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Abstract 

The purpose of this study was to explore Vptoms of attention deficit 

hyperactivïty disorder (ADHD) in women with bulimia nervosa. Twenty-nine 

adult females with a mean age of 27.7 years participated in this study; 18 

currently had bulimia, and 1 1 had a history of bulimia. 

Participants completed the Wender Utah Rating Scale (MrLTRS) and the 

Brown Attention Defiat Disorder S d e s  - Adult Form (BADDS). 

Results indicated that at l em half of the participants had Mdhood and 

adulthood symptoms which may be indicative of ADHD. This is higher than 

general adult prevalence estimates for ADHD in adults of only 1 - 2%. 

However, because the scores on the WURS and the BADDS were not 

correiated and adulthood symptoms of ADHD appeared to diminish relative to 

the years recovered, the existence of ADHD in these participants is 

questionable. The ADHD symptoms reported by participants may be related 

to bulimia and not indicative of ADHD. 
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INT'RODUmON 

Bulimia Nervosa is an eating disorder that affects between 1 .O and 3.8% 

of the adolescent and young adult female populations (American Psychologid 

Association [APA] , 1994). Biological. persorialiry, familial, and socio-dtwd 

factors are all believed to contribute to the development of buümia nervosa 

(Striegel-Moore, Silberstein, 6r Rodin, 1986). This disorder, henceforth 

refmed to as bulimia, has three primary characteristics: 1) binge eating; 2) the 

use of extreme methods to compensate for these eating binges (e-g., self- 

induced vomiting, use of laxatives, fasting, and excessive exerase); and 3) an 

over-concem with one's body weight and shape. Physical complications which 

can arise fiom bulimia indude electrolyte imbalances, gastro-intestinal 

problems, dental erosion, stomach rupture, h e a .  problems, and haïr and tooth 

loss (APA, 1994; Levine, 1987). Bulimia can also result in death, often the 

result of suicide or electrolyte imbalances (APA, 1994). 

In addition to the physical complications which can aise from bulimia, 

those who suf fe r  fÎom bulimia often have other mental disorders. Comorbidity 

studies on bulimia have indicated that affective disorders, aruciety disorders, 

substance abuse, and personality disorders may occur in those with bulimia 

(Braun, Sunday, 6r Halmi, 1994; Brewerton, Lydiard. Herzog, Brotman, 

07Neil, 6r Ballenger, 1995; Bushnell, Wells, M M e ,  Homblow, OakIey- 

Browne, 6r Joyce, 1994; Herzog, Keller, Sa&, Yeh, 6r Lavori, 1 99 1 ; 

Holdemess, Brooks-Gunn, Gr Warren, 1994; Margolis, Spencer, Depaulo, 

Simpson, Gr Andersen, 1994). A disorder which is not noted in these studies is 

Attention-Defiat/Hyperactiviry Disorder (ADHD) . 
To date, no one appears to have diredy investigated whether bulimia is 

linked to ADHD. However, Biedennan, Faraone, Spencer, Wilens, Mid<, and 

Lapey (1994) conducted a study examining the gender differences and 



comorbidity patterns in a sarnple of adults with ADHD. In a table listing 

disorders commonly found in conjunction with ADHD, women with ADHD 

appeared to be more Kkely to have brtlimia than the control women. Twelve 

percent of the females with fidl ADHD also had bulimia, whïle only 3% of the 

normal control females had bulimia. This disaepancy was not apparent in 

those having anorexia nervosa-, an eating disorder with  starva vat ion as the 

major feature, or in male subjects. 

Other researchers have noted the occurrence of bulimia in those with 

ADHD. Shekim, Asamow, Hess, Zaucha, and Wheeler (1990) found that 4% 

of their subjects with ADHD (Residual State) also had bulimia. Ratey, 

Greenberg, Bemporad, and Lindem (1 992) reported that eating disorders were 

present in their sarnple of adults with previously unrecognized ADHD. 

However, they did not danfy whether they were refkrring to anorexia nemosa, 

bulimia, or both. Heüigenstein and Keeling (1995) noted that some women 

with bulimia who used mental health seMces on a university campus also had 

ADHD. While the rate of bulimia in these three studies is not higher than one 

might find in the general population, the studies are noteworthy because they 

are the only ones which appear to have noted buümia and ADHD in a 

cornorbidisr s p e m .  None of the studies on comorbidity patterns assoaated 

with bulimia appeared to examine occurrence of ADHD in subjects. 

Perhaps one of the reasons such a connection has not been exarnined in 

depth is that these disorders may appear to researchers and dinicians to have 

little in common. Bulimia. an eating disorder, may appear to have iittle 

relationship to ADHD, a neurobiological disorder with impulsivity, 

inattention/&stractibility, and hyperactivity as the key features (APA, 1994; 

Hallowell Gr Ratey, 1994; Solden, 1995). However, in a close exanUnation of 

the literature, 1 found that these two disorders did in fact share several 



characteristics. Three similarities were particularly noteworthy. 

Fm, those with bulimia or ADHD often have other f o m  of 

psychological disturbances (Biedemian et al., 1 993, 1994; Biederman, 

Newcorn, 6r Sprich, 199 1 ; Biederman, Wilens, Mi&, Milberger, Spencer, 6r 

Faraone, 1995; Braun et al., 1994; Brewerton et al., 1995; Bushnell et al., 

1994; Herzog et al., 199 1; Holderness et al., 1994; Laverstein, 1995; Jones, 

Duncan, Brouwers, Sr Mirsw, 19%; Margolis et al., 1994; Milberger, 

Biederman, Faraone, Murphy, Gr Tsuang, 1995; Ratey et al., 1992; Wilens, 

Prince, Biedemian, Spencer, & Frances, 1995; Schubiner, Tzelepis, Isaacson, 

Warbasse, Zacharek, & Musial, 1995; Solden, 1995). The disorders whïch 

appear to be found most comrnonly in conjunction with bulimia and ADHD 

are affective disorders and alcohol/substance abuse or dependency. Many of 

these studies have also noted the occurrence of anxiety, personality, and anti- 

social disorders in those with bulirnia or ADHD. 

Second, some who have bulirnia or ADHD respond favourably to similar 

psychopharmacological interventions (Ambrosini, Bianchi, Rabinovich, Gr Elia, 

1 993; Barlow, Blouin, Blouin, 6r Perez, 1 988; Goldbloom 6r Olmsted, 1993 ; 

Goodman & Charney, 1985; Hallowd 6r Ratey, 1994; Holmes, 1995; Hudson 

6r Pope, 1990; Trygstad, 1990; Walsh, Hadigan, Devlin, Gladis, 6r Roose, 

199 1 ; Wameke, 1990; Wilens, Biedeman, Spencer, Gr Prince, 1995). Based 

on the success of anti-depressants in the treatment of bulimia, ADHD with . 

hyperactivity, and othex disorders (major depression, panic disorder, obsessive- 

compdsive disorder, cataplexy, migraine, and imitable bowel syndrome), 

Hudson and Pope (1990) have suggested that a biological link may &a 

among this goup of disorders, whïch they have labeUed "Affective S p e m  

Disorder. " 

Finally, those with bulimia often demonstrate tendencies toward 



impulsivity (Casper, Hedeker, 6r McClough, 1992; Fahy 6r Eisler, 1993; 

Fichter, Quadflieg, 6r Rief, 1994; Lacey 6r Evans, 1986; Newton, Freeman, Sr 

Munroe, 1993; Sdunidt &Telch, 1990; Sohlberg, 1991; Sohlberg, No-, 

Holmgren, Gr Rosmark, 1 989; Wiederman Gr Pryor, 1996). Impulsivity also is 

considered a hallmark of the predominantly hyperactive-impulsive and the 

combined mes of ADHD (APA, 1994; Hallowell6r Ratey, 1994; Quinn, 

1995; Solden, 1995). 

Other sïmilarities between those with bulimia or ADHD exist. 

However, these are not as well-documented and may be related to djffidties 

in those with psychological disorders in general. For example, those with 

bulimia or ADHD also demonstrate poor problem solving skills and coping 

mechanisms (Hallowell6. Ratey, 1994; Mizes, 1988; Nadeau, 1995; Solden, 

1995; Troop, Holbrey, Trowler, & Treasure, 1994), emotional lability 

(Hallowell & Ratey, 1 994; Fichter et al., 1 994; Solden, 1 999,  attention 

problems (APA, 1 994; Hallowd & Ratey, 1 994; Jones et al., 1 99 1 ; Solden, 

1993, low self-esteem (APA, 1994; Hallowell& Ratey, 1994; Schmidt & 

Telch, 1990; Solden, 1995), and diff idt ies with interpersonal relationships 

(Fichter et al., 1994; Hallowell Gr Ratey. 1994; Solden, 1995). 

Although bulimia can occur in males, females out-number males at a 

ratio of about 10: 1 (APA, 1994; G e e l  et al., 1995; Heatherton, Nichols, 

Mahamedi, 6r Keel, 1995; Olivardia, Pope, Mangweth, 6r Hudson, 1995; 

Powers & Spratt, 1994). For these reasons, M e r  references wiU be made to 

females, and ferninine pronouns will be used where necessq. Furthemore, 

only female participants were used in this research project. While bulimia 

does not appear to be qualitatively different in the two genders (Powers & 

Spratt, 1994), this may not be true of ADHD (Brown, MadamSvvain, Sr 

Baldwin, 199 1 ; Hallowell6r Ratey, 1994; Solden, 1995). 



With the similarities between bulimia and ADHD considered, one may 

wonder whether a conneciion between these two disorden &SU. The purpose 

of this study was to explore the possibility of the acïstence of this link To 

accomplish this goal, 1 investigated symptoms of ADHD in women with 

bulimia. 

Please note the use of the following terms throughout this thesis. First, 

while seeming excessive, the term "participants" or "fernales with bulimia" will 

be utilized rather than the single word "bulimics." By labelling someone as 

"bulimic." 1 believe that the person is viewed as being the disorder, rather than 

as someone who sirnply has the disorder. Physical illnesses are not refmed to 

in this way. Someone has cancer, they not cancer. Second, to maintain 

consistency. 1 will use the abbreviation ADHD in reference to this research 

project. The abbreviations ADHD and ADD both appear in the literature and 

seem to be used interchangeably. 

of the Literature 

The literature review consists of the following elements. First, bulimia 

and ADHD are discussed in order that the reader may gain a better 

understanding of these disorders. The diagnostic criteria according to the 
. . . .  

i Damia and StatisticaI Manual of Mergal Disorders - Fourth Edition 

(DSM-IV) (APA, 1994), prwalence rates, etiological factors, and treaunent of 

bulimia and ADHD will be highlighted. Second. the research on comorbidity 

patterns, anti-depressant treatment, and irnpulsivity as it relates to each of the 

disorders will be discussed. Finally, the research questions investigated in this 

thesis are outlined. 

Bulimia Nervosa 

Definition The DSM-IV (1994) lists the folIowing diagnostic criteria 

for bulimia nervosa. To achieve a diagnosis of bulllnia, alI items "A" through 



"En must be present. 

A. Recurrent episodes of binge eating. An episode of binge eating is 
characterized by both of the following: 

( 1 ) eating, in a discrete period of time (e.g., within any 2-hour 
period), an amount of food that is definitely larger than 
most people would eat during a similar period of time and 
under sùnilar circumstances 

(2) a sense of lack of control over eating during the episode 
(e.g., a feeling that one m o t  stop eating or control what 
or how much one is eating) 

B. Recurrent inappropriate compensatory behaviour in order to 
prevent weight gain, such as self-induced vomiting; misuse of 
laxatives, diuretics, enemas, or other medications; fasting; or 
excessive exercise. 

C. The binge eating and inappropriate compensatory behaviour both 
occur, on average, at least twice a week for 3 months. 

D. Self-evaluation is unduly innuenced by body shape and weight. 

E. The disturbance does not occur exclusively during episodes of 
Anorexia Nervosa. 

type: 

Puxging Type: during the current episode of Bulimia Nervosa, 
the person has regularly engaged in seEinduced vomiting or the 
misuse of laxatives, diuretics, or enemas 

Nonpurging Type: during the current episode of Bulimia 
Nervosa, the person has used other inappropriate compensatory 
behaviours, such as fasting or excessive exercise, but has not 
regularly engaged in self-induced vomiting or the misuse of 
laxatives, diuretics, or enemas 

(APA, 1994, pp. 549 - 550) 



Those with bulimia may also have a depressed affect, poor problem 

solving skills and coping mechanisms, low seEesteem, and difficdties with 

interpersonal relationships ( N A ,  1994; Fichter et al., 1994; Mizes, 1988; 

Schmidt 6r Telch, 1990; Troop et al., 1994). They rnay also demonsuate 

emotional lability, attention dif%idties,. and problems with impulse control 

(APA, 1994; Casper, Hedeker, 6r McClough, 1992; Fahy & Eisler, 1993; 

Fichter et al., 1994; Jones et al., 1991; Lacey &Evans, 1986; Newton et al., 

1993; Schmidt Gr Telch, 1990; Sohlberg, 1991; Sohlberg et al., 1989). 

Prdence  According to the DSM-IV (1994), approximately 1 .O to 

3.8% of the adolescent and young adult female population have bulimia, with 

results from several- studies supportïng this figure (Garfinkel et al., 1995; 

Kurth, IGahn, Naim, 6r Drewnowski, 1995). Studies conducted on college or 

university populations tend to reveal higher rates, which range fiom 5.1% 

(Heatherton, et al., 1995) to 1 1.3% (Conc 6r Mumein, 1993). Because of the 

secretive nature of the disorder, actual figures may be difticult to obtain, and 

the m e  prwalence may be higher (Levine, 1987). The literature reveals some 

debate as to whether or not the prevalence of b u M a  is increasing or 

deaeasing (Halmi, 1995; Heatherton et al., 1995). 

Drewnowski et al. (1994) suggest that abnomial eating patterns exist on 

a continuum, with buümia being at the more severe end. Those who would 

not be diagiosed as hawig bulimia by PLI\!  (1994) standards may still 

demonstrate pathologïcal eating behaviours such as binging, self-induced 

vomiting, and chronic dieting. Adolescent f d e s  demonstrate an alanningly 

high rate of disturbed eating patterns (Phelps, Andrea, Sr Rizzo, 1994). 

Bulimic behaviours andior partial syndrome bulimia, in which one or 

more of the core features are not present, are also very cornmon. Mintz and 

Betz (1 988) found that 6 1% of an undergraduate female population reported 



disturbed eating behaviours or patterns such as duonic dieting, binging or 

purgïng alone, or what can be refmed to as "sub-clini,cal" eating disorders. 

According to Fairburn and Gamer (in Muitz 6r Betz, 1988) these sub-dinical 

eating disorders are of two types: "atypid" and "sub-threshold." In those 

with atypical eating disorders, one or more of the symptoms required to meet 

the DSM-IV (1994) guidelines for bulimia or anorexia nexvosa are not present. 

Induded in this group would be individuals who binge, but do not purge; do 

not place an merne importance on body weight or shape; or diet chronically. 

Those with sub-dinical eating disorders dernonstrate all the diagnostic features 

of bulimia (or anoracia newosa), but one or more of the symptoms are not of 

dinical severity. An individual who binges and purges onIy once a week wodd 

be induded in this category. 

Etioloey A large body of research on bulimia exîsts, particularly in 

regards to the etiology of the disorder. Although sweral key characterïstics, 

issues, and theones emerge, many studies also support evidence to the 

conuary. These conflicting results serve to highlight the compkity of 

bulimia. 

Biological factors, personaky variables, familial patterns, and soâo- 

cultural innuences are believed to conuibute to the dwelopmem of bulimia. 

Biochemically, neurotransmitter and neuroendocrine/hormonaI anomalies have 

been found in conjunction with bulimia (Goldbloom, Garfirikel, 6r Shaw, 

199 I; Hudson 6r Pope, 1987; Striegel-Moore et al., 1986; Trygstad, 1990). 

The roles of serotonin, dopamine, norepinephrine, opioids, and various 

hormones in bulimia axe well documented and researdied, either as 

predisposing factors to or results of the disturbed eating patterns. A major 

challenge lies in determining the relationship between biochemical 

abnormalities and eating disturbances (Goldbloom et al., 199 1). That is, are 



these abnormalities present More the onset of the dyshctional eating 

patterns or are they the result of such patterns? 

