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A B S T R A C T
IMPLICATIONS AND
Purpose: To describe positive mental health, or “flourishing,” and self-reported health trajectories
among transition-aged young adults (TAYA) with developmental/learning and physical disabilities
over a 12-year period, utilizing a population-based sample.
Methods: This study features a secondary analysis of national data from the Panel Study of Income
Dynamics Transition to Adulthood Supplement. The analytic sample included all TAYA with (n ¼
487) and without (n ¼ 810) disabilities, including developmental/learning disabilities (DD/LD),
attention deficit hyperactivity disorder (ADHD), and speech, hearing, and vision impairments who
participated in 2017 Transition to Adulthood Supplement data collection (n ¼ 1,297; M age ¼ 24.5,
standard deviation ¼ 2.40). We utilized linear mixed modeling to retrospectively describe flour-
ishing and self-reported health trajectories across 12 years among TAYA with and without dis-
abilities between ages 18 to 28, adjusting for demographic and developmental characteristics.
Results: Relative to TAYA without disabilities, TAYA with speech [0.10, 0.85] and vision impair-
ments [0.10, 0.92], DD/LD [0.38, 1.11], and ADHD [0.27, 0.97] demonstrated lower flourishing. TAYA
with speech [0.07, 0.36] and vision impairments [0.08, 0.38], DD/LD [0.15, 0.411], and ADHD [0.14,
0.93] reported lower health. Relative to TAYA with other disabilities, TAYA with ADHD [0.14, 0.93]
and DD/LD [0.01, 0.29] reported lower flourishing and health, respectively. Interaction effects and
descriptive analyses revealed distinct patterns of change for TAYA with ADHD.
Discussion: TAYA with disabilities report lower flourishing and health, relative to TAYA without
disabilities. TAYA with specific disabilities differ in their flourishing and health trajectories. Find-
ings can inform the development of interventions for TAYA with disabilities.
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This research addresses
the significant methodo-
logical and conceptual
gaps in research on
transition-aged (18e28-
year-old) young adults
with disabilities. Findings
from the current study are
translatable to individual-
level and system-level in-
terventions that seek to
promote health among
transition-aged young
adults with disabilities
across practice, research,
education, and policy
spheres.
The transition to adulthooddconceptualized differently
throughout the literature as a developmental period spanning
ages 12 to 26dis a developmental period characterized by
change and instability in health care, education, employment,
and interpersonal domains. The current study focuses on
transition-aged young adults (TAYA) who are 18e28 [1]. TAYA
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experience disproportionate mental health challengesdsuch as
depression, anxiety, eating disorders, substance use, self-injury,
and suicide [2]dand fluctuations in their positive mental
health, or “flourishing” (i.e., subjective social, emotional, and
psychological well-being) [3]. Flourishing is a critical component
of overall health and predicts overall physical health and mor-
tality [4]. TAYA may also experience an onset of physical health
issues such as obesity, hypertension, and pre-diabetes [5].
Negative health at the transition to adulthood has critical im-
plications for health trajectories into adulthood [6]. TAYA health
challenges have been attributed to many factors, including
health-care fragmentation, barriers to implementing health-
promoting lifestyle behaviors, and low treatment adherence
and access [1].

TAYA with disabilitiesdincluding those with intellectual
and/or developmental disabilities (e.g., attention deficit hy-
peractivity disorder (ADHD), autism, cerebral palsy, learning
disabilities, seizures, and developmental delays, with or
without intellectual impairment), as well as physical disabil-
ities (e.g., blindness or hearing impairment)dexperience
markedly worse health outcomes relative to their counterparts
without disabilities. Indeed, although TAYA with disabilities are
highly heterogeneous, many TAYA with disabilities experience
health challenges beyond those experienced among the gen-
eral TAYA population [7], attributable to a range of circum-
stances, including lack of physician training on this population
and experiences of life course stigma, discrimination, and
chronic stressors [8].

