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Abstract
The transition to adult health care (HCT, Health Care Transition), is the purposeful, planned movement of patients from 
paediatric to adult services. For the adolescent living with obesity (ALwO), the HCT represents a crucial window for effec-
tive intervention that can help improve body weight, adiposopathy, and metabolic complications. Nevertheless, no transi-
tion guidelines, models, and tools have been developed for these patients. The present statement of the Italian Society of 
Obesity examines the critical transition of ALwO from paediatric to adult healthcare. It synthesises current knowledge and 
identifies gaps in HCT of ALwO. Drawing on successful practices and evidence-based interventions worldwide, the paper 
explores challenges, including disparities and barriers, while advocating for patient and family involvement. Additionally, 
it discusses barriers and perspectives within the Italian health care scenario. The need for specialised training for healthcare 
providers and the impact of transition on healthcare policies are also addressed. The conclusions underscore the significance 
of well-managed transitions. The SIO recognises that without proper support during this transition, ALwOs risk facing a 
gap in healthcare delivery, exacerbating their condition, and increasing the likelihood of complications. Addressing this 
gap requires concerted efforts to develop effective transition models, enhance healthcare provider awareness, and ensure 
equitable access to care for all individuals affected by obesity. The document concludes by outlining avenues for future 
research and improvement.
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Abbreviations
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ALwO  Adolescents living with obesity
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SIO  Italian Society of Obesity
EASO  European Association for the Study of Obesity
ECOG  European Childhood Obesity Group
NHS  National Health Service
PWS  Prader–Willi syndrome
MAFLD  Metabolic associated fatty liver disease

Introduction

Obesity is a chronic, relapsing disease that can begin very 
early in life. Severe obesity with onset in children and 
particularly under 5 may have a genetic aetiology (i.e. 
monogenic obesities). Nonetheless, most cases are primary 
obesities. Secondary obesity is caused by medical condi-
tions (i.e. hormonal imbalance in Cushing disease, use 
of certain medications, etc.). The WHO European Child-
hood Obesity Surveillance Initiative shows that nearly one 
in three school-aged children are living with overweight 
or obesity. Despite a temporary decrease in prevalence in 
adolescents, one quarter of them lives with overweight or 
obesity [1]. As children age, their risk of developing severe 
obesity increases, with adolescents showing a higher prev-
alence of severe obesity compared to children [2]. Being 
an adolescent living with obesity (ALwO) significantly 
raises the likelihood of obesity persisting into adulthood 
[3], along with the risk of complications [4–6] such as 
hypertension, dyslipidemia, hyperglycemia, and metabolic 
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dysfunction associated steatotic liver disease (MASLD) [7, 
8]. Alarmingly, both children and adolescents with severe 
obesity [Class II that is a body mass index (BMI) ≥ 120% 
of the 95th percentile, and class III obesity, a BMI ≥ 140% 
of the 95th percentile] can have these complications, and 
their prevalence rates rise as obesity severity worsens. A 
recent study in Italy highlighted the extent of these issues 
[2]. A substantial percentage of young people with severe 
obesity experience hypertension (42% children and 49% 
ALwO), low high-density lipoprotein (HDL) cholesterol 
levels (10% and 15%, respectively), elevated liver enzyme 
levels suggestive of MASLD (in about 46% for both age 
groups), and prediabetes, indicating a concerning trend 
in early metabolic disturbances (25% children and 28% 
ALwO) [2].

Recent projections from the World of Obesity Federa-
tion estimate a sharp rise in obesity cases among young 
individuals globally by 2035, highlighting the urgent need 
for preventive measures and effective interventions [9].

Obesity-related complications in young populations 
extend beyond metabolic issues to include significant 
health risk conditions like obstructive sleep apnoea syn-
drome and obesity nephropathy, emphasising the multifac-
eted nature of obesity-related morbidity [7].

The transition to adult health care (HCT) repre-
sents a critical opportunity for effective intervention in 
any chronic and potentially long-lasting condition. For 
ALwOs, a correct HCT can help improve body weight, 
adiposopathy, and metabolic complications, motivating 
young patients to seek profound lifestyle changes [10]. 
Effective anti-obesity medications and bariatric surgery 
support the patient struggling with appetite control, which 
is deemed as their main barrier to weight loss [11].

Recognising the critical nature of the transition from 
paediatric to adult healthcare, the Italian Society of Obe-
sity (SIO, Società Italiana dell’Obesità) emphasises the 
need for tailored and structured HCT. Without proper 
support, ALwOs risk facing a gap in healthcare delivery, 
exacerbating their condition, affecting therapy compliance, 
and increasing the likelihood of complications. Address-
ing this gap requires concerted efforts to develop effective 
transition models, to enhance healthcare providers (HCP) 
awareness, and to ensure equitable access to care for all 
individuals affected by obesity.

The present article represents a SIO statement about 
the challenges, goals and practices that need implemen-
tation for an effective HCT. The document is endorsed 
by the Italian Society of Paediatric Endocrinology and 
Diabetology (SIEDP, Società Italiana di Endocrinologia 
e Diabetologia Pediatrica) and the Italian Society of Ado-
lescence Medicine (SIMA, Società Italiana di Medicina 
dell’Adolescenza).

