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Introduction
About 20% of children and adolescents have a chronic health condition, and most 
of these children will survive into adulthood, according to the National Survey of 
Children’s Health (Child and Adolescent Health Measurement Initiative, 2023). 
These youth face challenges assuming greater responsibility for their health and 
navigating the health care system (Mulye et al., 2009), as they must transfer from 
pediatric to adult care through a process known as health care transition (HCT; 
Schwartz et al., 2013). During this process of transitioning to adult-focused med-
ical care, the goal is for the patient to develop more autonomy and maturity to 
manage their health and prepare for engaging in adult-oriented health care systems 
(Schwartz et al., 2013). Ideally, it involves collaboration among the patient, care-
giver(s), and multidisciplinary health care team members, including psychologists, 
representing pediatric and adult medicine (White et al., 2018). 

The complexity of the HCT process calls attention to the role of psychologists, 
given their competencies and various areas of expertise (Brown et al., 2002). 
Psychologists have increasingly become part of HCT programs to provide assess-
ment, intervention, and consultation/coordination, as well as to conduct research, 
program development, and quality improvement (Gray et al., 2015). Given studies 
demonstrating that a structured HCT process can improve health outcomes for 
adolescents and young adults (AYAs) with medical conditions (Gabriel et al., 2017; 
Schmidt et al., 2020), these Professional Practice Guidelines seek to provide 
psychologists working with this population a foundation for best practices in 
supporting these youth and their families during the HCT process.

Several identified barriers associated with the HCT process include relation-
ships among patients, parents, and health care providers; beliefs, expectations, 
and knowledge of self-care management and the HCT process; and challenges 
with access to health care services and health insurance (Gray et al., 2018). To 
address these barriers and inform the transition process, leading medical groups 
have published clinical guidelines highlighting the crucial role of behavioral health 
services in transition care (Leeb et al., 2020; McPheeters et al., 2014; White et al., 
2018). However, none of these clinical publications specifically address the often-em-
bedded role of psychologists within health care teams in the transition process. 
When physician-led groups develop or revise HCT guidelines, it is crucial that 
their development teams be multidisciplinary and include health psychologists. 
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The present guidelines are, in part, written to address that 
significant oversight, which is the lack of acknowledgment 
of the critical contributions of psychologists in HCT. These 
guidelines address this need by describing the important and 
varied roles of psychologists in applying these competencies 
during the HCT process through evidence-based practice, 
ultimately aiming to improve transition care and outcomes.

Psychologists may improve population health by targeting 
adherence, patient-reported outcomes, and self-care manage-
ment skills (APA, 2022; Prior et al., 2014). For example, 
primary care programs integrating physicians and psychol-
ogists have significantly improved behavioral outcomes and 
reduced family distress among children (Kolko et al., 2014). 
Similarly, care collaboratives for adolescents with depression 
have found greater improvements in depressive symptoms 
and increased patient engagement (Rapp et al., 2017). Coordi-
nation of care within a patient’s medical home can support 
development during critical periods, such as the transition 
from childhood to adulthood (Asarnow et al., 2017), and 
psychologists can play an active and meaningful role in transi-
tion care teams. Indeed, a transition is most successful when 
health care teams utilize a coordinated, multidisciplinary 
approach to address the comprehensive transition-planning 
needs of AYAs with medical conditions (Sharma et al., 2018). 
For example, there is growing evidence that the inclusion of 
psychologists in primary and specialty care results in signif-
icant improvements in mental health, access to services, and 
clinical outcomes for patients and financial benefits for 
patients and practices (Asarnow et al., 2017; Bai et al., 2018). 
Psychologists also appear to improve patient access to and 
use of evidence-based interventions (Asarnow et al., 2017). 
Furthermore, physical and mental health conditions are highly 
comorbid among AYAs (Holland et al., 2023; Nibras et al., 
2022), further underscoring the importance of psychologists 
in facilitating a comprehensive transition process.

Psychologists are well-positioned to support all stages 
of the HCT process for AYAs, their families, and health care 
systems. There are specific roles for psychologists working 
in medical settings or who receive clinical health training. 
Clinical health psychologists have special training to provide 
developmentally and culturally responsive care and conduct 
research in health care settings. Clinical health psychologists 
also have expertise in understanding how individual, environ-
mental, and developmental factors interact with and influence 
health and illness. Pediatric psychologists receive the afore-
mentioned training with a specific emphasis on conducting 
clinical work and research for children and adolescents. This 
knowledge is critical during adolescence and young adulthood, 
when identity formation, goals, and the many influential 
systems of family, school, and peers are continuously changing. 
A core training competency of pediatric psychologists (who 
work in pediatric health settings) is knowledge of the transi-
tion of pediatric patients to adulthood and adult-oriented 
care (Palermo et al., 2014).

Furthermore, mental illness is most prominent in AYAs 
relative to any other demographic (age, gender, race/ethnicity). 
More than 1 in 4 AYAs are reported to have a mental, emotional, 
behavioral, or developmental problem (Child and Adolescent 
Health Measurement Initiative, 2023). Yet, many AYAs aging 
out of pediatric care are not connected with needed mental 
health treatment (National Institute of Mental Health, 2008; 
Child and Adolescent Health Measurement Initiative, 2023). 
The interaction between psychological and physical problems 
can obscure clinical decision-making regarding symptomatol-
ogy, exacerbate disease, and influence its management (Hood 
et al., 2011; Herzer & Hood, 2010). For example, poor health 
promotion and adherence in adolescence may be influenced 
by depression (Hood et al., 2011) and anxiety (Herzer & Hood, 
2010), conflict with other desired behaviors and goals, cultural 
beliefs about the value of health and Western medicine, gender 
and age, and family functioning (La Greca & Mackey, 2009). 
Thus, there is a potentially high yet largely unrealized value in 
partnering with psychologists to support transition care needs. 
Psychologists are uniquely positioned to provide evidence-
based culturally responsive assessment and treatment of 
psychological problems in medical settings.

The specific competencies of psychologists, including 
extensive training on human development and behavior, cultur-
ally responsive care, management of medical conditions, and 
research related to assessment, intervention, and program 
development, align psychologists with current best practices 
in HCT care (APA, 2017). For example, psychologists’ compe-
tencies position them as appropriate coordinators of transition 
discussions with patients, families, and the multidisciplinary 
medical team. Psychologists’ training may also be preparatory 
for assessing a patient’s HCT readiness, facilitating transfer 
with adult care providers, and developing and implementing 
targeted interventions to address transition barriers and 
improve HCT outcomes. Moreover, psychologists integrated 
with medical teams can help ameliorate barriers and facilitate 
successful outcomes for the HCT process. Behavioral inter-
ventions have the potential to improve indicators found to be 
significantly associated with attendance in adult medical care, 
including promoting developmentally appropriate parent 
involvement, increasing AYA motivation for engaging in medical 
care, and improving AYA health communication skills 
(Monaghan et al., 2013; Szalda et al., 2017). To this end, psychol-
ogists have developed, implemented, and evaluated targeted 
programs for AYAs with chronic conditions preparing for 
adult-oriented health care. Results suggest that participation 
in these programs increases knowledge of disease self-care 
management and confidence in assuming more independent 
management for care with related improvements in medication 
adherence (Crosby et al., 2017; Fredericks et al., 2015; Gray et 
al., 2019; Schmidt et al., 2020). Psychologists’ training also 
positions them to consider the impact of social determinants 
of health on HCT, which are conditions surrounding an individual 
that can incur vulnerabilities due to systemic failures. Therefore, 
these guidelines take on the essential task of including current 
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considerations regarding inequities in health care and the role 
of a psychologist’s perspective in addressing social determi-
nants in the HCT process.

