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Abstract
Background: Obesity is a chronic disease requiring long-term treatment, yet current treatment models do not align with
the chronicity of obesity. Current guidelines provide limited direction on how to adapt treatment to support weight loss
maintenance as adolescents transition into emerging adulthood, a distinct developmental period from the late teens to the
mid-to-late twenties.
Objective: This qualitative study aims to (1) better understand adolescents’ and their parents’ experiences after behavioral
weight-loss treatment as they navigate the transition from late adolescence into emerging adulthood and (2) identify the
weight-management support needed during this transition. Formative data are critical to understanding the unique needs of
youth with obesity after treatment, especially as they navigate the transition from late adolescence to emerging adulthood.
Methods: Adolescents and parents (20 dyads; mean adolescent age 16.5, SD 0.6 y) completed semistructured interviews
more than 11 months after participation in a 4-month multicomponent behavioral weight-loss treatment. Interview domains
included adolescent and parent perceptions of facilitators and barriers to weight management following program completion,
as well as needs and preferences for continued support during the transition to emerging adulthood. Adolescents were asked
open-ended questions regarding their current health and weight management behaviors, perceived facilitators and barriers
to engagement in health behaviors, parental and social support, and preferences for ongoing weight management support.
Parents were asked parallel questions addressing their adolescents’ behaviors, their evolving roles as their teens transitioned
to emerging adulthood, and recommendations for additional support. Interviews were recorded, transcribed verbatim, and
thematically analyzed.
Results: Adolescents and parents reported that adolescents maintained several weight management behaviors (eg, regular
exercise, self-weighing, and improved diet quality), while identifying others as more difficult to sustain (eg, monitoring food
intake and meal planning). Reported facilitators included consistent routines and various opportunities for physical activity
(eg, diverse exercise options), while barriers included time constraints, competing priorities, and external influences (eg, the
eating behaviors of other family members). Both adolescents and parents expressed a desire for continued support during
the transition to emerging adulthood to sustain healthy behaviors and navigate changing roles. Most adolescents and parents
expressed interest in participating in a booster program to support weight management during this period, particularly to
enhance accountability. Preferences for frequency, duration, and format varied (eg, meeting frequency, program length, or
in-person vs virtual).
Conclusions: Findings identify key weight-management behaviors that families maintained after treatment, as well as areas
that require ongoing support. Results underscore the need for continued support for weight-management behaviors during
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the transition to emerging adulthood and offer guidance on program structure and content. Results can be used to inform
the development of a targeted behavioral weight-management transition program that addresses adolescents’ evolving needs
during the shift to emerging adulthood, improving long-term outcomes and reducing health risks.
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Introduction
Approximately 21 million US adolescents and emerging
adults, defined as individuals in their late teens through the
mid-to-late twenties (aged 15‐24 y), are classified as having
overweight (BMI>85th percentile) or obesity (BMI>95th
percentile) [1,2]. Persistent racial, ethnic, and socioeconomic
disparities are observed, with adolescents from racial or
ethnic minority groups (ie, Black and Latine) and lower
socioeconomic backgrounds at disproportionately high risk
for disease [3]. Moreover, obesity rates increased during
the COVID-19 pandemic and have since remained persis-
tently elevated [4]. Obesity is a complex and multifactorial
chronic disease that commonly persists into adulthood and is
associated with significant lifelong morbidity and mortal-
ity [5-8]. Intensive health behavior and lifestyle treatment
(IHBLT) is a first-line evidence-based behavioral interven-
tion and the most effective known treatment [9]; however,
current treatment models are generally short-term, resource-
intensive, and not well aligned with the chronicity of obesity
or the transition from adolescence to adulthood [10-12].
For example, only one adolescent trial has examined 2-
year treatment effects, and because the sample was pre-
dominantly White [13], the findings may not generalize to
groups experiencing health disparities. For some adolescents,
management of obesity involves a multimodal approach,
including medications and metabolic and bariatric surgery,
but behavioral treatment continues to serve as a foundational
part of care [14,15]. There is limited evidence regarding how
adolescents fare after treatment or what support is needed as
they transition into emerging adulthood.

Although modest short-term weight losses are typically
observed in adolescent IHBLT [16], relapse is common,
and to date, there are no established processes to support
adolescents after treatment and to help them sustain weight
losses, particularly as they transition into emerging adulthood.
Indeed, a systematic review found “no evidence internation-
ally of empirical research on the transition of adolescents with
obesity from pediatric to adult weight management treat-
ment,” and only a handful of clinical guidelines contained
brief recommendations regarding this transition [17,18].
Current treatment approaches and guidelines do not align with
the chronicity of obesity, highlighting an opportunity to better
understand what support adolescents need as they transition
into emerging adulthood. A recent study emphasizes that,
without adequate support, adolescents are at risk of losing
continuity in health care, which may increase the likelihood
of complications [18]. The clinical practice guideline from the
American Academy of Pediatrics underscores the importance
of a structured, individualized care plan for adolescents,
including coordinated collaboration between primary care

providers, pediatric specialists, and the adult health care
professionals who will assume their care as they transition
into adulthood [9]. There is a need to determine how to
best stage interventions in the context of chronic care and
to identify what posttreatment supports are needed to mitigate
health risks during the transition into emerging adulthood
[19]. Furthermore, given the unique developmental stage of
emerging adulthood [2,20], it is important to understand
how to prepare adolescents to manage their health in this
transitional life stage.

Emerging adulthood is marked by instability and multiple
life transitions across physical and interpersonal environments
[2,20,21]. The need for independence increases and reliance
on parents and caregivers decreases, as adolescents assume
primary responsibility for their health while also navigating
these life transitions [22]. Numerous unhealthy weight-rela-
ted behaviors [23-29] (eg, alcohol use and high levels of
sedentary behavior) and disordered eating behaviors (eg,
binge eating) peak during these years, and significant weight
gains are commonly observed, with the largest gains among
those with overweight or obesity [30,31]. Alarmingly, more
than 40% of emerging adults have overweight or obesity
[32] and continuous obesity from adolescence to emerging
adulthood intensifies health risks [33]. Despite the need,
emerging adults are vastly underrepresented in adult IHBLT
trials [34], clinical settings [35], and commercial weight
management programs [36]. Further, very few IHBLT trials
have been designed for this age group specifically [37-39],
and to our knowledge, no programs have been designed to
support adolescents in maintaining weight loss during this
developmental transition.

In sum, formative data are essential for understanding
the unique needs of youth with obesity after treatment and
as they traverse late adolescence through emerging adult-
hood. Thus, this study, TEENS Talk, conducted qualita-
tive interviews with older adolescents (aged 16‐18 y) and
their parents who recently completed an IHBLT program
to understand adolescents’ and their parents’ experiences
after behavioral weight loss treatment as they navigate late
adolescence into emerging adulthood and to identify what
weight management support is needed during this transition.
Domains assessed included: (1) weight management skills
maintained or discontinued, (2) facilitators and barriers to
continued weight management, (3) skills needed to navigate
this transition into emerging adulthood, and (4) ideas for a
booster program to support this transition.