Although health challenges for TAYA with disabilities are
well-documented, there remain significant gaps in the literature
that thwart health-promotion efforts for this population.
Specifically, there is limited research that adapts a neurodiversity-
oriented approachdthat is, research that seeks to inform
interventions that are a) designed to be responsive to the diverse
needs of individuals across the life course and b) focused on
promoting health, well-being, and quality of life [9]. A
neurodiversity-oriented approach to research is highly
applicable to individuals with a wide range of disabilities, as its
overall aim to create interventions that are flexibledrather than
rigiddso that they can be adapted for maximal accessibility and
inclusivity. A lack of neurodiversity-oriented research surfaces in
several ways.

First, there is a lack of research on flourishing among TAYA
with disabilities, partially due to the alignment of most research
on TAYA with disabilities with deficit-based models of disability.
Two previous studies from Canada and Finland have identified
that individuals with ADHD had lower “complete mental health”
(i.e., absence of mental illness, substance dependence, and sui-
cidality coupled with the presence of happiness, life satisfaction,
and well-being) [10] and flourishing [11]. Another found that
caregiver ratings of well-being among their TAYA children were
significantly lower relative to ratings from caregivers of TAYA
without disabilities [12]. To be sure, flourishing is a relatively
newarea of research. It is typically captured by theMental Health
ContinuumeShort Form [13], which captures dimensions of
flourishing such as self-reported ability to contribute to society
(social well-being); feeling satisfied with life (emotional well-
being); and experiences that challenge the individual to grow
and become a better person (psychological well-being). There is
a need to validate flourishing measures for clinical assessment
and population-health research to collect additional flourishing
data [14].
Second, research has traditionally focused exclusively on
comparing TAYA with disabilities to their nondisabled coun-
terparts, rather than capture the vast heterogeneity within this
population. This limitation impedes an understanding of the
distinct experiences of individuals with specific disabilities and
promotes ableism in research, policy, and practice [15]. In
addition, there is a lack of self-reported health data among
TAYA with disabilities. Research has identified a significant link
between self-reported health status and subsequent mortality
in diverse national samples [16]. The majority of research on
TAYA with disabilities, however, relies on caregiver report and
does not assess self-reported, subjective experiences of health.
To be sure, existing studies on self-reported well-being among
TAYA with disabilities has yielded important insights [17,18].
The paucity of research in this area is, however, a significant
gap in the field, given the questionable validity of proxy data
for this population [19]. Further, reliance on caregiver proxy
data thwarts the promotion of self-determination and agency
among TAYA with disabilities in research and practice [20].

Finally, there is a dearth of research on TAYA with disabilities
from population-based samples. Indeed, individuals with
disabilities are often excluded from research, with individuals
with intellectual and developmental disabilities found to be
included in only 2% of 300 randomized controlled trials
published in the top-tier medical journals, often due to arbitrary
exclusion criteria [21].

The current study aims to address the lack of available
neurodiversity-oriented research by conducting a secondary
analysis of the Panel Study of Income Dynamics (PSID): the
longest running household panel study in the world [22]. This
study utilizes a longitudinal cohort design to retrospectively
describe flourishing and self-reported health trajectories among
TAYA with and without disabilities captured in the 2017
Transition to Adulthood Supplement (TAS).

Methods

Data sources and study sample

We utilized the PSID TAS as well as the Child Development
Supplement (CDS). The PSID TAS began in 2005 to follow chil-
dren from the original PSID cohort into young adulthood and
includes information on flourishing, self-reported health, and
sociodemographic characteristics for all participants. Through
2015, PSID participants were eligible for the TAS if they were
born into PSID households, were cohort members in the 1997
PSID, and had reached 18 years old. Beginning in 2017, all PSID
sample members aged 18e28 years were eligible for the TAS. The
CDS provides data on children and their extended families; the
original CDS included up to two children per household who
were 0e12 years old in 1997, and followed those children over
threewaves, ending in 2007e2008.We utilized the CDS to obtain
retrospective data on the TAS 2017 cohort. The PSID began in
1968 with a nationally representative sample of over 18,000 in-
dividuals living in 5,000 families in the United States Information
on these individuals and their descendants has been collected
continuously since the PSID’s inception.