APA Guidelines and Standards
“Guidelines” refer to recommended professional behaviors, 
endeavors, or conduct. Guidelines differ from standards which 
are mandatory and, thus, may be enforced; guidelines are 
not mandatory or exhaustive. Guidelines are aspirational; 
they aim to facilitate the development of the profession and 
to promote a high level of professional practice. These guide-
lines may not apply to every professional and clinical situa-
tion. Guidelines are not intended to take precedence over 
professional judgment based on the scientific and professional 
knowledge of the field (APA, 2002; amended 2010 and 2017, 
Std. 2.04).

Content and Scope
The primary intent of these guidelines is to educate and inform 
health and pediatric psychologists who would benefit from 
guidelines on how to successfully serve on multidisciplinary 
teams when working with AYAs with medical conditions to 
facilitate patient access to services, promote health equity, 
and support positive health outcomes during the HCT process. 
These guidelines do not include youth with physical/intel-
lectual/developmental disability alone but rather focus on 
those with medical/health conditions that may have comor-
bid disabilities. These guidelines may also assist psychologists 
and others in leadership roles who advocate for expanded 
roles for psychologists within health care systems and in 
systematic changes to support this work. These guidelines 
may be used by non-pediatric psychologists (e.g., adult-fo-
cused health psychologists, geropsychologists, neuropsy-
chologists, and applied organizational psychologists) in 
relevant contexts, such as collaborating with pediatric psy-
chologists. Lastly, other non-psychologist health care pro-
fessionals may use these guidelines to understand and include 
the role of psychologists in the process of transitioning from 
pediatric to adult-oriented care more adequately. While 
specific components of these guidelines may be more or less 
relevant for each of the aforementioned groups, the Taskforce 
believes that the guidelines, as a whole, are essential for all 
groups to understand the vital benefits psychologists bring 
to HCT.

These guidelines describe considerations for compre-
hensive patient care, such as developing transition databases 
or implementing targeted interventions, which require practi-
cal resources and institutional and financial support. Therefore, 
it is essential to recognize the potential barriers present that 
may prevent implementation of the guidelines described 
below, particularly in settings with limited resources or 
infrastructure.

Development Process 
The Division 54 Adolescent and Young Adult Transition 
Taskforce developed these guidelines. Taskforce participants 
received no financial support for this project, nor will they 
derive any financial benefit from the review, approval, or 
implementation of these guidelines. In the effort to be inclu-
sive and comprehensive, the Taskforce invited and incorpo-
rated feedback from a variety of subject matter experts. As 
is customary, the guidelines also underwent a 60-day public 
comment process, during which the public could provide 
written comments. The Taskforce made substantive changes 
to the guidelines to address this feedback. The Taskforce 
selected, reviewed, and included the background literature 
for these guidelines based on seminal and recent peer-re-
viewed publications regarding clinical practice, research, 
advocacy, and policy within psychological science and HCT. 
Of note, a systematic literature review, including formal 
inclusion and exclusion criteria, was not conducted. However, 
the references included reflect primarily publications from 
the past 10 years to highlight a breadth of recent studies.

Moreover, the Taskforce did not receive external funding 
to assist with the preparations of these guidelines, meetings, 
or for conducting the literature review. No funds, grants, or 
other support were received for the development of this 
project, other than what was allocated in support of APA 
Boards and Committees to meet and develop guidance. The 
Taskforce’s developers complied with APA’s policy on conflicts 
of interest. 

Expiration
This document is scheduled to expire in 2035, 10 years from 
the date of approval by APA Council of Representatives. After 
this date, users are encouraged to contact APA Practice to 
confirm that this document remains in effect.
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The Guideline Statements

Overview of the Guidelines
The Guidelines for Psychology’s Role in Pediatric to Adult Health Care Transition offers 
ten guidelines organized according to the Six Core Elements of Health Care Transition 
(trademarked by Got Transition®, a program of the National Alliance to Advance 
Adolescent Health) which comprise the basic components of a structured tran-
sition process (White et al., 2020). This framework represents best practices in 
the field of HCT, which several leading professional organizations have widely 
adopted (White et al., 2018). Additionally, these guidelines are grounded in the 
Ethical Principles of Psychologists and Code of Conduct (APA, 2002; amended 
2010 and 2017).
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Transition Statement or Guide

GUIDELINE 1
Psychologists aim to develop, 
discuss, and share a transition 
statement or guide with AYAs 
and families.

Rationale 
Transition statements or guides facili-
tate shared goals around transition that 
may be discussed and monitored. 
Transition statements provide a set of 
clear expectations for patients and their 
caregivers about the longevity of their 
relationship with the pediatric provider. 
Without an explicit transition statement 
that details planning and discussion, 
patients and families may expect life-
long care from the pediatric provider 
and/or be mistrustful or fearful about 
the transition process (Leeb et al., 2020). 
Transition guides are roadmaps that 
inform youth and families about the 
intended timing and approach for the 
transition process, including consent and 
privacy protections for mental health 
concerns and treatment, changes when 
the patient turns 18, and other transition 
procedures. Such guides may include 
key milestones to assess individual 
progress toward transition readiness and 
may facilitate the equitable implemen-
tation of transition procedures (Roberts 
et al., 2020). Developmental, behavioral, 
cultural, and family factors are important 
to consider in the development of patient 
and setting (clinic)-specific transition 
guidelines (Anikputa & Horner, 2023; 
Ellison et al., 2022; Suris et al, 2004). 
Specific timing may vary, but conversa-
tions with patients and families regard-
ing transition can occur as early as ages 
12 to 14 (White et al., 2020).

Independent scholarly reviews and 
empirical articles recommend early and 
gradual collaborative transition planning 
that includes: (a) routine assessment 
of the AYA’s developmental level and 

readiness for transition; (b) evaluation 
and treatment of emotional functioning 
in transition-age youth, including poten-
tial anxiety related to transition; (c) 
promotion of youth disease self-care 
management; and (d) shifting respon-
sibility for health care management (e.g. 
making appointments, refilling prescrip-
tions) from parents to AYAs (Cooley et 
al., 2011; Sharma et al., 2018; White et 
al., 2018). Each of these recommenda-
tions seek to address emotional, behav-
ioral, and relational issues in the context 
of a medical condition and health care 
setting.

Application
Psychologists may engage in the devel-
opment of setting clinic-specific tran-
sition guidelines that are consistent 
with the specific health care and 
self-management needs of their par-
ticular patient population and work in 
collaboration with other psychologists 
throughout the health system. The 
guidelines may include considerations 
regarding how to monitor the develop-
mental and behavioral conditions that 
influence the HCT process, shared goals, 
and progress. This guide may facilitate 
shared goals around transition that can 
be discussed and monitored. The guide 
aims to set clear expectations with 
patients about the longevity of their 
relationship with the pediatric provider. 
Without such planning and discussion, 
patients and families could wrongly 
expect life-long care from the pediatric 
provider and/or be mistrustful about 
the transition process. Further, when 
there are roadmaps to guide the tran-
sition process for the patient, family, 
and medical team that name the clear 
milestones used to assess individual 
progress toward transition readiness, 
the transition procedures may be more 
accessible, consistent, and equitable 
for all AYAs.

