatr. 2011, 159, 994–998.e2. [CrossRef] [PubMed]

26. Bonanno, M.; Ogez, D.; Bourque, C.J.; Laverdière, C.; Sultan, S. The role of Pediatric psychologists in the transition of youth to
adult health care: A descriptive qualitative study of their practice and recommendations. J. Clin. Psychol. Med. Settings 2018, 26,
353–363. [CrossRef] [PubMed]

27. Sawicki, G.S.; Lukens-Bull, K.; Yin, X.; Demars, N.; Huang, I.-C.; Livingood, W.; Reiss, J.; Wood, D. Measuring the Transition
Readiness of Youth with Special Healthcare Needs: Validation of the TRAQ—Transition Readiness Assessment Questionnaire.
J. Pediatr. Psychol. 2009, 36, 160–171. [CrossRef]

28. White, P.; Schmidt, A.; Shorr, J.; Ilango, S.; Beck, D.; McManus, M. Six Core Elements of Health Care Transition TM 3.0; Got Transition,
The National Alliance to Advance Adolescent Health: Washington, DC, USA, 2020.

29. Lebrun-Harris, L.A.; McManus, M.A.; Ilango, S.M.; Cyr, M.; McLellan, S.B.; Mann, M.Y.; White, P.H. Transition planning among
US youth with and without special health care needs. Pediatrics 2018, 142, e20180194. [CrossRef]

30. Kenney, L.B.; Melvin, P.; Fishman, L.N.; O’Sullivan-Oliveira, J.; Sawicki, G.S.; Ziniel, S.; Diller, L.; Fernandes, S.M. Transition and
transfer of childhood cancer survivors to adult care: A national survey of pediatric oncologists. Pediatr. Blood Cancer 2016, 64,
346–352. [CrossRef] [PubMed]

31. Suris, J.-C.; Akre, C. Key elements for, and indicators of, a successful transition: An International Delphi study. J. Adolesc. Health
2015, 56, 612–618. [CrossRef] [PubMed]

32. Desjardins, L.; Lai, M.-C.; Vorstman, J.; Bartels, U.; Barrera, M. A Novel Approach to Understanding social Behaviors in Pediatric
brain tumor survivors: A pilot study. J. Pediatr. Psychol. 2020, 46, 80–90. [CrossRef]

33. Aukema, E.J.; Last, B.F.; Meeteren, A.Y.N.S.-V.; Grootenhuis, M.A. Explorative study on the aftercare of pediatric brain tumor
survivors: A parents’ perspective. Support. Care Cancer 2010, 19, 1637–1646. [CrossRef] [PubMed]

34. Norberg, A.L.; Steneby, S. Experiences of parents of children surviving brain tumour: A happy ending and a rough beginning.
Eur. J. Cancer Care 2009, 18, 371–380. [CrossRef] [PubMed]

35. Buchbinder, D.K.; Fortier, M.A.; Osann, K.; Wilford, J.; Shen, V.; Torno, L.; Sender, L.S.; Parsons, S.K.; Wenzel, L. Quality of life
among parents of adolescent and young adult brain tumor survivors. J. Pediatr. Hematol./Oncol. 2017, 39, 579–584. [CrossRef]
[PubMed]

36. Mallya, S.; Daniels, M.; Kanter, C.; Stone, A.; Cipolla, A.; Edelstein, K.; D’Agostino, N. A qualitative analysis of the benefits
and barriers of support groups for patients with brain tumours and their caregivers. Support. Care Cancer 2019, 28, 2659–2667.
[CrossRef]

37. Chenneville, T.; Gabbidon, K.; Hornschuh, S.; Dietrich, J. Balancing autonomy and protection in pediatric treatment and research.
Adv. Pediatr. 2021, 68, 55–69. [CrossRef] [PubMed]

38. Hong, H.S.; Im, Y. Factors associated with healthcare transition readiness for adolescents with chronic conditions: A cross-sectional
study. J. Child Health Care 2024, 13674935241248859. [CrossRef] [PubMed]

39. Ma, J.; Xiao, X.; Zhou, S.; Gu, C.; Liu, F.; Wang, H. Features of Studies on Transition Interventions for Childhood Cancer Survivors:
A Scoping Review. Cancers 2024, 16, 272. [CrossRef]

40. Takeuchi, J.; Yanagimoto, Y.; Sato, Y.; Ochiai, R.; Moriichi, A.; Ishizaki, Y.; Nakayama, T. Efficacious interventions for improving
the transition readiness of adolescents and young adult patients with chronic illness: A narrative review of randomized control
trials assessed with the transition readiness assessment questionnaire. Front. Pediatr. 2022, 10, 983367. [CrossRef] [PubMed]