Our analytic sample included TAYA with and without dis-
abilities in the 2017 TAS (Without Disabilities: n ¼ 810; With
Disabilities: n ¼ 487; Total: n ¼ 1,297). Due to PSID sample
“refresh” methods in 2017, we utilized the 2017 PSID weight
variables to exclude individuals in the 2017 wave who did not
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have prior data (n ¼ 691). We linked all prior individual-level
data available in the CDS and previous iterations of the TAS to
describe individuals in our study sample. We included in-
dividuals with any of the following disabilities: developmental
delays/learning disabilities (DD/LD), ADHD, and vision, hearing,
and speech impairment. The sample of individuals with autism
was too small to include in the current analysis (n ¼ 18). This
research was approved by the University of California, Los
Angeles institutional review board (IRB#16-000927).

Predictor measures

Disability status was assessed utilizing a combination of
caregiver-reports of whether a medical provider has ever diag-
nosed the child (CDS) or self-reported (TAS) diagnosis of DD/LD,
ADHD, and/or vision, hearing, and speech impairment. The CDS
(’97, ’02, ’04, and ’14) asks caregivers, “has your doctor or health
professional ever said that (CHILD) had (INSERT DISABILITY). The
TAS asks TAYA, “During your childhooddthat is, up to when you
reached 18 years of ageddid you have any of the following
psychological, developmental, or behavioral conditions for 1
month or more?” Survey respondents were provided the
following instructions: “Only mark ’yes’ for conditions diagnosed
by a doctor or health professional. A health professional includes
nurse, physician’s assistant, nurse practitioner, social worker, or
counselor.” If a disability was flagged in any year, an individual
was coded as having that disability. Definitions and wording for
each diagnosis assessed are provided in Table 1.

Outcome measures

Positive mental health/flourishing. The Mental Health
ContinuumeShort Form measures positive mental health or
“flourishing” and is comprised of 14 items, representing various
feelings of positive mental health [13]. Respondents rate the
frequency of each feeling in the past month on a six-point Likert
scale. Flourishing is calculated as the sum of three subscales: self-
reported emotional well-being, social well-being, and psycho-
logical well-being in the past month [13]. Emotional well-being
assesses how often in the past month participants felt: 1)
happy; 2); interested in life; and 3) satisfied. Psychological well-
being assesses how often in the past month participants felt that
they: 1) liked most parts of their personality; 2) were good at
managing the responsibilities of their daily life; 3) had warm and
Table 1
Predictor variables and survey items

Predictor variables CDS (’97, ’02, ’04, ’14)
Survey item(s)

TAS (’17) S

Has your doctor or health professional ever
said that (CHILD) had ...

During you
the follo
more?

Developmental delay
or learning
disability

� Developmental delay
� Developmental problems, such as

developmental delay or learning
disability

� Any oth
� Any oth

ADHD � Hyperactivity, ADHD, or ADD � Attentio
Vision impairment � Serious difficulty seeing or blindness � Serious

lenses
Hearing impairment � Serious hearing difficulty or deafness � Serious
Speech impairment � Speech impairment or delay � Speech

CDS ¼ Child development supplement; TAS ¼ Transition to Adulthood Supplement; A
Note: An equivalent question format was available for autism; sample size was too sm
trusting relationships with others; 4) had experiences that
challenge them to grow and become a better person; 5) were
confident to think or express their own ideas and opinions; and
6) had a sense of direction or meaning to their lives. Social well-
being assesses how often in the past month participants felt that
they: 1) had something important to contribute to society and 2)
belonged to a community, as well as how often they believed that
3) our society is becoming a better place for people; 4) people are
basically good; and 5) the way our society works makes sense to
them. The response options for the assessment items were on a
6-point scale ranging from “never” (score of 1) to “every day”
(score of 6). The average scores from the three subscales were
then summed (range of 1e18), with a higher score indicating
higher levels of flourishing. Validation studies have found high
internal and moderate test-retest reliability [23].

Self-reported overall health. Self-reported overall health is a
well-validated and extensively used measure associated with
outcomes such as mortality, mental health, and health-care
use [24]. In our study, self-reported health was assessed by a
single item in which participants rated their health as poor (1),
fair (2), good (3), very good (4), or excellent (5), treated as a
continuous score, with higher values indicating better health.