In addition to these diemical abnormalities, Striegel-Moore et al. 

( 1986) propose that females who are genetidy predisposed to have larger 

bodies are more at risk for developing bulimia because they do not match the 

slim body idealized by fht-world cultures. This often l ads  to dieting, whïch 

may disrupt the regulation of serotonin, a neurot~ansrnitter which appears to 

have a large role in bulimia (Goldbloom et al., 199 1). 

AU major theories of bulimia and other eating disorders suggest that 

personality variables play a fundamental role in the devdopment of these 

disorders (Vitousek 6r Manke, 1994). Mizes (1 988) found that females with 

bulimia were more anxïous and depressed than conuol subjects. These 

subjects also demonstrated cognitive distortions concerning their weight, body- 

image, and control over eating. As with the understanding of the biological 

aspects of buümia, determining cause and effea with regards to personality 

variables is difficult (Braun et ai., 1994). For example, are those who are more 

anxious or depressed more prone to dweloping bulimia or does having bulimia 

make one more anxious or depressed? Despite the difficulty with this type of 

researdi, personality is nevertheless acknowledged as one of the major factors 

in the development and maintenance of bulirnia and other eating disorders 

(Vitousek 6r Manke, I 994). 

While dysfunctional patterns of interaction in families are often noted 

as an antecedent to the development of bulimia, this belief is not based on a 

large amount of empirical evidence (Baüey, 199 I; Stnegel-Moore et al., 1986). 

Bailey (199 1) attempted to mitigate some of the problems in past research by 

conducting a comprehensive study on the family structures assoaated with 

bulimic-like symptoms. In her examination of numerous variables, B ailey 



( 199 1 ) found that lower levels of cohesion and expressiveness and higher lwels 

of conflict were significantly related to the severity of birlimic-like symptoms. 

Families of females with bulimia are often noted as attempting tu exert a great 

deal of control over their daughters' Lives, but this belief was not supported in 

Baüey's ( 1 99 1 ) study. 

The f d y  may contribute to the development of bulimia in two other 

ways. First, the genetic pool of a f d y  may provide a biological 

predisposition to developing psychological disturbances, induding bulimia 

(Fichter, 1990). Additionally, the family c m  also act as a vehide for the 

transmission of the socio-cuitwal ideals concerning the "acceptablew 

appearance of and "appropriate" behaviours for females (Fichter, 1990; Stice, 

1994; Striegel-Moore et al. 1986). 

Socio-dtural factors also contribute to the development of buümia and 

other eating disorders in women (Raphael G, Lacey, 1992; Stice. 1994; 

Striegel-Moore et al., 1986; Wolf, 1990). These factors indude shifting and 

ambiguous gender roles, the idealization of thinness, and the importance of 

appearance in the female gender role. Family, peers, and the mass media all 

sexve to transmit these potentially destructive ideologies. Stice ( 1994), 

Striegel-Moore et ai. (i986), and Wolf (1 990) providt particularly 

comprehensive reviem on this topic. Although Striegel-Moore et al. (1986) 

acknowledge that several factors contribute to the development of buümia, 

they consider socio-cultural factors to be the most important, a position with 

which 1 strongly agree. 

Treatment A variety of interventions have been used successfully in 

the treatment of bulunia. Fairburn and Hay (1992) and H m y  Herzog, 

and Drinkmann (199 1) note treatrnent options such as medication (espetially 

anti-depressants) , cognitive behavioural therapy, education, and 



psychodynamic therapy. Therapy c m  be conducted on an in- or out-patient 

basis and in group or individual sessions (Hartmann et al., 199 1). Hartmann 

et d m ' s  (1  99 1) meta-analysis revealed that no one approach or setting appeared 

to be superior to another. 

Attention-DeficitlHyperactivitv Disorder 

Definition Attention d&t hyperactivity disorder (ADHD) is a 

neurobiological disorder, the main features of which are inattention, 

impdsivity, and hyperactivity (APA, 1994). The DSM-IV (1 994) lists the 

following diagnostic criteria for ADHD. Cnteria A through E m u t  be present 

to establish a diagnosis of ADHD. 

A Either (1) or (2) : 

(1) Six (or more) of the following symptoms of inattention have 
~ersisted for at l e m  6 months to a degree that is maladaptive and 

1 inconsistent 

Inattention 

wi th  developmental level: 

often fails to give close attention to details or makes 
careless mistakes in schoolwork, work, or other 
activities 
often has difficulty sustaining attention in tasks or 
play activities 
often does not seem to Iisten when spoken to 
directly 
often does not follow through on instructions and 
fails to finish schoolwork, chores, or duties in the 
workplace (not due to oppositional behaviow or 
failure to understand instructions) 
often has diffidty organizing tasks and activities 
often avoids, dislikes, or is relumt to engage in 
tasks that require sustained mental effort (such as 
schoolwork or homework) 
often loses things necessary for tasks or activities 
(e-g., toys, school assignments, pends, books, or 



tools) 
(h) is often easïly distracted by exuaneous stimuli 
(i) is often forgetful in daily activities 

(2) six (or more) of the foIIowing symptoms of hyperawty- 
impuls~ty have persisted for at least 6 months to a degree that 
is maladaptive and inconsistent with devdopmental level: 

(a) often fidgets with hands or feet or squirms in seat 
(b) often leaves seat in classroom or in other situations 

in which remaining seated is expeaed 
(c) often runs about or cIimbs excessively in situations 

in which it is inappropriate (in adolescents or adults, 
may be limited to subjective feelings of restlessness) 

(d) often has difficulty playing or engaging in leisure 
activities quietly 

(e) is ofien "on the go" or ofien acts as if "driven by a 
motor" 

(f) often talks excessively 

(g) often blurts out answers before questions have been 
completed 

(h) often has dinidty awaiting tum 
(i) often interrupts or intmdes on others (e-g. buts into 

conversations or games) 

B. Some hyperactive-impulsive or inattentive symptoms that caused 
impairment were present before age 7 years. 

C. Some impairment fiom the symptoms is present in two or more 
settings (e.g., at school [or work] and at home). 

D. There must be dear evidence of cl inidy sigxufïcant impairment 
in social, academic, or occupational functïoning. 

E. The symptoms do not occur exdusivdy during the course of a 



Pervasive Developmental Disorder, Sduzophrenia, or other 
Psychotic Disorder and are not better accounted for by another 
mental disorder (e.g., Mood disorder, Anxiety Disorder, 
Dissociative Disorder, or a Personality Disorder). 

(APA, 1994, pp. 83-85) 

Other features common to those with ADHD indude little tolerance for 

fnistration, emotional lability, depression, poor interpersonal relationships, 

and low self-esteem (APA, 1994; Hallowell Gr Ratey, 1994; Ratey et al., 1995; 

Solden, 19%). Those with ADHD often have other psychiatrie disorders as 

well (APA, 1994; Biederman et al., 199 1; 1993; 1994; 1995; Hallowell 6r 

Ratey, 1994; Milberger et al., 1995; Shaffer, 1994; Shekim et al., 1990; 

SoIden, 1995). Comorbidity patterns associated with ADHD are discussed in 

greater detail below. 

A person with ADHD is dassified as havïng one of three types. If a 

person meets only Criteria Al, the diagnosis is "ADHD, predominantly 

inattentive type." This type of ADHD is often characterized by shyness, day- 

dreaming, shifting mental focus, and introversion (Hdowell 6r Ratey, 1994; 

Solden, 1995). Solden (1 995) suggests this type of ADHD may be more 

common in fernales. If only Critena A2 is met, the person is designated as 

having "ADHD, predominantly hyperactive-impulsive type." People with this 

type of ADHD tend to be over-active, rush through tasks, be talkative, and 

atternpt many tasks at once (Brown, 1995; Halperin et al., 1990; Solden, 

1995). Halperin et al. ( 1990) suggest that children with this type of ADHD 

are more prone to conduct problems. A person is considered to have the 

"combined type" if both Criteria Al and A2 are met. AU designations are 

based on an individual's functioning in the previous 6 months. As the 

designation of "type" may suggest, ADHD is not a homogenous disorder. 

When one thinks of a person with ADHD, the image which may be the 



most likely to corne to mind is one of a disniptive young boy who cannot sit 

stiU in the dassroom (Brown, 1995; Hallowell Gr Ratey, 1994; Jaffe, 1995). 

Support for this "hyperactive male M d "  image is weIl-documented in the 

Iiterature on ADHD. Over the last few years, however, this image has changed 

substantially (Hallowell 6r Ratey, 1 994; Jaffe, 1995). ADHD is not resuiaed 

to the dassroom setting (APA, 1994; Hallowell Gr Ratey, 1994; Solden, 1995). 

Research demonsuates that fernales can have ADHD, aithough it may be 

quaiitatively different (Brown et al., 199 1; Hallowd 6r Ratey, 1994; Solden, 

1995). Hyperactivi~ is not always present in those with ADHD (HalloweU 6r 

Ratey. 1994; Halperin et al., 1990; Solden, 1995). A more recent addition to 

this image is the recognition of ADHD in adults (Hallowell & Ratey, 1994; 

Jaffe, 1995; Spencer, Biederman, Wilens, Faraone, 6r Li, 1994). 

Jaffe (1995) notes several factors may have conuibuted to the delayed 

acknowledgement of ADHD in adults. The reduction of hyperactive 

symptoms as those with ADHD age, the empirical focus on children, 

misconceptions about stimdants, and the focus on the behavioural, rather 

than the cognitive, aspects of the disorder have all convibuted to the delay in 

recognizing ADHD in addts. Funhermore, ADHD is s t i l l  listed under 

"Disorders Usually First Diagnosed in Infancy, Childhood, or Adolescencen in 

the DSM-IV (1994), but the criteria have been adjusted to permit a diagiosis 

of ADHD in adults. 

Prwdence To date, no epidemiological studies have been conducted 

to determine the actual prwalence of ADHD in adults (Shaffer, 1994). If one 

extrapolates fiom diildhood prevalence estimates of approximately 3% to 5% 

and takes into account the reduction of symptoms in approximately 30% to 

50%, the prevalence rate of ADHD in adults c m  be considered to be 

approximateiy 1% to 2% of the general adult population (Shekïm et al., 1990). 



Perhaps some of the drfficdty in determining actual adult prwdence 

rates is due in part to the d i f f id ty  in identïfjhg ADHD in adults. Aithough 

Spencer et al. (1994) state that ADHD can be diagnosed in adults, recognizirig 

the disorder in an individual is not a simple task (HaUowell6r Ratey, 1994; 

Shaffer, 1994; Solden, 1995). Several. factors contribute to the d i f f id ty  of 

identdyïng ADHD in adults (Shaffer, 1994), and Solden ( 1995) discusses 

these same reasons in reference to the increased diffidty of identifying 

ADHD in women. 

Shaffer (1 994) and Solden (1995) discuss three main reasons ADHD 

may be particularly difficult to diagnose in aduIts. First, a diagnosis of ADHD 

in adults requires a childhood diagnosis of ADHD (APA, 1994; Shaffer, 1994; 

Solden, 1995; Tzelepis et al., 1995). Imperfect recollection of one's 

behaviours and psychological States in childhood make retrospective diagnosis 

difficult (Hechtman, 1989; Shaffex, 1994). This d i f f id ty  is compounded by 

the fact that many women with ADHD do not demonsuate symptoms of 

hyperactivity (Solden, 1995), and the childhood diagnosis of this srpe of 

ADHD may be more difficult to venfy (Tzelepis et al., 1995). Biggs (1995) 

also notes that many adults with symptoms of ADHD did not always have 

symptoms which would render a chiidhood diagnosis of ADHD. Furthemore, 

"protective factors," (Solden, 1995, p. 136; Tzelepis et al., 1995) such as 

intelligence or a very svuctured home life, may mask or delay the appearance 

of some of the ADHD symptoms. This apparently "normal" developmental 

himory and lads of chronicity necessary for a DSM-IV (1994) diagnosis may 

interfere with and impede the identification of ADHD in adults. 

Second, people with ADHD often demonstrate high comorbidity rates 

(Biederman et al., 1991. 1993, 1994, 1995; Milberger et al., 1995: Shaffer, 

1994; Solden, 1995). Leaming disabüities, mood disorders, personality 



disorders, and alcohol or substance abuse are common in those with ADHD 

(Biederman et al., 199 1, 1993, 1 994, 1 995; Milberger et al., 1 995; Wilens, 

Prince, Biedemian, Spencer, & Frances, 19%). A cause and effect challenge 

arises with this point. That is, are the disorders whidi occur in addition to the 

ADHD a result of the cognitive features of ADHD, such as impulsivity or 

inattentiveness? Or, perhaps, are the additional disorders entities unto 

diemsdves? Huttenbach ( 19%) strongly beliwes that ADHD is a major 

etiological factor in several emotional disorders; ShaEfer (1 994) and Solden 

(1995) agee with this point. 

Third, many of the symptoms of ADHD overlap with those of other 

disorders, for example, mood and anxiety disorders and borderline personality 

disorder (Milberger et al., 1995; Shaffex, 1994; Solden, 1995). Symptoms 

which may be suggestive of depression, aruciev, personaüty disorders, 

obsessive compulsive disorder, or other disorders may lead dinicians away 

f h m  a diagnosis of ADHD. Solden ( 1995) suggests that symptom overlap is 

the most common factor adding to the diffiCUIty of diagnosing ADHD in 

women. What is, in fact, ADHD may be mistaken for another disorder. For 

example, a woman who presents as over-emotional may be rnisdiagnosed as 

havkg histrionic personality disorder. 

Ratey et al. (1995) and Solden (1995) state that, in addition to these 

three factors, the diffidty of i d e n w g  ADHD in women is exacerbated by 

negative and inappropriate stereotypes about women's behaviow. For 

example, a particular woman's disorganization, affective labillty, or tendency to 

t a k  excessively may be attributed more to her gender rather than underlying 

ADHD (Ratey et al., 1995). 

Several instruments have been designed to assess ADHD in adults 

(Biggs, 1995), but no single instrument can be used to reach such a diagnosis 



(Brown, 1 995). However, m o  instruments have proven to be particularly 

useful in saeening for ADHD: the Wender Utah Rating Scale (WURS) 

(Ward et al., 1993) and the Brown Attention Defiat Disorder Scales 

(BADDS) (Brown, 1996). The WURS and the BADDS were the two 

instruments used to investigate symptoms of ADHD in the participants of this 

study. A detaiIed description of these instruments is provided in the 

Methodology section of this thesis. 

&&gg ADHD is a result of neurologïcal abnormalities of a 

structural andlor chernical nature (Quinn, 1995). However, the symptoms of 

ADHD have not yet been W e d  to one speefic biologicd defea. A famiy- 

genetic study by Faraone, Biederman, Keenart, and Tsuang ( 1 99 1 ) and 

Biederman et al. (1992) provide support for the biologicd basis and genetic 

transmission of the ADHD. These studies also provided support for 

comorbidity patterns assoaated with ADHD. 

Treatment Little is known about the ueatment of ADHD in adults 

(Wüens, Spencer, & Biederman, 1995). Because adults with ADHD often 

experience other psychological and emotional disturbances (Biederman et al., 

1991, 1993, 1994; Milberger et ai., 1995; Shekim et al., 1990; Wüens, 

Spencer, & Biederman, 1995). determining the most effective treatment is of 

paxtidar importance (lViIens, Spencer, Gr Biedeman, 1995). Stimulants and 

anti-depressants have been used as a component of treatment (Goodman & . 

Chamey, 1 985; Hallowd & Ratey, 1994; Hudson 6r Pope, 1990; Lipman 6r 

Kendall, 1992; Solden, 1995; Wilens, Biederman, Mi& &Spencer, 1995; 

Wilens, Prince et al., 1995; Wilens, Spencer, Gr Biederman, 1995). 

