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Abstract
Aims. Ensuring a successful transition toAdultMentalHealth Services (AMHS) is fundamen-
tal for attention deficit/hyperactivity disorder (ADHD) patients to prevent adverse scenarios
in adults (e.g., psychiatric disorders, substance or alcohol abuse). Yet, most European nations
do not have appropriate transition guidelines and still fail to adequately support transition pro-
cesses. This study aims to enquire about the current transition paths in Italy and the perceived
experiences of the patients and their clinicians.
Methods. The present observational study collected 36 interviews with young adults with
ADHDwho turned 18 between 2017 and 2021. Simultaneously, two questionnaires were filled
in by the clinicians (both from paediatric and AMHS) who were involved in their transition
paths. These tools collected information about the transition process, the services that cared
for the young adults and well-being indicators such as impairment in daily life, employment
status and the presence of sentinel events (e.g., critical stage accesses to the emergency room
or hospitalizations). Successful and failed referrals were analysed.
Results. A referral to an AMHS was attempted for 16 young adults (8 before age 18 and 8
when turning 18), and 8 patients (22.2% overall) were successfully taken into the care of the
AMHS. Twenty patients were not referred since it was deemed unnecessary (N = 6) or because
of the lack of specialized services or compliance (N = 14). At the time of the interview, only
nine participants were still under AMHS care. Of eleven individuals with a high need for care
(identified by the level of impairment, support needs or sentinel events), five were not followed
by a mental health professional at the time of the interview.
Conclusions. For the majority of ADHD young adults, a transition path was never started or
completed. While this is partly due to mild levels of impairment, in many cases it was diffi-
cult to find a service that could care for the adult patient. Only one out of four young adults
are successfully transferred to AMHS care. Creating or improving evidence-based transition
guidelines should be a priority of the public health system to ensure healthcare for as many
patients as possible. The results of this study will converge towards the need for recommen-
dations for the transition of services from adolescence to adulthood for young people with
ADHD for Italian clinical practice.

Introduction

Attention deficit/hyperactivity disorder (ADHD) is a neurodevelopmental disorder with a
prevalence of around 5% in childhood and adolescence (Roughan and Stafford, 2019; Seixas
et al., 2012). About 7% of the patients continue to have impairing symptoms in adult-
hood (Song et al., 2021). Moreover, ADHD in adults has a high comorbidity with psychi-
atric disorders, substance or alcohol abuse, antisocial personality or even criminal activities
(Di Lorenzo et al., 2021). To prevent the onset of adverse scenarios, it is fundamental not
to lose patients when they stop being cared for by Child and Adolescent Mental Health
Services (CAMHS). Instead, too often, the apparent lack of severe symptoms hinders a
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successful transition to Adult Mental Health Services (AMHS)
(McCarthy et al., 2009; Young et al., 2011).

Several factors contribute to this discontinuity of care in ado-
lescence: lack of organization, scarce resources and collaboration
between services, stigma, concerns about peers judgement and low
family compliance (Anderson et al., 2022; Roberti et al., 2023a).
The result is feeling left alone (Driver et al., 2022) and a later wors-
ening of symptoms with urgent service re-entries (Anderson et al.,
2022).

While some guidelines exist at an international level (e.g.,
the National Institute for Clinical Health and Excellence [NICE]
Transition Guidelines and the Ready Steady Go program in the
U.K., The Six Core Elements in the U.S.A.) (Meyers and Irwin,
2023; National Institute for Health & Care Excellence, 2016; White
et al., 2018), their feasibility at a practical level is questioned (Eke
et al., 2020, 2019; Signorini et al., 2017).Moreover, not all countries
possess such regulations, as is the case for most European nations.
The improvement of transition guidelines should be a priority of
the healthcare system.This need is particularly evident and urgent
in Italy: in a country where the estimatedADHDprevalence ranges
from 1.1 to 3.1% among youth aged 5–17 years (Reale and Bonati,
2018), no shared transition practices by CAMHS and AMHS cur-
rently exist. This observation emerged within the first phase of
the Transition care between adolescent and adult services for young
people with chronic health needs in Italy project (TransiDEA –
Transition in Diabetes, Epilepsy and ADHD patients), designed
to assess the current state of transitioning practices, the experi-
ence of patients, their families and the clinicians of both CAMHS
and AMHS (Roberti et al., 2023a). Indeed, amongst 42 services
that participated in the 2022 Survey (Phase 1), only 21 declared
having a transition protocol, and even fewer (6 in total) provided
a copy. A fragmented picture emerged from the analysis of such
protocols (Roberti et al., 2023b). The goal of the present study
(Phase 2) was to describe the transition pathways in terms of refer-
ral to AMHS outcome, continuity of care, well-being indicators
and perceived experiences of the patients and their CAMHS and
AMHS (in case of a successful transition) clinicians in three Italian
services. Putting together the information collected in phases 1 and
2 will lead to the definition of a consensus document to be adopted
in Italian services (Phase 3 of the TransiDEA project, not reported
in this paper).