The clinic-specific transition state-
ment and guidelines can be shared with 
each patient and appropriate family 
members and may include a description 
of how the clinic’s transition policies 
apply to a specific patient. For most 
specialties, this might include sharing 
that patients do not stay with their 
pediatric providers indefinitely and the 
importance of transitioning to an adult 
provider for optimal care. Clinic-specific 
guidelines may provide standardized 
transition care for all patients and their 
families to reduce inequities across 
patients and help patients and families 
be informed of the transition readiness 
goals. A listing of the available multi-
disciplinary services in their specific 
health system and how those services 
could assist patients and families in 
each element of transition care is also 
encouraged. This ensures families are 
aware of the resources available to them 
and where to seek support for specific 
transition needs (Cooley et al., 2011; 
Sharma et al., 2018; White et al., 2018).

GUIDELINE 2 
Psychologists strive to develop 
and implement a system to track 
and monitor progress during the 
transition process for AYA. 

Rationale
Previous research has shown that 
(White et al., 2020; White et al., 2018), 
the transition process is gradual and 
ideally conducted over time, beginning 
in adolescence and continuing into 
young adulthood. The treatment team 
aims to monitor patients’ receipt of 
transition services (e.g., policy, readi-
ness assessment, medical summary) 
as well as progress and achievement 
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of milestones for AYAs and families. 
Psychologists are well-trained to 
develop systems to identify milestones 
of progress and evaluate outcomes 
related to patient changes in indicators 
of transition readiness (Palermo et al., 
2014). These practices are consistent 
with best clinical practices to establish 
and measure clear transition goals 
(Cooley et al., 2011; Davidson et al., 
2022). A tracking system is essential 
to gauge individual patient progress and 
to set collaborative goals. Transition 
plans and supports may be adjusted 
based on documented progress and 
barriers. Data from the tracking system 
may also be used to evaluate the col-
lective progress and barriers for tran-
sitioning youth at a group/practice level. 
In turn, this information could facilitate 
improvements in clinical care at the 
setting/practice.

Application
Psychologists may collaborate with 
multidisciplinary transition teams to 
develop a transition registry or data-
base that would identify and track 
salient, measurable transition goals or 
milestones as well as barriers. When 
clinics establish tracking systems, they 
may include an agreement on transition 
services offered by the practice as well 
as relevant milestones, goals, patient 
characteristics, and outcomes to track. 
The system could track outcomes after 
the transfer of care and records of 
patient referrals, including whether 
referral follow-throughs took place. This 
information helps to evaluate the suc-
cess of the transition process from start 
to finish. The tracking system would 
ideally store data in a password-pro-
tected, modifiable format that allows 
updates with new information from 
patient visits and assessments. 
Psychologists using a tracking system, 
as described, must ensure the protec-
tion of sensitive patient information 
(APA, 2002; amended 2010 and 2017).

GUIDELINE 3
Psychologists aim to assess 
self-care management skills and 
offer education on identified 
needs for AYA and families.

Rationale
There are multiple domains of function-
ing (e.g., disease-specific, individual, 
family, and environment) associated 
with self-care management and HCT. 
Psychologists are well-suited to under-
standing and identifying the barriers 
and facilitators that contribute to tran-
sition readiness. Psychologists are 
well-trained in instrument development 
and psychometrics and may contribute 
to routine evaluation and monitoring 
of self-care management skills and 
transition readiness needs as youth 
mature and make developmental prog-
ress. Psychologists strive to consider 
individual characteristics, such as 
language, culture, disability, and role 
differences, and describe the strengths 
and limitations of the assessment tools 
that may impact the interpretation of 
results (APA, 2002; amended 2010 and 
2017).

The assessment of self-care 
management behaviors in AYA and 
families may help to determine the 
needed skills and competencies an 
individual and family needs to success-
fully navigate the transition. The results 
of the assessment might then guide the 
use of targeted interventions and 
resources aimed at facilitating a 
successful transition from pediatric to 
adult-based health care. Research has 
shown that educational and supportive 
interventions designed to improve 
self-care management have shown 
promise in contributing to improved 
health outcomes, such as increased 
quality of life, physical functioning, 
disease-related knowledge, medication 
adherence, and decreased health 
service utilization (Kirk et al., 2012; 
Lindsay et al., 2014).

Application
Psychologists can make recommenda-
tions to the transition team regarding 
evidence-based, developmentally 
appropriate assessment tools to eval-
uate targeted transition variables or 
constructs. They can also lead on ana-
lyzing and interpreting assessment 
results for the transitioning patient. 
Specifically, psychologists are compe-
tent to complete cognitive and psycho-
logical testing and interpret test results 
in the context of the patient’s medical 
condition and treatment. Assessment 
of an adolescent’s intellectual function-
ing, adaptive behaviors, and executive 
functioning can provide valuable infor-
mation to the transition team regarding 
an adolescent’s developmental maturity 
and functional abilities, which directly 
impact a patient’s ability to move 
towards autonomy, independently 
execute disease-specific tasks, and/or 
navigate the health care system in 
adulthood. Other areas for assessment 
may include mastery in varioustargeted 
skill-based health behaviors (i.e., med-
ication adherence) and health care 
utilization (i.e., self-advocating for one’s 
health). Psychologists have contributed 
to the evaluation of existing measures 
of transition readiness (Schwartz et al., 
2014) and toward establishing a few 
validated general transition readiness 
measures (see systematic review, 
Parfeniuk et al., 2020). Based upon 
critical cut-off scores or significant 
changes indicating declines or lack of 
progress in the targeted transition 
constructs measured, psychologists 
can collaborate with the team to imple-
ment and develop interventions that 
promote improvement in the identified 
domains, and/or provide accommoda-
tions and supports for those with sig-
nificant adaptive behavior difficulties. 
Findings from assessments can also be 
used for education, counseling, and 
identifying transition self-care skill 
priorities.
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GUIDELINE 4
Psychologists strive to engage 
all appropriate individuals and 
communities of interest (e.g., 
patients, families, and medical 
teams) in developing a health 
care transition plan with a 
medical summary for each AYA.

Rationale
The development of an HCT plan is a 
key component for successful transition 
for youth with special health care needs 
and is often a component of structured 
transition programs or interventions 
(Gabriel et al., 2017; Schmidt et al., 
2020). An HCT may include goals of 
care, medical summary, and interven-
tions and resources to support transi-
tion as needed. HCT plans are tailored 
to individual goals and consider cultural 
preferences and family values. 
Psychologists often work in multi-dis-
ciplinary teams that include patients 
and families. Psychologists strive to 
facilitate communication amongst 
professionals across varied disciplines 
and serve as the communication liaison 
between patients/families and the 
medical team. Psychologists may be 
instrumental in communicating a 
patient’s transition needs, preferences, 
and goals throughout the process of 
developing an HCT plan.