Transition to adult health care: theory 
and models

The HCT is the purposeful, planned movement of patients 
from paediatric to adult services [12].

Ideally occurring between the ages of 18 and 21 years 
[13], the process is generally long and gradual, in most 
cases encompassing ages 12 [14] to 26 [15–18]. During 
HCT, young people gain more responsibility for their 
health and the self-management of their disease, with par-
ents often remaining involved ensuring the development 
of skills and self-management strategies [15].

Transition theory and principles inform HCT, hence it 
should be a collaborative and individualised effort, youth-
focused, and emphasise self-management, with early and 
ongoing preparation. Transition preparation is recom-
mended for all young people, with added components for 
people with special health care needs (CSHCN) and/or 
chronic conditions [15].

Lack of structured HCT results in poor outcomes, 
including medical complications (e.g., poor disease con-
trol, such as a suboptimal lung function in cystic fibrosis 
and/or asthma), treatment and self-management adherence 
issues, decreased quality of life, and increased healthcare 
costs and resource use (e.g., emergency department vis-
its, hospitalisations) [19–33]. These outcomes highlight 
the need for an effective inter-professional approach to 
improve patient’s knowledge about therapies and skills to 
navigate through the national healthcare system (NHS) 
[19, 20, 34].

A well-structured transition plan can maximise lifelong 
functioning and well-being of the young patient, positively 
impacting retention in care, patient health, and experiences 
of care [33, 35, 36].

Successful transition involves the engagement and par-
ticipation of the medical home team [physicians, nurses, 
physician assistants, care coordinators], family and car-
egivers, and the individual youth collaborating in a posi-
tive and mutually respectful relationship [i.e. one that 
honours diversity and is consistent with each family’s 
cultural and religious beliefs] [34]. The medical home 
team does not engage in transition planning alone; rather, 
it jointly creates and implements the plan with the other 
mentioned actors. The medical home team facilitates a 
planned, smooth, and patient- and family-centred process. 
Parents’ role includes active engagement, moving in and 
out of the decision-making position as appropriate [34]. 
Young people maximise their independence and centrality 
in decision-making. Adult HCPs must be identified and 
engaged to provide developmentally appropriate support 
during the transition [34]. After the birth of the transition 
concept, guidelines have been published about HCT goals 
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and best practices, initially targeting CSHCN (“those who 
have or are at increased risk for a chronic physical, devel-
opmental, behavioural, or emotional condition and who 
also require health related services of a type or amount 
beyond that required by children generally”), without 
focusing on specific diseases. [13, 15, 34, 37, 38]. Later, 
diverse transition guidelines, models and tools were devel-
oped for specific diseases [see, e.g., 21, 23, 24] but not for 
paediatric obesity.

HCT of the patient with endocrine diseases

Research and practice models for the transition of ALWO 
are almost absent. Transition models exist for syndromic 
obesity, such as Prader–Willi syndrome (PWS), requiring a 
specific multidisciplinary approach, due to the intellectual 
disability, that compromises patient involvement in care. 
Effective transition models for PWS, such as the European 
Reference Network on Rare Endocrine Conditions (Endo-
ERN), highlight the need for a multidisciplinary model 
with an HCT pathway coordinator linking the different 
intra- and extra-hospital actors and resources [39]. In the 
French Transend program, adolescents with PWS experi-
ence a multidisciplinary diagnostic and therapeutic work-up 
with periodic follow-ups in the paediatric clinic. During the 
transition, the coordinator fills the gap with the adult PWS 
specialist and territorial network of healthcare profession-
als, and provides an education program for the patient and 
his relatives [39].

In the United States the Got Transition program, a col-
laboration of American Academy of Family Physicians 
(AFP), American College of Physicians (ACP), and Ameri-
can Academy of Pediatrics (AAP), is established for several 
chronic diseases, including type 1 diabetes, Turner syn-
drome, and growth hormone deficiency [40]. The transi-
tion model includes three elements: 1. transition readiness 
assessment; 2. medical summary record; and 3. self-care 
assessment. The transition readiness tool assesses patients' 
knowledge and ability to manage their condition. It is admin-
istered by the paediatric team, ideally from age 12 [41]. Bar-
riers to readiness include parents' reticence to lose control of 
the disease management and patients’ lack of motivation to 
learn new skills. The medical summary record, filled by the 
paediatrician, family, and patient, contains key medical dis-
ease-specific information. It ensures continuity of care and a 
strict collaboration between paediatric and adult clinicians. 
The self-care assessment tool supports adult care clinicians 
in addressing any knowledge gaps or self-care issues. A set 
of disease-specific assessment tools has been developed for 
each of the three quoted elements [40].