However, HalloweIl (1995) States that medication is not always 

necessary and discusses the benefits of other, more psychologically-based 

interventions, such as various forms of individual and group therapy. Helping 



a woman with ADHD create structure in her Me is a pillltidarIy effective 

component in the successful treatment of the disorder (Hallowell, 1995; 

Hallowd & Ratey, 1994). Nadeau (1 995b) and Ratey, Greenberg, and 

Lindem ( 199 1) further suggest that a multi-disaplinary approach is the most 

effective. 

ommon Features of Bulimia and ADHD 

Although buümia and ADHD share numerou features, three major 

characteristics emerge. First, those with bulllnia or ADHD demonstrate 

similar comorbidity patterns. Second, anti-depressants have been used as a 

component in the successful treatment of both bulimia and ADHD. Finaily, 

those with bulimia or ADHD often demonstrate tendencies toward impulsive 

behaviour. ui the following section, the research supporting each of these 

similarities is disnrssed. 

1) Cornorbidi 

Bulimia ComorbidQ of psychologid disturbance is comrnon 

(Holdemess et al., 1994). Investigation of comorbidity patterns in eating 

disorders is usefid because it can provide additional information on the 

diagnosis, course, and treatment of these disorders (Herzog et al., 1992). The 

comorbidity of bulimia with other disorders is wei.l-documented. However, 

studies Vary in terms of definitions, sample population, subjects' ages, and 

family history (Holderness et al., 1994). Consequently, results vary a great 

deal fiom study to study, and not ail research supports comorbidity patterns 

(e.g. Bushnell et al., 1994). Additionally, some have suggested that 

comorbidity research is somewhat problematic because much of it is conducted 

on M c a l  samples (Bushnell et al., 1994; Holdemess et al., 1994). Those 

with multiple problems may be more likely to seek treatment, a phenornena 

known as "Berkson's Bias" (Bushnd et al., 1994). Exclusive use of dinical 



populations may skew redts,  indicating higher rates of comorbidity than vuly 

e!xist. 

Nevextheless, many researchers have found that bulimia is often found 

in conjunction with affective disorders, partïdarly major depression (Braun et 

al., 1994; Brewerton et al., 1995; Bushnell et al., 1994; Herzog et al., 199 1; 

Margolis et al., 1994), anxiety disorders (Braun et al., 1994; Brewerton et al., 

1995; Herzog et al., 1991; MargoIis et al., 1994), substance abuse (Braun et 

al., 1994; Brewerton et al., 1995; Bushnell et al., 1994; Herzog et al., 1991; 

Holderness et al., 1 994; Margolis et al., 1 994), and personality disorders 

(Braun et al., 1994; Herzog et al., 199 1; Schmidt Gr Telch, 1990; Vitousek 6, 

Manke, 1 994). Because comorbidity with affective disorders and substance 

abuse appear to be the mom common to both bulimia and ADHD, only these 

will be discussed in greater detail. 

Bulimia and other eating disorders are often assoaated with affective 

disorders, particularly major depression (Braun et al., 1994; Brewerton et al., 

1995; Bushnell et al., 1994; Herzog et al., 199 1; Margolis et al., 1994). 

However, comorbidity patterns do Vary from study to study. That is, some 

studies find that females with bulimia are more likely than those with anorexia 

to suffer from affective disorders (Braun et al., 1994; MargoIis et al., 1994). 

Other researchers have f o n d  higher rates of affective dîsorders among females 

with anorda  or combined anoraia and bulimia, aIthough the rate of affective 

disorders in subjects with bulimia was st i l l  very high (Herzog et al., 199 1 ). 

What is consistent, however, is that bulimia and anorexia are highly associated 

with affective disorders, and a trend towards greater affective dyshction 

appears to exist. 

In a sample of eating disordered females, Herzog et ai. (1992) found 

that, at the time of intake, comorbidity with affective disorders was the most 



common in cornparison to other categories of psychological disorders, such as 

aruciety disorders, personality disorders, and other non-affective disorders. 

HaIf of the females with bulimia were diagnosed with at least one affective 

disorder, with the majority of them being diagnosed with major depression 

(32%) or intermittent depressive disorder ( 13%). Females with anoracia 

nervosa or a combination of anorexia and bulimia had even higher rates of 

af5ective disorders. 

Several other studies have found high rates of affective disorders in 

females with bulimia. In a study by Braun et al. (1994). 71% of the female 

subjects with bulimia, either with or without a history of anorexïa, were also 

diagnosed with an affective disorder, with 53% of the subjects having major 

depression. Approximately 20% were diagnosed as having dysthymia, a lower- 

grade depression. Brewerton et al. (1995) found that 75% of his subjects, 

females with bulimia, had an affective disorder, with 63% of the diagnoses 

being major depressive disorder. In a study examining comorbidity differences 

between normal conuols and females with bulimia in dinical and general 

populations, Bushnell et al. (1994) found both populations with bulimia were 

more likeIy to s d e r  fkom an affective disorder, with rates of 84% (dinical) and 

34% (general). Major depression was most common in both groups of subjects 

who had bulimia, with the clinical sample having a rate of 80% and the general 

population having a rate of 30%. However, only the dinicd sample had a 

sigruficantly higher rate of dysthymia, with a rate of 52%. Margolis et al. 

(1994) found that all of the subjects with bulimia were also diagnosed with 

major depression, and 25% were diagnosed with dysthymia. 

Some studies examined the developmental sequence of bulimia and 

affective disorder, and the results appear to be comparable. The majority of 

the subjects in the study conducted by Brewerton et al. (1995) had an 



affective (6 1 %) or d e t y  (7 1 %) disorder prior to the onset of bulimia. 

Thiry-four percent developed bulunia first, and the remainder dweloped the 

disorders concurrently. 

The misuse of alcohol, and perhaps other substances such as marijuana, 

cocaine, stimdants, and diet pus, appevs to be more comrnon in those with 

bulimia in comparison to control subjects or those with anorecia (Braun et al., 

1994; Bushnell et al., 1994; Herzog et al., 1992; Margolis et al., 1994). 

Petersson (1 990) suggests that bulimia, partiCUIarly the binge eating aspect of 

the disorder, is a form a substance abuse (see Bushnell et al., 1994 for other 

examples). However, the theory of bulimia as a form of substance abuse has 

not be supported all studies (see Comgan, Johnson, Alford, Bergemon, 6r 

Lemmon, 1990). A thorough review of the literature in this area has been 

conducted by Holdemess, Brooks-Gunn and Warren ( 1994). 

Braun et al. (1 990) found that, in subjects with bulimia, the Zifetime 

prevalences for alcohol and drug dependence were 41.9% and 5 1.6% 

respectively. Females with anoraia (with syrnptoms of bulimia) and females 

with bulirnia (with a history of anorda) had somewhat lower rates of alcohol 

and h g  dependence. Fernales with only anorexia had rates significantly lower 

than aU three of the other eating disordered groups. Statistically signifiant 

differences between groups were minimal, and lifetime prwdence rates were 

lower in the study by Herzog et al. (1992). These rates tend to v q  a great 

deal; much of this variation appears to be related to the type of anorexia (i.e., 

resuictor or bulimic) one has (Margolis et al., 1994). For example, Margolis et 

al. (1 994) found that females of normal weight with bulimia were more likely 

than both groups with anorexia (resuictor or bulimic) to be dependent on 

alcohol, but both subject groups with anor&a were more likely to be abusing 

drugs. The results of this study are questionable, however, because the sample 



size was very smd.  In their investigation of clinical and generai population 

females with bulunia, BushnelI et al. (1 994) found substance (alcohol and 

h g s )  abuse or dependence rates four to five m e s  higher in the clinical 

population than in normal controls. These rates were somewhat lower in the 

females with bulimia in the general population, as compared to the dinical 

sampie. Brewenon et al. (1995) aIso found that rates of substance abuse were 

higher than expected in th& séunple of fernales with bulimia. 

Wiedennan and Pryor (1996) took a slightly difference approach and 

rather than investigating fiequency use, they looked only at whether or not the 

subjects had uied the substances in question: alcohol, various dnigs 

(amphetamines, barbiturates, hailucinogens, marijuana, tranquillizers, and 

coche),  and agarettes. Subjects with bulimia were more likely to have tried 

or used these substances, particularly dcohol, amphetamines, and marijuana. 

Wiederman and Pryor (1 996) also investigated the relationship between 

substance use and symptom seventy; they found that symptom severiv, 

measured by rate of purging, was related to having used a greater variety of 

substances. 

ADHD Very little is known about the comorbidity patterns of 

ADHD (Biederman et al., 1 99 1 ) . This appears to be particularly m e  in 

regards to ADHD in addts; o d y  a few empincal investigations on this topic 

appear in the Iiterature. Perhaps this is due in part to the relatively recent 

recognization and adcnowledgement of ADHD in adults. The few existing 

studies on comorbidity pattems in adults with ADHD reved that this disorder 

is often found in conjunaion with other psychological disorders (Biederman et 

al., 1993, 1994). The results in studies by Biederman et al. (1993, 1994) 

reveai similar comorbidiqr pattems, which are also comparable to comorbidity 

patterns demonstrated by women with bulimia. Furthemore, in a review of 



comorbidity studies on Mdren with ADHD, Biederman et al. (1 99 1 ) found 

antisocial disorder, depression, anxiety, leaming diflidties, and 

alcohoVsubstance abuse to be very common. Sunilar patterns of comorbidity 

in children, adolescents. and adults with ADHD provides additional support 

for the existence of ADHD in adults. 

Depression is often found in conjunction with ADHD in adults 

(Biederman et al., 1993, 1994; Milberger et al., 1995; Shekim et al., 1990). 

Biederman et al. (1993) found that 3 1% of their sample of referred adults with 

ADHD could also be diagnosed with major depressive disorder. Seventeen 

percent of the non-referred ADHD subjects were diagnosed with major 

depressive disorder. For both groups, these results were dinically significant in 

cornparison to the normal control group. 

In a study examuiing gender differences in adults with ADHD, 

Biederman et al. (1994) found that between 36% and 38% of the fernales with 

ADHD also met the diagnostic aiteria for major depression. Dysthymia was 

also comrnon, though not as statistically significant. Shekim et al. (1 990) also 

found significantly higher rates of depressive symptoms in their sample of 

adults with ADHD. Ten percent of their sarnple had a history of major 

depression, and 25% had a history of dysthymia. 

Alcohol and substance abuse and dependenq occurring in adults with 

ADHD is also wd-documented (Biedeman et al., 1993, 1994, 1995; Shekim 

et al., 1990; Wüens, Prince, et ai., 1995). In the study by Biedeman et al. 

(1993), 25% and 27% of the referred adults with ADHD also demonstrated 

alcohol abuse or dependence respectively. These rates were much higher than 

those for adults without ADHD, who only had rates of 8% and 13% for 

alcohol abuse or dependence. The rates of drug abuse (20%) and dependence 

(1 8%) were also significantly higher among the referred subjects with ADHD. 



In another study, females with ADHD were more likely than normal 

controls to have substance abuse disorders (Biedeman et al., 1994). For 

example, 16% of the f d e s  with ADHD were dassified as abusing alcohol, 

and 22% were dassified as king dependent upon alcohol. Rates of only 4% 

(alcohol abuse) and 6% (alcohol dependence) were fond  in the normal 

contml females. Dependence on h g s  was found in 18% of the females with 

ADHD, but in only 4% of the control fernales. The rates of dmg abuse in 

females with ADHD and control females were not sigrûficantly different. 

Shekun et al. (1990) also found high rates of alcohoiism (34%) and h g  abuse 

or dependence (30%) in his sample of ad& with ADHD. 

Biedeman et al. (1995) found much higher rates of psychoactive 

substance abuse in adults with ADHD (52%) than in normal conml subjects 

(27%). However, they did not find higher rates of alcohol abuse or 

dependence in their subjects with ADHD, whidi they had found in an earlier 

study (Biederman et al., 1994). However, they did find that the sub jects with 

ADHD who abused psychoactive substances were more likely to demonstrate 

some form of alcohol abuse. Biederman et al. (1995) suggest that those with a 

childhood onset of ADHD may be at geater rïsk for developing psychoactive 

substance abuse disorders. 

Some have argued that symptom ovdap of ADHD and various other 

disorders, for example, affective disorders or learning disabilities, can 

contribute to rnisdiagnosis (Weinberg Sr Bnunback, 1992), a phenornenon 

whïch is problematic both dinically and scïentifically. However, even when 

controlhg for overlapping symptoms, Milberger et al. (1 995) found that the 

vast majority of subjects retained both their ADHD and major depression 

diagnoses. 



2 1 Anti-demessant Treatment 

Psychopharmacological treatments have been used successfully with 

both buümia and ADHD. Anti-depressants appear to be particuIarIy useful in 

the treatment of buIimia (Goldbloom et al., 199 1; Goldbloom 6r Olmsted, 

1993; Goodman Gr Chamey, 1985; Hudson &Pope, 1990; Lipman Gr Kendall, 

1992; Trygstad, 1990; Walsh et al., 199 1). Although stimulants such as 

methylphenidate (Rîtalin), datroamphetamine (Dexadrine) ; and pemoüne 

(Cylert) are the most common type of medication used to treat ADHD 

(Hallowell & Ratey, 1 994; Wameke, I W O ) ,  several studies have demonstrated 

that anti-depressants are also effective in the treatment of ADHD (Goodman 

6r Charney, 1985; Hallowell6r Ratey, 1994; Lipman Sr Kendall, 19%; 

Wender 6r ReinZhen, 1990; Wilens, Biederman, Mi& & Spencer, 1995; 

Wilens, Biedennan, Spencer, & kince, 1995; Wilens, Spencer, Gr Biedemian, 

1995). AIthough stimulants have been used to treat buümia (Mesmer, 1989), 

little research exists in this area. For this reason, only anti-depressant 

treaunent WU be discussed in the following section. 

Please note that although psychophammcoIogy is often effective, it is 

not necessarily the only or most effective treatment for ADHD or bulimia 

(Hallowell6r Ratey, 1994; Lipman 6r Kendall, 1992; Walsh et al, 199 1). 

Some medications may produce undesirable side effects and the positive 

results adueved with medications are not always long-term (HalioweiI 6r 

Ratey, 1994; Lipman Gr Kendall, 19%; Wilens, Spencer, Gr Biedemian, 1995; 

Walsh et al., 1 99 1 ) . Many non-pharmacological treatment options are 

available for those with buümia and ADHD (Fairbum & Hay, 1992; 

HaUowell, 1995; Hallowd Gr Ratey, 1994; Hartmann et al.. 1991; Murphy, 

1995; Nadeau, 1995b). 

Ami-depressants have been used to treat other psychologid disorders 
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in addition to bulimia and ADHD (Goodman 6r Charney, 1985; Hudson 6r 

Pope. 1990). Based on theh research and review of the literature, whkh 

indudes investigation on treatment response and family and cornorbidisr 

studies, Hudson and Pope (1990) have suggested that a suong relationship 

may d s t  between bulimia, ADHD, panic disorder, obsessive-compulsive 

disorder, and depression. Some evidence indicates that cataplexy (a sleep 

disorder), migraine, and imtable bowel syndrome may be induded in this 

family of disorders, which Hudson and Pope (1990) have labeiled "AIfective 

Spectnim Disorder." Although this hypothesis has corne under some scrutiny 

(Ahuja, 1 99 1), Hudson and Pope ( 1990) have provided a suong base for their 

theov. Provided M e r  investigation supports this model, Hudson and Pope 

( 1990) believe that Affective S p e m  Disorder would be one of the most 

cornmon diseases. 

Bdimia Several studies have demonstrated that ami-depressants 

may be an effective component in the treatment of bulimia (Barlow et al.. 

1998; Goldbloom 6r Olmsted, 1993; Pope et al., 1983: Trygstad, 1990; Walsh 

et al., 199 1). In addition to the studies noted below, the success of anti- 

depressants in the treatment of bulimia has been noted in reviews by 

Goodman and Charney (1 985), Hudson and Pope (1 WO), and Lipman and 

Kendall (1992). 

A dass of antidepressant that appears to be particularly useful in the 

treatment of bulimia is known as serotonin uptake inhibitors, such as 

fluoxetine (Prozac) (Hudson & Pope, 1990). Goldbloom and Olmsted ( 1993) 

found that women with bulimia who received fluoxetine demonstrated a 

marked attitudinal improvement when compared to subjects who had received 

only a placebo. m e r  the course of ueatment, the experimental subjects' scores 

on an eating disorder assessrnent device deaeased. In addition, many of the 



subjects who received fluoxetine also demonstrated a reduction in the major 

symptoms assotiated with bulimia, binge eating and purging. 