JMIR FORMATIVE RESEARCH Caccavale et al

https://formative.jmir.org/2026/1/e95649 JMIR Form Res 2026 | vol. 10 | e95649 | p. 2
(page number not for citation purposes)

https://doi.org/10.2196/95649
https://formative.jmir.org/2026/1/e95649


Methods
Participants and Recruitment
Participants in the TEENS Talk study (N=20) were a subset
of adolescent (aged 16‐18 y) and parent or caregiver dyads
who completed the TEENS+ randomized clinical trial, a
4-month multicomponent IHBLT [40]. Parent adolescent
dyads were randomized to one of two 4-month treatments
in which parents were either engaged as helpers in their
child’s weight management via parent skills training based
on authoritative parenting or engaged in their own behavio-
ral weight management. All adolescents received nutrition
education with dietary goals, supervised physical activity, and
behavioral support [40]. Families were eligible for TEENS
Talk after completing the final 12-month follow-up assess-
ment for TEENS+. During recruitment for this study, 41
TEENS+ families were eligible for participation, and 40 were
approached (1 was not approached due to a parent moving
out of the country and being unable to be contacted). Of
those who were eligible, 5 declined and 15 were unresponsive
to contact attempts or lost to follow-up. Exclusion criteria
for the TEENS+ trial included type 2 diabetes and a his-
tory of metabolic and bariatric surgery. Detailed methods
and procedures for the TEENS+ trial may be found else-
where [40]. Following their 12-month follow-up assessments,
TEENS+ participants were contacted by study staff via email
and telephone and invited to participate in this qualitative
study, with recruitment continuing until the target sample size
was reached. The target sample size was informed by prior
research and selected to ensure adequate data for achieving
thematic saturation [41].
Study Procedures
Trained interviewers conducted semistructured interviews via
Zoom (Zoom Communications, Inc), with separate interviews
for adolescents and parents. Interviews were approximately
50 minutes in duration (range 29-85 min for adolescent
interviews; range 26-71 min for parent interviews). Adoles-
cent participants were asked open-ended questions about
their current health and weight management behaviors (eg,
“What, if any, weight management behaviors are you working
on now?”), perceived facilitators and barriers to engage-
ment in health behaviors (eg, “What helps you keep up
with weight management behaviors?”), the parental role
and other support in health behaviors (eg, “What, if any,
role do your parents play in supporting your weight man-
agement behaviors?”), and preferences for continued weight
management support during the transition into emerging
adulthood (eg, “Thinking about getting older and becoming
a young adult, potentially living apart from your family,
what do you think will help you set up your environment
to make you successful with weight management behav-
iors?”). Parents were asked corresponding questions about
their adolescents’ weight management behaviors, the parental
role as their teen transitions to emerging adulthood (eg, “As
your teen transitions from adolescence to young adulthood,
how might your role providing support for weight manage-
ment change?”), and ideas for additional support (eg, “Would

you be interested in support as part of a specifically focused
on teaching you strategies and how to provide support to
your adolescent/young adult during this transition? If so, what
topics would like to be covered?”). Interviews were audio
recorded, transcribed verbatim, and checked for accuracy.
The SRQR (Standards for Reporting Qualitative Research)
guidelines (Checklist 1) [42] were followed for this manu-
script.
Ethical Considerations
All study procedures were approved by the Virginia
Commonwealth Institutional Review Board (HM20022326).
For parents and adolescents aged 18 years or older, written
consent was obtained. For adolescents younger than 18 years
of age, parental permission was obtained and adolescents
provided verbal assent. All data in this study were deidenti-
fied before the coding process. Participating families were
provided with a US $50 gift card, which was given to the
parent, as compensation for their time.
Data Analysis
A modified grounded theory approach combined with
thematic analysis was used to guide qualitative coding
[41], with the goal of identifying key themes and gener-
ating insights to inform future intervention development.
Transcripts were reviewed and coded by the coding team,
comprising a clinical psychologist (LC), postdoctoral fellows
(KG and KT), and a graduate doctoral student (MW).
Specifically, coding and theme development were conducted
iteratively, beginning with open coding to capture emerg-
ing ideas, followed by grouping similar codes into broader
themes. Themes were reviewed and refined through ongo-
ing comparison within and between interviews. The cod-
ing framework included categories (eg, skills maintained,
skills discontinued, facilitators, and barriers), codes, subcodes
(when appropriate), and descriptions of codes and examples
(when appropriate). The coding framework was updated
as needed through team discussions to ensure clarity and
consistency.

ATLAS.ti Qualitative Data Analysis Software (version
23) was used to apply codes to segments of the transcripts.
Coders independently double-coded a subset of transcripts
(20%, or 4 transcripts), which yielded high coder agree-
ment (intraclass correlation coefficient>0.80), suggesting that
independent coders were consistently applying the same
codes to the same transcripts. The coding team then inde-
pendently analyzed transcripts for adolescents and parents
(separately). Any ongoing discrepancies in coding were
discussed until resolved during weekly team meetings, and
all disagreements were fully resolved through discussion. To
enhance reflexivity and minimize bias, the team engaged
in regular debriefings throughout data analysis to exam-
ine assumptions, question interpretations, and ensure that
participant voices guided theme development. To enhance
trustworthiness, multiple researchers independently reviewed
and verified the findings. All transcripts and versions of the
codebook were saved as separate documents to create an audit
trail of changes.
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Results
Sample Characteristics
The average adolescent age was 16.5 (SD 0.6) years and
parent age was 48.4 (SD 6.9) years. The average BMI
for adolescents at baseline in the TEENS+ trial was 34.98
(SD 6.5) kg/m2. The average adolescent age of TEENS+
participants when they completed the IHBLT TEENS+

program was 14.8 (SD 1.11) years, with a range of 11
months to 2 years and 11 months since active treatment.
See Table 1 for participant demographics. Overall themes
identified were related to engagement in weight management
behaviors (eg, skills maintained and discontinued, barriers
and facilitators to weight management behaviors) and the
support needed to engage in behavioral weight management
during the transition to emerging adulthood.

Table 1. Participant demographics (N=20).
Characteristics Adolescents Parents
Sex, n (%)
  Male 11 (55) 4 (20)
  Female 9 (45) 16 (80)
Age (y), mean (SD) 16.5 (0.6) 48.4 (6.9)
BMI (kg/m2), mean (SD)
  Baseline BMI from TEENS+ trial 34.98 (6.5) —a

Race, n (%)
  White 10 (50) 11 (55)
  Black or African American 7 (35) 6 (30)
  Asian 1 (5) 1 (5)
  Multiracial 1 (5) 0 (0)
  Other 1 (5) 2 (10)
Ethnicity, n (%)
  Hispanic or Latino 1 (5) 1 (5)
  Not Hispanic or Latino 19 (95) 19 (95)

aNot applicable.

Engagement in Weight Management
Behaviors
Adolescents and parents described progress in adoles-
cent weight management following the 4-month TEENS+
program. Subthemes emerged in the following categories
related to engagement in weight management behaviors:
(1) skills maintained, (2) skills discontinued, (3) facilitators
of engagement in weight management, and (4) barriers to
engagement in weight management.
Skills Maintained
Adolescents and parents described a variety of weight
management skills, including exercise, nutrition, and
self-regulation, that were maintained following the 4-month
IHBLT treatment. The 5 most frequently maintained
behaviors described by adolescents were: exercise, por-
tion control, self-regulation or self-weighing, improved diet
quality (eg, eating more healthy foods), and nutrition swaps.

One adolescent described the importance of fitting exercise
into their daily routine:

Yeah so definitely after the TEENS program, I’ve tried
to incorporate exercise more into my life, even if there’s
like 15 minutes or 5 minutes. I just try to do I some-
thing [Teen ID 11, 17 y, female, other race]

Adolescents and parents also described differences
in maintaining weight-management behaviors, such that
adolescents frequently noted that portion control was a
behavior they had maintained, whereas parents commonly
reported maintaining mindful choices about what to eat or
buy. A parent described how they make mindful choices for
their family: “We are definitely more aware and really just
trying to stay away from the processed foods” (Parent ID 04,
48 y, female, African American or Black). See Table 2 for
additional sample quotes.