Methods

The present observational study was conducted between January
and July 2023 as a part of the TransiDEA project – ADHD branch.
The goal was to collect at least 30 semi-structured interviews (10
from the north, 10 from the centre and 10 from the south of Italy)
of young people who turned 18 within the past 3–6 years (approx-
imately 2017–2021). The interviews aimed to collect information
about patients when they turned 18, in the year before the inter-
view, and in the intermediate period (i.e., the time between turning
18 and the year preceding the interview) (Fig. 1). In parallel, two
questionnaires were developed for the CAMHS and AMHS clini-
cians involved in the transition paths. These tools were designed
based on Phase 1’s results and discussed with a small group of
clinicians, and adjustments based on their feedback were made.
Specifically, the content of the interview enquired about:

(a) ADHD type, comorbidities treatments and impairment areas
in daily life;

(b) Services that cared for the young patient before turning 18, in
the year before the interview and in the intermediate period;

(c) The severity of symptoms, treatments and occupation at the
time of the interview, as well as the presence of sentinel events
(critical stage accesses to the emergency room or hospitaliza-
tions due to, for example, accidents, fights, self-harm, etc.);

(d) Organization of the transition process (ages of transition plan-
ning and actual passage, information sharing, family involve-
ment, activities such as appointments and spaces to express
doubts and needs);

(e) In case of failed passage, the reason and the later need for care
from public or private healthcare professionals;

(f) Involvement of general practitioner (GP);
(g) Perception of self as an adult ADHD patient, and advice that

they would give to younger people about to approach transi-
tioning age.

The questionnaires replicated questions on ADHD symptoms,
their severity and impairment areas in daily life, as well as on the
organization of the transition process.Moreover, we askedwhether
they asked for feedback (CAMHS) or sent feedback (AMHS) on the
transition’s success.The clinicians filled in the questionnaires inde-
pendently, while the interviews were administered by a CAMHS
worker who did not follow the patients during their care path. The
questionnaires and the interview are available in the supplemen-
tary material.

Since questions included in points (a), (b), (c), (f) and (g)
of the interviews were asked to all participants, while those in
points (d) and (e), respectively, only to referred and non-referred
patients, analyses will be reported in separate blocks. The first
part will describe the whole sample (e.g., clinical characteristics,
occupation, daily life functioning), and the second will focus on
details of non-referred and referred patients.The analyses reported
are descriptive. Data are reported as the number and percentage
of responders and tested using the chi-square exact test, where
applicable.Median values and standard deviations summarize con-
tinuous variables.

The centres involved were ASST Santi Paolo e Carlo – San
Paolo Hospital, Milan, Federico II University Hospital, Naples,
and Macerata Hospital, Macerata. The ethics committee of the
coordinating centre, the IRCCS ‘Carlo Besta’ Foundation Ethics
Committee, approved the study (9November 2022, protocol n. 09).
All participating centres notified their ethics committees.The study
followed the ethical standards of the 1964 Declaration of Helsinki
and its later amendments. We followed the Strengthening the
Reporting of Observational Studies in Epidemiology (STROBE)
reporting guidelines.