Trygstad (1 990) found similar results in his research on the use of 

fluoxetine in treating women with bulimia. During the course of ueatment, 

almost half of his subjects had stopped binging and purging. The remaining 

subjects had reduced their binging and purging by 75%. Although the use of 

fluoxetine yielded positive &ects, Trygstad ( 1990) notes that pharmacological 

treaunent is not sufncient in and of itself, and a treatment program which 

indudes cognitive-behavioural intervention and guidelines about food and 

eating is most effective. 

Tricyclics, such as desimpramine (Norpramin) and ïmipramine 

(Tofkanil), compose another dass of antidepressant commonly used to treat 

bulimia (Hudson 6r Pope, 1 990). Barlow and assoaates ( 1 988) investigated 

the use of desipramine on women with bulimia. Women in the experimental 

group reported that binging and vomiting behaviours deaeased during the 

course of ueaunent. The experimentd subjects also experienced a gradua1 

deuease of symptoms such as fatigue, anger, and paranoïa. Not ail scales 

revealed a reduction of symptoms of depression. However, this may have been 

because the dosage of desipramine was lower than would be normally used to 

treat depression. Barlow et al. (1988) noted that binging and vorniting 

inaeased when treatment was discontinued, and several subjects dropped out 

because they experienced undesirable side effects. 

Walsh et al. (1991) found that subjects treated with desipramine were 

able to reduce their binge fkequency. While this is a positive result, Walsh et 

al. (1991) noted that the use of desipramllie alone does not appear to be 

suffitient to eradlcate the symptoms of bulimia entirdy. For example, 

although binge fiequency was reduced by 47%, subjects were still binging an 



average of 4.3 times per week. Fuftherrnore, the relapse rate in the 4 month 

maintenance period was 29%. Further investigation into the usefulness of 

desipramine and other pharmacological treatments is waicranted, as is 

additional research on the comparative usefdness of other forms of treatment, 

parti.darIy those of a cognitive-behavioural orientation (Walsh et al., 1 99 1 ) . 
Pope et al. (1983) investigated the use of imipramine in the treatment 

of bulimia and found that experimental subjects qerienced a marked deaease 

in binge eating. The experimental subjects demonstrated other positive 

outcornes such as less intense binging, fewer thoughts about food, reduced 

depressive symptoms, and greater subjective feelings of well-being. FoUow-up 

investigations revealed that these positive results were maintained with 

continued use of imipramine. In fact, 35% of the subjects, almost all of whom 

had had wemitting bulimia for 2 to 14 years, stopped bhge eating 

compietely. 

&Ei!D Anti-depressants have been found to be usefid in the 

ueatment of ADHD (Goodman & Charney, 1985; Hallowell6r Ratey, 1994; 

Hudson Gr Pope, 1990; Lipman &Kendall, 1992; Solden, 1995; Wender & 

Reimherr, 1990; Wilens, Biederman, Midc, Sr Spencer, 199 5; Wilens, 

Biederman, Spencer, 6r Prince, 1995; Wiens, Spencer, 6r Biederman, 1995). 

While desimpramine is the anti-depressant most commody used, 

nomyptyline (Pamelor) and imipramine have been used with success. 

Fluoxetine also appears to be beneficial, particularly if symptoms of depression 

are present (Hallowd 6r Ratey, 1994; Solden, 1995). However, this ami- 

depressant does not appear to have marked efFects on attention. Several 

reviews have also noted the success of anti-depressants in the treatment of 

ADHD (Goodman Gr Charney, 1985; Hudson Gr Pope, 1990; Lipman 6; 

Kendall, 1992; Wilens, Biederman, Spencer, 6r Prince, 1995). The body of 



evidence to support the use of ami-depressants in the treatment of ADHD is 

not large, but experts on ADHD, such as HalIowell and Ratey (I994), 

adaiowledge the effectïveness of this type of medication. One study highlights 

the use of desimpramine (Wiiens, Biedemian, Mick, 6r Spencer, 1995), which 

has also been useful in the treatment of bulimia (Walsh et al., 199 1). 

Wilens, Biederman, Mick, and Spencer (1995) investigated the use of 

two tricyciics, desimpramine and nortripqdine in the meaunent of ADHD. 

Over half (68%) of the subjeas who were given desimpramine demonstrated a 

maiked improvernent; several (42%) of the subjeas who were given 

nortrîptyline aiso improved greatly. However, the desaepancy in response to 

the two anti-depressants was significant, with desimpramine producing a more 

favourable outcome. This positive response appeared to be independent of 

comorbidity, but longer treatment produced greater improvements. 

Although Hudson and Pope (1990) note several other studies in which 

ami-depressants have been used to treat ADHD, these studies were conducted 

on diildren. While little evidence d s t s  that would suggest that these an& 

depressants would not be effective in the treaunent of adult ADHD, further 

research needs to be conducted to support the use of this type of dmg in the 

treatment of ADHD in addts. 

3 ! Im~dsivitv 

Bdimia Although not a diagnostic feature of bulimia, impulsivity is 

common in women with bulunia (Casper et al., 1992; Schmidt & Telch, 

1990). Several researchers suggest that the investigation of impulsivity is 

complicated by the obscurity of the meaning of the word (Fahy 6r Eisler, 1993; 

Newton et al., 1993). Newton et al. (1 993) suggest that impulsivity is 

comprised of tendencies toward making deasions quiddy, acting without 

thinking, and engaging in risk-taking behaviour (also see Fahy 6r Eisler, 1993). 
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Binging on food may be considered an impulsive behaviour (Fahy 6r Eisler, 

1993), the function of which appears to be tension reduction (Newton et al., 

1993; SoNberg et al., 1989). Sohlberg et al. (1 989) found that the most 

significant indicator of prognosis in their sample of eating disordered women 

was impulsivity. Those who were more impulsive tended to have a less 

favourable outcorne. 

Although studies have rwealed that women with b W a  have an 

increased tendensr to behave ïmpulsively (Casper et al., 1992; Fahy 6r Eisler, 

1993; Newton et al., 1992; Schmidt & Telch, 1990), the exact nature of this 

behaviour in relation to the course of their disorder rem& undear. With the 

exception of a few studies noting or measuring i m p d s ~ q  in those with 

bulimia (Casper et al., 1992; Schmidt 6r Telch, 1990), the majority of the 

research appears to be based on the work of Lacq and Evans (1986). Based 

on their review of the literature on impulsivity and its relation to substance 

abuse disorders, eating disorders, personaüty disorders, seKinjury, and a 

variety of 0th- disorders of impulse control such as shoplifting, arson, and 

pathological gambiing, Lacey and Evans (1986) proposed that a separate 

disorder, "multi-impulsive personality disorder," be established. Lacey and 

Moureli (1 986) suggested the term umulti-impuIsive bulimia" in reference to 

women with bulimia and additional impulsive behavioms. These women are 

in contrast to those with "uni,-impulsive bulimia," whose oniy impulsive 

behaviour is their binge eating. In addition to their binge eating. these women 

with "ma-impulsive bulimian may engage in one or more of the following 

impulsive behaviours: 1)stealing; 2) excessive use of alcohol and dmgs; 3) 

promiscuiy; 4) self-injury, for exampIe, cutting and buming; and 3) 

attempting suicide (Fichter et al., 1994; Lacey 6r Evans, 1986; Wiederman 6r 

Pryor, 1996). According to Lacey and Evans (1 986). these women 



demonstrate greater pathology, have a Iess famurable prognosis, and require 

different treatment fiom those women whose only impulsive behaviour is their 

binge eating (also see Fichter et al., 1994). 

Further investigation on the proposed "mdti-impulsive bulimia" has 

yielded mixed redts. Fahy and Eisler (1993) investigated impdsivity in a 

sample of women with eating disorders. When impulsivity was measured by 

number of impulsive behaviours, results indicated that women with bulimia 

who engaged in multiple-impulsive behaviours (multi-impdsives) did not 

respond as well to treaunent as their Iess-impulsive courtterparts (uni- 

impulsives), whose only impulsive behaviour was their binge eatïng. Howwer, 

in 16-week and 1-year follow-ups, no differences between these two groups 

were detected. Additionally, when impulsivity was measured by a 

questionnaire, there were no differences in treaunent response between those 

with high- and low-impdsivity scores. Fahy and Eisler (1 993) conduded that 

women with "multi-impulsive b u M a "  were not a distinct subgroup, but that 

women with bulimia did tend to engage in more impulsive behaviour than 

would be considered nomial or average. 

A study by Fichter et al. ( 1 994) compared those with "multi-impulsive 

bulimia" and those with "uni-impulsive" bulirnia d e r  an impatient treatment 

program. At the tirne of discharge, those with multi-impulsive bulimia 

demonstrated inaeased levels of anxiety, anger, hostility, and depression when . 

compared to those subjects with uni-impuisive bulimia. Anger and hostility 

continued to be problematic for those with multi-impulsive bulimia, men two 

years after discharge. Subjects with multi-impulsive bulimia aiso tended to 

have higher rates of psychiatrie comorbidity. Fichter et ai. (1994) propose that 

those with multi-impulsive bulimia may form a distinct subgroup, and findings 

by Wiederman and Pryor (1 996) support this notion. 



Newton et al. (1993) also found higher rates of impulsivity in women 

with bulimia. Approxîmately half of these subjeas met Lcey and Evans 

(1 986) aiteria for multi-impulsive buümia. Howwer, after c o r n o h g  for 

bulimic symptoms, those who could be dassified as having multi-impulsive 

bulimia did not demonsuate higher rates of impulsiviqr, obsessionality, or 

depression. Newton et al. (1993) conduded that impuls~ty  is a major 

component of bulimia. However, it is not a separate occurrénce and is related 

to greater psychopathology in general. Furthermore, although many women 

with bulimia engage in what are labelIed as "impulsive" behaviours, many of 

these behaviours may actuaiiy be planned, and cognitive behavioural 

interventions may be benefitiai. 

Although not all studies (e.g., Fahy & Eisler, 1993; Newton et al., 1993) 

on "multi-impulsive buiimia" supported the initial work of Lacey and Evans 

(1 986). some support for inaeased diffidties in women with bulirnia and 

other impulsive behaviours is evident (Fichter et al., 1994; Wiederman & 

Pryor, 1996). Because these women have multiple problems, adjusunents in 

treatment may be necessary to be effective. Newton et al. (1993) suggest 

cognitive behavioural treatment may be partidarly useful. 

&x€Q Impulsivity is one of the key characteristics of two of the 

three types of ADHD (APA, 1 994; Hallowell Gr Ratey, 1994). Much reseaxh 

has been conducted on impulsivity as it relates to childhood ADHD, 

particularly in boys. However, research on irnpulsivity as it relates to adults 

with ADHD appears to be lirnited, particularly for females. Perhaps the la& 

of research on this specific topic is due in part to the fact that impulsivity is 

considered to be so central to ADHD. 

The investigation of the hyperactive-impulsive and the combined types 

of ADHD in adults, parricularly adult females, may be complicated by two 



factors. First, dllldhood syrnptorns of hyperactivity and i m p d s ~ t y  may 

disappear or present in a Merent manner in adulthood (APA, 1994; Brown, 

1995). For e~ample, impulsiMty in a M d  may be evidenced as speaking out 

of turn, expressing anger inappropriateiy, or beginning a task before hearing all 

the instructions. Addts with ADHD may demonstrate these as weU as other 

impulsive behaviours, such as gambling, steahg, or reddess driving (Hdowd  

6r Ratey, 1 994). Some adults with ADHD may tum to alcohol or dmgs to ease 

the mental restlessness they feel (Murphy, 1995). When the focus is on the 

maladaptive behaviours, ADHD may not be considered as an underlying 

reason for the occurrence of these behaviom. 

Second, the hyperactive-impulsive type of ADHD may occur less 

fiequently in females than in males, with more f d e s  having the inattentive 

type of ADHD (HaIIoweII 6r Ratey, 1 994; Solden, 1995). This provides a 

srnalier research base on which to investigate this form of ADHD in adult 

fernales. As iittle is known and has been reported about impuls~ty as it is 

diredy related to ADHD in adult females, detailed information is scarce. 

Summarv 
Bulimia and ADHD are two psychologid disorders with Wexing 

centrai behaviourd patterns which may suggest that the disorders are quite 

distinct. However, a thorough investigation of the literature reveals that 

bulimia and ADHD share several characteristics. Three major commonalities 

emerge. First, those with bulimia and ADHD have several comorbid disorders 

in common. Affective disorders, particuiarly major depression, and substance 

abuse or dependence appear to occur the mom frequently, but personality 

disorders, anxiety disorders, and antisocial disorders have dso been noted to 

occur in those with bulimia or ADHD. Second, those with bulimia or ADHD 

tend to respond favourably to treatment with anti-depressant medication. 



Thùd, impulsivity is a common feature in bulimia and ADHD. 

Pun>ose 
With these similarities considered, one may wonder whether buümia 

and ADHD are comected. The purpose of this study was to explore the 

possibility of this link To accomplish thÎs goal, symptoms of ADHD were 

uivestigated in women with bulimia. This project comprised of two 

components. The first was to examine women with bulimia for childhood 

indications of ADHD. As noted in the DSM-IV (1994), in order be 

considered as having ADHD as an adult, one must have demonstrated 

symptoms of ADHD as a a d .  The Wender Utah Rating Scale (Ward, 

Wender, & lReimherr, 1993) was used to examine childhood indicators of 

ADHD in the participants in this research project. In the second component, 

the current ADHD symptomatology in women with buümia was examined. 

The Brown Attention Disorder Scales - Adult Form (Brown, 1996) was the 

instrument used to accomplish this goal. 

Please note that the purpose of this pro jen was not to diagnose ADHD 

in the partiapants. Achieving a diagiosis of ADHD in adults, as well as in 

children, is a cornplex and lengthy process. This project was exploratory in 

nature with the intent of detennining whether women with bulimia exhibit 

some of the features ofien associated with ADHD. 

esearch ouest ion^ 

Based on the review of the literature, two major research questions 

emerged initially. 

searrh Ouestion - 1 What percemage of women with bulimia have 

enough symptoms of ADHD to suggest that they may have ADHD? 

To examine the possible dstence of ADHD in women with bulimia, 1 

needed to examine both their historical and CUrJlent symptomatology. Recall, 



in order to establish the existence of ADHD in aduithood, indications of 

ADHD m u t  be present in duldhood (APA, 1994). The Wender Utah Rating 

Scale (WURS) (Ward et al., 1993) was used to investÎgate these chiIdhood 

symptoms. The Brown Attention Defiat Disorder Scales - Adult Form 

(BADDS) (Brown, 1996) were used to determine the percemage of women 

with bulimia who had symptoms suggestive of ADHD. The obtained 

percentages were compared to ADHD prevaience estimates of 1 - 2% suggested 

by Shekim et al. (1 990). 

Research Ouestion 2 1s there a positive relationship between 

childhood and addt measures of ADHD? 

According to t h e  DSM-IV (1 994), a childhood diagnosis of ADHD 

needs to be estabfished before an adult diagnosis of ADHD can be reached. 

While the purpose of this study was not to diagnose participants with ADHD, 

a positive correlation between the two scales would lend additional support to 

the possibility of the existence of ADHD in women with bulimia. 

Although only two research questions were established at the beginning 

of the study, the emergence of a second group of participants (women who had 

recovered from bulimia) and the consequentid data exploration led to two 

additional researdi questions. 

Research Ouestion 3 Do those who currently have bulimia have 

more symptoms of ADHD than those who have a history of bulimia? 

Several women who daimed to have recovered from bulimia responded 

to the ads 1 placed for this study. While I had not anticipated contact fiom 

this population, these women were induded in the study because 1 thought 

that additional information could be obtained. However, this required me to 

examine the data for differences between those women who currently had 

bulimia and those who daimed to have recovered. A significant ciifference 



between the two groups on measures of ADHD would require that I conduct 

my analysis on the groups separately rather than on the group as a whole. 

Disaepanues between groups might indicate that the ADHD symptomatology 

may be related to the bulimia rather than ADHD. 