Table 2. Example quotes from adolescents and parents related to weight management skills that were maintained and discontinued following a
behavioral weight-loss programa.
Domain Adolescent Parent
Skills maintained
  Exercise “I do a lot of just movement as much as I can, especially at

school, my school is three stories tall, so we have a lot of stairs
that. We have to go up and down and I’m in a mentorship right

“He (TEEN) is walking to school every day, so that’s five days
a week. It’s about a mile and a half walk home. He has joined
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Domain Adolescent Parent

now is one of my classes, and that is like a block or two away
from my school, so I walk over there” (Teen ID 03, 17 y, female,
White).

wrestling workouts, so offseason wrestling workouts” (Parent
ID 17, 55 y, male, White).

  Nutrition “If I do eat sauces like mayo or ranch, I always eat light ranch or
light mayo” (Teen ID 02, 16 y, male, White).

"Not so much processed foods or fast foods more like eating
from home, home cooked meals watching sodium, sugar, you
know stuff like that” (Parent ID 08, 65 y, female, White).

  Self-regulation “What I found is a Google spreadsheet to keep track of my food
logs. So, I moved to doing a spreadsheet and I can see when I
entered the data, so I can chart it and I can see where I am”
(Teen ID 05, 16 y, female, White).

“I remember one time she made a smoothie, and then I was
like, “Do you want me to order some Boba tea?” and she was
like “Oh no, I can’t because I already had a smoothie,” So, I
do see her just being more conscientious of her choices”
(Parent ID 11, 39 y, female, other race).

Skills discontinued
  Exercise “I can’t remember the last time I worked out, I’m gonna [be]

honest. I was doing real good with the working out, like I really
was. And the crazy part about it is, I even felt better like when I
worked out because obviously why wouldn’t you?” (Teen ID 01,
17 y, female, African American or Black).

“I think that [TEEN] is not moving. I think that she has gotten
herself a little bubble in the living room where she has a study
station [when] they were virtual, and that has become her
place. She is either there or in her room” (Parent ID 05, 53 y,
female, White).

  Nutrition “I did some meal planning, like I wrote down what I was going
to eat for breakfast, what I was going to eat for lunch, and what I
was going to eat for dinner. But after I left TEENS I kind of
stopped doing it a little more, and I don’t do it as much” (Teen
ID 20, 16 y, male, White).

“Yeah, I’m not really managing his food, and even at dinner
I’m not as good at it, I’m not cooking as good of meals. It’s
always easier for myself to manage my lunch, because I’m
away from the house. Dinners - they’re not great, they’re just
too much work” (Parent ID 16, 49 y, female, White).

  Self-regulation “I don’t weigh myself very often. Pretty much the only time I do
is when I, like, go to the doctor” (Teen ID 15, 16 y, male,
White).

“We were recording everything we ate, we were using the app,
you know, logging everything. Yeah, that was kind of hard,
and I don’t do that anymore” (Parent ID 07, 55 y, female,
White).

aThe ”Exercise” domain includes descriptions of exercise and lifestyle physical activity. The “Nutrition” domain includes descriptions of diet quality,
nutrition swaps, balanced meals, and meal planning. The “Self-Regulation” domain includes descriptions of self-weighing, logging or monitoring
food intake, and portion control.

Skills Discontinued
Adolescents and parents also described discontinuing certain
weight management behaviors following IHBLT treatment.
The most common behavior that both adolescents and parents
reported had ended was monitoring food intake (eg, log-
ging or tracking food and counting calories). For example,
adolescents described forgetfulness and low motivation as
barriers to monitoring their food intake:

I didn’t really do logging that well, because I am very
ADHD, and I just forget to do stuff. [Teen ID 14, 16 y,
male, Multiracial]

She [mom] tried to get me to log my food, but I just
couldn’t after because I was too lazy to do that. [Teen
ID 02, 16 y, male, White]

Other commonly discontinued skills reported by both
adolescents and parents were exercise, self-weighing or
self-regulation, and meal planning or preparation. Parents also
described portion control as a skill that was difficult for their
adolescents to maintain after the IHBLT program. One parent
noted:

I think it’s a volume more than the choice of food that
he’s eating so he’ll eat a whole bunch of you know, like
a whole package of frozen mango or something like that
which is reasonably healthy thing, but when it’s in a
bag that’s this big, it’s the amount of it that that could

potentially be problematic. [Parent ID 07, 55 y, female,
White]

See Table 2 for additional sample quotes.
Adolescents Found Internal and External
Support Useful in Sustaining Weight
Management Behaviors
Adolescents and parents described several factors that
facilitated ongoing weight management behaviors in Figure
1. For example, both highlighted the value of maintaining
a consistent routine and having multiple opportunities for
physical activity (eg, a yoga mat, a treadmill, or a gym
membership). One adolescent emphasized how simplicity and
consistency supported healthy eating:

I don’t eat a bunch of different stuff so it’s the same 10
meals. And I’m just pretty consistent with that, we cook
the same stuff [Teen ID 07, 17 y, male, White]

Many parents described the intervention resources and
materials as valuable supports for maintaining their own
weight management behaviors and assisting their adolescent’s
ongoing efforts. For example, “I think the TEENS program
had given him the resources to make the decisions and [help
him] practice the healthy lifestyle” (Parent ID 04, 48 y,
female, African American or Black).

Adolescents also noted that their environment, includ-
ing their home food environment, served as facilitators for
their weight management. One adolescent described the
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importance of healthy food being easily available, “We have
fruit sitting around the counter, so when you walk in you

see them” (Teen ID 06, 16 y, female, African American or
Black).

Figure 1. Adolescent and parent facilitators and barriers to weight management.

Competing Demands Impeded
Adolescents’ Engagement in Weight-
Management Behaviors
Adolescents and parents highlighted a range of challenges
that hindered their ability to sustain weight management
behaviors following the intervention, as shown in Figure
1. Prioritizing health behaviors and time management were
frequently described as barriers to weight management for
both adolescents and parents. For example, 1 adolescent
described the issue of competing responsibilities as a barrier
to meal preparation:

For meal prep, it’s not like my biggest priority in the
nighttime, my biggest priority is take care of myself like
taking a shower, and getting ready for the next morning
and do my homework, or if my mom needs help with
something like I have to help my brother shower, or like
help her clean or something. And you know if I don’t
have the time to meal prep the night before then I have
the morning but it’s usually a rush [Teen ID 11, 17 y,
female, other race]

Other frequently described barriers for adolescents and
parents include environmental factors (eg, working in
fast-food service) and other family members’ behaviors (eg,
parents or siblings are not focused on weight management).
Parents also noted that adolescent food preferences, motiva-
tion, and energy were barriers. One parent stated, “I’ve been
looking at menus because he’s a very picky eater, doesn’t like

to try new things…so it’s kind of hard for me to find a new
meal to offer up” (Parent ID 08, 65 y, female, White).
Preparing for the Transition to Emerging
Adulthood
Adolescents and parents both anticipated numerous changes
in weight management approaches as adolescents transitioned
into emerging adulthood. Three subthemes emerged regarding
perceived facilitators of weight management success in
emerging adulthood: (1) growing autonomy, (2) continued
development of relevant skills, and (3) reliance on peer and
parent support.
Growing Autonomy
Adolescents and their parents identified that the transition to
emerging adulthood would require increased independence.
Many adolescents expressed excitement over increases in
their independence. For example, 1 adolescent noted that
they were, “Really grateful that it is time to graduate [from
high school] and move on, because it can give me more
freedom” (Teen ID 03, 17 y, female, White). Other adoles-
cents anticipated having some challenges associated with
increased autonomy, with 1 adolescent describing, “I think
my main worry is when you go to college…I have to make a
lot of food decisions by myself” (Teen ID 12, 16 y, female,
Asian). Parents also considered the impact of increases in
their adolescents’ independence:

I won’t have very much control at that point. I won’t
have any, actually…They’re adults, we have to trust
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them that they’ll make good decisions [Parent ID 05, 54
y, female, White]

Parents expressed hopefulness that their adolescent would
use this independence effectively, and that they would
“Transfer these skills when I’m not around” (Parent ID 04,
48 y, female, African American or Black).
Continued Development of Relevant
Skills
Adolescents and parents identified skills that would be
necessary for an effective transition. They anticipated
maintaining many of the skills they already possessed,
including exercising, making healthy food choices, and
maintaining healthy routines. One adolescent noted that he
would need to “Just [keep] doing the same things I do
now” (Teen ID 14, 16 y, male, Multiracial). Adolescents
and parents also realized that there were multiple new skills
they would have to learn. Participants recognized that the
adolescent would need to take on some of the roles that
the parent had previously held. For instance, 1 adolescent
said, “The grocery thing was something I hadn’t thought of
because that was something that my mom had learned about
with the program, but that wasn’t a thing that stuck with me
because it wasn’t relevant to me at the time” (Teen ID 07, 17
y, male, White). Adolescents also realized they would need
to develop additional skills, such as time management and
eating healthy while eating out, that would be particularly
relevant to their life stage. For example, 1 adolescent said:

I’m not too sure what food is like in college. Like, if I
can cook for myself in a dorm room, or if you have to
go to a dining hall. But whatever the option may be, I
just have to be on top of it—to see what the options are
and then make the choice of what to eat. [Teen ID 13,
16 y, female, African American or Black]

Reliance on Peer and Parental Support
Although adolescents and parents both recognized a shift
toward increased independence, they also recognized the
importance of continued support from peers and family.
Adolescents recognized that they would need support from
“Friends that are doing the same thing” (Teen ID 19, 16 y,
male, African American or Black) to ease their transition.
They also anticipated needing support from family members.
Adolescents hoped that their parents would take on more of

a role in checking in or providing reminders. For instance,
when asked how their parent could help, 1 teen stated, “They
can just remind me to do it, encourage me to do it” (Teen ID
16, 16 y, male, White). Parents were also actively considering
how their role might change. They acknowledged that they
would continue to support their adolescent, but that:

The role becomes much more arm’s length. And kind of
coach—asking questions gently and offering advice or
feedback. [Parent ID 07, 55 y, female, White]

Rather than providing instrumental support, like meal
preparation and grocery shopping, they anticipated focusing
on emotional support and reminders. One parent described
their role as, “We have to make them feel like we’re here,
we’re their safety net, we’re cheering them on, we’re always
going to be in their corner” (Parent ID 05, 53 y, female,
White).

Ideas for a Booster Intervention for
Emerging Adults
Participants were asked about their interest in receiv-
ing support during emerging adulthood from a booster
IHBLT program specifically designed to help them manage
health goals as they transition into emerging adulthood.
Most adolescent participants were interested in a boos-
ter program (n=13, 65% interested; n=5, 25% maybe
interested; and n=2, 10% not interested). Participants
described the topics they would like to address and
their preferences for the structure of a potential booster
program. See Table 3 for details.

Preferences for a booster program varied. Both parents and
adolescents said that group accountability would be useful.
Multiple adolescents expressed interest in including incen-
tives, such as prizes, in the program. Both adolescents and
parents identified opportunities for group exercise as being of
great interest to them. Parents and adolescents also reques-
ted more cooking classes, which were a component of the
original TEENS+ IHBLT program. Parents expressed interest
in their adolescents having a professional to speak with about
weight management, as they believed their adolescents were
able to hear feedback from a professional more easily than
from their parents. Preferences for the frequency and duration
of sessions varied considerably (ie, group meetings 3 times a
week or once a month and a program lasting 1 mo or 6 mo),
as did the desire for in-person versus virtual sessions.

Table 3. Potential topics for a behavioral weight-management booster program.
Topics Adolescents Parents
Recipes “Learning more quick recipes you can cook at home that

actually taste good and maybe include a couple of GO
foods” (Teen ID 18, 16 y, female, African American or
Black)

“More meatless things, more snacks I could have available
that are low calorie, smoothie recipes, stuff like that” (Parent
ID 18, 45 y, African American or Black)

Meal planning “Really just meal planning and getting better at grocery
shopping” [Teen ID 15, 16 y, male, White).

“Ideas of what she can eat while she’s on college campus”
(Parent ID 10, 35 y, female, African American or Black)

Nutrition choices “What good foods to eat and what types of foods are the
best for me” (Teen ID 20, 16 y, male, White)

“Finding healthier alternatives to the things he likes” (Parent
ID 19, 42 y, female, African American or Black)
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Topics Adolescents Parents
Exercise “Going back over exercise and the ways I can exercise”

(Teen ID 02, 16 y, male, White)
“The impact of exercise, that’s the main thing” (Parent ID
09, 50 y, male, White)

Mood and mental health “For people who eat when they’re stressed, maybe some
ways to de-stress” (Teen ID 13, 16 y, female, African
American or Black).

“Her anxiety feeds her desire to eat. So I think addressing
how it all fits together would be helpful” (Parent ID 05, 53 y,
female, White).

Body image and relationship with
food

“Topics that people don’t normally talk about—like body
image, especially how social media influences our mental
health and eating habits” (Teen ID 11, 17 y, female, other
race)

—a

Parent-child communication — “I think there is definitely an opportunity to learn how to
interact, and how to encourage without challenging. Or how
to encourage without pushing them away” (Parent ID 17, 55
y, male, White).

aNot applicable.

Discussion
This study examined adolescents’ and parents’ perspec-
tives following behavioral weight loss treatment to gain
insight into their experiences and identify ongoing sup-
port needs for sustained weight management during the
transition to emerging adulthood. Adolescents and parents
described weight management behaviors that were success-
fully maintained and those that were more difficult to sustain
following the 4-month IHBLT program. Regular exercise,
self-weighing, and improved diet quality were commonly
maintained behaviors, whereas monitoring food intake
and meal preparation were described as more challeng-
ing to continue. Participants emphasized the importance
of increased autonomy, continued skills development, and
external support to facilitate successful weight management
during the transition from adolescence to adulthood. Most
adolescents expressed interest in a booster program and
offered specific ideas for program content, highlighting the
need for ongoing, developmentally adapted interventions for
this high-risk population.

Understanding which weight management behaviors are
maintained or discontinued following IHBLT programs is
critical for refining and optimizing intervention strategies,
particularly given the chronic course of adolescent obesity
and its associated comorbidities [5-7]. In this study, behav-
iors such as engaging in regular exercise, eating healthier
foods, and self-weighing were among the easier skills for
adolescents to maintain. This finding is consistent with
prior research indicating that skills such as exercise and
self-monitoring are often perceived as more feasible or
rewarding to maintain [43,44]. Identifying such behaviors
can help determine which components should be emphasized
and reinforced throughout treatment. In addition, identifying
behaviors that are more difficult to maintain (eg, logging
food intake and meal planning) provides valuable insight
into areas that may require additional support during and
following treatment. Importantly, there was overlap between
maintained and discontinued behaviors, highlighting the need
to account for individual differences and to tailor programs
accordingly. Similarly, understanding key facilitators (eg,
consistency and accessible resources) and barriers (eg, time

management and competing priorities) from both adolescent
and parent perspectives allows for targeted adaptations to
enhance engagement and long-term adherence. Together,
these insights can guide the development of intervention
strategies to promote sustained weight loss following initial
treatment during adolescence, such as booster sessions, peer
support, or continued experiential learning.