41. Barrera, M.; Atenafu, E.G.; Sung, L.; Bartels, U.; Schulte, F.; Chung, J.; Cataudella, D.; Hancock, K.; Janzen, L.; Saleh, A.; et al. A
randomized control intervention trial to improve social skills and quality of life in pediatric brain tumor survivors. Psycho-oncology
2017, 27, 91–98. [CrossRef]

https://doi.org/10.1016/j.jpeds.2017.05.066
https://www.ncbi.nlm.nih.gov/pubmed/28668449
https://doi.org/10.1016/j.pedn.2020.01.002
https://doi.org/10.1542/peds.110.S3.1304
https://doi.org/10.1002/14651858.CD009794.pub2
https://www.ncbi.nlm.nih.gov/pubmed/27128768
https://doi.org/10.1542/peds.2018-2587
https://doi.org/10.1016/1054-139X(93)90143-D
https://www.ncbi.nlm.nih.gov/pubmed/8312295
https://doi.org/10.1016/j.jpeds.2011.05.038
https://www.ncbi.nlm.nih.gov/pubmed/21784450
https://doi.org/10.1007/s10880-018-9591-6
https://www.ncbi.nlm.nih.gov/pubmed/30421157
https://doi.org/10.1093/jpepsy/jsp128
https://doi.org/10.1542/peds.2018-0194
https://doi.org/10.1002/pbc.26156
https://www.ncbi.nlm.nih.gov/pubmed/27463688
https://doi.org/10.1016/j.jadohealth.2015.02.007
https://www.ncbi.nlm.nih.gov/pubmed/26003575
https://doi.org/10.1093/jpepsy/jsaa090
https://doi.org/10.1007/s00520-010-0995-6
https://www.ncbi.nlm.nih.gov/pubmed/20924614
https://doi.org/10.1111/j.1365-2354.2008.00976.x
https://www.ncbi.nlm.nih.gov/pubmed/19490006
https://doi.org/10.1097/MPH.0000000000000947
https://www.ncbi.nlm.nih.gov/pubmed/28859042
https://doi.org/10.1007/s00520-019-05069-5
https://doi.org/10.1016/j.yapd.2021.05.009
https://www.ncbi.nlm.nih.gov/pubmed/34243859
https://doi.org/10.1177/13674935241248859
https://www.ncbi.nlm.nih.gov/pubmed/38669312
https://doi.org/10.3390/cancers16020272
https://doi.org/10.3389/fped.2022.983367
https://www.ncbi.nlm.nih.gov/pubmed/36245732
https://doi.org/10.1002/pon.4385


Curr. Oncol. 2025, 32, 34 14 of 15

42. Bonanno, M.; Bourque, C.J.; Aramideh, J.; Cloutier, N.; Dumont, É.; Gomez-Tyo, M.; Julien-Lacoste, A.; Košir, U.; Provost, C.;
Laverdière, C.; et al. Articulating viewpoints to better define and respond to the needs of adolescents and young adult survivors
of pediatric brain tumors. J. Psychosoc. Oncol. 2021, 40, 347–365. [CrossRef]

43. Schubart, J.R.; Kinzie, M.B.; Farace, E. Caring for the brain tumor patient: Family caregiver burden and unmet needs. Neuro-
Oncology 2007, 10, 61–72. [CrossRef] [PubMed]

44. Willard, V.W. Social skills interventions for survivors of pediatric brain tumors: A review and reformulation. Pediatr. Blood Cancer
2018, 65, e27434. [CrossRef] [PubMed]

45. Bullens, K.; Sleurs, C.; Blommaert, J.; Lemiere, J.; Jacobs, S. A systematic review of interventions for neurocognitive dysfunctions
in patients and survivors of a pediatric brain tumor. Pediatr. Blood Cancer 2024, 71, e31327. [CrossRef] [PubMed]

46. Roux, A.; Beccaria, K.; Blauwblomme, T.; Mahlaoui, N.; Chretien, F.; Varlet, P.; Puget, S.; Pallud, J. Toward a transitional care
from childhood and adolescence to adulthood in surgical neurooncology? A lesson from the Necker-Enfants Malades and the
Sainte-Anne Hospitals collaboration. J. Neurosurg. Pediatr. 2021, 28, 380–386. [CrossRef] [PubMed]

47. Czajkowski, S.M.; Powell, L.H.; Adler, N.; Naar-King, S.; Reynolds, K.D.; Hunter, C.M.; Laraia, B.; Olster, D.H.; Perna, F.M.;
Peterson, J.C.; et al. From ideas to efficacy: The ORBIT model for developing behavioral treatments for chronic diseases. Health
Psychol. 2015, 34, 971–982. [CrossRef]