Results

Descriptive characteristics of the sample

Thirty-six interviews (18 from the north, 12 from the centre and
6 from the south) were conducted, in 13 cases with the par-
ticipants’ parents (8 mothers and 5 fathers). The median age
of the young adults at the time of the interviews was 22 years
(SD = 1.3). According to ADHD gender prevalence (Bonati et al.,
2021; Cortese et al., 2023), 34 males and 2 females participated.
The flowchart (Fig. 2) reports the number of patients involved in
the study for the three services and the different care paths before,
during and after transition. Upon reaching adulthood, the rate of
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Figure 1. Timeline of the patients’ path. The participants of the present study turned eighteen between 2017 and 2021. They were all interviewed in 2023, and questions
were related to the “last year”. Other questions referred to the time between young adults turning 18 and the year before the interview, defined as the “intermediate period.”

Figure 2. Flowchart representing the number of ADHD patients born in the target years for each service involved in the study and their continuation of care path with the
service up until the study.

patients in care at the paediatric service differed widely between
participating services (from 4 to 69%).

At the diagnosis time, most patients (N = 35) had com-
binedADHD(i.e., with both inattentive and hyperactive-impulsive
symptoms), while only one had ADHD with predominant inat-
tention. Two-thirds of the patients received an ADHD diagnosis
during primary school, while the remaining (36%) were diag-
nosed later. Almost all diagnoses occurred within the public
healthcare system (94%), with only two cases of diagnoses in
the private sector. Twenty-three patients (64%) also had one or
more comorbidities: learning disorders affected 39% of patients,
oppositional-provocative/behaviour disorder 25%, mood disor-
ders 8% and autism spectrum disorder 6%. Intellectual disability,
sleep disorder and mixed specific developmental disorders were
diagnosed in 3% of ADHD patients. Level of impairment at tran-
sition was mild in 15 cases (42%), moderate in 14 (39%) and
medium/severe in 7 (19%). When turning 18, the areas of impair-
ment most frequently reported by the CAMHS clinicians were:
education/work (35 patients), emotionality (14), social/emotional
relationships (13), impulsivity (11) and general quality of life (6).

Employment status at the time of the interview was also
assessed. Seventeen young adults (47%) were working, eleven
(31%) were still in high school or college and eight were not study-
ing and were not employed. No significant differences emerged
when comparing employment between participants with mild and
moderate, medium or severe impairment (Chi-square = 0.18,
p > 0.99). In particular, of the 15 with mild impairment, only
3 (20%) were not employed; 3 out of 13 (23%) with moder-
ate and 1 out of 7 (14%) with medium or severe impairment
were unemployed. Twenty-one participants (58%)were completely
independent in daily life. The remaining 42% declared needing
support with practical-organizational skills (e.g., manual dexter-
ity, fine-motor skills, studying/ working, planning, economic and
bureaucratic management, and technology use). CAMHS clin-
icians reported that the median duration of CAMHS stay was
4 years (SD = 2.7 years; range, 1–10 years), mostly (69%) since
diagnosis.

Regarding treatment, all participants except for two received
pharmacological or psychological therapy in CAMHS. Most
patients (81%) received combined therapy: pharmacological and
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Figure 3. Types of treatment reported by the thirty-six
young adults interviewed.

psychological (cognitive behavioural therapy, child/parent/teacher
training or psychotherapy). Some also combined different types
of psychological treatment (Fig. 3). Two participants underwent
only psychological therapy, while three only pharmacological
treatment. Methylphenidate was the medication most commonly
prescribed for ADHD; 31 young adults (86% of the entire sample)
reported taking it. Of these, 24 (77%) stopped it, while 7 still took
it when they turned 18. Atomoxetine was prescribed in the past to
five patients (14% of the sample) and then stopped for all of them.

All participants were also asked about the GP’s role. Only six
young adults reported that their GPs had been involved in their
ADHD care path. Five said they did not need them as they pre-
ferred communicating with the specialists, but two also reported
that they felt a lack of expertise for their condition. Nine did not
feel the need to involve the GPs.

Referred vs. non-referred patients

For 7 out of 36 patients, a referral was not considered neces-
sary by CAMHS clinicians (one continued accessing CAMHS for
medication prescriptions).