Consistent with prior research, both adolescents and
parents emphasized the need for developmentally adapted
approaches that address the unique challenges and increasing
independence characteristic of this life stage [45]. Effective
weight management requires interventions that are specifi-
cally adapted and designed accordingly. Broad themes that
emerged from these data highlight adolescents’ growing
autonomy, the need for adolescents to develop new skills
as they enter emerging adulthood, and the importance of
external support as important considerations relevant to
weight management for this population. Supporting families
in navigating the transition to emerging adulthood requires
fostering adolescents’ autonomy while maintaining develop-
mentally appropriate parental involvement. Models of health
care transition for various chronic conditions emphasize the
gradual development of adolescent independence alongside
continued, appropriate parental support [46,47]. Our findings
underscore the need for interventions that intentionally foster
autonomy in adolescents engaged in weight management,
emphasizing a gradual shift toward independent self-manage-
ment as they transition into emerging adulthood.

Participants emphasized the importance of both peers and
parents in supporting weight management behaviors during
the transition to emerging adulthood. While the influence
of peers on weight-related health behaviors during this
developmental period is well-established [48,49], the role of
parents is less clearly understood. Recent research examining
discussions between emerging adults and their parents around
weight and health suggests that frequent weight-focused
conversations are associated with negative health outcomes,
whereas less frequent, health-focused discussions are more
likely to be linked to positive outcomes [50]. The finding
regarding the important role of peers in this population is
consistent with prior research. For example, among adoles-
cents undergoing metabolic and bariatric surgery, social
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support has been identified as a key factor in enhancing
motivation and engagement [51]. Providing support and
education to parents or caregivers of emerging adults engaged
in weight management remains understudied but may be
critical in helping this population achieve and sustain their
health and weight-related goals.

Given that obesity is a chronic health condition, long-term
treatment models are needed to support individuals with
obesity throughout the lifespan, especially as they transition
into new developmental stages. The transition into adult-
hood is a particularly high-risk time for weight gain among
individuals with obesity [32], highlighting the necessity for
treatments designed to attenuate this risk. Participants in this
study identified a variety of anticipated challenges associated
with transitioning into early adulthood, and programming
that supports that transition was of interest to most adoles-
cents and parents. Adolescents expressed a desire to review
information they learned in the original program, learn new
skills necessary for their upcoming life stage, and discuss
other relevant topics not introduced in the original program
(ie, body image and stress management). Parents similarly
desired a review of skills and requested information on
how to effectively communicate with their adolescents about
weight management. The findings of this study underscore
the need to develop a booster program for adolescents and
parents who have previously participated in behavioral weight
loss treatment and provide valuable insights into partici-
pant preferences for such a program. Additionally, results
support the idea of a chronic care model for obesity man-
agement, integrating prevention and intervention strategies
at key developmental stages, including the transition to
emerging adulthood. Overall, both adolescents and their
parents expressed a desire for continued support following
program completion. Findings suggest that adolescents and
their families may benefit from structured support, including
peer and social support components, within a broader chronic
care and transitional care framework.

Although this study provides important perspectives
from both adolescents and parents, its findings are con-
strained by a focus on adolescents who have completed
an IHBLT program, potentially limiting generalizability to
other populations. However, as access to IHBLT expands, an
increasing number of adolescents with obesity may complete
such programs and subsequently seek additional support to
sustain their progress. Furthermore, variability in the timing
of posttreatment interviews (ranging from 11 mo to 2 y and
11 mo) may affect recall, how behaviors are maintained,
and the perceived need for booster support. Data interpre-
tation in qualitative research may be influenced by coder
bias; however, the use of team-based coding and consensus
discussions helps to minimize this limitation. The inclusion
of both adolescent and parent perspectives, and the represen-
tation of adolescents from diverse racial backgrounds are
strengths of this study. Another limitation is that participants
were drawn from families who completed the TEENS+ trial,
likely reflecting those who are more engaged, satisfied, or
successful, and whose support needs may differ from those of
nonparticipants.

In sum, despite recognition that adolescent obesity is a
chronic condition requiring long-term management, current
treatment approaches remain largely short-term and guide-
lines remain vague regarding how treatment should evolve.
Indeed, there are no evidence-based treatment models to
support adolescents following treatment as they transition
through emerging adulthood. Findings from this qualitative
study provide valuable insight into what additional support
may be needed to sustain and facilitate weight management
behaviors among adolescents following behavioral weight
loss treatment and as they transition into emerging adult-
hood. These findings have the potential to advance scientific
understanding and clinical care by informing the development
of a chronic care framework that accounts for the evolv-
ing needs of adolescents as they transition into emerging
adulthood.

Acknowledgments
No generative AI tools were used.
Funding
This research was supported by the Child Health Research Institute of the Children's Hospital of Richmond at Vir-
ginia Commonwealth University (unnumbered to LJC); National Institute of Diabetes and Digestive and Kidney Disease
(K23DK131368 to LJC), Eunice Kennedy Shriver National Institute of Child Health & Human Development (R01HD095910
to MKB), the National Center for Advancing Translational Sciences (CTSA; UM1TR004360), and the Children’s Hospital
Foundation support to the Healthy Lifestyles Center.
Data Availability
The data generated and analyzed during this study are available from the corresponding author upon reasonable request.
Authors’ Contributions
LJC, MKB, and JGL were involved in study conceptualization and funding acquisition. KG, MW, MKB, MT, and LJC
contributed to investigation and methodology. LJC and MT provided supervision of coding. LJC led the initial manuscript
draft, with KG and MW contributing to the results and discussion sections. All authors critically reviewed, edited, and
approved the final manuscript.
Conflicts of Interest
None declared.

JMIR FORMATIVE RESEARCH Caccavale et al

https://formative.jmir.org/2026/1/e95649 JMIR Form Res 2026 | vol. 10 | e95649 | p. 9
(page number not for citation purposes)

https://formative.jmir.org/2026/1/e95649


Checklist 1
SRQR checklist
[PDF File (Adobe File), 512 KB-Checklist 1]
References
1. GBD 2021 US Obesity Forecasting Collaborators. National-level and state-level prevalence of overweight and obesity

among children, adolescents, and adults in the USA, 1990-2021, and forecasts up to 2050. Lancet. Dec 7,
2024;404(10469):2278-2298. [doi: 10.1016/S0140-6736(24)01548-4] [Medline: 39551059]

2. Arnett JJ. Emerging adulthood. A theory of development from the late teens through the twenties. Am Psychol. May
2000;55(5):469-480. [Medline: 10842426]

3. Ogden CL, Fryar CD, Martin CB, et al. Trends in obesity prevalence by race and Hispanic origin-1999-2000 to
2017-2018. JAMA. Sep 22, 2020;324(12):1208-1210. [doi: 10.1001/jama.2020.14590] [Medline: 32857101]

4. Messiah SE, Guo Y, Xie L, et al. Obesity and severe obesity in youth before and during COVID-19. Pediatrics. Jan 1,
2026;157(1):e2024070370. [doi: 10.1542/peds.2024-070370] [Medline: 41325988]

5. Weiss R, Dziura J, Burgert TS, et al. Obesity and the metabolic syndrome in children and adolescents. N Engl J Med.
Jun 3, 2004;350(23):2362-2374. [doi: 10.1056/NEJMoa031049] [Medline: 15175438]

6. Li S, Chen W, Srinivasan SR, et al. Childhood cardiovascular risk factors and carotid vascular changes in adulthood: the
Bogalusa Heart Study. JAMA. Nov 5, 2003;290(17):2271-2276. [doi: 10.1001/jama.290.17.2271] [Medline: 14600185]