48. Wood, D.L.; Sawicki, G.S.; Miller, M.D.; Smotherman, C.; Lukens-Bull, K.; Livingood, W.C.; Ferris, M.; Kraemer, D.F. The
Transition Readiness Assessment Questionnaire (TRAQ): Its factor structure, reliability, and validity. Acad. Pediatr. 2014, 14,
415–422. [CrossRef] [PubMed]

49. Parfeniuk, S.; Petrovic, K.; MacIsaac, P.; Cook, K.; Rempel, G. Transition readiness measures for adolescents and young adults
with chronic health conditions: A systematic review. J. Transit. Med. 2020, 2, 20200020. [CrossRef]

50. Zhang, L.F.; Ho, J.S.; Kennedy, S.E. A systematic review of the psychometric properties of transition readiness assessment tools in
adolescents with chronic disease. BMC Pediatr. 2014, 14, 4. [CrossRef]

51. Gorter, J.W. Making links across the lifespan in neurology. Can. J. Neurol. Sci. 2012, 39, 1–2. [CrossRef]
52. Schwartz, L.; Tuchman, L.; Hobbie, W.; Ginsberg, J. A social-ecological model of readiness for transition to adult-oriented care for

adolescents and young adults with chronic health conditions. Child Care Health Dev. 2011, 37, 883–895. [CrossRef] [PubMed]
53. Bowen, D.J.; Kreuter, M.; Spring, B.; Cofta-Woerpel, L.; Linnan, L.; Weiner, D.; Bakken, S.; Kaplan, C.P.; Squiers, L.; Fabrizio, C.;

et al. How we design feasibility studies. Am. J. Prev. Med. 2009, 36, 452–457. [CrossRef]
54. Desjardins, L.; Hancock, K.; Szatmari, P.; Alexander, S.; Shama, W.; De Souza, C.; Mills, D.; Abla, O.; Barrera, M. Protocol for

mapping psychosocial screening to resources in pediatric oncology: A pilot randomized controlled trial. Pilot Feasibility Stud.
2021, 7, 1–13. [CrossRef] [PubMed]

55. Chapados, P.; Aramideh, J.; Lamore, K.; Dumont, É.; Lugasi, T.; Clermont, M.; Laberge, S.; Scott, R.; Laverdière, C.; Sultan, S.
Getting ready for transition to adult care: Tool validation and multi-informant strategy using the Transition Readiness Assessment
Questionnaire in pediatrics. Child Care Health Dev. 2021, 47, 645–653. [CrossRef] [PubMed]

56. Décieux, J.P.; Sischka, P.E.; Schumacher, A.; Willems, H. Psychometrical properties of a French version of the General Self-Efficacy
Short Scale (ASKU). Swiss J. Psychol. 2019, 79, 15–25. [CrossRef]

57. Gresham, F.; Elliott, S.N. Social Skills Improvement System (SSIS) Rating Scales; Pearson Assessments: Bloomington, MN, USA, 2008.
58. Gioia, N.; Isquith, N.; Guy, N.; Kenworthy, N. Behavior Rating Inventory of Executive Function (BRIEF). In A Compendium of Tests,

Scales and Questionnaires; Psychology Press: East Sussex, UK, 2020; pp. 295–298. [CrossRef]
59. Thomasgard, M.; Metz, W.P.; Edelbrock, C.; Shonkoff, J.P. Parent-Child Relationship Disorders. Part I. Parental Overprotection

and the development of the Parent Protection Scale. J. Dev. Behav. Pediatr. 1995, 16, 244–250. [CrossRef]
60. Kazak, A.E.; Simms, S.; Alderfer, M.A.; Rourke, M.T.; Crump, T.; McClure, K.; Jones, P.; Rodriguez, A.; Boeving, A.; Hwang, W.-T.;

et al. Feasibility and Preliminary Outcomes from a Pilot Study of a Brief Psychological Intervention for Families of Children
Newly Diagnosed with Cancer. J. Pediatr. Psychol. 2005, 30, 644–655. [CrossRef] [PubMed]

61. Cohen, J. Statistical Power Analysis for the Behavioral Sciences; Routledge: New York, NY, USA, 1988. [CrossRef]
62. Pickering, L.; Main, K.M.; Feldt-Rasmussen, U.; Sehested, A.; Mathiasen, R.; Klose, M.; Ibsen, R.; Kjellberg, J.; Jennum, P. Survival

and long-term socioeconomic consequences of childhood and adolescent onset of brain tumours. Dev. Med. Child Neurol. 2022, 65,
942–952. [CrossRef] [PubMed]

63. Cheung, C.K.; Zebrack, B. What do adolescents and young adults want from cancer resources? Insights from a Delphi panel of
AYA patients. Support. Care Cancer 2016, 25, 119–126. [CrossRef] [PubMed]