Research Ouestion 4 Do symptoms of ADHD diminish over the 

length of time one has been recovexed from bulimia? 

Because some partiapants daimed to have recovered, 1 was able to 

investigate ADHD symptomatology in relation to recovexy. If characteristics 

generally assoaated with ADHD remained constant in relation to the number 

of years a woman had been recovered fiom bulimia, this would lend support to 

the possibüity that the symptoms reported were indicative of ADHD. 

However, if syrnptoms diminished over tirne, this might suggest that they were 

rdated to the bulimia, rather than being indicative of ADHD. 

Simificance of the Study 

This projea has several implications and possible contributions in the 

understanding of bulimia. First, this project adds to the ment body of 

knowledge on buümia. Second, it may add to the m e n t  knowledge of risk 

factors assoaated with buümia. Third, it may provide additional 

considerations for the treatment of bulimia. In addition, it may add to the 

m e n t  body of laiowledge of ADHD in adults. 



METHODOLOGY 

P a r t i a ~ a n ~  

The subjects required for this research project were females who had 

bulimia nervosa as desaibed in the DSM-N (1994). Only individuals over 

the age of 18 were pennitted to participate in the study. A total of 29 women 

parriapated in aU components of the study. Eighteen currently had bulimia, 

and I I daimed to have recovered firom bulimia. 

Subjects were soliated by two means. First, advertisements were placed 

in the classified sections of Calgary's two major newspapers, 'The Calgary 

Herald" and 'The Calgary Sun," and in two minor publications, "Neighbours" 

and "FFWD" (Appendix 1). The ads ran in these publications for various 

lengths of time, ranging from a week to several months. Second, notices 

bnefly desaibing the subjects requïred were posted in public areas (Appendbc 

2). In order to ensure a cross-section of prospective subjects, posters were 

placed in a variety of settings, such as post-secondary institutions, community 

centres, gocery stores, fitness centres, pharmacies, health professionals' offices, 

and coxnmuniv information boards. An announcernent was also placed on a 

local cable television community information board. For both of these 

methods, prospective participants were asked to contact me at home by 

telephone. 

In addition to the above methods, 1 had the opportunity to appear 

bnefly on a local cable television program, "City Week," whidi provides the 

local public with information about current events in the community. During 

this appearance, I discussed various aspects of bulimia, such as, etiology, 

prevalence, and ueatment options available in Calgary. 1 informed people that 

I was a graduate student at the University of Calgary and required subjects for 

my thesis researdi project. My telephone number was displayed on the 



television saeen, and those who were interested in or had questions about the 

study were encouraged to reply. 

A total of 36 individuals responded to the methods discussed above. 

One of these indivlduals was a male who dairned to have recovered from 

bulirnia. Because this study required only females subjects, he was not 

permitted to participate. However, 1 asked hùn if he would like a ueatment 

resource lim (Appendix 3). to whidi he agreed. This document was mailed to 

him. One female chose not to participate after leaming what would be 

required of her. 1 asked her if she would like a treatrnent resource list, but she 

declined. 

A total of 34 questionnaire packages were mailed to potential 

participants. Twenty-three of these women currently had bulimia, and 1 1 

daimed to have recovered from bulimia. Initially this study was to inchde - 

only fernales who currently had bulimia. Howwer, those with a history of 

bulirnia were induded because I thought that data fiom this population might 

provide additional information in the research areas of bulimia and ADHD. 

Twenty-nine of the 34 participants who had initially agreed to 

parricipate in the study completed and retumed the consent forms and 

questionnaires. Eighteen (62.7%) of these 29 participants wen t ly  had 

bulimia, and 1 1 (27.3%) daimed to have recovered. Five (14.7%) of the 34 

initial participants did not complete or return the consent forms and/or 

questionnaires. 

Materials 

The materials used in the completion of this study were as follows: 

1) a saeening questionnaire used during the initial telephone 

contact to confmn the Êxistence of bulimia in potential 

participants and to obtain demographic information about the 



participants and their history of bulimia (Appendix 4), 

2) the Wender Utah Rating Sale (VVURS) (Ward et al., 1993), a 

self-report q u e s t i o ~ e  for adults whkh examines symptorns of 

ADHD in diildhood, 

3) the self-report component of the Brown Attention Deficit 

Disorder Scales (BADDS) (Brown, 1996). a device used to 

examine the current symptoms of ADHD in addts, 

Other materials induded a cover letter (Appendix 3, a consent fomi 

(Appendix 6), and an instruction sheet (Appendix 7). Because of the potential 

risks associated with bulimia, participants were provided with a treatment 

resource Iist. 

Wender Utah Ratine Sale (MrURSl 

The Wender Utah Rating Scale (MrURS), dweloped by Ward et ai. 

(1993), is a self-report inventory for aduits which examines chïldhood 

symptoms of ADHD. Individuds rate their behaviour on a Likert-type scale. 

Although the original questionnaire contains 6 1 questions, Ward et al. (1993) 

found that a sub-set of 25 questions was particularIy useful in distinguishing 

between adults with ADHD, adults with depression, and normal controls. 

Scores are calculated by summing the responses for these 25 distinguishing 

questions. A score of 46 or more indicates that an individual may have had 

ADHD as a M d .  

Accordhg to the results obtained by Ward et al. (1993). female 

participants with ADHD obtained a mean score of 65.8 (SB = 14.3). This 

was higher than the mean scores obtained by women with unipolar depression 

(M = 30.5, SB = 15.8) and female control subjects (M = 15.0, SD = 8.5). 

The scores for subjects with depression were significantly lower than those for 

subjects with ADHD but higher than the scores of the control subjects. 



The validity and reliabihty of the WURS has been established by 

severd uivestigators (Rossini Sr O'comor. 1995; Stein et d., 1995; Ward et 

al., 1993; Weyandt. Linterman, 6r Rice. 1995). Several factors support the 

validity of the WURS (Ward et al., 1993). Items on the scale are based on the 

DSM-IV (1994) diagnostic criteria for ADHD. Scores obtained on the WURS 

can distinguish among those with ADHD, unipolar depression, and no 

psydiologïcal disorder. Pearson conelation coefficients between the WURS 

and the Parent's Rating Scale (a weU-established measure of ADHD) indicate a 

moderate correlation ( E  = Al, p = -0005). Finally, treaunent outcome was 

predictable through the use of the W. 

The reliability of the WURS is also well-documented. Rossini and 

O'Connor ( 1995) found that the WURS demonsuated good interna1 

consistency (Cronbach's alpha = .89). Comparable reliability results were 

obtained by Ward et al. (1993) (r = -90) and Weyandt et al. (1995) 

(Cronbach's alpha = -87). Stein et al. (1 995) divided the WURS into 

subscales, and theh results also indicated good intemal consistency 

(Cronbach's alpha range -69 to -89). Other measures indicate that the WURS 

is fairly temporally stable. Weyandt et al. (1995) obtained a Cronbach's alpha 

of -86. Based theii: factor structure, Stein et al. (1 995) found Cronbach's 

alphas ranghg fiom .84 to .90 for each of the factors. This scale appears to be 

useful in recognizing childhood symptoms of ADHD in adults (Ward et al., 

1993). 

Stein et al. (1 995) examined the MrLTRS for gender differences and 

found dif5erent factor stnictures for males and fernales. Questions relevant for 

diagnosing ADHD in women loaded on five factors: Dysphoria, 

Impulsive/Conduct, Learning Problems, Attention and Organization Problems, 

and Unpopular. Two of these factors, Dysphoria and Attention and 



Organization Probiems are similar to two dusters, Mea and Attention, 

induded in BADDS. Although Stein et al.'s (1995) method of scoring the 

WURS may demonstrate good validity and reliability, the curent usefulness 

of this method is limited because n o m  and cut-off scores have not yet been 

estabiished. Ward et de's (1993) scoring method is weIl-established and was 

used for the purposes of this study. 

Because the nomu and cut-off scores provided by Ward et al. (1993) 

are based on the 25-question sub-set, only these questions were used to obtain 

scores for the participants in this study. However, the fulI questionnaire was 

given to the participants in order to maintain methodological consistency with 

Ward et ai. ( 1993) and others who have used the WURS for research (Rossini 

Sr O'Connor, 1995; Stein et al., 1995; Weyandt et al., 1995). 

Although the VVURS is usehi in establishing the existence of symptorns 

of ADHD in chüdhood, Brown (1995) notes that the instrument is somewhat 

limited because it focuses only on the hyperactive type of ADHD. Because the 

predominantly inattentive type of ADHD may be more cornmon in females 

(Hallowell 6r Ratey, I 994; Solden, 1 995), this may somewhat limit the 

effectiveness of the 'WURS for this study. Howwer, the WURS is currently 

the only instrument specifically designed and normed to investigate the 

diildhood symptoms of ADHD of any type in ad&. 

A sample of questions from the VVlJRS is provided in Appendix 8. 

Brown Attention Defiat Disorder Scdes {BADDS) 

The Brown Attention Deficit Disorder Scales (BADDS) are two self- 

report inventories used to assess various characteristics associated with ADHD 

in adolescents and adults (Brown, 1995, 19%). Because the participants in 

this study were adults, only the addt version was used for this study. 

IndividuaIs rate current cognitive and behaviourd characteristics on a 



Likert-type scale. F o q  questions are used to calculate a total score. The 

questions are fiirther diiMded into five symptom dusters: Activation, 

Attention, Effort, Affect, and Memory. The Activation Cluster focuses on 

diffidties concerning the organization and activation of activities necessary 

for work Questions in the Attention Cluster are related to Xnaxntajinling 

attention and mental focus. The Effort Quster contains questions regarding 

one's ability to maintain energy and effort for task completioa Questions in 

the Affect Cluster concem mood management and assoaated social 

interactions whidi may impact one's affect. Finally, the Memory Quster 

contains questions whidi are related to memory furiaions such as forgetfulness 

and encoding information. For a sample of questions from the BADDS, please 

refer to Appendix 9. 

Scores are summed to achieve a total score. A total score lower than 40 

suggests that ADHD is unlikely, but SM possible. A total score between 40 

and 54 suggests that ADHD is not certain, but probable. A total score of 55 

or higher suggests a high probability of the person having ADHD. Each cluster 

has a cut-off score indicating the possibility of statistidy sigruficant 

impainnent in the hc t i on  of that domain. 

According to Brown's ( 1996) normative research, adults with ADHD 

obtained a mean BADDS Total score of 77.9 (Sn = 16.3). This is much 

higher than the mean BADDS Total score obtained by normal convols (&l = 

30.9, SB = 15.8). Scores obtained by males and fernales were not 

significantly different from each other. 

Normative research provides good support for the validity and reliability 

of the BADDS. Like the W, some questions on the BADDS are based on 

the P S M - N  ( 1994) diagnostic criteria for ADHD. Other questions are related 

to additional symptoms associated with ADHD which are not induded in the 



DSM-N (1 994) criteria. Scores obtained on the BADDS by those with 

ADHD (M = 77.9. SD = 16.3) and normal controls (M = 30.9. SD = 15.8) 

are significantly different (5 = 24.7, Af = 183, p < .O0 1). Furthemore, 

cornparisons with Wechsler IQ scores and Bannatyne I n d a  scores support the 

concurrent validity of the BADDS. 

Brown's (1 996) normative research also provides support for the 

reliability of the BADDS. The interna1 consistency for the instrument was 

high, with a Cronbach's coefficient alpha of -96. The Cronbach's coefficient 

alphas for the Clusters ranged fiom .79 to .92. Although Brown (1996) did 

not measure the temporal stability of the adult version of the BADDS, the 

correlation for the adolescent version was .8 7, indicating satisfactory 

reliability. 

The BADDS has two major advantages over other means of assessing 

ADHD in adults. First, the BADDS c m  be used to assess both m e s  of 

ADHD, the predomînantly hyperactive-impulsive type and the predominantly 

inattentive type (Brown, 1995). Normative research by Brown (1 9%) 

demonstrated that there were no significant differences in total scores for these 

two types of ADHD. Second, the BADDS is one of the only scales which has 

been normed to measure adult functioning (Biggs, 1995). Although other 

instruments are available to assess ADHD in adults, for example, the Aduit 

ADD Questionnaire and the CopeIand Symptom Cheddist for Adults 

Attention Deficit Disorder, these scales have not yet been norrned or 

undergone dinical investigation. 

Procedure 

M e r  potential participants contacted me by telephone, any questions 

they had about the study were answered. I discussed ail aspects of informed 

consent with the potential participants by reading the consent form to them. 



The information induded who 1 was, what 1 was doing, what would be 

required of the participants, withdrawal rights, and conditions of 

confidentiality. A screening interview was conduaed to confirm the dstence 

of bulimia in the potential participants. Participants who stated that they had 

received a professional diagnosis were not required to complete this portion of 

the telephone screening, except to report the number of years that they had 

had bulimia. Only those potential participants meeting the DSM-TV (1994) 

crÏteria for bulimia nervosa were induded in the study, with one exception. 

One of these women binged only once a week instead of the two times 

designated in the DSM-IV (1 994). However, she met ail other aitena and 

had been engaging in this behaviour for two years. Whiie this sub-clhical 

behaviour pattern would render a diagnosis of "Eating Disorder Not Othenvise 

Specified," I thought that the duration of this behaviour indicated a problem 

severe enough for this participant to be inciuded in the study. 

Questionnaire packages were mailed to participants after their 

suitability for the study had been estabfished. That is, they had bulimia and 

wished to complete the questionnaires. These packages consisted of the cover 

letter, w o  consent f o m ,  instruction sheet, WURS, self-report sale  of the 

BADDS, the treatment resource list, and a stamped envelope addressed to me. 

Partiapants were required to complete and sign the consent forms and the 

questiomaires. They were then required to mail one of the completed and 

signed consent forms and the completed questionnaires to me using the 

stamped and addressed envelope endosed in their package. 

Pending approval of this thesis, 1 will mail a summary of these results 

(Appendix 10) to those participants who indicated on their consent form that 

they wished to receive such a summaxy. 



Data Analvsis 

Descriptive statistics and demographics with regards to the participants 

and theh history of bulimia were caldated and are reported in the "Resdts" 

section. Demographic information induded age and occupation. With regards 

to th& buümia, professional diagnosis, meeting the DSM-N ( 1994) criteria 

for bulimia, having a history of anorexia nervosa, number of years having had 

bulimia. and number of years recovered (if relevant) are discussed. 

Demographic information and questionnaire scores were detennined. 

The following data analysis was conducted on the WURS and the BADDS, 

induding the BADDS Clusters. 

1. Pearson CorreIation between WURS and BADDS Scores. 

2. Chi-square tests to test for differences on the WURS and the 

BADDS between those who cmently had bulimia and those who 

daimed to have recovered from the disorder, 

3. Pearson Correlations among BADDS Cluster Scores, 

4. MANOVA for BADDS Cluster Scores, 

5 .  Pearson Correlation between BADDS Total score and number of 

years recovered for those participants who daim to have 

recovered from bulimia. 

Where required. a significance level of -05 was set. Data analysis was 

conducted with the Stafistical Program for the Social Sciences (SPSS) for Windavs - . 
Version 7. 



RESULTS 

A total of 34 questionnaire packages were mailed to potential 

participants. Twenty-nine (85.3%) (AU) of the initial 34 participants 

completed and returned the consent forms and questionnaires. Eighteen 

(62.7%) of these 29 participants ment ly  had bulimia (BUL) and 1 1 (27.3%) 

clairned to have recovered fiom bulimia (WC). 

Five (14.7%) of the 34 initial partiapants did not retum the consent 

forms andor questionnaires. Subsequent telephone calls to these women were 

unsuccessful. Two had had their telephones disconnected, and 3 did not 

retum anmering machine messages. These 5 subjects were not induded in 

any portion of the data analysis, but demographic information on this group is 

reported. 

Please note that some information and scores are mavailable due to 

incomplete questionnaires and participants' choice to not respond to some 

questions. Because of this, the number of cases used to calculate h a 1  results 

varies. Additionally, ail reported percemages are based on only the valid, that 

is, fully completed, cases. 

ygphic Information Demo 

Partici~ants Who Did Not Return Questionnaires Five (1 4.7%) of the 

34 initial paniapants did not retum their consent forms or completed 

questionnaires. One of these participants met all the criteria for bulirnia 

except for the purging component of the disorder. That is, while she had 

binged and purged in the p s t ,  at the time she was screened, she only binged. 