Of the remaining 29 patients forwhom further carewas deemed
necessary, a referral to a public AMHS was not carried out for
13 patients. For nine of them, it was difficult to find an AMHS,
and in time they were lost. Three patients dropped out of care,
whereas one young adult opted for a private service. At the inter-
view, eleven of these thirteen patients were still not in care (two
attempted private care, but then stopped it), one tried to be taken
into the care of an AMHS and then chose private care, and one
decided autonomously to attend an AMHS due to drug addiction
(and is still cared for by that service).

A referral to an AMHS was attempted for 16 young adults. For
eight of them, the referral was made before the age of 18, and for
the other eight, when turning 18.

Access to AMHS was successful in only 50% of the cases. Eight
patients did not undergo a complete transition path: one was lost
and then returned spontaneously to AMHS, two chose a private
care path, one attempted private care but is currently not in care,

one was not referred to an AMHS but transferred to a territo-
rial CAMHS and has not changed service since, and three never
attended any service again. Among the eight patients whose refer-
ral was successful, six continued their treatment at the AMHS
without significant interruptions (i.e., the only six patients of the
sample for which continuity of care was guaranteed), one left
AMHS for an extended period and then contacted a service again,
and one dropped out.

Figure 4 summarizes the paths of referred vs. non-referred
patients. A complete summary of services that cared for the
patients before turning 18, in the subsequent years, and at the time
of the interview, as well as some indicators of the clinical picture,
is provided in the supplementary material.

Amongst the referred patients (N = 16), the referral was made
through informationalmeetings betweenCAMHSworkers and the
patient and their family in three cases. Only in one case was a
case discussion between paediatric and adult services organized.
For four patients, information regarding the clinical history was
exchanged by a diagnostic report. The patients and their fami-
lies reported significant variability between referral and assessment
at the adult service: 10 months (median, 10.5; SD, 10.4), with a
minimum of 1 month to a maximum of 36 months. Clinicians’
responses also reflected this picture, indicating a waiting time of
7months (median, 8; SD, 8), with aminimumof 1month to amax-
imum of 24 months. Five CAMHS clinicians stated that more time
would be needed, indicatively an additional 6 months.

In only one case, the CAMHS providers asked for feedback
on the patient’s admission in AMHS. No follow-up meetings were
organized between the services. Four of thirty-one patients contin-
ued taking methylphenidate, one was taking risperidone, and one
methylphenidate and risperidone, while two were not taking any
medication.

To summarize, at the interview, 27 patients were not cared for
by a public AMHS. They were either unsupervised (22 patients),
privately cared for (3) or only afferent to CAMHS for prescrip-
tion medication (2). Therefore, nine participants were in AMHS
care at the time of the interview (two were also cared for by
private professionals). For these nine patients, a possible referral
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Figure 4. Paths of referred vs. non-referred patients.

was first addressed when they were 17 (median) and completed
after they turned 18 (median; SD, 0.93). Five of the nine partici-
pants in AMHS care at the time of the interview had moderate,
two medium/severe and two mild levels of impairment. Only one
reported sentinel events in the year preceding the interview due to
substance abuse.

Well-being indicators

At the interview, two out of seven adolescents with a medium/
severe impairment were cared for by an AMHS, while three were
cared for by a private mental health professional, and two dropped
out. Eight out of fourteen adolescents with a moderate impairment
were not cared for by a healthcare service (four of whom required
support for daily life activities and/or presented sentinel events),
five attended an AMHS and one remained in a CAMHS.

Eight patients presented at least one sentinel event, and six
were never referred (even if their clinicians evaluated half of them

as needing further care). Of the 27 young adults not currently
cared for by an AMHS (17 with good general well-being, 10 with
marked problems in various areas of life), in the year preceding the
interview, 1 case of emergency room admission following fights, 1
follow-up examination after a drunk driving episode, 1 substance
abuse and 4 episodes of car accidents were reported.

Nineteen patients reported a need for support in daily life activ-
ities and/or a sentinel event in the year before the interview: eight
sought amental health professional (six AMHS, two private), while
eleven were unsupervised. Eleven individuals with a high need
for care could be identified based on the degree of impairment
(moderate or medium/severe) associated with support needs or
sentinel events. Five of these were not followed by a mental health
professional at the time of the interview. Moreover, three were
among those patients forwhoma referral was deemedunnecessary.