7. Loria CM, Liu K, Lewis CE, et al. Early adult risk factor levels and subsequent coronary artery calcification: the
CARDIA Study. J Am Coll Cardiol. May 22, 2007;49(20):2013-2020. [doi: 10.1016/j.jacc.2007.03.009] [Medline:
17512357]

8. Morrison JA, Friedman LA, Wang P, Glueck CJ. Metabolic syndrome in childhood predicts adult metabolic syndrome
and type 2 diabetes mellitus 25 to 30 years later. J Pediatr. Feb 2008;152(2):201-206. [doi: 10.1016/j.jpeds.2007.09.010]
[Medline: 18206689]

9. Hampl SE, Hassink SG, Skinner AC, et al. Clinical practice guideline for the evaluation and treatment of children and
adolescents with obesity. Pediatrics. Feb 1, 2023;151(2):e2022060640. [doi: 10.1542/peds.2022-060640] [Medline:
36622115]

10. Al-Khudairy L, Loveman E, Colquitt JL, et al. Diet, physical activity and behavioural interventions for the treatment of
overweight or obese adolescents aged 12 to 17 years. Cochrane Database Syst Rev. Jun 22, 2017;6(6):CD012691. [doi:
10.1002/14651858.CD012691] [Medline: 28639320]

11. Butryn ML, Wadden TA, Rukstalis MR, et al. Maintenance of weight loss in adolescents: current status and future
directions. J Obes. 2011;2010:789280. [doi: 10.1155/2010/789280] [Medline: 21274275]

12. Savoye M, Nowicka P, Shaw M, et al. Long-term results of an obesity program in an ethnically diverse pediatric
population. Pediatrics. Mar 2011;127(3):402-410. [doi: 10.1542/peds.2010-0697] [Medline: 21300674]

13. Lloyd-Richardson EE, Jelalian E, Sato AF, Hart CN, Mehlenbeck R, Wing RR. Two-year follow-up of an adolescent
behavioral weight control intervention. Pediatrics. Aug 2012;130(2):e281-e288. [doi: 10.1542/peds.2011-3283]
[Medline: 22753560]

14. Armstrong SC, Eneli I, Osganian SK, Wagner BE, Waldrop SW, Kelly AS. Pediatric obesity pharmacotherapy: state of
the science, research gaps, and opportunities. Pediatrics. Nov 1, 2024;154(5):e2024067858. [doi: 10.1542/peds.2024-
067858] [Medline: 39390971]

15. de la Cruz-Muñoz N, Xie L, Quiroz HJ, et al. Long-term outcomes after adolescent bariatric surgery. J Am Coll Surg.
Oct 1, 2022;235(4):592-602. [doi: 10.1097/XCS.0000000000000325] [Medline: 36102560]

16. Cardel MI, Atkinson MA, Taveras EM, Holm JC, Kelly AS. Obesity treatment among adolescents: a review of current
evidence and future directions. JAMA Pediatr. Jun 1, 2020;174(6):609-617. [doi: 10.1001/jamapediatrics.2020.0085]
[Medline: 32202626]

17. Shrewsbury VA, Baur LA, Nguyen B, Steinbeck KS. Transition to adult care in adolescent obesity: a systematic review
and why it is a neglected topic. Int J Obes (Lond). Apr 2014;38(4):475-479. [doi: 10.1038/ijo.2013.215] [Medline:
24247372]

18. Goday A, Pérez G, Fernández A, et al. Bridging the gap: recommendations to accomplish transition from pediatric to
adult care in adolescents living with obesity. Rev Endocr Metab Disord. Feb 2026;27(1):91-107. [doi: 10.1007/s11154-
025-09998-x] [Medline: 41118079]

19. Kelly AS, Marcus MD, Yanovski JA, Yanovski SZ, Osganian SK. Working toward precision medicine approaches to
treat severe obesity in adolescents: report of an NIH workshop. Int J Obes (Lond). Nov 2018;42(11):1834-1844. [doi: 10.
1038/s41366-018-0231-x] [Medline: 30283078]

JMIR FORMATIVE RESEARCH Caccavale et al

https://formative.jmir.org/2026/1/e95649 JMIR Form Res 2026 | vol. 10 | e95649 | p. 10
(page number not for citation purposes)

https://jmir.org/api/download?alt_name=formative_v10i1e95649_app1.pdf
https://jmir.org/api/download?alt_name=formative_v10i1e95649_app1.pdf
https://doi.org/10.1016/S0140-6736(24)01548-4
http://www.ncbi.nlm.nih.gov/pubmed/39551059
http://www.ncbi.nlm.nih.gov/pubmed/10842426
https://doi.org/10.1001/jama.2020.14590
http://www.ncbi.nlm.nih.gov/pubmed/32857101
https://doi.org/10.1542/peds.2024-070370
http://www.ncbi.nlm.nih.gov/pubmed/41325988
https://doi.org/10.1056/NEJMoa031049
http://www.ncbi.nlm.nih.gov/pubmed/15175438
https://doi.org/10.1001/jama.290.17.2271
http://www.ncbi.nlm.nih.gov/pubmed/14600185
https://doi.org/10.1016/j.jacc.2007.03.009
http://www.ncbi.nlm.nih.gov/pubmed/17512357
https://doi.org/10.1016/j.jpeds.2007.09.010
http://www.ncbi.nlm.nih.gov/pubmed/18206689
https://doi.org/10.1542/peds.2022-060640
http://www.ncbi.nlm.nih.gov/pubmed/36622115
https://doi.org/10.1002/14651858.CD012691
http://www.ncbi.nlm.nih.gov/pubmed/28639320
https://doi.org/10.1155/2010/789280
http://www.ncbi.nlm.nih.gov/pubmed/21274275
https://doi.org/10.1542/peds.2010-0697
http://www.ncbi.nlm.nih.gov/pubmed/21300674
https://doi.org/10.1542/peds.2011-3283
http://www.ncbi.nlm.nih.gov/pubmed/22753560
https://doi.org/10.1542/peds.2024-067858
https://doi.org/10.1542/peds.2024-067858
http://www.ncbi.nlm.nih.gov/pubmed/39390971
https://doi.org/10.1097/XCS.0000000000000325
http://www.ncbi.nlm.nih.gov/pubmed/36102560
https://doi.org/10.1001/jamapediatrics.2020.0085
http://www.ncbi.nlm.nih.gov/pubmed/32202626
https://doi.org/10.1038/ijo.2013.215
http://www.ncbi.nlm.nih.gov/pubmed/24247372
https://doi.org/10.1007/s11154-025-09998-x
https://doi.org/10.1007/s11154-025-09998-x
http://www.ncbi.nlm.nih.gov/pubmed/41118079
https://doi.org/10.1038/s41366-018-0231-x
https://doi.org/10.1038/s41366-018-0231-x
http://www.ncbi.nlm.nih.gov/pubmed/30283078
https://formative.jmir.org/2026/1/e95649


20. Hotez E, Rava J, Weinstein S. Care of adults with chronic childhood conditions. In: Kuo AA, Pilapil M, DeLaet DE,
Peacock C, Sharma N, editors. Emerging Adulthood as A Developmental Stage. Springer International Publishing;
2024:15-22. [doi: 10.1007/978-3-031-54281-7_2]

21. Arnett JJ. Emerging Adulthood: The Winding Road from the Late Teens through the Twenties. 2nd ed. Oxford
University Press; 2004. ISBN: 9780199929382

22. Hassink SG. Parents and adolescents: what’s the right mix in obesity treatment? Pediatrics. Sep
2020;146(3):e2020003293. [doi: 10.1542/peds.2020-003293] [Medline: 32839246]