Application
Psychologists may work collaboratively 
with identified pediatric and adult 
health care teams, patients, and fami-
lies to facilitate medical teams to 
develop written transition plans that 
include a medical summary, including 
mental or behavioral health issues. The 
transition plan is ideally ready to share 
with the family well ahead of the trans-
fer which works as a “living document” 
that evolves as the patient continues 
in pediatric care. A medical summary 
is a written document that may include 
information about diagnoses; the cur-
rent treatment plan, including an up-to-

date medication list with dosages and 
frequency of administration; health care 
specialists involved in managing care; 
as well as information about past treat-
ments as appropriate. Medical sum-
maries may also briefly describe 
previous surgeries, hospital admissions, 
and other events in the AYA’s clinical 
course that may be helpful for new adult 
providers to know.

Along with the medical summary, 
the HCT plan should identify the 
patient’s goals and values for treatment. 
Transition goals should be developed 
in partnership with the patient and 
family to ensure that their voices are 
included and to incorporate all gender/
sexual identity, cultural, or religious 
preferences. Once the patient’s goals 
are developed, the HCT plan may list 
specific activities/tasks and milestones 
to facilitate the development and 
monitoring of an AYA’s transition to 
independent self-care management 
and other related goals. Expressed skills 
and milestones within the HCT plan 
may identify who might be responsible 
in providing support, resources, and 
education if needed and dates for 
monitoring to track progress. The skills 
and activities/tasks may be unique for 
the patient’s self-care management 
needs, diagnoses, and treatment plan. 
Some examples of skills and activities 
monitored may include a patient’s level 
of self-efficacy in disease management 
skills (van Staa et al., 2011), social 
support (Haas et al., 2010; Idalski 
Carcone et al., 2011), psychological 
functioning (Baskin et al., 1998), family 
functioning (Holmbeck & Devine, 2010), 
social determinants of health (Rodri-
guez et al., 2023; Syed et al., 2021), and 
self-care beliefs (Sawicki et al., 2014) 
that may impact transition (Rosen-
berg-Yunger et al., 2013). HCT plans 
may also address potential legal issues 
that can occur when adolescents 
become adults and if additional specific 
steps to ensure adequate planning are 
needed. For example, the HCT plan may 
include advance care plans, extended 
legal guardianship, etc.

Psychologists may consider creat-
ing two versions of the transition plan: 

one tailored to the patient’s level of 
understanding and family needs (e.g., 
language, health literacy, visual abili-
ties), and the other containing the 
comprehensive medical summary 
catered to future adult physicians. 
Ideally, the HCT plan would be part of 
the patient’s electronic medical record 
(EMR) and transfer along with the 
patient’s medical records to the adult 
health care provider(s) in adherence to 
Health Insurance Portability and 
Accountability Act (1996) guidelines 
to facilitate a seamless and ethical 
transition of care.

GUIDELINE 5
Psychologists endeavor to be 
familiar with the relevant 
frameworks, research, and 
practice of evidence-based 
interventions for AYA that are 
more likely to facilitate effective 
transition planning.

Rationale
The practice of psychology with AYA 
strives to implement interventions that 
are designed to promote lifelong health 
and target a variety of physical and 
psychological symptoms. Evidence-
based intervention in the context of 
health care often includes prevention, 
treatment, psychotherapy, and consul-
tation (APA, 2025). Becoming familiar 
with relevant frameworks and research 
related to the practice of HCT interven-
tions may assist psychologists in pro-
viding high-quality clinical services that 
address AYA’s unique physical and 
mental health needs during a move 
from pediatric to adult care.

HCT frameworks may assist 
psychologists to generate robust 
conceptualizations and treatment plans 
during their clinical care of AYA. In 
addition to the typical individual and 
socioecological factors considered 
when working with youth without 
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medical conditions, interventions for 
AYAs with medical conditions are 
encouraged to be conceptualized and 
applied within the context of each AYA’s 
health, disease, disability, and medical 
setting. Psychologists are uniquely 
poised to take an active role in preparing 
AYAs for HCT through services target-
ing health self-care management, 
self-advocacy, and skill-building target-
ing health care behaviors because of 
their expertise in health behavior 
change. Also, psychologists may design 
and implement HCT interventions to 
address noted gaps in the availability 
of evidence-based interventions (Hart 
et al., 2019; Levy et al., 2020).

Application
Several frameworks may help psychol-
ogists to provide clinical care to AYAs 
with medical conditions. Schwartz and 
colleagues developed the Social-
Ecological Model of Adolescent and 
Young Adult Readiness to Transition 
(SMART), an empirically based, theo-
retical framework for AYAs (Schwartz 
et al., 2011; Schwartz et al., 2013). The 
SMART model addresses preexisting 
factors that may impact transition suc-
cess but are less amenable to behavioral 
interventions (i.e., sociodemographic 
variables/neurocognition and general 
cognition/intellectual and developmen-
tal disability, etc.), as well as more 
modifiable variables that may be bene-
ficial targets for intervention to improve 
transition outcomes (i.e., knowledge, 
skills/self-efficacy, beliefs/expectations, 
psychosocial/emotions, etc.). The 
SMART model has recently been 
updated for youth with sickle cell disease, 
with plans to validate it with samples of 
AYAs in other disease groups. The 
updated model, referred to as SMART-E 
(“E” for “to Promote Health Equity”; 
Prussien et al., 2024), incorporates 
additional constructs relevant to HCT 
potentially including systems of power 
and health literacy to highlight the need 
to address disparities and address equity 
in the transition process.

The Health Care Transition Research 
Consortium (HCTRC) developed another 
theoretical HCT model. This model is 
comprised of four interrelated domains 
(e.g., Individual, Family/Social Support, 
Environment, and the Health Care 
System) that represent the ecological 
systems integral to research and practice 
with AYAs transitioning to adult care 
(Betz et al., 2014). The HCTRC HCT 
model specifies contextual variables 
within each domain that may serve as 
mediators or moderators of the impact 
of domains on the HCT process and 
eventual HCT outcomes. Another model, 
The Pediatric Self-Management Model, 
situates AYAs’ self-care management 
behaviors within individual, family, 
community, and health care system 
domains (Modi et al., 2012). This model 
posits modifiable and non-modifiable 
factors that influence self-care manage-
ment through cognitive, emotional, and 
social processes and describes bidirec-
tional relationships between self-care 
management behaviors and outcomes. 

The SMART framework, HCTRC 
HCT model, and Pediatric Self-Manage-
ment Model are example frameworks 
that may assist psychologists in case 
conceptualization and treatment 
planning to prepare AYAs and their 
caregivers for eventual transfer to adult 
health care. The Transition of Health 
Care Responsibility Model incorporates 
the health self-care management liter-
ature in the proposed developmental 
systems conceptualization of the transi-
tion of health care responsibility from 
parents/caregivers to AYAs using a 
developmental systems perspective 
(Reed-Knight et al., 2014). The Transition 
of Health Care Responsibility Model may 
aid psychologists in identifying individual 
and dyad-level factors that influence the 
transition of health care responsibility 
and suggest strategies to AYAs and their 
caregivers that promote the successful 
transition of specific health care tasks.