When comparing the above indicators, it can be observed that
the level of impairment and the proportion of young adults need-
ing support for daily life activities is higher in patients attending
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Table 1. Number of patients presenting level of impairment moderate or medium/severe, need for support, presence of sentinel events and unemployment. These
patients are grouped into those for which a referral was successful, unsuccessful or not carried out (respectively, 9, 7 and 20 in the full sample)

AMHS (N = 9) Unsuccessful (N = 7) Not referred (N = 20)

Moderate or medium/severe impairment 7 5 9

Need for support (yes) 5 3 7

Sentinel events (yes) 1 1 6

Unemployment 5 1 2

an AMHS and in those with an unsuccessful referral. On the con-
trary, the rate of sentinel events is greater in adults not referred to
an AMHS (Table 1). The proportions of the indicators is similar in
those with a successful versus unsuccessful referral.

Acquired skills, specific experiences

All 36 young adults were asked questions to explore their percep-
tion of skills acquisition during the transition. Almost all (eight out
of nine) of the patients currently in AMHS care reported not hav-
ing acquired any particular skills. In contrast, a similar perception
for those not in care was present for only 37% (10 participants). As
for the description of their transition experience, unassisted young
adults and those under AMHS care reported very similar obser-
vations. For instance, they found it difficult to handle everyday
life, especially in organizational aspects and social exchanges, with
difficulty managing anger and impulsiveness. They agreed on the
importance of getting help from close people and trusting doctors.
While they also agreed that in time, it became easier to learn how to
manage symptoms, only young adults still in AMHS care stressed
the importance of taking medications and preparing for the pas-
sage to adult services. On the other hand, the unassisted young
adults reported greater difficulties in the school/work environment
andmarked as desirablemore practical strategies and support from
teachers. Some of the comments made by the young adults during
the interviews are presented in Box 1.

Discussion

Clinics dedicated to transition were developed in France (Le Roux
et al., 2023), whereas elsewhere, programs such as those of the
Got Transition Six Core Elements in the United States, the NICE
TransitionGuidelines andReady SteadyGo in theUnitedKingdom
(van Staa et al., 2020) were set up. However, even if research and
innovative practices in transitional care for young people with
chronic conditions have improved in the last few years, barriers
remain. Many people experience discontinuity of care and drop
out during this critical period (Reneses et al., 2023). Inadequate
transition processes not only pose risks to mental health, but can
also exacerbate the likelihood of engaging in at-risk behaviours.
They may even contribute to inequalities in care, which every
individual should be guaranteed as a fundamental human right
(Munyikwa et al., 2023). Supporting patients with ADHD dur-
ing transitions is crucial, and clinicians must be empowered to
facilitate an appropriate transition process (Scarpellini and Bonati,
2022).

The results here reported indicate the urgency of timely inter-
ventions to facilitate the transition of ADHD patients from paedi-
atric to adult services. This successful transition rate is similar to
that described in other countries (Eke et al., 2020; Maurice et al.,

2022), but still inadequate. Low referral acceptance and lack of
communication between CAMHS and AMHS contribute to the
loss of care for approximately half of patients. Such mechanisms
result from scarce services and resources, as previously highlighted
elsewhere (Appleton et al., 2023; Eke et al., 2020; Roberti et al.,
2023a).

The first result of the present study is that a referral to an AMHS
was carried out in nearly half of the cases. Often, patients were not
referred since the CAMHS clinicians evaluated the level of impair-
ment as mild. Nonetheless, for a non-negligible number of cases, it
was challenging to find a service that could care for adult patients.
The situation is even worse when considering that only one out of
four young patients deemed in need of continued treatment by psy-
chiatrists were successfully transferred to AMHS. Moreover, it is
worrying that only one out of three patients with medium/severe
impairment and nearly half of the subjects with a potentially high
level of care needs attended AMHS at the time of the interview.