23. Niemeier HM, Raynor HA, Lloyd-Richardson EE, Rogers ML, Wing RR. Fast food consumption and breakfast skipping:
predictors of weight gain from adolescence to adulthood in a nationally representative sample. J Adolesc Health. Dec
2006;39(6):842-849. [doi: 10.1016/j.jadohealth.2006.07.001] [Medline: 17116514]

24. Nelson MC, Story M, Larson NI, Neumark-Sztainer D, Lytle LA. Emerging adulthood and college-aged youth: an
overlooked age for weight-related behavior change. Obesity (Silver Spring). Oct 2008;16(10):2205-2211. [doi: 10.1038/
oby.2008.365] [Medline: 18719665]

25. Huffman L, West DS. Readiness to change sugar sweetened beverage intake among college students. Eat Behav. Jan
2007;8(1):10-14. [doi: 10.1016/j.eatbeh.2006.04.005] [Medline: 17174846]

26. Larson N, Neumark-Sztainer D, Laska MN, Story M. Young adults and eating away from home: associations with
dietary intake patterns and weight status differ by choice of restaurant. J Am Diet Assoc. Nov 2011;111(11):1696-1703.
[doi: 10.1016/j.jada.2011.08.007] [Medline: 22027052]

27. Caspersen CJ, Pereira MA, Curran KM. Changes in physical activity patterns in the United States, by sex and cross-
sectional age. Med Sci Sports Exerc. Sep 2000;32(9):1601-1609. [doi: 10.1097/00005768-200009000-00013] [Medline:
10994912]

28. Gordon-Larsen P, Nelson MC, Popkin BM. Longitudinal physical activity and sedentary behavior trends: adolescence to
adulthood. Am J Prev Med. Nov 2004;27(4):277-283. [doi: 10.1016/j.amepre.2004.07.006] [Medline: 15488356]

29. Results from the 2015 National Survey on Drug Use and Health. Substance Abuse and Mental Health Services
Administration (SAMHSA); 2016. URL: https://www.samhsa.gov/data/sites/default/files/NSDUH-DetTabs-2015/
NSDUH-DetTabs-2015/NSDUH-DetTabs-2015.pdf [Accessed 2017-05-15]

30. Lewis CE, Jacobs DR Jr, McCreath H, et al. Weight gain continues in the 1990s: 10-year trends in weight and
overweight from the CARDIA study. Coronary Artery Risk Development in Young Adults. Am J Epidemiol. Jun 15,
2000;151(12):1172-1181. [doi: 10.1093/oxfordjournals.aje.a010167] [Medline: 10905529]

31. Truesdale KP, Stevens J, Lewis CE, Schreiner PJ, Loria CM, Cai J. Changes in risk factors for cardiovascular disease by
baseline weight status in young adults who maintain or gain weight over 15 years: the CARDIA study. Int J Obes
(Lond). Sep 2006;30(9):1397-1407. [doi: 10.1038/sj.ijo.0803307] [Medline: 16534519]

32. Ellison-Barnes A, Johnson S, Gudzune K. Trends in obesity prevalence among adults aged 18 through 25 years,
1976-2018. JAMA. Nov 23, 2021;326(20):2073-2074. [doi: 10.1001/jama.2021.16685] [Medline: 34812876]

33. Merten MJ. Weight status continuity and change from adolescence to young adulthood: examining disease and health
risk conditions. Obesity (Silver Spring). Jul 2010;18(7):1423-1428. [doi: 10.1038/oby.2009.365] [Medline: 19851300]

34. Gokee-LaRose J, Gorin AA, Raynor HA, et al. Are standard behavioral weight loss programs effective for young adults?
Int J Obes (Lond). Dec 2009;33(12):1374-1380. [doi: 10.1038/ijo.2009.185] [Medline: 19786967]

35. Committee on Improving the Health, Safety, and Well-Being of Young Adults; Board on Children, Youth, and Families;
Institute of Medicine; National Research Council. The health care system. In: Bonnie RJ, Stroud C, Breiner H, editors.
Investing in the Health and Well-Being of Young Adults. National Academies Press; 2015. ISBN: 9780309309950

36. Martin CK, Talamini L, Johnson A, Hymel AM, Khavjou O. Weight loss and retention in a commercial weight-loss
program and the effect of corporate partnership. Int J Obes (Lond). Apr 2010;34(4):742-750. [doi: 10.1038/ijo.2009.276]
[Medline: 20065969]

37. LaRose JG, Leahey TM, Lanoye A, et al. Behavioral weight loss in emerging adults: design and rationale for the
Richmond Emerging Adults Choosing Health (REACH) randomized clinical trial. Contemp Clin Trials. Aug
2021;107:106426. [doi: 10.1016/j.cct.2021.106426] [Medline: 34044124]

38. Napolitano MA, Whiteley JA, Mavredes MN, et al. Using social media to deliver weight loss programming to young
adults: design and rationale for the Healthy Body Healthy U (HBHU) trial. Contemp Clin Trials. Sep 2017;60:1-13. [doi:
10.1016/j.cct.2017.06.007] [Medline: 28611007]

39. Godino JG, Merchant G, Norman GJ, et al. Using social and mobile tools for weight loss in overweight and obese young
adults (Project SMART): a 2-year parallel group randomized controlled trial. Lancet Diabetes Endocrinol.
2016;4(9):747-755. [doi: 10.1016/S2213-8587(16)30105-X] [Medline: 27426247]

40. Bean MK, LaRose JG, Wickham EP 3rd, et al. The role of parents in behavioral treatment for adolescent obesity: design
and rationale for the TEENS+ randomized clinical trial. BMC Public Health. Aug 4, 2023;23(1):1484. [doi: 10.1186/
s12889-023-16421-0] [Medline: 37537548]

JMIR FORMATIVE RESEARCH Caccavale et al

https://formative.jmir.org/2026/1/e95649 JMIR Form Res 2026 | vol. 10 | e95649 | p. 11
(page number not for citation purposes)

https://doi.org/10.1007/978-3-031-54281-7_2
https://doi.org/10.1542/peds.2020-003293
http://www.ncbi.nlm.nih.gov/pubmed/32839246
https://doi.org/10.1016/j.jadohealth.2006.07.001
http://www.ncbi.nlm.nih.gov/pubmed/17116514
https://doi.org/10.1038/oby.2008.365
https://doi.org/10.1038/oby.2008.365
http://www.ncbi.nlm.nih.gov/pubmed/18719665
https://doi.org/10.1016/j.eatbeh.2006.04.005
http://www.ncbi.nlm.nih.gov/pubmed/17174846
https://doi.org/10.1016/j.jada.2011.08.007
http://www.ncbi.nlm.nih.gov/pubmed/22027052
https://doi.org/10.1097/00005768-200009000-00013
http://www.ncbi.nlm.nih.gov/pubmed/10994912
https://doi.org/10.1016/j.amepre.2004.07.006
http://www.ncbi.nlm.nih.gov/pubmed/15488356
https://www.samhsa.gov/data/sites/default/files/NSDUH-DetTabs-2015/NSDUH-DetTabs-2015/NSDUH-DetTabs-2015.pdf
https://www.samhsa.gov/data/sites/default/files/NSDUH-DetTabs-2015/NSDUH-DetTabs-2015/NSDUH-DetTabs-2015.pdf
https://doi.org/10.1093/oxfordjournals.aje.a010167
http://www.ncbi.nlm.nih.gov/pubmed/10905529
https://doi.org/10.1038/sj.ijo.0803307
http://www.ncbi.nlm.nih.gov/pubmed/16534519
https://doi.org/10.1001/jama.2021.16685
http://www.ncbi.nlm.nih.gov/pubmed/34812876
https://doi.org/10.1038/oby.2009.365
http://www.ncbi.nlm.nih.gov/pubmed/19851300
https://doi.org/10.1038/ijo.2009.185
http://www.ncbi.nlm.nih.gov/pubmed/19786967
https://doi.org/10.1038/ijo.2009.276
http://www.ncbi.nlm.nih.gov/pubmed/20065969
https://doi.org/10.1016/j.cct.2021.106426
http://www.ncbi.nlm.nih.gov/pubmed/34044124
https://doi.org/10.1016/j.cct.2017.06.007
http://www.ncbi.nlm.nih.gov/pubmed/28611007
https://doi.org/10.1016/S2213-8587(16)30105-X
http://www.ncbi.nlm.nih.gov/pubmed/27426247
https://doi.org/10.1186/s12889-023-16421-0
https://doi.org/10.1186/s12889-023-16421-0
http://www.ncbi.nlm.nih.gov/pubmed/37537548
https://formative.jmir.org/2026/1/e95649