Covariates

The most recent, nonmissing demographic variablesdage
sex, race and/or ethnicity, family income, and caregiver educa-
tiondwere included as covariates in our primary analyses. We
also included special education status (CDS: “Has he/she ever
been classified by a school as needing special education?”),
standardized mathematics (CDS, mathematics Applied Problem
test scores), and reading scores (CDS, Broad Reading scores
[created from the Passage Comprehension and Letter Word
scores]) in all regression models to control for developmental
and cognitive characteristics.

Statistical analysis

We used linear mixed modeling analysis in R (version 4.1.0)
using the nlme package for linear and nonlinear mixed effects
models with random intercept for person. Models were fit
with a participant random intercept and with independent
residuals for those with and without disability. We tested for
urvey item(s)

r childhood - that is, up to when you reached 18 years of age - did you have any of
wing psychological, developmental or behavioral conditions for one month or

er learning disability
er developmental delay

n deficit disorder (ADD) or attention deficit hyperactivity disorder (ADHD)
difficulty seeing that could not be corrected with standard glasses or contact

difficulty hearing or deafness
impairment or delay

DD ¼ Attention deficit disorder; ADHD ¼ Attention deficit hyperactivity disorder.
all n < 30 to include findings on autism in the current study.
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the following: 1) main effects to determine whether overall
flourishing & self-reported health levels were significantly
lower or higher over time among TAYA with a particular
disability, relative to those with a different disability, as well as
those without any disability and 2) interaction effects to
determine whether age-related patterns in overall flourishing
and self-reported health were significantly different for TAYA
with particular disabilities, relative to those with a different
disability and those without any disability. We obtained mar-
ginal means from the fully adjusted models to identify
whether the average flourishing and self-reported health
scores were significantly lower among individuals with specific
disabilities, relative to those with different or no disabilities.
We analyzed the magnitude of the between-group differences
to identify changes across the age span in flourishing and
health and aimed to descriptively categorize patterns in these
changes across our disabilities.

Results

Table 2 displays demographic characteristics for the sample.
The sample included 1,297 participants between the ages of 18
and 28 (M age ¼ 21.5, standard deviation (SD) ¼ 2.40) with an
average participation of 3.59 waves across the study period.
The sample included those without disabilities (M age ¼ 24.3,
SD ¼ 24.0, n ¼ 810) and with disabilities (M age ¼ 24.7,
Table 2
Sample characteristics

Characteristic Participants
Overall

Race, N (%)
White 661 (73.5%)
Black 548 (15.1%)
AI/AN 9 (0.9%)
Asian 25 (3.5%)
Other 3 (0.2%)
Missing 51 (7.0%)

Ethnicity, N (%)
Spanish, Hispanic, or Latino 157 (18.7%)

Gender, N (%)
Female 686 (49.2%)

Age in 2017, mean (SD) 24.5 (2.4)
Caregiver education (years), mean (SD) 14.3 (2.5)
Family income, mean (SD) 78,597 (77,950)
Type of disability, N (%)
Speech impairment
Developmental delay & learning disability
ADHD
Hearing impairment
Vision impairment
Autism

Number of disabilities, N (%)
One
Two
Three
Four or more

Special education receipt, N (%)
Approximate age at diagnosis (years), mean (SD)
Speech impairment
Developmental delay & learning disability
ADHD
Hearing impairment
Vision impairment

ADHD ¼ Attention deficit hyperactivity disorder; AI/AN ¼ American Indian/Alaska Na
Categories for "type of disability" are not mutually exclusive.
SD ¼ 2.4, n ¼ 487). Those with a disability were less likely to
be female (35% vs. 58%), were older in the 2017 TAS sample by
approximately 5 months, had caregivers with slightly less
education (approximately 0.5-year difference), had a different
racial makeup (less likely to be of Asian race), and were more
likely to have been in special education (38% vs. 6%). These
variables, as well as the other aforementioned covariates
above, were adjusted for in the analyses in or to minimize
confounding.