Other models for endocrine disease transition also focus 
on transition preparation, transfer and integration into adult 
care [42]. HCT preparation includes patient education 
through workshops, meetings, focus groups, and classes, 
generally starting around ages 12–14, according to the 
patient’s readiness. Transition to adult clinics requires a 
care coordinator who facilitates the first meeting with the 
adult care clinician. Joint visits with adult and paediatric 
endocrinologists, as well as other professionals of the mul-
tidisciplinary team, are effective in improving the efficacy 
of transition. The timing for HCT should be tailored to 
the patient’s need and readiness, though a mean age of 19 
has been reported in several models [42, 43]. Integration 
into adult care is the last step of the transition. A critical 
step is that adult care physicians should be familiar with 
the patient’s medical history and needs, since the literature 
reports high drop-out rates, loss of follow-up, and return 
to paediatric care after the first visit in adult care settings 
[42]. A substantial time dedicated to previous steps and a 
multidisciplinary adult team have been proposed to address 
these issues.

The transition of ALwOs: an unmet health 
care need

The literature about the transition of ALwO is sparse, with 
the only published guidelines addressing children and ado-
lescents with PWS [39] and ALwOs who underwent bariat-
ric surgery [43, 44]. Endocrine societies or scientist groups 
disseminating transition guidelines and tools for major 
endocrine diseases have largely neglected the topic of tran-
sitioning youths with obesity to adult healthcare [31–33, 
45–47], despite including paediatric obesity in their clinical 
guidelines for some time. Major international or national sci-
entific societies for obesity, such as the European Childhood 
Obesity Group (ECOG), the European Society for Obesity 
(EASO) and the SIO, have not published specific guidelines 
on transition until now. Nonetheless, paediatric obesity has 
long been recognised as a complex chronic disease [48], and 
youths with obesity fit the definition of CSHCN. Only the 
AAP underscores the importance of a structured transition 
plan for youths with obesity [44].

Several hypotheses may explain why the transition of 
ALwOs is a neglected topic [38]. First, adolescents do not 
stay in treatment long enough to transition, indicating that 
improving long-term treatment centre attendance could be 
key to developing effective transition programs [38]. Second, 
despite obesity being recognised as a disease, it is frequently 
not perceived as a chronic illness, but as a self-imposed 
disease with an easy way-out (“eat less and move more” 
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narrative) [35, 36, 38, 49]. This perception reduces the like-
lihood of obesity being included in national transition plan-
ning [38]. Third, there is no clear transition pathway [38]. 
Lastly, if obesity-related comorbidities are present, the youth 
is likely to transition to a morbidity-specific service—for 
hypertension/diabetes/lipids—where weight management 
expertise might be lacking [38]. Ideally, obesity should be 
managed chronically by a multidisciplinary team at special-
ised centres that offer integrated and coherent follow-up 
by several professionals. This team of HCPs (which may 
include clinical nutritionist, dietician, diabetologist, endo-
crinologist, cardiologist, surgeon, psychologist, etc.) shares a 
unified care project with the patient, and is coordinated by a 
case-manager, typically a paediatrician or internist with spe-
cialised in obesity [7, 38, 39, 44, 50]. The “obesity centres” 
host these specialised teams and act as spokes (secondary 
level) or hubs (tertiary level) within a network system that 
includes primary care providers. General paediatricians and 
practitioners should be aware of the specialised follow-up 
available and actively advocate for and support it when com-
municating with patients [7, 38, 39, 44, 50].

An effective transition plan for obesity requires the 
patient’s living area to have a specialised multidisciplinary 
adult centre that pursues the same principal health goals and 
adopts the same screening and management programs for 
complications as the paediatric centre. Moreover, the dif-
ferent levels of paediatric care should align with each other 
and follow a coherent timeline.

These requirements are challenging in real life. First, a 
particular area might lack either a paediatric or an adult obe-
sity centre, complicating long-term follow-up from paediat-
ric to adult age. For example, the SIO map of endorsed obe-
sity centres shows a patchwork distribution, with paediatric 
and adult centres not always overlapping [51]. Second, even 
if paediatric and adult centres exist, they might not agree on 
the overall approach to managing obesity, leading to incon-
sistent clinical messages and proposals. As a complex dis-
ease, obesity may necessitate various lifestyle, psychologi-
cal, pharmacological, and surgical approaches. Without a 
concerted transition plan, patients face a high risk of encoun-
tering conflicting and inconsistent clinical messages and rec-
ommendations as they move from one centre to another. If 
this inconsistency exists, it may drive patients away from 
specialised follow-up in favour of commercial programs or 
no program at all, especially if they do not require treat-
ment for complications. Finally, the primary and secondary/
tertiary level of care may not move towards transition at 
the same time. In Italy, for example, paediatricians—free of 
economic charge for families—handle prevention, treatment, 
and rehabilitation of children and adolescents up to age 14, 
with mandatory care until age 6 and optional care until age 
14, while families of youths aged 6–14 can freely choose 

between paediatrician and family doctor. Both can ensure 
patients’ access to services and benefits offered by the NHS, 
included in the Essential Levels of Care. At the age of 14, 
revocation from paediatric care is an automatic step, unless 
there are documented chronic pathologies or situations of 
disability. In such selected cases, a paediatrician can follow 
the patients up to age 16. The most common experience for 
ALwOs, therefore, is that they transition to the adult primary 
care significantly, before they transition to an adult obesity 
centre. In Italy, the medical home community (“Case della 
Comunità”) has been foreseen by the legislative decree DM 
77/2022 that describes in detail hubs and spokes, but it has 
not been yet implemented. Guidelines for the implementa-
tion of the organisational model of Community Hub Centres 
have just been issued by the National Agency for Regional 
Health Services (April 5, 2024) [52].