The second main finding is that transition paths are related to
the type of child psychiatric service (Fig. 2). While the most com-
mon scenario in a university hospital (service 2) is an early referral
of patients, most patients are referred at 18 years of age in a ter-
ritorial structure associated with a university (service 1). On the
other hand, in service 3, continuity of care appears to be difficult
as patients are lost even before turning 18. Nonetheless, 33% of
the patients were described as still having a medium impairment
level, and for 25% of them, a referral to adult services would have
been necessary. This difference between services may be due to
each hospital’s different networks and resources. In the future, care
policies should address these differences. These three services had
previously been asked whether they had a protocol to guide tran-
sition processes. (Roberti et al., 2023a) Only service 1 and service
2 responded positively. Although from the analysis of such docu-
ments we observed several limitations (Roberti et al., 2023b), the
mere existence of a formal transition document might contribute
to the continuity of care for patients in services 1 and 2.

When viewing the transition pathways, a few patients had
already been transferred to AMHS when they turned 18, while
more were transferred in the following years. Notably, only nine
were still in care at the interview. The proportion of referred
patients and successful referrals is the same when restricting the
analysis to the homogeneous sample of patients who were still in
the CAMHS at 18 years of age, suggesting that our findings are
scantly influenced by the dropout of the adolescents fromCAMHS
before 18 years of age.

The dropout from the AMHS is an inconvenience of the treat-
ment path thatmust be carefully evaluated considering the possible
outcomes. In fact, of the nine patients cared for by an AMHS, six
had a continuous care path, while three were lost in the intermedi-
ate period and then returned following a worsening of symptoms.
Two of them reported having developed drug addiction in the
meantime. They described their experience as follows: ‘… We
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Box 1. Some of the comments made by young adults to the questions ‘In your opinion, what was missed or needed to be done differently during
your journey?’ and ‘What advice would you give to younger people with ADHD still being cared for by CAMHS?’. The first column shows the comments
of referred patients and the second column those of non-referred patients.

Referred young adults Non-referred young adults

In your opinion, what was missed or needed to be done differently during your journey?

All went well, but I had some concerns about the transfer to the
territorial adult facility, as it has few resources.

Nothing in particular was missing; I think what was needed was done.

All went well in the CAMHS, but I found more difficulties in the pathway
of the transition to adult facilities

I would have needed more follow-up after the age of 18. I had a depressive
period that I think was related to the ‘clash’ with adult reality after school
ended …. Preparing kids for what will happen in their lives is essential.

More informative/educational pathway starting at an early age. When I was being cared for, I was not very aware of my situation. Maybe
it would have been helpful to continue the visits and treatments even after
I reached a state of awareness, so more ‘grown up’, perhaps I would have
used them more. Now, for example, I am also becoming more and more
aware because my girlfriend is going through an autism spectrum diagnosis,
and this has aroused a lot of curiosity in me, so I am getting more and more
information.

I don’t know; as a child, I was not aware enough to understand it, but I
think the therapy was adequate. Certainly, it would have been helpful to
have more continuity afterward as well.

I had a lot of difficulties in high school. I could not admit that I had a
disorder, and I was ashamed. The environment was not very tolerant,
and I feared being made fun of. It would be essential to raise awareness in
school about these issues (ADHD, learning disorders, etc.); it would take very
little to inform people and make them accept each other. They always have
meetings on sex education, drugs, etc., I don’t see why it can’t be done on
these issues as well; it would be so important.

It was important to continue a care path even as an adult. In my teenage years, I had thought that my parents had been wrong to give
me support because it bothered me to be diverse. Now, putting myself in
their shoes, I would have done the same thing.

I would change nothing. Overall, it went well.

What advice would you give to younger people with ADHD still being cared for by CAMHS?

To ask questions from an early age about how they work and not to be
afraid to take the medications.

Start cognitive behavioural psychotherapy immediately to gain awareness
and promote appropriate symptom management.

Learn to manage symptoms because they also impact future
performance at work and in life in general. Turn to private care because
you will be more supported.

It is a condition that you can live with and still have very good results.

I would explain what they are up against and say always to follow what
the clinicians recommend without doing ‘your own thing’. It could be a
tough change. In any case, I realized that you have to trust the clinicians.

That the disorder never goes away, even if the characteristics change. In any
case, having a normal everyday life is still possible. More practical strategies
to become more independent, especially at the school level, would have
been helpful.