As part of their clinical service deliv-
ery to AYAs, psychologists may actively 
work to help AYAs improve self-efficacy 
related to health self-care management 
through education and skill-building. 
Psychologists may teach interpersonal 

effectiveness skills required for AYAs to 
best advocate for their health within 
adult-centered health care systems. 
Psychologists may assist with goal 
setting and problem-solving around the 
transition of health care responsibility 
from parent/caregiver to AYA. Also, 
psychologists may consider structuring 
behavioral opportunities to familiarize 
AYAs and their families with the demands 
of the adult system, such as planning 

“adult visits” within the pediatric system 
before transfer, where AYAs may practice 
calling to schedule appointments, check-
ing themselves into and out of their visits, 
and speaking to providers without 
parents/caregivers present.

 Psychologists can design, imple-
ment, and evaluate HCT interventions 
using theoretical frameworks to help 
AYAs obtain the knowledge and skills 
necessary to manage their health within 
the adult medical system, given their 
knowledge of behavior change inter-
ventions and clinical research compe-
tencies. For example, psychologists may 
use the Self-Management Transition 
Enhancement Program (STEP), which 
was developed to assist youth with 
inflammatory bowel disease in prepa-
ration for transfer to adult care through 
one in-person group session followed 
by four individual telehealth sessions 
(Gray et al., 2021). Or psychologists 
might better prepare AYAs with sickle 
cell disease for transition to adult care 
by using the Students Helping Individ-
uals Facilitate Transition (SHIFT) 
program which was created to provide 
AYAs with 6-months of mentoring from 
medical students to enhance their 
disease knowledge, self-efficacy, 
self-care management, and communi-
cation skills (Viola et al., 2021). With 
AYA-aged survivors of cancer, psychol-
ogists might turn to an AYA self-care 
management program that uses texting, 
education, and plans for survivors (AYA 
STEPS) to improve their health-related 
knowledge and survivorship self-care 
management through a 16-week 
mHealth intervention (King-Dowling 
et al., 2021). Psychologists may use 
quality improvement methods to 
embed these professional practice 
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guidelines into their practices, guided 
by resources such as the Six Core 
Elements implementation guides. 
Psychologists in clinical practice and 
research are well-positioned to lead the 
development of interventions and 
increase the availability of evidence-
based interventions that aid AYAs as 
they transition to adult care and 
promote improved transition outcomes.

GUIDELINE 6
Psychologists aim to facilitate 
AYAs’ successful transfer to 
adult-centered care.

Rationale
Once a plan for transfer is in place, it is 
necessary to provide coordinated, flex-
ible, and developmentally appropriate 
services to support patient (and their 
caregivers’) agency in the uptake of 
adult care. Psychologists have expertise 
in the developmental and behavioral 
aspects of transition such as treatment 
adherence, patient-caregiver commu-
nication, adjustment and change of 
roles and responsibilities in the health 
care system, and normative behaviors 
of emerging adults. It is vital to inform 
and involve AYAs, parents/caregivers, 
and providers in the hand-off of care, 
alongside the timely communication 
of current medical information between 
pediatric and adult providers. A well-
planned transfer of care to adult pro-
viders may facilitate optimal health 
outcomes for AYAs. Psychologists are 
competent to work within multidisci-
plinary care teams and serve as facili-
tators among all individuals and 
communities of interest in the transfer 
of process.

Application
Psychologists are encouraged to help 
patients and families be informed of 
and involved in the process of the trans-
fer to adult care. To support patient 

autonomy, psychologists may discuss 
with AYAs and families shared deci-
sion-making and the change in their 
roles and responsibilities in managing 
their health care. Psychologists are 
encouraged to address patient concerns 
about the transfer to new adult provid-
ers, the differences between pediatric 
and adult health care systems, and 
reactions to ending long-standing rela-
tionships well in advance of the trans-
fer. It is recommended that psychologists 
discuss barriers and facilitators to 
treatment adherence to support self-
care management skills. Psychologists 
strive to help patients create health care 
and personal goals and to facilitate 
communication and coordination 
between pediatric and adult providers. 
For example, psychologists may consult 
with and educate adult providers on 
typical pediatric experience and how 
the pediatric culture influences patient 
and family expectations. They can also 
ensure that the receiving adult provid-
ers have the current medical summary, 
recent transition readiness assessment, 
and plan of care. Psychologists can 
facilitate contact between AYAs and 
adult health care treatment resources 
and the transfer to adult behavioral 
health providers to prevent decrements 
in mental health functioning during this 
critical transition period (e.g., facilitat-
ing a joint telehealth call between 
pediatric and adult providers and the 
patient).

GUIDELINE 7
Psychologists strive to confirm 
transfer completion and elicit 
feedback on the transition 
process for AYAs and families.

Rationale
Psychologists are encouraged to con-
firm that the care for AYAs discharged 
from a pediatric provider has been 
transferred to an adult provider. 

Treatment teams that confirm the 
transfer from pediatric to adult provid-
ers strive to follow the APA Guidelines 
for the Psychological Practice in Health 
Care Delivery Systems (APA, 2025), 
which encourages psychologists to 
engage in timely communication with 
other health care professionals to opti-
mize care. Psychologists have the 
training, experience, and expertise to 
facilitate continuity of care and prob-
lem-solve in cases of a delayed or 
incomplete transition. More than one 
appointment with a health care provider 
may be needed to get to know the AYA 
and partner with them to provide bet-
ter care. An important part of the HCT 
is ensuring continuous developmentally 
appropriate preventive care. Deficits in 
preventive care increase the risk of 
psychosocial and medical problems for 
AYAs and may compromise health 
outcomes in the future (Betz, et al., 
2014). For example, AYAs who fail to 
obtain routine care may seek care for 
psychological or medical problems in 
the emergency room, placing them at 
risk for care inequities. Continuity of 
care is even more vital for AYAs with 
neurodevelopmental concerns who 
may be followed by multiple providers 
and require more coordination of care 
(Rachas, et al., 2016). To enhance 
patient care and promote health equity, 
psychologists strive to coordinate with 
and get feedback from the adult pro-
vider and other individuals and com-
munities of interest (e.g., pediatric 
providers, AYA, family) about the 
transition process with the goal of 
mitigating any inequities that may 
potentially occur in the process.

Application
Psychologists are encouraged to con-
firm AYAs’ transfer completion (i.e., 
establishing their health care within an 
adult medical home) through commu-
nication with the adult care team. 
Regardless of the setting in which they 
work, psychologists may engage in 
networking and community partner-
ships to build relationships with adult 
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providers and facilitate a warm handoff 
for transitioning AYAs. Psychologists 
may collaborate with health care teams 
to generate a medical summary of 
previous care for each patient (see 
Guidelines 4 and 6) ahead of the initial 
adult care appointment. This summary 
serves as a tool for the efficient trans-
fer of health information from pediatric 
to adult care and may limit the need for 
patients to memorize their health his-
tory. At the final appointment before 
transfer, the pediatric provider may 
review and provide a written and elec-
tronic copy of the medical summary to 
the patient. Psychologists can also 
provide education to AYAs about the 
summary and role-play how to explain 
it to their adult provider (e.g., a docu-
ment that includes “my health history” 
and current medications). When the 
adult care team receives the medical 
summary, they might send an electronic 
notification to the pediatric team to 
confirm that the patient attended their 
initial transfer appointment for better 
outcomes. Conversely, if the patient did 
not attend the initial adult appointment, 
the adult provider might directly com-
municate this fact to the pediatric team 
so that if the patient were to return to 
the pediatric health setting or contact 
the pediatric provider, the psychologist 
can take steps to attempt to effectively 
transition the patient again.