Changing the narrative of obesity 
in adolescents

With the increasing recognition of obesity as a chronic and 
relapsing disease, it is clear that its causes lie in the inter-
action between genes and environment, not in individual 
laziness. Consequently, society bears a moral responsibility 
to ensure the successful treatment of this condition and its 
associated complications. Adolescence and young adulthood 
are windows of opportunity for intervention that can affect 
obesity-related morbidity and mortality, as well as direct and 
indirect costs for the society.

Bariatric surgery and novel anti-obesity medications 
are potentially effective treatments for patients in this age 
group. Although sustained obesity from adolescence through 
midlife poses a risk of type 2 diabetes (T2D) and cardio-
vascular diseases-related complications, bariatric surgery 
is not commonly performed in adolescence and very few 
centres in Italy offer surgery to ALwOs [53]. The NIDDK 
funded Teen-LABS (Longitudinal Assessment of Bariatric 
Surgery) study was the first large-scale study carried out in 
teens with severe obesity and obesity-related complications 
(prediabetes, T2D, cardiovascular disease, OSAS, MASLD, 
and others). Two hundred and forty teens aged 13 to 19 were 
enrolled between 2006 and 2012 and 161 of them under-
went bariatric surgery, including gastric band, gastric sleeve, 
and gastric bypass [54]. Teens undergoing bariatric surgery 
experienced significant improvement in weight, heart health, 
prediabetes, T2D, blood pressure, dyslipidaemia, and kidney 
function after the surgery [55]. Moreover, teens undergoing 
bariatric surgery experienced beneficial effects in adulthood 
in terms of weight and low prevalence of obesity-related 
comorbidities [56].
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Beyond bariatric surgery, pharmacotherapy is recom-
mended in combination with lifestyle changes according to 
consensus recommendations. The choice of an anti-obesity 
drug should be based on the medications’ risks and benefits 
[44]. In the United States, exenatide is currently approved for 
children aged 10 to 17 with T2D [57]. The use of liraglutide 
is recommended to children aged 12 or older affected by obe-
sity unresponsive to lifestyle interventions [58]. Semaglutide 
has also been reported as an effective treatment for obesity 
in adolescents. A randomised double-blind, parallel-group, 
placebo-controlled trial was carried out in ALwOs: sub-
jects were randomised in a 2:1 ratio to receive once-weekly 
subcutaneous semaglutide (at a dose of 2.4 mg) or pla-
cebo for 68 weeks, alongside lifestyle intervention for both 
groups. The treated group experienced a greater decrease 
in BMI compared to the placebo group [59]. The primary 
dietary strategy to achieve weight loss in children and teens 
affected by obesity and/or obesity-related comorbidities 
is represented by moderate-energy restriction, preferably 
including a cluster of food items resembling Mediterranean 
Diet [60]. However, recently it has been considered the use 
of very low-calorie diets for the treatment of obesity in chil-
dren. In this regard, ketogenic diet has been already used in 
children due to its antiepileptic properties. Recently it has 
been considered for its weight-loss properties, mostly when 
it is set up as a very low-calorie ketogenic diet. However, 
the literature on this regard is scarce and although supple-
mentation with micronutrients is of paramount importance 
in children, it is not known the consequences on nutritional 
and growth status [61].

Barriers in health care

Addressing the continuity of weight management from child-
hood to adulthood is challenging as the patient experiences 
several life changes during this period, such as increased 
autonomy, employment, leaving home, and self-identity 
development. The lack of standardised and effective transi-
tion models emphasises these difficulties. To fill this gap, 
research in the field of obesity transition, drawing on other 
disease models of transition, should be advocated [34]. The 
importance of coordinated HCT management is still under-
estimated, especially for obesity, the still poor recognition of 
which as a chronic disease has so far hindered its inclusion 
in national transition planning [13, 38, 62].

Previous reports on barriers to high-quality transition in 
the healthcare system have included communication gaps 
[10], deficits in education programs and training, inadequate 
time for office visits, and lack of dedicated staff, coordi-
nation, and financial resources [15, 62–65]. These issues 
highlight the importance of broad-based support for transi-
tion, encompassing not only medical care but also welfare. 

Additionally, in an epidemiological context of an ageing 
population with growing demand for medical care, work-
force shortages for health professionals may obstruct the 
provision of assistance to younger adults [66]. Providing 
developmentally appropriate obesity care may be particu-
larly challenging for both paediatric and adult professionals 
because early adulthood typically represents the chronologi-
cal age extremes in their respective routine practices. Thus, 
adult care teams may require specific additional training to 
meet the needs of transition-aged patients [67] and to bridge 
the gap between health services based on a family-focused 
approach to a self-care-focused one. Conversely, paediatric 
ambivalence or negative beliefs about adult care must be 
addressed, as it may inadvertently convey to young patients 
and their families the message that transition is something 
to worry about [62]. Therefore, when obesity care is trans-
ferred from paediatric to adult medical centres, the presence 
of both paediatric and adult HCPs at the first transfer visit 
may be reassuring and help promote continuity of care [67].