The means and standard deviations of the demographic information for 

the participants were as follows. Participants were 24.0 years old (SD = 2.6) 

and had had bulimia for an average of 7.2 years (SD = 4.8). Four (80%) of 

these participants were post-secondaxy students. Perhaps they had been 



occupied with school and either forgot about or did not have time to complete 

the questionnaires. Two of the telephone numbers had been disco~ected. 

Perhaps these women moved, and the documents were lost or forgotten in the 

process. 

ALL Participants The average age of the participants was 29.1 years 

(m = 10.0). Ten (34.4%) were students in a post-secondary institution, 1 

(3.5%) was a working student, 14 (48.3%) were ernployed in various 

occupations (for example, fitness CO-ordinator, account clerk, seaetaxy, 

business owner, dental assistant), 2 (6.9%) were home-makers, and 2 (6.9%) 

were unemployed. 

Twenty (69.0%) of the partiapants had been diagnosed as having 

bulimia by a professional. The remauiing participants were saeened using 

DSM-N (1 994) criteria, and aIl but one participant met the full criteria as was 

previously discussed in the "Methodology" section. 

Participants developed bulimia when they were 18.2 years of age (SI3 = 

7.8) and had had bulimia for 8.0 years (SB = 6.4). Eleven (37.9%) had a 

history of anorexia nenrosa, and 1 (3.4%) developed bulimia first, but did not 

have anorexïa at the t h e  of the study. 

Twenty-seven (93.1%) of the participants discussed treatment. Twelve 

(44.4%) of these 27 participants were currently receiving professional 

treatment, and 5 (1 8.5%) had received treatment in the past. One (3.7%) 

expected to begin treaunent in the summer. The 9 (33.3%) remaining 

participants were currently not in treatment or had not received treatment 

the past. 

Of the eighteen participants who had undergone or were undergoing 

treatment, 9 (50.0%) thought that the treatment that they had received or 

were receiving was hdpful, and 4 (22.2%) said that it was "somavhat" helpful 



or helpful for the underlying causes of disorder, but not the binging and 

purging behaviours. Five participants (27.8%) did not believe that the 

treatrnent was effective or beneficial. 

Treatment methods induded individual counselling by a p~~~hologis t ,  

psychiatrist, or other professional (social worker, nuuitionist) (5 cases - 
27.8%), group treatment ( l case - 5.6%), phamiacotherapy (1 case - 5.6%), or 

a combination of the above methods (2 cases - 1 1.1%). One participant 

(5.6%) found the 12-Step program utilized by Overeaters Anonymous to be 

most helpful, and 1 partiapant (5.6%) attended a residential treatment 

progrm. Three (16.7%) participants believed that a family member, fnend, or 

boyfriend had been the most helpful. Four (22.2%) of these participants did 

not discuss the type of treatment in which they had engaged. 

Subjects were not questioned on medications they had been presaibed 

by professionals, their use of alcohol a d o r  other substances, or their histoxy 

of psychological health (Le., comorbidity) . Howevery some sub jects 

volunteered information on these topics. One participant was taking Ritalin, a 

stimulant commonly used to treat ADHD. One participant stated that she 

had used amphetamines (stimulants) in the past. One participant stated that 

she also had obsessive-compulsive disorder and sleep problems. One 

participant said that she had been diagnosed as "manic depressive." Finally, 

one subject said that she had problems with stealing. - 
The average WWRS score was 48.2 (SB = 16.2), with 26 valid cases. 

Please see Figure 1 for a gaphical representation of this information and a 

cornparison with Ward et d o ' s  (1 993) normative data. Fourteen (53.8%) of 

these participants adiieved a score of 46 or higher, the ADHD cut-off score 

designated by Ward et al. (1993). 



Figure 1 

Wender Utah Ratine Sale  Scores: Com~arison of Bulimia. ADHD. 

De~ressed. and Normal Controls 

Bulirnia 

ADHD 
I 
! / @ Dapressed 

Group 

Note: Bdimia group (n = 26) scores based on partiapants fiom t h i s  study. 

ADHD (n = 8 1), Depressed (n = 7O), and Control (n = 100) groups' 

scores are based on Ward et al.'s ( 1993) normative fernale sample 

subjects. 



BADDS Scores 

Total Score The average BADDS Total score was 57.5 (SB = 24.9), 

with 26 valid cases. Please see Figure 2 for a graphical representation of this 

data in comparison with Brown's ( 1996) normative sample. Thirteen (50.0%) 

of the partiapants achieved a score of 55 or higher, puttùig them in the range 

in which ADHD is highly probable. Five (19.2%) participants' scores were 

between 40 and 54, and 8 (30.8%) participants had scores below 40. 

Cluster Scores Please see Table I for the means and standard deviations 

for each of the Cluster scores achieved by the participants in this study. Table 

1 dso provides a comparison wîth the scores achieved by subjects with ADHD 

and a normal control sample (Brown, 1996). Figure 3 provides a graphical 

representation of this data in comparison with Brown's (1996) normative 

sample. 

Chi-Sauare Tests for Differences 

Some participants daimed to have recovered fiom bulimia. Chi-square 

tests were performed to ensure that the participants who currently had bulimia 

(BUL) and those who dairned to have recovered (REC) were comparable or 

significantly different. That is, were there differences in the percentage of BUL 

or REC participants who reached or surpassed the ADHD cut-off scores 

designated for the WURS or the BADDS? Differences between the BUL and 

REC groups would require separate data analysis be conducted on these 

groups. 

The chi-square result for the WURS was x2 (1, N = 26) = 0.097, p = 

.756 (two-tailed). The &-square result for the BADDS was X2 (1,  N = 26) = 

1.529, p = .2 16 (two-tailed). These results indicate that the BUL and the 

REC groups were not significantly different in their attainment of cut-off 

scores on the WTJIRS and the BADDS. 



Figure 2 

Brown Attention Deficit Disorder Scales Total Scores: Cornparison of 

Bdimia, ADHD. and Normal Controls 

Group 

Note: Bulùnia group (n = 26) scores based on participants from this study. 

ADHD (n = 142) and Control (n = 143) groups' scores are based on 

Brown's ( 1 996) normative sample sub jects. 



Table I, 

Brown Attention Defiat Disorder Scales Cluster Scores: Cornparison of 

Bulimia. AIDHD. and Normal Controls 

Group 

Activation 

M - 
SIT 

Attention 

M - 19.8 19.8 

SI2 8.7 4.5 

Effort 

M - 
SB 

Affective 

M - 
SB 

Memory 

M - 7.8 10.9 4.6 

SI2 3.5 3 -7 2.9 

Note: ' The number of participants with bulimia varies between 26 and 29 for 

each of the BADDS Clusters. 

ADHD and Control based on Brown's (1 9%) normative sample. 



Figure 3 

Br O wn Attention Defiat Disorder ScaIes CIuster Scores: Com~arison of 

Bulimia. ADHD. and Normal Controls 

Bulimia 

1 n ADHD 

i Attention Affect i 
Activation Effort Memory 

BADDS Cluster 

Note: Bulimia group (n = 26 - 29) scores based on participants in this study. 

ADHD (n = 142) and Conuol (n = 143) groups' scores are based on 

Brown's ( 1996) normative sample sub jects. 



W O V A  of BADDS Chste  r Scores betwe en BUL and REC Particm  an^ . . 

While the chi-square test conducted on the BADDS Total score did not 

reveal any siguficant diffeirences between the BUL and REC participant 

groups, 1 wanted to ensure that the BADDS Quster scores were also 

comparable. Quster scores were correlated to deterrnine the mom appropriate 

means of evaluating possible differences on the BADDS Cluster scores. 

Results fiom the Pearson correlation indicated the Clusters were highly 

correlated (-479 < r > -886, p ( .O 1 ) . These significant correlations indicated 

that a MANOVA would be the most appropriate method of waluating possible 

merences on the BADDS Cluster scores.. 

Based on the MANOVA r ed t s ,  no signifiant clifferences were detected 

(Wilk's Lambda = .866, E (5,20) = 0.62 1, p = -685). One group (BUL or 

REC) did not score higher than another on any of the BADDS Cluster scores. 

on Between WURS and BADDS 

A correlation was caiculated between the WURS and the BADDS Total 

scores. The Pearson correlation obtained was 1 = -254 (p = .230). This 

indicates that the MrURS and the BADDS scores were unreiated. 

Correlation Between Years Recovered and BADDS Total Score 

A condation was caldated between the BADDS Total score and the 

number of years participants who daimed to have recovered had been 

recovered (REC). The Pearson correlation obtained was r = - .64I (p = 

-063). This figure is not significant but may indicate a negative trend towards 

fewer ADHD-like symptoms being associated with longer years of recovery. 



DISCWSSION 

Interpretation 

The average WURS score obtained by the participants in this study (M 

= 48.2, SI3 = 16.2) is 2 points higher than the cut-off score of 46 designated 

by Ward et al. (1993). This score is higher than those achieved by the femde 

normal control (M = 15.0, SD = 8.5) and depressed (M = 30.5, SB = 15.8) 

subjects in Ward et d.'s (1 993) investigation, though not as high as that 

achieved by the female subjects with ADHD (M = 65.8, SD = 14.3). 

Furthexmore, 53.8% of the women with bulimia achieved scores which may be 

indicative of ADHD, whereas the rate of ADHD in the general adult 

population is estimated to be approximately 1 - 2% (Shekim et al., 1990). 

The average BADDS Total score obtained by the participants in this 

study (M = 57.54, = 24.89) is within the range which indicates a high 

probability of ADHD. This average score is higher than that reported by 

Brown (1996) for his normative control subjects (M = 30.9, SB = 15.8). 

However, this score is not as high as that obtained by his normative ADHD 

subjects (M = 77.9, SB = 16.3). 

Thirteen (50.0%) of the participants adüeved a score of 55 or higher, 

putting them into a range in which ADHD is considered higfily probable. This 

is much higher than the 1 - 2% general population prevalence estimate for 

ADHD suggested by Shekim et al. (1990). 

The BADDS Cluster scores M e r  highlight the specific areas of 

dysbction demonsuated by the participants in this study. Of parricular note 

is the high score on the Attention Cluster. The average score obtained by the 

partiapants in this study appears to be very similar to, if not the sarne as, that 

obtained by the ADHD participants in Brown's (1 996) nonnative 

investigation. As possible support for this fînding, Jones et al. (1 99 1) fond  



that those with eating disorders have subtle indications of attentional 

difidties. Normal weight females with bulimia had partïdar di f f id ty  on 

tests of focus and execution. The women with bulimia in this study dso 

appear tu have other cognitive difficulties. This is in conuast to the resuits 

obtained by Jones et al. (1 9%). who did not find signifiant def5ats in other 

areas of cognitive functioning, such as memory. 

These figures appear to indicate that the participants in this study have 

several characteristics associated with ADHD. Whether this is because they 

have ADHD is not determinable fiom this study. Additional data analysis 

indicates that such an interpretation be made with caution. Red, in order to 

be considered as having ADHD as an adult, one must demonstrate symptoms 

of ADHD as a M d  (APA, 1994). If these partiapants were Iikdy to have 

ADHD, the scores on the W'WRS and BADDS would be q e a e d  to be 

correlated. The non-signifiant Pearson correlation of g = -254 (p = .230) 

indicates that those who have higher scores on the MrURS do not necessarily 

have higher scores on the BADDS. This lack of relationship may suggest that 

the characteristics of ADHD present in these participants rnay not necessarily 

be rdated to ADHD. 

However, this lack of relationship may also &a because the WURS 

and the BADDS do not measure identical symptoms of ADHD. R e d ,  the 

WURS only saeens for the hyperactive-impulsive type of ADHD, while the 

BADDS can be used to waluate both the hyperactive-impulsive and the 

inattentive types of ADHD (Brown, 1995, 1996). Those with the inattentive 

type of ADHD may not have VVURS scores indicative of ADHD (Brown, 

1995). 

The slightly negative relationship between BADDS scores and the 

number of years REC participants had been recovered also calls the possibility 



that these women have ADHD into question. Recall, one of the dif id t ies  in 

establishing the Wstence of ADHD in adults is the fact that the symptoms of 

ADHD are also comxnon to other disorders, partidarly depression (Milberger 

et al., 1995; Shaffer, 1994; Solden, 1995), which commonly occurs in those 

with bulimia (Braun et al., 1994; Brewerton et al., 1995; Bushnell et al., 1994; 

Herzog et al., 199 1; Margolis et al., 1994). The non-signifiant negative trend 

(g = - -641, p = -063) between the BADDS Total scores and the number of 

years recovered may indicate that maladaptive behaMours may d imi~sh  with 

time. Perhaps the reported ADHD symptoms are merely artifactual. As the 

dyshctional patterns (i.e., binging and purging) directly assoaated with the 

bulimia deaease, so do other negative characteristics (e.g., depression or 

anxiety) which are not directly associated with the bulimia. This negative 

trend may also provide support for the Iadc of relationship between the WURS 

and the BADDS scores. 

Because a diagnosis of ADHD cannot be established based on the 

information obtained from questionnaires alone (Brown, 1995), a diagnosis of 

ADHD c m o t  be established in the participants. However, if these symptoms 

are evidence for the existence of ADHD, this may support a higher than 

average rate of ADHD in women with bulimia. VVhether this possible high 

rate of ADHD is isolated to bulimia or is due to higher comorbidity rates in 

general for those with bulimia is not detemiinable fkom this study. None of 

the bulirnia comorbidity studies examined the presence of ADHD in the 

subjects (Braun et al., 1994; Brewerton et al., 1995; Bushnd et al., 1994; 

Herzog et al., 199 1; Holdemess et al., 1994; Jones et aI., 199 1 ; Margolis et al., 

1994). Because this study appears to be the first which directly examines the 

possibility of a relationship between bulimia and ADHD, the results fiom this 

study cannot be compared to those of other studies. 



The high rate of ADHD-lÏke symptoms f o n d  in the participants with 

bulimia in this study may be a result of higher comorbidity rates in general for 

both disorders. High cornorbi* rates in those with bulimia or ADHD are 

wd-established (Biederman et al., 199 1, 1993, 1994, 1995; Braun et al., 

1994; Brewerton et al., 1995; BushneII et al., 1994; Herzog et al., 199 1; 

Holderness et al., 1994; Lavenstein, 1995; Jones et al,, 199 1; Margolis et al., 

1994; Milberger et al., 1995; Ratey et al., 1992; Shekim et al., 1990; Wilens, 

Prince et al., 1995; Schubiner et al., 1995; Solden, 1995). With the exception 

of Biederman et al. (1994), the few studies which have examuied the 

occurrence of bulimia in those with ADHD have not found the rate of bulunia 

to be higher than might be expected in the general population (Heiligenstein & 

Keeling, 1995; Ratey et al., 1992; Shekim et al., 1990). However, the 

converse may not be me .  That is, ADHD may be more common in those 

with bulimia. 

The reason that other psychological disturbances are found in 

conjunction with eating disorders is not known for certain (Holdemess et al., 

1 994; Swift, Andrews, 6r Barklage, 1 98 6). Biological, environmental, and 

social factors are all believed to contribute to such patterns (Holdemess et al., 

1994). In addition to cornorbidisr studies, phannacological and family genetic 

investigations provide a great deal of support for biological commonalities 

which may undedie some psychological disorders (Biederman et al., 1 992; 

Faraone et al., 199 1 ; Hudson 6r Pope, 1990). 