The majority was White (n ¼ 661, 73.5%), followed by Black
(n ¼ 548, 15.1%), Asian (n ¼ 25, 3.5%), American Indian/Alaska
Native (n ¼ 9, 0.9%), and other (n ¼ 3, 0.2%), with the remainder
of sample missing race data (n ¼ 51, 7.0%). The sample was 18.7%
Hispanic (n ¼ 157) and approximately half female (n ¼ 868,
49.2%). The mean caregiver education level was 14.30 years
(SD ¼ 2.5) and the mean family income was $78.597 (SD ¼
$77,950). More than one third reported having one or more
disability (n ¼ 487, 39.3%). Of those with disabilities, the most
frequently reported disability was DD/LD (n ¼ 220, 46.7%), fol-
lowed by ADHD (n ¼ 204, 43.30%); speech impairment (n ¼ 167,
38.4%); vision impairment (n ¼ 125, 20.5%); and hearing
impairment (n ¼ 53, 10.8%).

Table 3 presents the results from the linear mixed models,
assessing the predictive role of each disability in flourishing and
self-reported health trajectories and providing marginal means
from fully adjusted models. Marginal means and comparisons
Participants
Without disability

Participants
With disability

p

.014
408 (73.1%) 253 (74.0%)
344 (14.7%) 204 (15.7%)

5 (0.5%) 4 (1.4%)
22 (5.3%) 3 (0.7%)
2 (0.1%) 1 (0.3%)

29 (6.4%) 22 (7.8%)

101 (19.0%) 56 (18.3%) .81

487 (58.4%) 199 (35.0%) <.001
24.3 (2.4) 24.7 (2.4) .047
14.5 (2.5) 14.0 (2.5) .005

79,937 (70,715) 76,525 (87,155) .59

167 (38.4%)
220 (46.7%)
204 (43.3%)
53 (10.8%)

125 (20.5%)
18 (4.3%)

284 (57.8%)
133 (27.0%)
50 (10.3%)
20 (4.8%)

43 (5.9%) 179 (37.5%) <.001

8.6 (4.8)
10.1 (3.8)
12.7 (5.7)
9.1 (5.5)

12.4 (5.0)

tive; SD ¼ Standard deviation.



Table 3
Flourishing and self-reported health linear mixed models

Outcome
Disability

TAYA
With specific disability
Marginal Mean

TAYA
With other disability
Marginal Mean

TAYA
Without disability
Marginal Mean

Comparison: With other
disability versus with
specific

Comparison: Without
disability versus with
specific

Interaction w/Age p

Difference
Estimate [95% CI]

p Difference
Estimate [95% CI]

p

Flourishing
Speech 13.46 13.54 13.93 0.09 (�0.31, 0.48) .666 0.47 (0.10, 0.85) .014 0.632
DD/LD 13.20 13.73 13.95 0.54 (0.14, 0.93) .008 0.75 (0.38, 1.11) <.001 0.991
ADHD 13.31 13.65 13.93 0.35 (�0.03, 0.72) .072 0.62 (0.27, 0.97) <.001 0.049
Hearing 13.77 13.48 13.92 �0.29 (�0.83, 0.26) .302 0.15 (�0.39, 0.69) .582 0.254
Vision 13.41 13.55 13.92 0.14 (�0.31, 0.60) .528 0.51 (0.10, 0.92) .015 0.418

Self-Reported Health
Speech 3.58 3.62 3.79 0.03 (�0.12, 0.18) .667 0.21 (0.07, 0.36) .004 0.636
DD/LD 3.52 3.67 3.80 0.15 (0.01, 0.29) .039 0.28 (0.15, 0.41) <.001 0.259
ADHD 3.56 3.64 3.79 0.08 (�0.07, 0.22) .295 0.23 (0.11, 0.36) <.001 0.777
Hearing 3.64 3.60 3.79 �0.04 (�0.24, 0.17) .719 0.15 (�0.05, 0.36) .137 0.084
Vision 3.56 3.62 3.79 0.06 (�0.11, 0.22) .492 0.23 (0.08, 0.38) .003 0.141

ADHD ¼ Attention deficit hyperactivity disorder; CI ¼ Confidence interval; DD/LD ¼ Developmental delays/learning disabilities
All analyses adjust for sex, race, ethnicity, family income, age, head education, special education, mathematics Applied Problem test scores, and Broad Reading scores.
Bolded values indicate statistical significance.
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are provided for three groups: 1) TAYA with the specific
disability; 2) TAYA with a different disability; and 3) TAYA
without disability.