Additionally, psychologists strive 
to elicit feedback on the transition 
process from individuals and commu-
nities of interest to facilitate quality 
improvement. For example, the Got 
Transition® website has sample 
feedback surveys for AYAs and caregiv-
ers on the HCT process. Ideally, 
feedback—obtained from patients, 
caregivers, and health care providers 
(pediatric and adult)—would produce 
changes to improve the process. Data 
collected might be shared with both the 
pediatric and adult care teams to inform 
their processes and explore alternative 
approaches to optimizing the HCT 
process and experience for patients and 
caregivers. . 

GUIDELINE 8
Psychologists strive to provide 
transition care that is socially 
and culturally relevant and 
within the context of social 
disparity and barriers to 
transition of care.

Rationale
It is important that pediatric to adult 
care transitions be considered within 
the cultural and social context of 
patients and their families. Principle E 
of APA’s Ethics Code (APA, 2002; 
amended 2010 and 2017) indicates that 
psychologists recognize and respect 
cultural and individual differences. This 
includes potential risks and vulnerabil-
ities as well as resilience factors that 
impact transition (White et al., 2018), 
such as social determinants of health 
(SDOH), self-care management prac-
tices, family environment, and other 
psychosocial considerations (Lotstein 
et al., 2010; McKenzie et al., 2019). 
SDOH plays a critical role in achieving 
optimal health and wellness, particu-
larly for AYAs (Tebb et al., 2018; Viner 
et al., 2012) and can impact transition 
preparation and success. Research has 
found that access to quality health care, 
insurance coverage, health literacy, and 
transportation may affect transition 
outcomes (McKenzie et al., 2019). The 
SMART model (Schwartz et al., 2013), 
which captures factors impacting tran-
sition readiness, highlights the role of 
sociodemographic variables and cul-
ture. Consideration of these variables 
in combination with the beliefs, values, 
and preferences of AYAs and families 
not only promotes a more holistic view 
of health but may also improve transi-
tion outcomes. A successful transfer 
to adult care increases when transition 
goals are consistent with family values 
and preferences (White et al., 2018). 
Moreover, failure to address the cultural, 
social, and familial barriers to transition 
heightens the risk of poor health out-
comes, including early mortality, for 
AYAs (Hamideh & Alvarez, 2013).

Application
Psychologists strive to provide cultur-
ally relevant care and receive ongoing 
training in cultural humility, bias, and 
stigma in health care to prevent per-
petuating health inequities, especially 
during the critical period of transition 
from pediatric to adult care. Given the 
importance of risk and protective fac-
tors in predicting health outcomes 
(Evans et al., 2013; Shonkoff et al., 2012), 
psychologists endeavor to assess 
patient and family risk and resilience 
in the context of transition to guide 
interventions and treatment planning. 
For example, AYAs presenting with poor 
adherence may demonstrate limited 
health literacy (risk factor) but strong 
family support (resilience factor) during 
a clinical interview. Psychologists are 
encouraged to identify and incorporate 
these factors into their case conceptu-
alization (e.g., limited health literacy 
may lead to anxiety and avoidance 
unless a family member is present to 
provide support), treatment planning 
(e.g., individual psychoeducation and 
strategies to improve self-efficacy may 
be combined with family-based inter-
ventions to improve adherence), and 
the written health care transition plan. 
Once risk and protective factors have 
been assessed, psychologists attempt 
to help AYAs and their caregivers 
address potential barriers to transition 
success. If barriers exist outside of the 
role or boundaries of competence of 
psychologists, referrals are made to 
other disciplines or agencies, including 
social work, care coordination, case 
management, and outpatient behav-
ioral health services. Given the multi-
tude of factors affecting transition to 
adult care (Pai & Ostendorf, 2011), 
psychologists strive not to work in silos 
and instead engage in collaborative 
planning and ongoing communication 
with other health care providers and 
teams as is relevant to transition prepa-
ration, transfer of care, and integration 
into adult care.

Psychologists seek to understand 
how AYAs and their families’ previous 
experiences with discrimination, 
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negative patient-provider interactions 
(e.g., microaggressions), and lower 
quality of care may impede transition 
success (Tebb et al., 2018; Lotstein et 
al., 2010). Language that prevents 
blaming and de-humanization is an 
important factor impacting how health 
care teams perceive, interact with, and 
treat patients and families (Goddu et 
al., 2018). Therefore, psychologists 
strive to use inclusive language (APA, 
2023), such as person-first (Dunn & 
Andrews, 2015) and systems-centered 
language (O’Reilly, 2020), during verbal 
and written communication with treat-
ment teams and in conducting research. 
An example of person-centered 
language would be saying “a patient 
with sickle cell disease” instead of using 
terms that fuse the individual with their 
illness (e.g., sickler). Dr. Meag-gan 
O’Reilly, PhD provides recommenda-
tions for shifting to the use of 
systems-centered language when 
discussing individuals or groups experi-
encing oppression and/or racism. For 
example, rather than using the term “at 
risk” for marginalized groups, the 
recommendation is to describe these 
groups in other ways, such as “exposed 
to additional harm.” Language may also 
lead to more or less favorable associ-
ations by providers (Goddu et al., 2018): 
AYAs who share plans for attending 
college may be viewed more positively 
than those who indicate they are unsure 
of their plans after high school. There-
fore, psychologists are encouraged to 
highlight patient/family resilience (Ellis 
et al., 2017) when engaging in transition 
planning, rather than focusing solely 
on risk factors.

Several national organizations 
describe the structural racism and 
discrimination that might contribute to 
adverse health outcomes in children 
and youth (Abman et al., 2020; Trent 
et al., 2019). There are other SDOH and 
systemic factors (Tebb et al., 2018; 
Lotstein et al., 2010), including institu-
tional policies and procedures (White 
et al., 2018; Wang et al., 2010), that 
may exacerbate existing health dispar-
ities for marginalized AYAs transition-
ing from pediatric to adult care. As such, 

psychologists are encouraged to 
advocate for policies and practices that 
are responsive to the socio-cultural 
context affecting AYA health care 
transition. For example, the age at which 
AYAs must transfer to an adult medical 
home can affect transition outcomes 
(Wisk et al., 2015). When institutions 
have a younger cutoff age (e.g., 18 
years), this policy may not consider the 
relevant socio-cultural factors related 
to the patient’s self-care management 
skills, sense of belonging, and level of 
autonomy. Specifically, young patients 
from cultures that emphasize strong 
family relationships and involvement 
in care may feel abruptly uprooted from 
their pediatric team and inadequately 
prepared for the increased autonomy 
associated with adult-oriented 
medicine. Furthermore, AYAs under-
going multiple life transitions (e.g., 
finding a job, starting college or 
vocational school, moving out of the 
home, financial independence, etc.) 
with limited resources and support may 
face barriers and restrictions that could 
hinder transition success compared to 
youth with greater access to financial 
and social resources and support 
(Oswald et al. 2013). Psychologists seek 
to address these systemic issues 
through education, leadership, and 
policy development within their insti-
tutions. Through such advocacy, the 
consideration of social, psychological, 
and environmental factors may be 
integrated into institutional policies and 
procedures surrounding the transition 
to adult care.