64. D’Agostino, N.M.; Edelstein, K. Psychosocial challenges and resource needs of young adult cancer survivors: Implications for
program development. J. Psychosoc. Oncol. 2013, 31, 585–600. [CrossRef]

65. Henrich, N.; Marra, C.A.; Gastonguay, L.; Mabbott, D.; Malkin, D.; Fryer, C.; Bouffet, E.; Taylor, M.D.; Hukin, J.; Scantlebury,
N.; et al. De-escalation of therapy for pediatric medulloblastoma: Trade-offs between quality of life and survival. Pediatr. Blood
Cancer 2014, 61, 1300–1304. [CrossRef]

https://doi.org/10.1080/07347332.2021.2004291
https://doi.org/10.1215/15228517-2007-040
https://www.ncbi.nlm.nih.gov/pubmed/17993635
https://doi.org/10.1002/pbc.27434
https://www.ncbi.nlm.nih.gov/pubmed/30160028
https://doi.org/10.1002/pbc.31327
https://www.ncbi.nlm.nih.gov/pubmed/39300698
https://doi.org/10.3171/2021.3.PEDS2141
https://www.ncbi.nlm.nih.gov/pubmed/34330092
https://doi.org/10.1037/hea0000161
https://doi.org/10.1016/j.acap.2014.03.008
https://www.ncbi.nlm.nih.gov/pubmed/24976354
https://doi.org/10.1515/jtm-2020-0020
https://doi.org/10.1186/1471-2431-14-4
https://doi.org/10.1017/S0317167100012580
https://doi.org/10.1111/j.1365-2214.2011.01282.x
https://www.ncbi.nlm.nih.gov/pubmed/22007989
https://doi.org/10.1016/j.amepre.2009.02.002
https://doi.org/10.1186/s40814-021-00878-0
https://www.ncbi.nlm.nih.gov/pubmed/34274016
https://doi.org/10.1111/cch.12872
https://www.ncbi.nlm.nih.gov/pubmed/33881775
https://doi.org/10.1024/1421-0185/a000233
https://doi.org/10.4324/9781003076391-76
https://doi.org/10.1097/00004703-199508000-00006
https://doi.org/10.1093/jpepsy/jsi051
https://www.ncbi.nlm.nih.gov/pubmed/16260434
https://doi.org/10.4324/9780203771587
https://doi.org/10.1111/dmcn.15467
https://www.ncbi.nlm.nih.gov/pubmed/36451275
https://doi.org/10.1007/s00520-016-3396-7
https://www.ncbi.nlm.nih.gov/pubmed/27580714
https://doi.org/10.1080/07347332.2013.835018
https://doi.org/10.1002/pbc.24990


Curr. Oncol. 2025, 32, 34 15 of 15

66. Van Driessche, A.; Beernaert, K.; Deliens, L.; Kars, M.C.; Lyon, M.E.; Barrera, M.; Dussel, V.; Bidstrup, P.; Rosenberg, A.R.; Akard,
T.F.; et al. Recruitment and retention challenges and strategies in randomized controlled trials of psychosocial interventions for
children with cancer and their parents: A collective case study. Eur. J. Pediatr. 2023, 182, 4683–4706. [CrossRef] [PubMed]

67. Edwards, C.L.; Scales, M.T.; Loughlin, C.; Bennett, G.G.; Harris-Peterson, S.; Castro, L.M.D.; Whitworth, E.; Abrams, M.; Feliu, M.;
Johnson, S.; et al. A brief review of the pathophysiology, associated pain, and psychosocial issues in sickle cell disease. Int. J.
Behav. Med. 2005, 12, 171–179. [CrossRef] [PubMed]

68. Høie, B.; Sommerfelt, K.; Waaler, P.E.; Alsaker, F.D.; Skeidsvoll, H.; Mykletun, A. The combined burden of cognitive, executive
function, and psychosocial problems in children with epilepsy: A population-based study. Dev. Med. Child Neurol. 2008, 50,
530–536. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/s00431-023-05139-1
https://www.ncbi.nlm.nih.gov/pubmed/37561196
https://doi.org/10.1207/s15327558ijbm1203_6
https://www.ncbi.nlm.nih.gov/pubmed/16083320
https://doi.org/10.1111/j.1469-8749.2008.03015.x
https://www.ncbi.nlm.nih.gov/pubmed/18611204

	Introduction 
	Materials and Methods 
	Design 
	Participants 
	Procedure 
	Measures 
	Socio-Demographic and Medical Data 
	Acceptability 
	Transition Readiness 

	Data Analysis 

	Results 
	Feasibility 
	Recruitment 
	Retention 

	Acceptability 
	Preliminary Efficacy 

	Discussion 
	Conclusions 
	References