With respect to flourishing, TAYA with speech impairment
(difference estimate ¼ 0.47 [0.10, 0.85], p ¼ .014); DD/LD
(difference estimate ¼ 0.75 [0.38, 1.11], p < .001); ADHD
(difference estimate ¼ 0.62 [0.27, 0.97], p < .001); and vision
impairment (difference estimate ¼ 0.51 [0.10, 0.92], p ¼ .015)
demonstrated significantly lower average scores relative to those
without disabilities. TAYA with ADHD also demonstrated signif-
icantly lower flourishing relative to those with other disabilities
(difference estimate¼ 0.54 [0.14, 0.93], p¼ .008). The magnitude
of the between-group differences (i.e., interaction with age p)
also changed across the age span for those with ADHD (p¼ .049).
**
*

* = p <0.05, vs Other Disability

* = p <0.05, vs Without Disability12.0

12.5
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Figure 1. The interaction of age with ADHD on the flourishing outcome which was f
specific age(s) for which the groups significantly differed. The graphical depiction of
with ADHD and potentially remains more stable for those without ADHD. Abbreviat
Between-group interactions with age were not statistically
significant at p < .05 for other groups.

With respect to self-reported health, TAYA with speech
impairment (difference estimate ¼ 0.21 [0.07, 0.36], p ¼ .004);
DD/LD (difference estimate ¼ 0.28 [0.15, 0.411], p < .001); ADHD
(difference estimate ¼ 0.23 [0.11, 0.36], p < .001); and vision
impairment (difference estimate ¼ 0.23 [0.08, 0.38], p ¼ .003)
demonstrated significantly lower average scores relative to those
without disabilities. TAYA with DD/LD demonstrated signifi-
cantly lower self-reported health relative to those with different
disabilities (difference estimate ¼ 0.15 [0.01, 0.29], p ¼ .039). The
magnitude of the between-group differences (i.e., interaction
with age p) did not change across the age span in self-reported
health scores for any group.
* **

*
*

23 24 25 26 27 28

e (years)

ADHD

Other Disability

Without Disability

ound to be significant in our analyses (p ¼ .049). Asterisks are presented at the
this interaction suggests that flourishing decreases across the age-span for those
ion: ADHD ¼ attention deficit hyperactivity disorder.
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Figure 1 shows the interaction of age with ADHD on the
flourishing outcome which was found to be significant in our
analyses (p ¼ .049). Asterisks are presented at the specific age(s)
for which the groups significantly differed. The graphical depic-
tion of this interaction suggests that flourishing decreases across
the age-span for those with ADHD and potentially remains more
stable for those without ADHD.
Discussion

The current research featured a longitudinal study of a na-
tionally representative sample of TAYA (aged 18e28) with and
without disabilities utilizing the PSID: the longest running lon-
gitudinal household dataset in the world [22]. This study offered
several novel contributions to the field. This study was among
the few to capture positive mental healthdor flourishingd
among TAYA with disabilities. This is important given the role of
flourishing in overall health and its predictive role in physical
health and mortality [4]. This study was also unique in its utili-
zation of self-report data, contrasting with the majority of
previous studies’ exclusive reliance on proxy assessment [25].
Taken together, this study was one of the few to apply a
neurodiversity-oriented approach to population-based secondary
data analysis. This study had several notable findings.
Overall flourishing and health trends

TAYA with almost every disability assessed demonstrated
significantly lower average flourishing across the study period,
relative to those without disabilities. Further, TAYA with ADHD
experienced significantly lower flourishing over time, relative to
those with different disabilities. This finding is consistent with
available research on this topic [10,17,26]. We also found that
TAYA with almost every disability had significantly lower self-
reported health over time, relative to those without these con-
ditions. This finding may be attributable to a range of factors
well-documented in the literature, including lack of access to and
utilization of high-quality care [1]. Further TAYAwith disabilities
may experience a range of challenges linked to poor health,
including lower social participation [27]; stigma [28]; and
chronic mental health conditions [29]. Research that explores
facilitators and barriers to flourishing among TAYA with specific
disabilities can further explain these patterns.