Although joint care may be facilitated by the physical 
colocation of paediatric and adult facilities, this is not always 
feasible due to infrastructural and logistic factors. Neverthe-
less, colocation does not automatically guarantee a smooth 
transition. Teams should still be encouraged to work collabo-
ratively and be actively engaged by a transition coordinator 
[68]. Effective HCT strategies have emphasised the need for 
a designated transition coordinator to ensure communica-
tion among paediatric and adult professionals, families, and 
patients, as well as the importance of planning a transition 
program with a clear timeline a few years before the transi-
tion [69].

Medical barriers to the transition process also include 
challenges in transferring medical information. Shared 
technological systems to schedule appointments and trans-
fer electronic medical records can facilitate a seamless shift 
from paediatric to adult healthcare centres.

The greatest barriers reported by proxy caregivers are 
insufficient information regarding the transition process 
and inadequate access to adult HCPs with sufficient medi-
cal expertise [70].

Psychosocial factors

To understand the hurdles in obesity care transition, it is 
crucial to consider that adolescence and emerging adult-
hood represent a major life transition. This critical period 
implies increasing autonomy, the need for acceptance by 
healthy peers, self-identity construction, changes in fam-
ily and societal relationships, and engagement in work or 
higher education [71]. During this phase of significant phys-
ical, behavioural, and psychosocial changes, the negative 
impact of obesity on quality of life, inter-relationships, self-
acceptance, development of disordered eating behaviours, 
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depression, and anxiety [72] may become even greater and 
complicate the HCT.

The complexity of HCT is compounded by the fact that 
it closely aligns the adolescence phase of life. While ado-
lescence is very often defined as “the phase of life stretch-
ing between childhood and adulthood” [73], this definition 
fails to capture the complexity of this period of life. Ado-
lescence is a lengthy process, starting around age 10 (early 
adolescence) and extending to age 20 (late adolescence) or 
even 24, according to some authors [74]. The early phase 
(10–12 years), important for rapid growth and the starting 
of puberty, is not typically involved in the HCT process, as 
youths are still under the care of the paediatrician, at this 
age. Therefore, this period will not be addressed here. The 
second period (13–15 years) is when many young people 
start transitioning from the paediatric to the adult health 
caregivers, a process that completes in the third period 
(16–20/24 years), regardless of their health status.

Biological, psychological, and social forces, some 
unprecedented like marketing and social media, interact in 
the evolution from youthhood to adulthood. These factors 
contribute to a deep rethinking of the youths’ identity, where 
they unknowingly oscillate, often inadequately, between 
carelessness and worries and uncertainties [73].

Unsurprisingly, these factors influence the HCT in differ-
ent ways, depending on the specific phase of adolescence. It 
is common for paediatricians to observe that teens in their 
second period of adolescence (13–15 years) do not usually 
appreciate being still under paediatric care, and may openly 
express their disappointment [74]. They feel grown-ups and 
prefer adult health caregivers. Sharing waiting rooms or hos-
pital wards with infants and younger kids conflicts with their 
self-perception. If they ever share aspects of their medical 
visits with peers, they often omit that their doctors are pae-
diatricians to avoid teasing or bullying. This period seems 
ideal for transitioning to adult-tailored health services.

As their psychosocial development progresses into the 
third period of adolescence, the situation often changes dra-
matically: these new young adults begin to value the deep 
knowledge paediatricians have gained since childhood, 
sometimes knowing more details than their families. This 
newfound awareness can make transitioning to a new doctor 
challenging, especially for patients with chronic illnesses. 
The fear of being transitioned to an “unknown" doctor min-
gles with the apprehension of being perceived as “unfamil-
iar” by the new doctor, who might not be aware of their spe-
cific medical history, and of their critical points and frailties 
[68]. Another challenging aspect of HCT, for adolescents, 
is the sudden expectation for increased self-determination 
and responsibility [70, 75, 76], which many teens might not 
feel ready for.

Paediatric doctors or healthcare teams also face chal-
lenges during the HCT. They must persuade teenagers that 

the transition is not an abrupt dismissal from their care, but 
a comprehensive process involving the transfer of both medi-
cal information and non-medical aspects the doctor may be 
aware of. They must inform the young patients in detail 
about what to expect from the new healthcare providers and 
convince them that the transition is in their best interest. For 
instance, there might be situations and concerns that could 
emerge as the patients mature, which the paediatric team, 
due to lack of experience, might not be equipped to address. 
The receiving healthcare teams face mirrored challenges. 
Despite these patients' young age, they are entering adult-
hood and they need time to build trust in the new healthcare 
environment and personnel. Concurrently, the new team 
must understand and accept that these patients are grappling 
with the emotional impact of leaving familiar doctors.