Institutional policies and practices 
related to the HCT process may also 
inadvertently perpetuate negative 
stereotypes or attitudes toward certain 
patients and/or populations (Goddu et 
al., 2018; Sun et al., 2022). Negative 
patient descriptors, such as “noncom-
pliant,” in the EMR may exacerbate 
racial and ethnic health disparities (Sun 
et al., 2022). Additionally, the number 
of “no-show” visits may be highlighted 
in the EMR with no context as to the 
reason(s) for these data. Providers may 
develop negative perceptions of AYAs 
and their families with a high rate of 

no-shows, which could subsequently 
impact patient-provider interactions 
(Goddu et al., 2018). Psychologists can 
work with their institution to identify 
these potentially discriminatory 
practices. The following brief vignette 
demonstrates how patients’ social and 
cultural context could be incorporated 
into transition planning and transfer to 
adult care. A White, cisgender, female 
psychologist embedded within a pediat-
ric hematology/oncology department 
has been working with a 17-year-old, 
Black cisgender male with sickle cell 
disease to improve his transition readi-
ness. The patient’s medical team 
referred him for concerns about his 
medication adherence. After the initial 
intake session with the patient and his 
mother, the psychologist learns that 
cultural factors affecting familial roles 
and responsibilities, as well as financial 
stressors, are contributing to the 
patient’s poor adherence. The patient 
describes being a secondary caretaker 
for his three younger siblings, as his 
mother must work to support the family, 
and their father died 2 years ago. The 
patient also works part-time while 
completing his senior year of high 
school. The patient reports symptoms 
of stress and anxiety due to the multiple 
demands for his time and attention (i.e., 
family, work, and school). The psychol-
ogist documents and verbally commu-
nicates relevant background information 
to the patient’s medical team about 
factors affecting the AYA’s adherence 
and collaborates with social workers to 
provide family resources and support 
to distribute the patient’s responsibil-
ities. The psychologist also advocates 
for delaying the patient’s transfer to 
adult care another year until his self-care 
management skills improve.
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GUIDELINE 9 
Psychologists strive to meet 
professional practice guidelines 
and Ethical Standards 
throughout the entire duration 
of transition services provided.

Rationale
AYAs and their families ideally receive 
the highest quality of psychological care 
throughout the entire duration of tran-
sition services. Consistent with the 
general principles of the APA Ethics 
Code, psychologists strive to benefit 
those with whom they work, establish 
trusting relationships, practice with 
integrity, promote justice and equity, 
and respect the worth and rights of all 
persons (APA, 2002; amended 2010 
and 2017). Particularly relevant to 
working with AYAs, psychologists aim 
to maintain the confidentiality of their 
work, including asking AYAs for consent 
to disclose confidential information to 
relevant individuals, such as parents, 
when the AYAs reach the legal age of 
majority. Psychologists also strive to 
uphold professional practice guidelines 
relevant to the provision of care with 
diverse individuals in multidisciplinary 
health care settings. Psychologists 
strive to communicate effectively with 
all care team members across relevant 
settings within the scope of their com-
petencies (APA, 2025) because tran-
sition services may involve collaboration 
among professionals from different 
backgrounds or health care settings 
(e.g., pediatric and adult services).

Application
Psychologists are encouraged to obtain 
appropriate education, training, and 
consultation in the unique developmen-
tal needs of AYAs with diverse back-
grounds to work competently with 
these youth during the transition pro-
cess. Psychologists strive to maintain 
these competencies and uphold pro-
fessional practice guidelines and Ethical 
Standards. Psychologists are encour-
aged to consider challenges associated 

with the normative cognitive, emotional, 
and social development of AYAs, includ-
ing challenges associated with specific 
health conditions (Bethell et al., 2014; 
Mattson et al., 2019) and any cognitive 
delays or deficits that may interfere with 
obtaining and maintaining informed 
consent. Further, psychologists aim to 
screen for, identify, and intervene in 
SDOH that may hinder positive health 
care transition outcomes. Psychologists 
aspire to communicate effectively and 
work collaboratively with other health 
care professionals to optimize care for 
AYAs and families. 

Psychologists strive to be aware of, 
comply with, and inform patients and 
families of laws and resources relevant 
to this population, including local, state, 
and federal laws related to age of major-
ity, supported decision-making, guard-
ianship, conservatorship, and 
educational rights, for example, the 
informed consent laws within the 
Americans with Disabilities Act (1990). 
When working with AYAs and their 
families and guardians, psychologists 
strive to clarify who the patient is, the 
relationships among all relevant parties, 
and any limitation or disclosure require-
ments of confidential information 
within this context. As AYAs with 
medical conditions reach the age of 
majority to consent for their health care, 
psychologists are encouraged to stay 
alert of changes regarding guardians’ 
legal involvement in youths’ care and 
access to their health records. Psychol-
ogists are well-positioned to facilitate 
conversations with patients and families 
about legal rights to medical 
decision-making (e.g., advance care 
plans) and patient decision preferences. 
Psychologists are encouraged to seek 
ongoing continuing education to 
maintain competencies and be aware 
of any changes in local, state, or federal 
health care policies or standards that 
may affect their services to AYAs with 
medical conditions.

Considering the rise in the utiliza-
tion of teletherapy, psychologists are 
encouraged to understand best 
practices for telepsychology, for 
example, the APA Guidelines for the 

Practice of Telepsychology (APA, 2024). 
Psychologists aim to follow professional 
practice guidelines regarding the deliv-
ery of telepsychology services, informed 
consent, confidentiality, data security, 
and interjurisdictional practice. 
Telemedicine has the potential to 
increase the convenience of appoint-
ments and access to care for those with 
geographic, transportation, and other 
barriers. For example, adult providers 
may be introduced to patients and 
families virtually during transition 
appointments. However, psychologists 
strive to be aware of individual prefer-
ences for services, as some AYAs have 
expressed their preference for in-per-
son visits and concerns about the confi-
dentiality of telemedicine visits (Barney 
et al., 2023). Telemedicine may allow 
for a psychologist to maintain contact 
with the AYA as they transition to adult 
provider(s) to enable the psychologist 
to confirm the successful transfer. 
Working in settings that utilize EMRs, 
such as health care systems, psychol-
ogists endeavor to follow codes of 
conduct for confidentiality and aim to 
inform patients and families about the 
protection of confidential information 
and the extent to which records are 
available to families and other providers. 
Psychologists may help facilitate the 
patient by providing family access to 
health information in contexts where 
patients desire parents’ ongoing 
involvement and access to health infor-
mation after the patient is legally an 
adult.

GUIDELINE 10 
Psychologists seek to comply 
with public policy, state, and 
federal laws and regulations 
relevant to the provision of and 
reimbursement for psychological 
services related to AYA health 
and transition of care.
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Rationale
Psychologists seek to understand and 
comply with public policy, laws, and 
other regulations related to AYA health, 
transition of care, and the provision of 
psychological services. While not all 
psychologists directly advocate for 
changes in public policy, it is encour-
aged that they seek comprehensive 
awareness and support of extant poli-
cies. This is due, in part, because pub-
lic policy and laws change based on a 
patient’s age. It is important to be aware 
of these changes throughout the care 
for a patient, as these regulations are 
likely to change while the patient 
receives health care services or transi-
tions to adult care.