41. Strauss A, Corbin JM. Basics of Qualitative Research: Grounded Theory Procedures and Techniques. SAGE
Publications; 1990. ISBN: 9780803932500

42. O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting qualitative research: a synthesis of
recommendations. Acad Med. Sep 2014;89(9):1245-1251. [doi: 10.1097/ACM.0000000000000388] [Medline:
24979285]

43. Phelan S, Halfman T, Pinto AM, Foster GD. Behavioral and psychological strategies of long-term weight loss
maintainers in a widely available weight management program. Obesity (Silver Spring). Feb 2020;28(2):421-428. [doi:
10.1002/oby.22685] [Medline: 31970912]

44. de Bruijn GJ, Rhodes RE. Exploring exercise behavior, intention and habit strength relationships. Scand J Med Sci
Sports. Jun 2011;21(3):482-491. [doi: 10.1111/j.1600-0838.2009.01064.x] [Medline: 20136755]

45. Lanoye A, Gorin AA, LaRose JG. Young adults’ attitudes and perceptions of obesity and weight management:
implications for treatment development. Curr Obes Rep. Mar 2016;5(1):14-22. [doi: 10.1007/s13679-016-0188-9]
[Medline: 26923688]

46. Lerch MF, Thrane SE. Adolescents with chronic illness and the transition to self-management: a systematic review. J
Adolesc. Apr 2019;72:152-161. [doi: 10.1016/j.adolescence.2019.02.010] [Medline: 30903932]

47. Nguyen T, Henderson D, Stewart D, Hlyva O, Punthakee Z, Gorter JW. You never transition alone! Exploring the
experiences of youth with chronic health conditions, parents and healthcare providers on self-management. Child Care
Health Dev. Jul 2016;42(4):464-472. [doi: 10.1111/cch.12334] [Medline: 27103590]

48. Pelletier JE, Graham DJ, Laska MN. Social norms and dietary behaviors among young adults. Am J Health Behav. Jan
2014;38(1):144-152. [doi: 10.5993/AJHB.38.1.15] [Medline: 24034689]

49. Leahey TM, Gokee LaRose J, Fava JL, Wing RR. Social influences are associated with BMI and weight loss intentions
in young adults. Obesity (Silver Spring). Jun 2011;19(6):1157-1162. [doi: 10.1038/oby.2010.301] [Medline: 21164501]

50. Berge JM, Hazzard VM, Arlinghaus KR, Larson N, Hahn SL, Neumark-Sztainer D. Do parents engage in weight- and
health-focused conversations with their emerging adult children and are there cross-sectional associations with weight
and well-being outcomes? Prev Med. Sep 2024;186:108066. [doi: 10.1016/j.ypmed.2024.108066] [Medline: 39004315]

51. Allicock MA, King R, Francis J, et al. Lifestyle intervention and support preferences to maximize health outcomes in
adolescent bariatric surgery patients. J Clin Transl Sci. 2024;8(1):e127. [doi: 10.1017/cts.2024.553] [Medline:
39351499]

Abbreviations
IHBLT: intensive health behavior and lifestyle treatment
SRQR: Standards for Reporting Qualitative Research

Edited by Javad Sarvestan; peer-reviewed by Jackson M Francis; submitted 18.Mar.2026; final revised version received
29.Jun.2026; accepted 30.Jun.2026; published 06.Aug.2026

Please cite as:
Caccavale LJ, Garr K, Weinstock M, Thomson MD, LaRose JG, Tatum K, Bean MK
Support After Adolescent Behavioral Weight Loss Treatment During the Transition Into Emerging Adulthood: Qualitative
Study
JMIR Form Res 2026;10:e95649
URL: https://formative.jmir.org/2026/1/e95649
doi: 10.2196/95649

© Laura Jean Caccavale, Katlyn Garr, Madison Weinstock, Maria D Thomson, Jessica Gokee LaRose, Kristina Tatum,
Melanie K Bean. Originally published in JMIR Formative Research (https://formative.jmir.org), 06.Aug.2026. This is
an open-access article distributed under the terms of the Creative Commons Attribution License (https://creativecom-
mons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium, provided the original
work, first published in JMIR Formative Research, is properly cited. The complete bibliographic information, a link to the
original publication on https://formative.jmir.org, as well as this copyright and license information must be included.

JMIR FORMATIVE RESEARCH Caccavale et al

https://formative.jmir.org/2026/1/e95649 JMIR Form Res 2026 | vol. 10 | e95649 | p. 12
(page number not for citation purposes)

https://doi.org/10.1097/ACM.0000000000000388
http://www.ncbi.nlm.nih.gov/pubmed/24979285
https://doi.org/10.1002/oby.22685
http://www.ncbi.nlm.nih.gov/pubmed/31970912
https://doi.org/10.1111/j.1600-0838.2009.01064.x
http://www.ncbi.nlm.nih.gov/pubmed/20136755
https://doi.org/10.1007/s13679-016-0188-9
http://www.ncbi.nlm.nih.gov/pubmed/26923688
https://doi.org/10.1016/j.adolescence.2019.02.010
http://www.ncbi.nlm.nih.gov/pubmed/30903932
https://doi.org/10.1111/cch.12334
http://www.ncbi.nlm.nih.gov/pubmed/27103590
https://doi.org/10.5993/AJHB.38.1.15
http://www.ncbi.nlm.nih.gov/pubmed/24034689
https://doi.org/10.1038/oby.2010.301
http://www.ncbi.nlm.nih.gov/pubmed/21164501
https://doi.org/10.1016/j.ypmed.2024.108066
http://www.ncbi.nlm.nih.gov/pubmed/39004315
https://doi.org/10.1017/cts.2024.553
http://www.ncbi.nlm.nih.gov/pubmed/39351499
https://formative.jmir.org/2026/1/e95649
https://doi.org/10.2196/95649
https://formative.jmir.org
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://formative.jmir.org
https://formative.jmir.org/2026/1/e95649

	Support After Adolescent Behavioral Weight Loss Treatment During the Transition Into Emerging Adulthood: Qualitative Study
	Introduction
	Methods
	Participants and Recruitment
	Study Procedures
	Ethical Considerations
	Data Analysis

	Results
	Sample Characteristics
	Engagement in Weight Management Behaviors
	Skills Maintained
	Skills Discontinued
	Adolescents Found Internal and External Support Useful in Sustaining Weight Management Behaviors
	Competing Demands Impeded Adolescents’ Engagement in Weight-Management Behaviors
	Preparing for the Transition to Emerging Adulthood
	Growing Autonomy
	Continued Development of Relevant Skills
	Reliance on Peer and Parental Support
	Ideas for a Booster Intervention for Emerging Adults

	Discussion