Hence, various actors are engaged in the transition pro-
cess: healthcare professionals (or healthcare teams, particu-
larly in cases of chronic and intricate illnesses), patients, 
and their families. Several factors contribute to the smooth-
ness or challenges of the transition. For doctors and teams, 
both technical expertise and empathic abilities, along with 
the capacity to collaborate seamlessly without conflicting 
competencies, are critical [77]. For families, their ability 
to embrace the transition and collaborate with the medical 
team plays a pivotal role. Parental involvement in the HCT 
is associated with better health and well-being outcomes for 
young adults with chronic illness, including increased self-
advocacy skills, improved social functioning, and reduced 
hospitalisation risk. Factors like the family’s social and edu-
cational background significantly influence this aspect [76]. 
For patients, their response to the prospect of transitioning 
to different medical personnel depends on personality, char-
acter, age, education, and possible delays in psychosocial 
development compared to peers without long-term condi-
tions [78], influencing their acceptance of the transition 
[79]. To ensure a smooth transition, it is crucial for teens to 
develop knowledge of their medical condition and medica-
tions, self-management skills, and an understanding of how 
to navigate the NHS [80].

Research strongly indicates that HCPs, from paediatric 
to adult care, should consider the family's social and edu-
cational context when planning the transition process. They 
should provide families with necessary resources and sup-
port to navigate the transition process. Continuous training 
and updates are essential to both paediatric and adult-care 
teams to address these challenges effectively [77]. There 
are effective programmes available that can yield positive 
results, though more research is needed to determine the best 
approaches for different groups of young people, especially 
those with CSHCN [81, 82]. Ultimately, the priority of any 
healthcare team should be the holistic well-being of patients, 
extending beyond their physical aspects.
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Patient and family environment

The HCT represents a critical step in the shift from family-
centred care to a patient-centred care model. This change 
increases the risk of care gap occurrences. Care gaps might 
arise when young adults skip office visits with the adult spe-
cialist while they still have a low ability to manage their 
medical condition, finally leading to worse health mainte-
nance and adverse outcomes [76].

Parental involvement can support young adults in the 
transition process, reducing the risk of lower health out-
comes. However, parents' attitudes may themselves repre-
sent an obstacle to transition, as they may not always fully 
align with adult professionals in fostering teens to take 
charge of their own healthcare [19]. This is particularly 
important for patients with intellectual disability who may 
struggle to reach a complete readiness for transition. At 
the same time, parents should avoid being overly intrusive 
during visits to promote the strengthening of the patient’s 
self-care skills [76]. Therefore, types of parental involve-
ment may range from simple physical attendance at office 
visits to direct communication with the physician on the 
patient’s behalf.

Moreover, the change in parental roles in the manage-
ment of patients’ health causes ambivalent feelings. Switch-
ing from being a full caregiver to a supportive person might 
induce negative feelings in parents, leading to lower collabo-
ration during the transition. Some parents may be worried 
about their children’s ability to be independent in self-care, 
judging them as too young to take responsibility for their 
disease.

Involving parents during transition has been associated 
with an overall positive impact on patients’ adherence to 
medical therapy and visit attendance [83]. Moreover, young 
adults approaching adult care positively rate the presence of 
parents during the transition as “a safety net” that supports 
them during this important change [83].

According to the social-ecological model of readiness to 
transition (SMART), a feasible model is built into a social-
ecological framework that includes stakeholders, multiple 
factors, systems, and their relationship to enhance readi-
ness for transition [84]. The SMART model distinguishes 
non-modifiable and modifiable factors [84]. Non-modifia-
ble factors include the patients’ IQ, socio-economic status, 
and medical conditions. Modifiable factors depend on the 
patient, parents, and healthcare professionals and include 
knowledge, expectations, motivations, skills, communica-
tion, and emotions [84]. These modifiable factors are tar-
geted during interventions. The program includes focus 
groups attended by HCPs, patients, and caregivers. In the 
study protocol, meetings and interviews focused on long-
term cancer follow-up care and were positively rated by all 

participants as a valid framework for transition. However, 
this method has not been validated for other diseases [85].

Another model, reported by Thomsen et al. in the ParT-
NerSTEPs (Parents in Transition—a Nurse-led Support 
and Transfer Educational Program) study, included ado-
lescents with different chronic diseases [85]. The model 
aimed to increase parental involvement in the transition 
and was based on three components: a website, educational 
events, and transfer consultation with paediatric and adult 
specialists. Therefore, the program enhanced communica-
tion, education, and expectation among patients, parents, 
and physicians, ensuring a tailored approach that combines 
patient’s and physician’s needs [85]. These findings highlight 
the critical role of direct patient and parent involvement in 
transition, with planned long-term education to facilitate a 
smooth shift to adult care setting.

Training and education of HCPs

Ensuring a high-quality transition depends on the availabil-
ity of trained and experienced HCPs. Many physicians in 
both the paediatric and adult sides of care feel unprepared 
to address the young patient’s needs during the transition 
process [86]. This phenomenon reflects an important gap 
in the knowledge and education of HCPs. To date, there 
are no structured and endorsed curricula and education 
programs that specifically address their training. Gaps in 
medical education are reported at undergraduate, graduate, 
and postgraduate levels [87]. Education goals should target 
the main elements and tools of transition, including patient 
readiness assessment, parental and patient education, com-
munication with the social framework and services, trans-
mission of patient medical information, and disease-specific 
training [88].

