THE UNIVERSITY OF CALGARY

The Experience of Women University Students Diagnosed with Attention Deficit
Disorder

by

Sonya Lee Corbin Dwyer

A DISSERTATION

SUBMITTED TO THE FACULTY OF GRADUATE STUDIES

IN PARTIAL FULFILMENT OF THE REQUIREMENTS FOR THE

DEGREE OF DOCTOR OF PHILOSOPHY

DEPARTMENT OF EDUCATIONAL PSYCHOLOGY

CALGARY, ALBERTA

May, 1998

© Sonya Lee Corbin Dwyer 1998



i~l

National Library Bibliothéque nationale
of Canada du Canada
Acquisitions and Acquisitions et )
Bibliographic Services services bibliographiques
395 Wellington Street 395, rue Wellington
Ottawa ON K1A ON4 Ottawa ON K1A ON4
Canada Canada
Your Sie Votre reférence
Our e Notre roférance
The author has granted a non- L’auteur a accordé une licence non
exclusive licence allowing the exclusive permettant a la
National Library of Canada to Bibliothéque nationale du Canada de
reproduce, loan, distribute or sell reproduire, préter, distribuer ou
copies of this thesis in microform, vendre des copies de cette thése sous
paper or electronic formats. la forme de microfiche/film, de

reproduction sur papier ou sur format
électronique.

The author retains ownership of the L’auteur conserve la propriété du
copyright in this thesis. Neither the droit d’auteur qui protége cette thése.
thesis nor substantial extracts from it  Ni la thése ni des extraits substantiels

may be printed or otherwise de celle-ci ne doivent étre imprimés
reproduced without the author’s ou autrement reproduits sans son
permission. autorisation.

Canadi

0-612-31021-3



ABSTRACT

Hermeneutic phenomenological methodology was chosen to explore the
experience of women university students diagnosed with Attention Deficit Disorder.
Most research on Attention Deficit Disorder has been conducted with male children,
resulting in limited knowledge of the disorder in females and adults. The purpose of the
study was to describe and interpret women'’s experience. The study will contribute to
others’ understanding of this experience by presenting it from the women’s perspective.
Eight participants were interviewed at least twice. Four metathemes emerged from the
data, describing the essence of these women’s experience: Robbed of Time, Thoughts
Like a Rubber Ball, Is ADD Real or Manufactured, and Janus-Faced. Possible
implications for educators and mental health professionals, limitations of the study, and

directions for future research are considered.
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CHAPTER ONE: INTRODUCTION

What is the experience of women diagnosed with Attention-Deficit/Hyperactivity
Disorder (AD/HD)? This research focuses on women diagnosed with AD/HD enrolled in
university. AD/HD in adults is still a relatively new area because for decades clinicians
believed that the symptoms disappeared in adolescence. While there is still debate over
its prevalence in adulthood (Fischer, 1997), it is now generally accepted that AD/HD can
be a lifelong condition (Weiss, 1992; Kaplan & Shacter, 1991). Adult women were
chosen for this study because the number of females being diagnosed with AD/HD is
rising and most research on AD/HD has been conducted on male children. This has
resulted in limited knowledge of the disorder in other populations, particularly females
and adults (Schaughency, McGee, Raja, Feehan, & Silva, 1994). While some
practitioners are recognizing that women with AD/HD have different experiences than
men with the disorder because of the socio-political context in which they live (e.g.,
Solden, 1995; Nadeau, 1996), current information about women who are diagnosed with
AD/HD is primarily anecdotal, based on clinical observation.

One reason for choosing women university students is that adult women constitute
the most rapidly growing section of the student population in higher education. Yet, there
is little work on women’s learning in higher education. This is due in part to much of the
research having been conducted on the learning of girls and adolescent females and then
extrapolated to adult women (Hayes & Flannery, 1995). These authors noted that the
characteristics of adult women students are changing along with societal norms and

expectations that may affect their education. So, before research on women’s learning



can occur, researchers need to know what kind of information is relevant to this
understanding. One place to start is with an awareness of the social contexts in which
women’s experiences occur and the personal or emotional meanings women give to their
experiences (Laidlaw & Malmo, 1990).

Current research indicates that women perceive the academic climate to be chillier
than men do, which includes finding university to be an inhospitable environment and
reporting general dissatisfaction with the quality of their educational experience
(Seagram, Gould, & Pyke, in press as cited in Pyke, 1997). In addition, college and
university students with disabilities often encounter barriers to their education, including
a lack of understanding and cooperation from administration, faculty, staff and other
students, and a lack of adaptive aids and other resources (e.g., West, Kregel, Getzel, Zhu,
Ipsen, & Martin, 1993). Attention-Deficit/Hyperactivity Disorder in the college
population is a vastly understudied area (Weyandt, 1995) even though increasing numbers
of students with the disorder are entering colleges and universities (Richard, 1994).
Women university students with AD/HD may be experiencing even more obstacles in
getting an education because they are female and have AD/HD.