It depends from person to person. For me, it went quite well, I didn’t feel
‘abandoned’ even when changing services. It’s still a different approach,
you get less ‘pampered’. I would say to listen as much as possible to the
advice of those who follow and help us.

I don’t know, I’ve never been particularly preoccupied with thinking about
ADHD. I would have needed more support in school and in studying. I had
the support teacher, but I still struggled a lot.

I would say that ADHD is not necessarily bad; there are positive aspects,
such as the intense interest one achieves in some specific areas. In any
case, it is all very tiring, and it always seems that others around are
‘better’. I would advise not to neglect one’s hyperactivity and always try
to relieve stress in a healthy way, without forcing oneself to sit still for a
long time.

I would say that they should not feel blocked by the situation at the time
because it may also improve spontaneously over time. I remember that the
process needed to arrive at the diagnosis was complicated, mainly because
the teachers did not recognize my difficulty. I remember so many ‘walls’
before arriving at defining a path.

I don’t know; it’s hard to answer that question. It’s a personal aspect,
and I know that not everyone is like me. It’s important to learn how to
relate to others. Then I realized that you have to be very careful about
‘developmental risk’ – we ADHD kids are particularly at risk with drugs
because we physiologically need to feel certain strong emotions … So
if we are not well aware and prepared, it’s a snap to ‘get into it’, just
try it even once, and it’s too late. I realized this to my own expense,
unfortunately.

I would say to use the opportunities to learn more about your problem. I
wouldn’t know what to say about treatments because, as a kid, I used to
take them a little bit lightly, I never took much interest. My friends helped
me greatly because I always felt understood and welcomed.

It’s ‘quite a mess’ because it is never clear how to behave, what to do,
etc. It is important not to disengage from services after age 18; I would
advise against making the same mistake I made. As adults, we feel like
‘heroes’ who can do and decide everything on our own, but it is very easy
to end up in bad situations.

I would say that the more they grow up, the more the world will be in their
hands. I used to live in a ‘parallel world’ and was not responsible for myself.
I would also say to be very careful handling interpersonal relationships:
people do not necessarily understand and accept how we are, and you must
be strong.

(Continued)
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(Continued.)

I wouldn’t wish anyone to feel as bad as I did (I went through a bad
depressive period when I was 18). Don’t preclude yourself from anything,
and don’t be limited by what others say. For example, I was advised to do a
3-year professional school, but I insisted and completed a traditional 5-year
school course.

I would say that it is important to be aware that you are a little differ-
ent from others, to live with it, and accept it as much as possible. If you
fixate on being ‘sick’, you are only missing out on great possibilities …. It is
better to try to adapt to the demands ‘of the world’ to work and fit in than
to be rigid and expect others to accept us completely. Being totally ‘yourself’
without making any effort and being excluded from society is much worse.
One must try to turn difficulties into something ‘fun’, know how to man-
age oneself in social contexts, and learn to adapt as much as possible. It is
difficult in today’s world, at least among adults, to declare that you have
this disorder because society is not yet ready. You will always be one less
good, quick-witted, and attentive at work than others.

I would say to be very careful, and if symptoms worsen at any moment, seek
help immediately.

ADHD kids are at risk with drugs because we physiologically need
to feel strong emotions. If we’re not well aware and prepared, it’s
a snap to “get into it”, try it even once, and it’s too late. I realized
this to my own expense, unfortunately’, and ‘It is important not to
disengage from services after age 18; I would advise againstmaking
the same mistake I made. As adults, we feel like “heroes” who can
do and decide everything on our own, but it is very easy to end up
in bad situations’.

Other sentinel events were highlighted in the study, i.e., criti-
cal episodes that lead to emergency room access in the healthcare
system, recurrent relational difficulties, reactivity and impulsivity,
attentional difficulties, anxious symptomatology, as well as being
unemployed. Unemployment also seemed common among those
who were not referred to an AMHS, but would have needed it.
As already described, the risk of unemployment in ADHD young
adults is high, even up to 70% (Helgesson et al., 2023). Episodes
of fights, drunk driving episodes and car accidents must not go
unnoticed. In our sample, these episodes were reported in 88%
of the cases by these patients who were not in AMHS care. It fol-
lows that it is essential that warning signs are promptly ascertained
and reported whenever they appear.Therefore, GPs (who seem not
currently involved in ADHDmanagement) should be encouraged
to advise their patients to resume a specific care path should they
detect these signs. The GP’s role can be particularly relevant when
considering that half of the patients with a high need for care were
not cared for by a mental health professional.