For paediatric and adult HCPs, the residency program 
should include both paediatric and adult care clinic attend-
ance [88]. Moreover, they should practise the elaboration of 
electronic medical records to share the medical information 
with the other team members. In addition, training in clinical 
practice should include the elaboration of readiness assess-
ment tools, transition goals, and patient registry. Learning 
activities should address the specific education needs of dif-
ferent learners. Residency programs in paediatric and adult 
care specialties (i.e. internal medicine, endocrinology, etc.) 
differ in terms of disease knowledge and training. For exam-
ple, internal medicine and endocrinology residents who are 
training in adult care are likely to be more familiar with bari-
atric surgery and prescription of anti-obesity medications 
than paediatricians. Conversely, paediatric residents are used 
to having strict communication with parents, whereas adult 
care providers are not [88].



 Eating and Weight Disorders - Studies on Anorexia, Bulimia and Obesity           (2024) 29:51    51  Page 8 of 15

Primary HCPs are the key personnel that ensure the con-
tinuity of care for young with chronic illnesses during transi-
tion. The joint recommendations from AAP, ACP, and AFP 
suggest that transition-specific training should target both 
primary and subspecialty care. However, no formal guide-
lines have been released [89].

Considering the multidisciplinary nature of the transition 
process, education in transition should target nurses, psy-
chologists, social workers, and other HCPs of the care team. 
Often, psychologists and nurses have closer contact than 
physicians with the family, gaining insights into patients’ 
needs [89].

Continuing medical education (CME) might mitigate 
this gap in residency education projects. Courses are avail-
able on transition care with a review of existing guidelines, 
models of transition, and other main themes [90–92]. How-
ever, CME lacks the practical internship activity that has 
been identified as an important part of healthcare providers' 
training.

Policy implications

Healthcare policies in the field of HCT must be flexible, 
evidence-based, and responsive to the evolving needs of 
populations, the advancements in healthcare technology, and 
the changing of healthcare dynamics. Collaboration among 
stakeholders (policymakers, HCPs, patients, and industry 
leaders) is essential to develop policies promoting quality, 
accessible, and equitable healthcare for all.

Barriers to HCT, such as poor training for transition, 
lack of research for best practices, discontinuity in care, and 
insufficient patient and parent readiness, must be addressed 
to improve health policies. These limitations influence the 
effectiveness of transitions and should be mitigated through 
comprehensive strategies.

The specific skills required of HCPs should be supported 
by health policies that fund and implement comprehensive 
training and education programs in the evolving healthcare 

landscape. This could involve initiatives to promote life-
long learning, retraining programs for existing profession-
als, incentives for recruitment into emerging specialties, or 
combined adult–paediatric residency programs.

Advancements in technology, treatments, and procedures 
can improve patient care but are often costly. Healthcare 
policies must ensure affordability and accessibility for all 
citizens. This might involve adjustments in reimbursement 
models, cost-sharing mechanisms, or budget allocations. 
Importantly, new technologies or treatment modalities may 
worsen existing disparities in access to care, if not addressed 
through appropriate measures. Policies aimed at promoting 
equity might include subsidies for underserved populations, 
incentives for providers to serve rural or low-income areas, 
or other initiatives addressing social determinants of health.

Ensuring continuity of care during transitions is crucial 
for patient safety, improve health outcomes, and enhance 
the patient experience. Effective HCT models emphasise the 
importance of care coordination mechanisms, such as the 
development of HCT plans, the assignment of care coordina-
tors or case managers, and the implementation of commu-
nication protocols. These measures ensure relevant clinical 
information is shared effectively among all care team mem-
bers, fostering a standardised and well-constructed frame-
work of collaboration.

By addressing key areas such as care coordination, health 
information exchange, medication management, and patient 
engagement, policymakers can help to improve patient out-
comes and experiences throughout the care continuum.

The health technologies

In this context, technological tools may support the clini-
cians ensuring the continuity of care and communication 
among the stakeholders (Table  1). Electronic medical 
records (EMRs) support the transmission of medical records 
between subspecialists and primary care physicians. EMRs, 

Table 1  Health technologies 
support in HCT

Health technology type Functionalities and role

Electrical medical records · Standardised data collection
· Information sharing
· Data transferring

e-Meetings · Health care professionals’ education
· Patients’ and parents’ education
· Skills development
· Empowerment of paediatric-to-adult health profession-

als communication
Mobile apps · Self-care readiness assessment

· Complete medical information availability
· Medical record transmission to health care professionals
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available in several but not all countries and might aid in 
standardising data collection. In Italy, the “Transitional 
Care” project uses telemedicine resources to standardise 
HCT [93]. The Electronic Health Record 2.0 ensures general 
data collection, medical information sharing and transferring 
[93]. However, simply transferring data is insufficient for 
guaranteeing an adequate transition and continuity of care; 
patient-centred, tailored pathways are necessary. Implement-
ing a digital platform that includes all the actors involved in 

the transition process can promote continuity and personali-
sation of care [93].

Moreover, telemedicine can empower parental involve-
ment and enhance patients’ readiness. Digital meetings and 
classes have been used to improve disease knowledge and 
skills acquisition for patients, as well as to present adult team 
and clinic to parents [86, 94]. However, these resources are 
only available in pilot study or research settings, and thus 
scientific evidence is still limited.