This research will add to our understanding of women university students
diagnosed with AD/HD by presenting their experience from their perspective.
Understandings generated from this study may be useful to psychologists, counsellors,
professors, and other professionals interested in improving services for students at post-
secondary institutions. As well, research is needed to develop a better understanding of

clinical indicators of AD/HD in females (Beiderman, Faraone, Spencer, Wilen, Mick, &



Lapey, 1994). Under-identification and under-treatment of females with AD/HD may
have substantial mental health and educational implications (Beiderman et al., 1994).

This study evolved out of my experience as a facilitator of a supportive and
educational group for women with attentional and organizational difficuities. This was
part of a practicum placement position with the Student Resource Centre at the University
of Calgary during the winter of 1996. I was particularly impressed with the diversity, as
well as the similarities, of the women who participated in the group. While many of the
women presented with the same characteristics, these varied in their degree and
pervasiveness. Intrigue about this situation led to my research question.

To explore the way we experience the world, I used, as van Manen (1990)
suggested, my own personal experiences as a starting point. From my practicum
experience, I developed the question “What is the meaning of the lived experience of
women university students diagnosed with AD/HD?” Hermeneutic phenomenology was
chosen as the most appropriate methodology for this study. The purpose of hermeneutics
is to try to ‘grasp’ the essential meaning of the phenomenon by questioning what
something is ‘really’ like (van Manen, 1990).

According to phenomenology, reality is understood only in the form in which it is
perceived and meaning comes from the interpretation given to it by a person (Stainback &
Stainback, 1988). This approach can permit the research process to be an exchange of
perception and interpretation that allows the women to participate actively in the
description and interpretation of their experience. What people say and do is a product of

how they define their world and the phenomenologist’s task is to capture this process of



interpretation (Taylor & Bogdan, 1984).

This chapter has provided rationale for this study. Chapter Two provides a more
detailed review of the literature for its contribution to understanding further these issues
as they are related to the experience of women university students diagnosed with
AD/HD: (a) diagnostic issues for women with AD/HD (b) educational issues for adult
women diagnosed with AD/HD and (c) the school experience of women university
students. Chapter Three outlines the methodology and process of inquiry. Chapter Four
presents the emergent themes and in Chapter Five, the implications of the results of the
analysis, limitations of the study and directions for future research are discussed.

Definition of Terms

Before proceeding, it is necessary to clarify the terms ADD and AD/HD as both
are currently used by clinicians.

Brown (1995) noted that most of the early diagnostic descriptions of the disorder
focused on the hyperactive behaviour of ‘disruptive children’ (p. 93). He explained that
this was the case until research indicated that most of these children had impulsive and
inattentive characteristics in addition to hyperactivity . For many years, these three
characteristics were considered to define the disorder; today some educators, doctors, and
parents still consider a diagnosis of AD/HD only if all three symptoms are obvious
(Brown, 1995).

It was not until the publication of the DSM-III in 1980 and the inclusion of the
term Attention Deficit Disorder that this disorder or the label “ADD” could be used to

label children with or without hyperactivity. However, when the DSM-III-R was
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published in 1987, there was still a lack of research to support the notion that the disorder
may occur without hyperactivity and hence, the diagnosis was renamed Attention-Deficit
Hyperactivity Disorder. The previous diagnosis of ADD W/O that was used to designate
‘without hyperactivity’ was replaced by Undifferentiated ADD. This new label had no
diagnostic criteria, thus questioning the validity of this diagnosis. However, since that
time, many research studies have documented AD/HD with and without hyperactivity
and, as a result, subtypes of AD/HD in the DSM-IV (APA, 1994) include Predominantly

Inattentive Type (Brown, 1995).



CHAPTER TWO: LITERATURE REVIEW

This review is organized into three sections to provide a background for the
phenomenon of concern (Swenson, 1996), the experience of women university students
diagnosed with AD/HD. Osbormne (n.d.) promoted critically reviewing existing research
which may relate to the research question, grouping this research into meaningful clusters
and summarizing these findings. The first section reviews diagnostic issues related to
adult females, including definition and prevalence of the disorder in adulthood. Section
two highlights the importance of focusing on the experience of this population by
examining educational issues for women diagnosed with AD/HD. The third section
explores the experience of women university students.