Determinhg causdity is extremely difficult and certainly not w i t h  the 

scope of this research project. However, some researchers believe that ADHD 

may be an underlying factor in the development of several emotional disorders 

(Huttenbach, 1992). Perhaps ADHD increases one's vulnerability to or acts as 

a catdyst in the development of bulimia. Take, for example, a young woman 
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who, knowingly or not, has ADHD. Biologidy, she may be more vulnerable 

to developing a psychologicd disorder. She may have a history of academic, 

social, andlor emotional difndties. Perhaps, with a history of ADHD in the 

family, her home life was h-aught with conflia and chaos. Even if she 

appeared to others to be intelligent, attractive, and fiiendly, perhaps she did 

not feel she was achieving her acadernic potential, thought she was fat, was 

uncoordinated in sports, or saw herself as "spacey." Perhaps she was very 

energetic or had "spmk," whidi her family interpreted' as rebellion and 

disrespect, and her parents saw a need for control. These ciiffialties may have 

had a negative impact on her self-esteem. which was already a little low, due to 

a slight weight problem, real or perceived. Because of the social pressures to be 

a certain size and look a certain way, this young woman began to diet. Findly, 

she found something at which she could succeed. However, after a while, the 

dieting and deprivation became unbearable. Maybe the chemicals in her body 

became unbalanced. Perhaps she began to eat nomially, only to find that her 

weight began to increase because she had reduced her metabolism through 

dieting. Or, rnaybe she began to binge. In either case, she became fearful of 

gainuig weight. Then, by hearing about it fiom a fiiend, reading it in a 

magazine, seeing it on television, or stumbling on it on her own, she f o n d  a 

way to erase the effects of her over-eating. By taking laxatives, exercising 

excessively, or vomiting, she could eat massive arnounts of food and not gain . 

weight. Before long, this young woman is caught in a cycle of binging and 

PV$W 
Although the partitipants in this study reported high rates of ADHD- 

like symptoms, these syrnptoms may not be related to ADHD. In addition to 

the inabüity to make a diagnosis of ADHD based only on the results obtained 

from the questionnaires, rwo relationships within the data also call the possible 



existence of ADHD into question. First, childhood and adulthood ratings of 

ADHD were unrelated. Second, the longer subjects had been recovered 

(measured in years), the fewer or Iess severe the current symptoms of ADHD 

were. Perhaps some of the "characteristics" of ADHD were related to the 

buümia and not ADHD. Although Weinberg and Bnimback (1 992) do not 

discuss bulimia, they believe that symptoms seen as being the result of ADHD 

may a c t d y  be more rdated to some other disorder. As a example for 

bulimia, perhaps a woman who spends much of her time thinking about food 

and planning binges may appear to others or herself as distractable. If she 

organizes her daily actMties around binging, the rest of her life may be 

neglected and appear to be disorganized. Perhaps she exerases for several 

hours and misses deadlines at work Jones et al. (1 99 1) raise a similar point, 

suggesting that some of the apparent cognitive defiats may be due to the 

physid effects which may result from binging, vornitïng, or using laxatives. 

When examining these two disorders, we must tease out which 

symptorns are rdated to bulimia and which may be related to ADHD. A study 

like that of Milberger et al. (1 995) provides a good modeI. These researchers 

examined comorbidity by eliminating the comrnon criteria for disorders and 

determining how many subjects retained th& diagnoses However, the use of 

such a mode1 is not entirely possible as the diagnostic criteria for bulimia and 

ADHD do not overlap a geat deal. Yet, before the possibility of a link is 

entirely put to rest, note that scores on the WWRS do indicate that some 

diildhood difidties were present in over half (53.8%) of the partiapants. 

The results of this study may present implications for the prevention of 

bulimia. If the high rate of ADHD symptomatology in these participants is 

indicative of ADHD, this disorder may need to be considered as nsk factor in 

the development of bulimia. Huttenbach (1992) believes that ADHD may 



underlie several exnotional disorders. Perhaps ADHD makes one more 

vulnerable to or acts as a catalyst in the development of other disorders, 

induding buümia. If this is me,  parents, educators, and other professionals 

need to take appropriate measures to ensure the best possible outcome for 

children wÎth ADHD. These measures may indude early identification and 

accurate diagnosis with effective interventions and follow-up. Such children 

may need additional assistance in the development of social and academic 

skills and a healthy self-esteem, with the latter bWig particularly crucial. In 

acknowledging that ADHD may make one more biologidy, psychologically, 

andor soaally vulnerable to developing other diEfidties, we wilI be better 

prepared to help aeate more positive outcornes for those children with ADHD 

(Huttenbach, 1992). 

Those with the predominantly inattentive type of ADHD, often females 

(Solden, 1993, tend not to be identified as readily as those who demonstrate 

the externalized behaviows characteristic of the predominantly hyperactive- 

impulsive type of ADHD. Because the behaviours of dismptive children often 

disturb others, these children who "act out" receive a great deal of attention. 

However, in doing this, other children who may require assistance, though of a 

different nature, are overlooked. Parents, educators, and other professionals 

need to be aware of the signs which may indicate a quiet, introverted, and even 

highly intelligent child is at nsk for developing psychoIogica1 difficulties. 

Researchers need to ~rovide information on accurate identification and the 
L 

most effective types of interventions for these Mdren.  

The symptoms of both bulimia and ADHD ex& on a continuum. 

is, the disorders are diagnosed in a more dirnensional, rather than in a 

categorical, manner. While many people may have symptoms of b u M a  

ADHD, those with a clinical disorder demonsuate these syrnptoms more 

That 

or 

often 



andlor with greater intensity. Again, early identification and intervention is 

aucial and may prevent a smaller challenge from becoming a Me-threatening 

problem. For example, if a young girl States a dislike for her body, goes on an 

-me diet, hits when she is angry, or has problems getting organized for 

school, a parent, teacher, or other adult, needs to step in. Her parents can help 

her appreüate her appearance and love her body. School curxidums can 

provide information about about healthy eating habits and a reasonable 

exercise program. Social skiiis programs can help her leam to express her anger 

in a more appropriate manner. A school counsellor can teach her 

organizational strategies. These examples are not intended to ddegate these 

responsibilities to any specific individual or institution, only to provide 

suggestions for intervention. Peer counselling or tutoring may also be usefd in 

some of these situations. 

The possible connection between bulimia and ADHD may also have 

impkations for the treatment of these disorders. Biederman et al. (19%) 

suggest that those with ADHD and comorbid disorders may respond 

differently to treatments than those who have only one disorder. When a 

woman's bulimia is resistant to treatment, perhaps the professional who is 

involved needs to consider that another disorder may underlie her bulimia. If 

a woman with bulimia also has ADHD, she may benefit fiom strategies used to 

cope with diffidties often assoaated with ADHD. Such strategies may 

indude uti]Lizing time managements skills, reorganizing the work environment, 

and reducing distractions at home and in the work place (Nadeau, 1995b). 

Additionally, if a wornan with bulimia is unresponsive to anti-depressant 

treatment, perhaps the use of stimulants should be considered as a 

pharmacological option. 



ons of the Studv - 
This study has severai limitations which warrant consideration. First, 

the sample size was small, and generahations m o t  be made based on the 

r ed t s  of this study. The reSUXts do, however, provide additional information 

on two complex disorders from a novel and interesthg perspective. Future 

studies, by myself or others, should have a larger sample size to ameliorate this 

difficulty. Fuahermore, the chi-square tests and m O V A  did not reved 

differences between the BUL and REC groups; however, had the sample size 

had been larger, Merences may have been detected. 

Second, alternative means of establishing the aistence of bulimia in the 

participants may have been more appropriate. Some participants stated that 

they had been diagnosed by a professional. However, how was this diagnosis 

established? That is, was it reached using DSM-IV (1 994) criteria, whÏch were 

used to establish the presence of bulimia in the participants in this study who 

had not received a professional diagnosis? Having all participants complete an 

assessrnent device for bulimia, such as the Eating Disorder Inventory (EDI) 

(Garner 6r Olmsted, l984), may have been more effective. Perhaps a 

relationship exists between the sevexity of symptoms of buümia and ADHD. 

AdditionaIly, rather than relying on partiapants daims of recovery, such an 

instrument would have provided an objective measure of such reports. 

Relationships between s p e d c  aspects of each of the disorders could also be 

examined by comparing scores on various scales, for example, the 

Perfectionism scale of the EDI and the Effort Cluster of the BADDS. 

However, if these participants do indeed have ADHD, an additional 

questionnaire may have been more than they wodd be willing or able to 

complete. Those conducting research on ADHD should consider the limited 

attention span and other possible cognitive limitations of those with the 



disorder. 

ThÏrd, comorbidity and the use of prescription medications were not 

taken into account. AIthough a few participants volunteered idonnation in 

this area, not all participants were saeened in th is  manner, prwenting me 

fkom investigating it M e r .  Perhaps some of the participants did have other 

disorders, such as affective or anxiety disorders, wiüch may have inaeased the 

possibility that they would have higher scores on the WURS and the BADDS. 

Additionally, one participant was taking Ritrilin. If the medication impacted 

symptoms of ADHD she may have had, her score may have been different. 

Fourth, the type of ADHD being investigated was not defined. R e d ,  

ADHD can be one of three types. However, because the BADDS does not 

enable one to make a distinction based on the results obtained fiom the 

questionnaire, such a designation was not possible in this study. 

Fifth, cornparhg my sample to the normative samples for the WURS 

and the BADDS may have been inappropriate. However, the participants used 

in thÎs study do not appear to be Merent fiom those used by Brown (1996) 

and Ward et al. (1 993). Using a contxol group for this study may have 

mitigated some of this problem. AdditionaIly, exuapolating fiom the WURS 

and BADDS to the addt ADHD prwalence estirnates of Shekim et al. (1990) 

may have been inappropriate. 

Future Research Directiom 

In addition to the research considerations noted with the limitations of 

this study, several other research possibilities &st. In relation to the results 

obtained in this study, the investigation of symptoms of ADHD in women 

with buümia warrants further consideration. While the scores obtained by 

these participants appears to be lower than scores obtauied by those with 

ADHD, women with bulimia appear to have more symptoms of ADHD than 



would be considered "average" or "nomial." However, are these symptoms 

vuly related to ADHD, or are they symptomatic of the bulimia? Perhaps 

some women with bulimia have a Iess severe forrn of ADHD. If women with 

bulunia are more Iikely to have ADHD, what is the exact nature of this 

relationship? Does ADHD make a woman more biologidy vulnerable to 

developing bulimia? Perhaps some of the subtle cognitive impairments 

detected in women with bulimia (Jones et al., 199 1) may be related to ADHD. 

More in depth investigation may provide answers to these questions. 

Because the existence of ADHD in ad& has only recently been 

acknowledged, numerous research questions are open to investigation. How 

many people with psychological disorders also have ADHD? How does an 

adulthood diagnosis of ADHD impact one's career? One's mamage? Why do 

some people with ADHD succeed in life, while, for others, life appears to be a 

continual stniggIe? How do some people with ADHD "make itt' or succeed in 

Me, even if they do not know they have ADHD? How can ADHD be 

distinguished from other disorders when many of the symptoms overlap? 

What are the most effective ueatments for adults with ADHD? How can the 

retrospeaive diagnosis of ADHD be improved? The questions are endess and 

waiting to be answered. 

Much research has been conducted on children with the hyperactive 

type of ADHD, most them boys, who "amut," with little attention given to 

children, most of them girls, who "act-in." Investigators need to pay more 

attention to the latter group in order to gain a more thorough understanding of 

ADHD. Because many of the children with the former type of ADHD are 

male, the understanding of ADHD in males is greater. More research on the 

predominantly inattentive type of ADHD may lead to a clearer understanding 

of ADHD as it occurs in fernales. 1 do not wish to imply that these types of 



ADHD are gender exclusive, because. ClearLy, they are not. However, a 

research bias does exim, and a better understanding of the disorder WU 

encompass all facets of ADHD. 

Future research would greatly benefit from the clarification and 

standardization of the term "attention deficit hyperactivity disorder." 

Cmently, "ADD" and "ADHD" appear to be used interchangeably in the 

literature (Nadeau, 1995a). Perhaps an agreement needs to be reached and 

guidelines established to remove some of the confusion and improve the 

understanding of the researdi being conducted. Such designation would 

improve the darity of the research and increase the understanding of ADHD. 

In addition, the type of ADHD being investigated is not always made clear. 

Recall, ADHD can be one of three types, and despite the main label of ADHD, 

these types are very different. Such a designation would be usefd in the . 

research on and understanding of ADHD. 

Finally, the WURS and the BADDS have a few limitations which rnay 

be mitigated by adjustments based on further research. The instructions for 

the WURS require an individual to recall behaviours and events from 

"childhoodw without s p e w g  any particuiar age. This point has been raised 

by Stein et al. (1995) and was also raised by two participants in this study. 

Such a wide age range, hypothetically from early diildhood to late adolescence, 

rnay call the validity and reliability of the WURS into question. Those 

conducting future research on the WURS or using the VVURS as a measure of 

ADHD may wish to establish a specific age range for subjects to consider when 

completing the questionnaire. Such measures were not taken in this study in 

order to maintain consistency with the methods used in other studies (Rossini 

& o ' c o ~ o r ,  1995; Stein et d., 1995; ward et d., 19%; Weyandt et al., 

1 995). 



The WURS only examines the hyperactive-impulsive type of ADHD. 

Some adjustments could be made to assess the inattentive type of ADHD as 

well, thereby inaeasing its empirical and clinid usefulness. If expanded in 

this marner, such a designation should be able to be made among the three 

types of ADHD. Establishing gender differences and scales (similar to the 

Clusters of the BADDS) for the 'WURS may also be useful, as suggested by 

Stein et al. (1995). 

Although the WWRS can distinguish among those with ADHD, 

depression, and n o d  controls, how do those with other disorders, such as 

anxiety, rate on this scale? To ensure that the WURS is indeed testing for 

ADHD and not symptoms common to other disorders, research on other 

psychiatrie groups may prove usefid. Please note, however, that the WüRS 

has a great deal of research to support its validity and reliability, and these 

suggestions are in no way intended to undermine its usefulness. 

The BADDS also has a few limitations which may be counteracted by 

some modifications. The BADDS has not been tested on those with other 

forms of psychopathology. By doing so, the instrument may be more usefid in 

distinguishing between those with ADHD and those with ADHD-like 

symptoms which are a result of another disorder. Additionally, while the 

BADDS can identify both types of ADHD, no designation is indicated on the 

form. This may not be a large problem in a clinical setting, as a dinician can 

use observation or M e r  testing to establish which type of ADHD is present 

in a given individual. Howwer, if the BADDS is to be used for research 

purposes, such a designation may be benefiaal. Despite these minor 

limitations, this recently developed assessrnent device appears to hold great 

promise. 

1 wodd like to add some cautionary notes with regards to ADHD, 



particularly as it occurs in adulthood. Although ADHD is recognized as a 

disorder which can continue into adulthood, "me" ADHD must be separated 

from 'pseudo" ADHD, whidi can be soudy and culturally induced (HaIIowd 

& Ratey, 1994). Hallowell and Ratey (1 994) suggest that elements of the 

American dtufe.  and 1 would add the Canadian culture, are ADHD-like. For 

exampIe, a rapid pace, high stimulation, violence, anxiety, and disorganization 

are aspeas of ADHD whkh aiso exist on a social levd. These soaal elements 

help to shape the individuals within the society. Perhaps we as members of 

soàety need to recognize that this frantic Pace can have a negative impact on 

our lives. With this realization, we can begin to take the necessary actions to 

aeate a more balanced pace. 

An unidentified colleague of Shaffer (1994) States that ADHD has 

become the mom self-diagnosed condition in his practice and beliwes that 

many may use this "diagnosis," real or imagined. as an excuse for some of the 

difficulties in their lives. This is a vdid concern, and one that warrants serious 

consideration. However, when ADHD goes unrecognized, the effects can be 

equally detrimental (Lomas, 1995). Professionals need to be aware of the 

possibility that ADHD may underlie an individual's problems. If a thorough 

psychological assessrnent shows that ADHD is indeed present, the appropriate 

interventions can then be implemented. 

posed 

Summarv 
To summarize the findings of this study, each of the research questions 

will be answered. 

Researdi Question 1 What percentage of women with bulimia have 

enough symptoms of ADHD to suggest that they may have ADHD? 

Based on the results obtained fkom the WURS, 50.0% of the women 

with bulimia had enough chiIdhood symptoms to indicate the possible 



presence of ADHD. The BADDS reveaied that 53.8% of these women 

currently had symptoms suggestive of ADHD. These figures are much higher 

than the adult ADHD prevalence estimate of 1 - 2% suggested by Shekim et  

ai. (1 990). 

Research Ouestion 2 1s there a positive relationship between 

childhood and adult measures of ADHD? 