Fig. 1  A possible model of HCT for ALwO [adolescents living with 
obesity] puts together inputs from different models. The transition 
model [87] that emphasises the importance of structured transition 
planning and coordination between paediatric and adult healthcare 
providers. It provides tools and resources for healthcare profession-
als, youth, and families to support the transition process. The Chronic 
Care Model [96, 97] was originally developed for improving care 
for adults with chronic conditions. It emphasises proactive planning, 
patient education, self-management support, and coordination of 
care among HCPs. The Medical Home Model [98] focuses on pro-
viding patient-centred, coordinated, and comprehensive care through 
a medical home—a primary care practice that provides continuous, 
comprehensive, and coordinated care. Medical homes can facilitate 
transition by offering support and coordination during the transi-
tion process. The Youth Empowerment Model exploring the con-
ceptualisation and research of empowerment in the field of youth 
[99] emphasises empowering young people to take an active role in 
managing their healthcare transition. It promotes self-advocacy, self-
determination, and skill-building to help young people navigate the 
healthcare system and take charge of their health. The Interdiscipli-
nary Team Approach [100] emphasises the role of the multidiscipli-
nary team that collaborates to address the medical, psychosocial, and 

educational needs of transitioning youth [101]. It connects transition-
ing youth with peers who have already gone through the transition 
process. These programs provide emotional support, practical advice, 
and encouragement from individuals who have first-hand experience 
with transitioning to adult healthcare [102]. With advancements in 
technology, various digital tools and platforms have been developed 
to support healthcare transition. These include mobile apps, online 
resources, and telehealth services that facilitate communication, edu-
cation, and coordination among healthcare providers, patients, and 
families. HCT models should be sensitive to the cultural, linguistic, 
and developmental needs of diverse populations. Culturally tailored 
approaches ensure that transition services are accessible, acceptable, 
and effective for all youth and families, regardless of their cultural 
backgrounds. Measuring transition readiness is important when pre-
paring young people with chronic illness for successful transition to 
adult care. The Expanded Socioecological Model of Adolescent and 
Young Adult Readiness to Transition [Expanded SMART] offers a 
holistic view of factors that influence transition readiness and out-
comes. A study examined the conceptual congruency of transition 
readiness instruments with the Expanded SMART to determine the 
breadth and frequency of constructs measured [103]
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Finally, mobile apps can also assist in reaching and com-
municating with patients approaching HCT. The MyTransi-
tion app, currently being evaluated in research settings, has 
been developed to promote self-care and advocacy in young 
adults during HCT. Through the app, patients can assess 
their readiness, review their medical report, and transmit 
their health information to future HCPs using their smart-
phone [95].

Research needs and future direction

Although a standardised model for ALWOs’ transition has 
been widely advocated in international recommendations, 
obesity remains an orphan condition. The available models 
vary widely across the diverse NHSs and evidence of their 
effectiveness in clinical practice is very limited. Existing 
transition models need to be evaluated for effectiveness, 
safety and feasibility in large populations’ studies. This 
would help draw frameworks, identify best practices, and 
assess cost-effectiveness of HCT models, as well as their 
impact on clinical barriers and health outcomes in obesity 
transition within the Italian NHS. Additionally, strate-
gies for patient and parental involvement during transition 
require further investigation. Once the best models have 
been identified, education and training for HCPs should be 
implemented.

Figure 1 illustrates a theoretical framework for the HCT 
of ALwOs, based on current knowledge and practices in the 
transition of patients with endocrine diseases and chronic 
conditions.

Conclusions

In the current statement, the SIO underscores the following 
key points:

1. Acknowledging obesity as a chronic disease: obesity, 
especially when it arises early in life, should be recog-
nised as a chronic, recurring disease. Youths grappling 
with obesity should be recognised as CSHCN.

2. Significance of HCT: the purposeful transfer of patients 
from paediatric to adult services is a critical opportunity 
for effective intervention. Properly executed HCT can 
potentially lead to the normalisation of body weight, 
reversal of adiposopathy, and mitigation of metabolic 
complications.

3. Potential cost-effectiveness of proper HCT: if imple-
mented successfully, HCT has the potential to be cost-
effective in reducing morbidity and mortality associated 
with obesity in adulthood, which often stems from its 

onset during adolescence. It is emphasised that during 
this transition period, access to surgery, anti-obesity 
medications, and continued follow-up care should be 
ensured according to guidelines that must be developed.

4. Risks of inadequate support during transition: without 
adequate support during transition, ALwOs may face 
gaps in healthcare delivery, worsening their condition 
and increasing the likelihood of complications. Hence, 
there is a pressing need for the development of transition 
guidelines, models, and tools specifically tailored for the 
HCT of ALwOs.

5. Comprehensive approach to HCT: recognising the physi-
cal, psychological, and societal aspects of HCT is cru-
cial, and advocates for the implementation of policies at 
various levels to address these aspects comprehensively.

What is already known on this subject?

Obesity is a chronic, relapsing disease that may develop very 
early in life.

The transition to adult health care (HCT) represents an 
important time window for an effective intervention in any 
chronic and potentially long-lasting condition.

What this study adds?

The document examines current knowledge and identifies 
gaps in HCT of adolescents living with obesity.
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