Lastly, considering that universal healthcare is guaranteed in
Italy, it is striking that one in five patients felt the need to contact
a private mental health professional at least once during the care
pathway, particularly after leaving the CAMHS.

It should be kept in mind that the description provided by the
present study is limited to a few Italian centres and that the sam-
ple was recruited voluntarily and could be biased. Consequently,
the numbers reported are small and cannot be representative of
the transition pathways management of all services. We, however,
managed to represent a variety of situations from independence in
daily life (present for 58% of young adults) to drugs and therapies
administered, and several types of paths and clinical case complex-
ities, i.e., the real world. Yet, this study has the merit to be the first
one to provide a complete description of transition pathways in
different Italian geographical areas, from both young adults and
their families and the clinicians’ perspectives. The emerging figure

is worrying, although not exclusive to Italy, and should encourage
us to promptly undertake improvement initiatives (Leavey et al.,
2019; Swift et al., 2013). It is crucial to further explore the fac-
tors that lead to unsuccessful referrals in the future. Other than
the lack of resources, dedicated specialized public services and
follow-up, the transition period per se should also be analysed
carefully. The TransiDEA project’s third phase will put together
the information collected in phases 1 and 2, and aim to design a
process that begins earlier and is participatory among the differ-
ent providers involved, the young adults and their families. This
will allow us to jointly define a consensus document to be adopted
in Italian services, to inform a more appropriate transition path-
way by involving clinicians, young adults, scientific societies and
patient associations.

While the defined consensus document will be drafted based on
the experiences of young adults and services in Italy, we hope that
it will encourage other nations to replicate a similar model.
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Dodig-Ćurkovi ́c K, Franic T, Gerritsen SE, Griffin J, Maras A,
McNicholas F, O’Hara L, Purper-Ouakil D, Paul M, Santosh P, Schulze U,
Street C, Tremmery S, Tuomainen H, Verhulst F, Warwick J and De
Girolamo G (2017) Architecture and functioning of child and adoles-
cent mental health services: A 28-country survey in Europe. The Lancet
Psychiatry 4, 715–724.

Song P, Zha M, Yang Q, Zhang Y, Li X and Rudan I (2021) The
prevalence of adult attention-deficit hyperactivity disorder: A global
systematic review and meta-analysis. Journal of Global Health 11,
04009.

Swift KD, Hall CL, Marimuttu V, Redstone L, Sayal K and Hollis C (2013)
Transition to adult mental health services for young people with attention



10 Roberti et al.

deficit/hyperactivity disorder (ADHD): A qualitative analysis of their expe-
riences. BMC Psychiatry 13, 74.

van StaaA, PeetersMand Sattoe J (2020)On your own feet: A practical frame-
work for improving transitional care and young people’s self-management.
In Betz CL and Coyne IT (eds), Transition from Pediatric to Adult Healthcare
Services for Adolescents and Young Adults with Long-term Conditions. Cham:
Springer International Publishing, 191–228.

White PH, Cooley WC, Boudreau ADA, Cyr M, Davis BE, Dreyfus DE,
Forlenza E, Friedland A, Greenlee C, Mann M, McManus M, Meleis AI
and Pickler L (2018) Supporting the health care transition from adolescence
to adulthood in the medical home. Pediatrics 142, e20182587.

Young S, Murphy CM and Coghill D (2011) Avoiding the ‘twilight zone’:
Recommendations for the transition of services from adolescence to adult-
hood for young people with ADHD. BMC Psychiatry 11, 174.


	Challenges in transitioning from adolescent to Adult Mental Health Services for young adults with ADHD in Italy: an observational study
	Introduction
	Methods
	Results
	Descriptive characteristics of the sample
	Referred vs. non-referred patients
	Well-being indicators
	Acquired skills, specific experiences

	Discussion
	Acknowledgements
	References