The transition from pediatric to adult 
care intersects with transitions across 
several social, emotional, and cognitive 
domains of a young adult’s life (Tsang 
et al., 2022). Psychologists working with 
AYAs during transition periods are 
encouraged to adhere to public policy 
and state and federal laws to advocate 
for needed services. If an AYA experi-
ences challenges or barriers in one 
domain of life, they may likely struggle 
with others (Byrne et al., 2007; Karyotaki 
et al., 2020; Roy et al., 2015). Psychol-
ogists working with AYAs seek to be 
aware of patients’ transition rights 
outlined in state and federal laws. 
Furthermore, psychologists are encour-
aged to gain sufficient knowledge of the 
regulations relevant to the provision of 
and reimbursement for psychological 
services related to AYA health and transi-
tion of care. Got Transition® and the 
American Academy of Pediatrics 
partnered on two reports (McManus et 
al., 2018; White et al., 2018) encouraging 
payment approaches to support the 
delivery of transition services and offer-
ing guidance with patient vignettes. 
Appropriate reimbursement for psycho-
logical services throughout the transition 
process is critical at the patient, provider, 
and systems levels. For instance, compli-
ance with reimbursement regulations 
allows families to utilize insurance 
benefits and avoid unnecessary costs 
for services. When psychologists strive 

to document and adhere to reimburse-
ment regulations for psychological 
services related to transition of care, 
additional benefits include institutional 
sustainability of effective transition of 
care interventions.

Application
Psychologists are encouraged to obtain 
continuing education regarding insti-
tutional policies and laws that are rel-
evant to the provision of and 
reimbursement for psychological ser-
vices related to AYA health care tran-
sition. If feasible and within the 
capacities of the institution or practice 
in which the psychologist is located, 
psychologists are encouraged to advo-
cate to inform policy when there is no 
official guidance, or to update the extant 
policies based on current best practices. 
It is recommended that psychologists 
continuously take into consideration 
crucial factors of HCT health equity and 
social determinants of health and the 
impact of law and policy impact on 
them. 

Beyond familiarity with policy and 
law, psychologists are encouraged to 
build skills and experience in effectively 
communicating with patients, families, 
and health care providers about the role 
psychologists play in facilitating the 
transition to adult care. Throughout the 
transition process, it is essential to 
notify patients’ families of the relevant 
laws and public policies that influence 
their child’s care and rights and that 
they understand them. Psychologists 
interacting with AYAs play a key role 
in ensuring families understand the laws 
and policies concerning this transition 
period. Therefore, psychologists strive 
to be aware and inform patients and 
families of relevant policies and 
resources, such as those instituted by 
the Americans with Disabilities Act, as 
well as resources beyond health, such 
as vocational and educational access.
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APPENDIX A:

Abbreviations, Key Terms,  
and Definitions

•	 Adolescents and young adults (AYAs) refer to individ-
uals ages 10–24 years (World Health Organization, 
2024). Other national and international organizations 
have defined AYAs by various age ranges.

•	 American Psychological Association (APA)

•	 Clinical health psychologists are psychologists who have 
received specialized training in health psychology and 
the delivery of psychological services in health care 
settings. 

•	 Got Transition® is the national resource center for HCT 
operated by The National Alliance to Advance Adolescent 
Health (https://www.gottransition.org/). It aims to 
improve the HCT process using evidence-based strate-
gies for health professionals, youth, young adults, and 
their families. Got Transition® uses its Six Core Elements 
approach to define the basic components of a structured 
transition and provides free tools available online for 
each step of HCT. Got Transition® provides three tailored 
packages of transition tools and an implementation guide, 
depending on the circumstances of the transition: tran-
sitioning youth to an adult medical provider, transition-
ing to an adult approach to medical care without 
changing providers, and integrating young adults into 
adult health care. 

•	 Health care transition (HCT), according to Got 
Transition®, is the “process of moving from a child/
family-centered model of health care to an adult/patient-
centered model of health care, with or without transferring 
to a new clinician.” This process includes preparation on 
the part of patients and their support systems (e.g. 
parents, health care providers, school personnel), trans-
fer, and integration into adult health care.

•	 Health Care Transition Research Consortium (HCTRC)

•	 Health disparities are “preventable differences in the 
burden of disease, injury, violence, or opportunities to 
achieve optimal health that are experienced by socially 
disadvantaged populations” (Centers for Disease Control 
and Prevention, 2008). AYAs with medical conditions 
from marginalized communities (e.g., people of color, 
second-language English-speaking, low-income and 
educational level) and intersecting identities are partic-
ularly susceptible to experiencing health disparities in 
their care (Lotstein et al., 2010). 

•	 Health equity, in the context of these guidelines, means 
“everyone has a fair and just opportunity to be as healthy 
as possible” (Braveman et al., 2018, p. 2). Reductions in 
health disparities indicate progress toward health equity. 
These Professional Practice Guidelines are intended to 
optimize care and promote health equity for all AYAs 
with medical conditions. 

•	 Medical condition is an acute or chronic disease, disor-
der, or health problem requiring medical care or surveil-
lance. AYAs with medical conditions may have comorbid 
developmental, behavioral, and/or mental health disor-
ders; however, these guidelines are not meant to address 
transitions for AYAs with primary developmental, behav-
ioral, and/or mental health disorders. 

•	 Medical home is a centralized source of comprehensive, 
primary medical care (Jackson et al., 2014). According 
to the National Survey of Children’s Health (Child and 
Adolescent Health Measurement Initiative, 2023), hav-
ing a medical home consists of having a personal doctor 
or nurse, a usual source for sick care, and family-centered 
care.

•	 Self-efficacy, in the context of these guidelines, is the 
belief that one can initiate health behavior change, com-
plete health-related tasks, and achieve health goals 
(Treadwell et al., 2016). 

•	 Self-management may be one of many HCT goals and 
refers to “the interaction of health behaviors and related 
processes that patients and families engage in to care 
for a chronic condition” (p. 474, Modi et al., 2012). This 
can include skills in managing medications, medical 
appointments, and health insurance (Sawicki et al., 2011), 
as well as general self-care skills. 

•	 Self-Management Transition Enhancement Program 
(STEP)

•	 Social determinants of health (SDOH) are environmen-
tal conditions that affect a wide range of health, func-
tioning, and quality of life outcomes (Centers for Disease 
Control and Prevention, 2024) and may contribute to 
health disparities.

•	 Social-Ecological Model of Adolescent and Young Adult 
Readiness to Transition (SMART)
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•	 Social-Ecological Model of Adolescent and Young Adult 
Readiness to Transition to Promote Health Equity 
(SMART-E)

•	 Students Helping Individuals Facilitate Transition 
(SHIFT)

•	 Transfer, the goal of a transition, is the event that occurs 
when an individual changes their health care from a 
pediatric to an adult setting or adult-oriented health care 
provider (Betz & Telfair, 2007). 

•	 Transition plan is a document intended to keep track of 
all elements of the HCT process. It is co-developed with 
AYA using information from the transition readiness 
assessment to guide education and counseling.
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