We also found a significant interaction between ADHD and
age in predicting flourishing. Descriptive graphical depiction of
these trends revealed that flourishing appeared to decrease
across the age-span for those with ADHD and potentially remain
more stable for those without ADHD. This aligns with the liter-
ature that shows that TAYA with ADHD experience significant
health-care needs, high health-care costs [30], and low medica-
tion adherence [31]. Future research is needed to further un-
derstand continued challenges experienced by TAYAwith ADHD.
Additionally, we did not find significant interactions between
other conditions and age. In this paper, we exclusively presented
trajectory graphs for the statistically significant interactions. This
ensured that the findings presented were meaningful and
interpretable but did not capture potential descriptive trends
between age and other conditions. In future research, this will be
particularly important for DD/LD TAYA, given the findings we
obtained for this population.
Implications for research, education, and practice

Research. This study highlights the need to conduct additional
research using self-report and neurodiversity-oriented outcome
assessments. There is a need to identify predictors of
flourishingdto understand predictors of overall health as well as
to predict and proactively address negative physical health out-
comes andmortalitydamong TAYAwith disabilities [4]. This will
inform the development and testing of supportive interventions
that can be scaled. Research in this area is emerging, with
constructs such as gratitude and adaptation to disability
identified as key contributors to flourishing [32].

Education. Physicians do not receive adequate disability-focused
education and training [33] and are ill-equipped to support TAYA
with disabilities [34]. Our findings lend support to emerging
initiatives that seek to enhance medical curricula [35] and
continuing education (e.g., AASPIRE) [36,37].

Practice. Findings suggest the need to develop and test in-
terventions that promote flourishing for TAYA with disabilities.
Indeed, such interventions have been found to address risk be-
haviors in the general TAYA population [38]. There is, however, a
paucity of research on such interventions for TAYA with dis-
abilities. Interventions that promote self-efficacy, emotional
stability, and social support may be effective [39]. Health-care
professionals may seek to promote these factors in their
clinical interactions with patients or in quality improvement
efforts. The COVID-19 pandemic spurred renewed interest in
virtual supports and services for TAYA with disabilities and such
approaches should be considered.

Our findings support the need for high-quality health-care
transitions for TAYA with disabilities. Providers can refer to care
coordination models such as the “Systematic Network of Autism
Primary Care Services” for individuals with disabilities and their
families, which seeks to create a model to support autistic
individuals, with applications for a range of disabilities. The
adaptation and uptake of clinical caremodels specifically attuned
to those with disabilities may address the disparities found in
TAYA with disabilities.

Limitations

There are several limitations. The PSID has historical limita-
tions with measurement of disability status. Before 2003,
disability data focused primarily on work limitations. Partially
due to this limitation, previous research focusing on disability
status within the PSID does not disaggregate findings by specific
disability [40]. This impedes the number of previous PSID studies
that we were able to rely on in our interpretation of findings. In
addition, although the current study features separate longitu-
dinal models for each disability, we were limited in the number
of disabilities we were able to report on with sufficient power in
our analysis and could not stratify by demographic characteris-
tics. As a result, individuals with autism are excluded from this
research and we are unable to describe potential subgroup dif-
ferences. Additionally, the PSID measures are not necessarily
reflective of emerging research on cognitively accessible self-
report measures [41]. Finally, as with any study that requests
retrospective information, there is always a potential for recall
bias. Despite these limitations, the PSID is considered one of the
most effective datasets at capturing longitudinal change among
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individuals with disabilities [42]. Future research should seek to
address these limitationsdpotentially utilizing a combination of
different data sources or augmenting PSID data collectiondin
order to account for these shortcomings.

Conclusion

The current research featured a longitudinal study of a na-
tionally representative sample of TAYA with disabilities utilizing
the PSID. This studywas one of the few to capture flourishing and
self-reported health trajectories of this sample. Overall TAYA
with disabilities had lower flourishing and health relative to
those without disabilities across the 12-year period. There were
significant differences in flourishing and self-reported health
among TAYA with specific disabilities. TAYA with ADHD may
experience particularly pronounced barriers to flourishing. This
research underscores the need for research and interventions
focused on TAYA with disabilities.
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