No. Scores on the WURS and the BADDS were unrelated. This result 

calls the presence of ADHD in the participants into question. However, this 

lack of relationship could be a result of differences in how the instnunents 

measure ADHD. 

search Ouestion 3 Do those who currently have bulimia have 

more symptoms of ADHD than those who have a histoxy of bulimia? 

No. Both women who currently have buümia and those who have 

recovered from bulimia do not appear to demonstrate marked differences in 

ADHD symptomatology. 

Research Ouestion 4 Do symptoms of ADHD diminish over the 

length of time one has been recovered from bulimia? 

Yes. A non-signifiant negative trend indicated that ADHD-like 

symptoms may diminish over t h e .  This also calls the existence of ADHD in 

women with bulimia into question. If ADHD symptomatology had rernained 

constant, this would have provided additional support for the existence of 

ADHD in these women with brllimia. 

A substmtial percentage of women with bulimia or a history of bulimia 

appear to have symptoms indicative of ADHD. If the high rate of ADHD-like 

symptoms are vuly related to ADHD, this may indicate that ADHD is more 

common in women with bulimia than in women in the general population. 

This may be speafic to bulimia or simply a component of higher comorbidiq 



rates for those with psychological disorders in general. Evidence fiom 

pharmacologicd and f d y  studies support the possibiüty of a biological link 

between bulimia and ADHD. Another possibility is that other ernotional, 

cognitive, or social aspects of ADHD may make an individual more vulnerable 

to developing bulimia. For example, impulsivity may make one more prone to 

going on food binges. Social isolation may cause a young woman to tum to 

food for solace and cornfort. However, the characteristics of ADHD found in 

these women with bulimia rnay be directly related to the bulimia itself and not 

indicative of ADHD at all. Limitations of the study and directions for future 

research are discussed. 

I had severai reservations about examining the topic of bulunia in this 

manner due to my personal vie- on the topic. Research indicates that 

biological. psychologid, familial, and socio-cultural factors all contribute to 

the dwelopment and maintenance of buümia. Striegel-Moore et al. (1 986) 

believe that the socio-cultural factors are primary, a theory with w h .  1 wholly 

agree. The changing role of women, the devaluation of vhous aspects of 

femininity, and the glorification of thinness and beauty in the media all 

contribute to the development and maintenance of bulimia and other eating 

disorders, with the idealization of thinness and beauty being particularly 

significant. The need to mod@ these destructive factors and ideologies c a ~ o t  

be stressed enough. 

However, this study indicates that women with bulimia also have a high 

rate of ADHD symptomatology. Further research may d a e  the exact nature 

of this relationship. If, as Huttenbach (1 992) believes, ADHD does in fact 

underlie some emotional disorders, researchers and diniaans rnay need to 

consider that bulirnia is one of these disorders. With this in rnind, additional 



measures can be taken to prwent, treat, and hopefdly some day eliminate. t h i s  

devastating eating disorder. 
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Appendix 1 

. . News~a~er  Ad to Obtain Partxapants 

Do you have BULIMIA? U of C Grad Student midy. For more information 
please contact Raque1 at 289-99 15. CONFIDENTIAL. 



Poster Ad to Obtai . '  'n Particinants 

Do you have 

BULIMIA? 

If you are interested in 
participating in a study 

on bulimia, or have questions 
about the study, please contact 

AU replies will be 
completely confidential. 



Treatment Resource List 

If you are not currently receiving treatment, you may consider seeking it 
through one of the resources listed below. You may also wish to look in the 
ydow pages of your tdephone book under "counselling" andior '"psychologists." 

Calgary Family Service Bureau 
233-23 70 

Catholic Family Service 
233-2360 

The Pastoral Institute 
265-4980 

Women's Hedth Resources at 
Grace Women's Health Centre 
670-22 70 

Government of Alberta Mental Health Clinics: 
C m t d  - 297-73 11 
Northeast - 297-7 196 
Northwest - 297-7345 
Division Regional Office - 297-4520 



Bdimia Saeenin~ Ouestionnaire 
ID # 

Before 1 c m  mail you the questionnaires, 1 would appreaate it if you could 
m e r  the following questions. If you wish to decüne answering, you may do 
so. Please remember that you may discontinue your participation at any t h e .  

1. Have you been diagnosed as having bulimia by a professional? (If "yes," 
go on to question #3.) 

2. The participants required for this study need to have bulimia. I am 
going to ask you some questions about you and your eating habits. 

a) i - Do you go on eatïng binges? That is, in a distinct period of 
tirne, do you eat a quantity of food larger than what you would 
consider average during a sirnilar peBod of time? 

ii - Do you feel in conuol of these binges? That is, do you feel 
you can stop or control the type and amount of food you are 
eating? 

b) Do you engage in one or more of the following in order to 
compensate for these binges? 
- self-induced voiniting; 
- misuse of laxatives, diwetics, enemas, or other medications; 
- fasting 
- excessive exerase 

C) Approximatdy how many tirnes per week do you binge and 
purge? 

How long has this been ocamkg? 

d) Do you feel your seEimage and self-esteem are Muenced by 
your body weight and shape to a degree greater than is 
warranted? 



3. Do you have a history of anorexïa? That is, have you ever refuseci to 
maintain or obtain an age and height appropriate weight? 

Do you have an extreme fear of gainhg weight or becoming overweight? 

4. What is your age? 

5.  What is your occupation? 

6.  Are you currently receiving treatment? 

If yes, how long have you been in treatment? 

Do you feel it is helping? 

7. In order to mail the other questionnaires to you, 1 need your name and 
address. This information will be destroyed after 1 receive your 
completed questionnaire and consent form. 1 would also like to have 
your phone number so that, should you forget to mail the 
questionnaires back to me, 1 can remind you to do so. 

Address: 

Phone: 



Cover Letter 

Dear Participant: 
I am a graduate student in the Department of Educational Psychology 

at the University of Calgary. To complete the requirernents for my M.Sc. 
. degree, 1 am investigating attentional traits of women with bulimia. This 

project is being conducted under the supervision of Dr. J. Singh. 
As part of this study, you wilI be asked to complete three 

questionnaires, which will take between 15 and 25 minutes.- Please be aware 
that your participation in this study may be tefininated at any time at your 
disaetion and that you may withdraw at any time during this study without 
penalty. You do not need to answer all the questions. 

Participation in this project is not expected to involve risk of h m  any 
greater than those ordinarily encountered in daily Me. 

The questionnaires wili be coded in such a way that your identity will 
not be physically attached to the data whkh you produce. Al1 the information 
obtained is suictly confidentid. The key listing your name and paftiapant 
code number will be kept separate fiom the data in a locked file accessible only 
to myself. This information and the raw data will be physically destroyed at 
the condusion cf the project. Only group data resulting from this research WU 
be published or reported to scientific groups, funding agencies, or govemment 
agencies. 

Endosed, you will find a list of resources that may be hdpful to you. If 
you axe not currently receiving treatment, you may consider seeking it through 
one of the resources in this package. 

If you have any questions regarding this study, please feel free to 
contact myself, Raquel Sdunidt, at 289-9915, Dr. J. Singh at 220-7366, the 
Office of the Chair, Faculsr of Education Joint Ethics Cornmittee at 220-5626, 
or the Office of the Vice-president (Research) at 220-338 1. If you are 
interested, a summary report of this project will be made available to you at 
the completion of this study. Two copies of the consent form are provided. 
Please return one signed copy, dong with the completed questionnaires, to me 
and retain the other copy for your records. 

Thank you for your cooperation. 
Sincerely, 

Raquel Schmidt 
M.Sc. Student, 
University of Calgary 



Consent Fom 

1, the undersigned, hereby give my consent to partiapate in a research 
project entitled "~ymptorns of Attention Deficit Disorder in Women with 
Bulimia: An Exploration," conducted by Raqud Schmidt under the 
supervision of Dr. J. Singh, Assistant Professor. Faculty of Education. 

1 understand that my partiapation involves completing three 
questionnaires and that this should take berneen 15 and 25 minutes. 1 
understand that these questionnaires will be scored and analysed by the 
researcher . 

I understand that my participation in this research project is strictly 
voluntary. 1 understand that my participation in this study may be terminated 
at any time at my discretion and that 1 may withdraw at any time during this 
study without penalty. 1 understand that 1 do not need to answer ail the 
questions. 

1 undemand that the project is not expeaed to involve risk of h m  any 
greater than those ordinarily encountered in daily life. I understand that the 
questionnaires are coded in such a way that my identity will not be physically 
attached to the data which 1 produce. 1 understand that all the information 
obtained is suictly confidentid. The key listing my name and participant code 
number will be kept separate from the data in a locked file accessible only to 
the researcher. This information will be physically destroyed at the condusion 
of the project. 

1 understand that only group data redting fiom this research may be 
published or reported to saentific groups, Eundhg agencies, or goverrunent 
agencies. 1 also understand that participants' identities will not be associated 
with the published results. 

1 understand that if 1 have any questions I can contact RaqueI Schmidt 
at 289-99 15, her supervisor Dr. J. Singh at 220-7366, the Office of the Chair, 
Fadty  of Education Joint Ethics Committee at 220-5626, or the Office of the 
Vice-president (Research) at 220-33 8 1. 

(Date) (Signature) 

- 

(Participant's ~rinted ~ a m e )  



If you are interested in a surnmary report of this studys findings, please 
indude the following information: 

(Ciwrovince) (Postal Code) 



Partici~ant Instructions 

Dear Partiapant: 
For the following questionnaires, please place a check in the box or 

cirde the response whidi best applies to.you. 
After you have completed the questionnaires, please place them, dong 

with one of the signed consent f o m  into the endosed envelope and mail it to 
me. 

Thank you for your time and co-operation. 
S incerely, 

Raque1 Schmidt 
M.Sc. Student 
University of Calgary 



Appendix 8 

Wendex Utah Rau ' n ~  Scale: S a m ~  le Ouestions 

3. Concentration problems. easily distracted. 

12. Sad or blue, depressed. unhappy. 

24. Acting without thinking, impulsive. 

28. Tendenq to be or act irrational. 

41. Trouble with authorities, trouble with school, visits to principal's office. 



Brown Attention Deficit Disorder Scales: Samnle Ouestions 

Activation Cluster: 
2. Experiences excessive diff i .dty getting starred on tasks (e.g., doing 

paperwork or contacting people). 
13. 1s disorganized; has excessive difficulty keeping tradc of plans, money, 

or thne. 
39. Misunderstands directions for assignments, completion of forms, etc. 

Attention Cluster: 
1.  

23. 
32. 

Effort 
12. 

14. 

34. 

Affect 
9. 
18. 

Listens and tries to pay attention (e.g., in a meeting, lecture, or 
conversation) but mind often drifts; misses out on desired information. 
Gets lost in daydrearning or is preoccupied with own thoughts. 
Stares off into space; seems "out of it." 

Cluster: 
Feels sleepy or tired during the day, even after a decent sleep the night 
before. 
Carnot complete tasks in the allotted time; needs exua time to finish 
satis factorily . 
Has sloppy, hard-to-read penmanship. 

1s easily frustrated and éucessivdy impatient. 
1s sensitive to criticism fiom others; feels it deeply or for a long time; 
gets overly defensive. 

30. Tends to be a Ioner among peers, keeps to self, and is shy; doesn't 
associate much with fnends of the same age. 

Memory Cluster: 
7. 1s excessively forgetful about what has been said, done, or heard in the 

past 24 hours. 
15. Intends to do things but forgets (e.g., tum off appliances, get things 

from store, return phone cds,  keep appointments, pay bills, do 
assignments. 

33. Often leaves out words or letters in writing. 



Surnmaxv for Partici~ants 

Dear Participant: 
Thank you for your partiapation in my study. On your consent form, 

you indicated that you would like a summary of the findings from my thesis, 
"Symptoms of Attention D&at Hyperactiviq Disorder in Women with 
Bulimia Nervosa: An Exploration." Here is that SV. 

As you know, bulimia is an eating disorder with the following 
characteristics: binge eating, the use of exueme measures to compensate for 
these binges, and a greater concem with one's body weight and shape than 
would be considered normal. Attention defiat hyperactivity disorder (ADHD) 
is a neurological disorder with impulsiv~, inattention, and hyperactivity as 
the main features. These disorders may not appear to have very much in 
common, and perhaps this is why no one has investigated the possibüity of a 
link between the two disorders. 

However, based on my investigation of the fiterature, I f o n d  that these 
disorders have three major commonalities. First, those with bulimia or ADHD 
o h  have other psychological disorders such as depression or a tendency to 
misuse alcohol or dmgs. Second, anti-depressants have been used to ueat 
these disorders. Third, b o t .  have impulsivity as a common feature. Other 
minor sunilarities exist, however, these three appear to stand out the most. 

My goal was to investigate symptoms of ADHD in women with bulimia. 
To do this, 1 used the data from the two questionnaires you completed. The 
Wender Utah Rating Scale (MrLTRS) investigates childhood characteristics 
indicative of ADHD; the Brown Attention Defiut Disorder Scales (BADDS) 
are used to screen for symptoms of ADHD in adults. 

Initially, 1 had planned to indude only women who mnently had 
bulimia in the study. However, some women who had recovered also 
contacted me and wondered if they would be pennitted to participate in the . 
study as wd. Because 1 thought this might provide additional information, 
these women were also included in the study. 

A total of 29 women paxtlapated. Eighteen of these women currently 
had bulimia and 11 had recovered. The average age of the participants was 
27.7 years. Partiapants had bulimia for an average of 8.0 years. 

Results fiom the WURS showed that 53.8% of the participants had 
enough diildhood symptoms of ADHD to suggest the possibility of the 
presence of ADHD. The BADDS showed that 50.0% of the participants had 
enough symptoms of ADHD to indicate that they might have ADHD. This is 



much higher than the estimated rate of 1 - 2% in the general adult population. 
Please note that this does not mean you have ADHD. A diagnosis 

of ADHD cannot be made based on the results of these questionnaires alone. 
Diagnosing ADHD is a cornpiex process, and such a diagnosis should be made 
ody by a qualifîed professional (e-g., psychologist or psyduauist). 

Because 1 had two partiapant goups (those who currenty had bulimia 
and those wtio had recovered), 1 needed to test for differences between the 
groups. A statisticd analysis showed that the groups were not different 
enough to require separate analysis, so alI the participants were included in one 
PUP-  

Despite the apparently high rate of ADHD symptoms in women with 
bulimia, further data analysis calls these results into question. First, in order 
to be considered as having ADHD as an adult, a person must have 
demonstrated symptoms as a child. M e  the percentages are roughly equal, 
the scores were not corrdated. That means that a person who had several 
characteristics of ADHD as an adult (or a high BADDS score) did not 
necessady have several characteristics of ADHD as a M d  (or a high MrURS 
score). The reverse is aIso m e ;  low scores on the BADDS were not necessarily 
assoaated with low scores on the WURS. If someone had fairly high scores 
on both the WURS and the BADDS, ADHD might be more likely to be 
present. Some limitations in the testing instruments could also explain this 
la& of relationship. 

Second, in my exploration of the data, 1 found that the greater the 
number of years a participant had been recovered, the lower her BADDS score. 
That means that the longer a person had been recovered, the fewer symptoms 
of ADHD she demonstrated. This also calls the dstence of ADHD in the 
participants into question. If the number or strength of chatacteristics of 
ADHD did not change, they might be indicative of ADHD. However, because 
they appeared to diminish with time, perhaps these symptoms might be more 
related to the b W a .  

con dus ion^: Based on the results of the WLRS and the BADDS, 
symptoms of ADHD appear to be quite prevalent in women with barnia. 
However, because of the apparent lads of relationship berneen adult and 
diildhood symptoms of ADHD and fewer symptoms being assotiated with 
more years of recovery, whether these symptoms are vuly indicative of ADHD 
is d e d  into question. 

For those of you who wish to see a complete copy of this thesis, please 
contact the University of Calgary Library. 

If the questionnaires you filled out for this study or this swnmaxy raises 



some questions about ADHD, please contact your physician. 

Thank you, once again, for your time and cooperation. This studv 
would 
future 

not have been possible without you. 1 wish you the best 
endeavors! 

J 

of luck in your 