Rifenbary (1995) suggested that all information, including a literature review,
should be bracketed or suspended until, or completed after, the research is completed in
an attemnpt to elicit the participants’ voices and the details of their experiences, rather than
anticipate specific responses or validate the researcher’s expectations. However, this
information can become a source of knowledge for the researcher to develop
phenomenological interpretation (Ray, 1990). Ray (1990) emphasized that select
literature lets the researcher reflect more deeply on the experience. This literature review
is not intended to be exhaustive (Swenson, 1996) as many of the references to the
literature will occur during the data collection, analysis and discussion. Additional
literature is referred to in the analysis in an attempt to compare and contrast the data with
other known realities, which is an interpretive activity implemented to sort and classify

the data thematically (Boyd, 1993). The different phases of the phenomenological



method were observed in this study as the literature was revisited several times
throughout the data analysis process. The findings of these searches are presented in the
following chapters.
Diagnostic Issues for Females

“Not since the establishment of learning disability as a special education category
has a condition so captivated both the professional community and general public as has
Attention-Deficit/Hyperactivity Disorder” (Reid, Maag, & Vasa, 1993, p. 198). Reid et
al. (1993) also pointed out that like the term ‘learning disability’, Attention-Deficit/
Hyperactivity Disérder is troubled by definitional and diagnostic problems.

Definition and Prevalence of the Disorder

The DSM-IV states *“The essential feature of Attention-Deficit/Hyperactivity
Disorder is a persistent pattern of inattention and/or hyperactivity-impulsivity that is more
frequent and severe than is typically observed in individuals at a comparable level of
development” (American Psychiatric Association, 1994, p. 78). This current edition of
the DSM indicates that there are three subtypes of this disorder, based upon whether
individuals have a predominant pattern of inattention and/or hyperactivity (based on
symptom pattern for the last six months): Attention-Deficit/Hyperactivity Disorder,
Predominantly Inattentive Type; Attention-Deficit/Hyperactivity Disorder, Predominantly
Hyperactive-Impulsive Type; and Attention-Deficit/Hyperactivity Disorder, Combined
Type. The authors suggest most children and adolescents with AD/HD have the
Combined Type but it is not known whether the same is true of adults with the disorder.

A variety of adult AD/HD prevalence rates are reported throughout the literature.



Shaffer (1994) wrote “There have been no epidemiological studies to indicate how
prevalent... AD/HD is in the adult population” (p. 635). Some writers have claimed that
AD/HD is a “common” adult disorder, although they have not indicated their criteria for
“common” (e.g., Milberger, Biederman, Faraone, Murphy, & Tsuang, 1995; Fargason &
Ford, 1994). Without citing his source, Wender (1995) suggested that AD/HD “probably
affects between 2 and 6 percent of the adult population” (p. 134). Other writers have
based their prevalence rates on those of children with the disorder. For example,
Milberger et al. (1995) indicated that AD/HD is estimated to affect 6%-9% of school-age
children, of which 10%-60% persist into adulthood; Fargason & Ford (1994) suggested
that AD/HD persists into adulthood in 11%-50% of childhood cases; Shekim, Asarnow,
Hess, Zaucha, and Wheeler (1990), citing one study, stated that “several follow-up studies
demonstrated that 70%-75% of patients observed continued to have difficulty
concentrating and were overactive and impulsive into adulthood” (p. 416). However, in
the same article, Shekim et al. (1990) claimed prevalence estimates of the disorder in
children are between 3% to 5% of all children and so “it follows” (p. 416) that 1% to 2%
of all adults may have the disorder. The DSM-IV indicated the prevalence rate to be 3%-
5% in school-age children but it does not provide a rate for adults, noting “data on
prevalence in adolescence and adulthood are limited” (APA, 1994, p. 82). So, while it is
clear that there is no agreement on the prevalence rate, either in children or adults, there is
a consensus that the disorder can continue into adulthood. Before exploring some of the
problems with the diagnostic procedure, I will review the literature on the etiology of

AD/HD. This is also an area that lacks consensus. However, it does help to provide



some background for the disorder.

Theories of AD/HD Etiology

The precise causes of AD/HD are unknown at present (Barkley, 1996). Barkley
(1990) pointed out that research in this area continues to be methodologically difficult,
with inconsistent and conflicting results, with most investigators suggesting multiple
etiologies that may lead to AD/HD. In their review of the literature, Goodman and
Poillion (1992) found five domains of causes of AD/HD: (a) environmental,
(b) intellectual/developmental, (c) organic, (d) psychological/ behavioural, and (e) birth
complications. While it is beyond the scope of this paper to examine the thirty-eight
factors found by Goodman and Poillion (1992), I will highlight some of the more
common causes cited. It is important to note that much of the research in this area has
been conducted with hyperactive children, which may not be applicable to children who
are diagnosed with the Predominately Inattentive Type. Wender (1995) suggested that,
until recently, the only data concerning etiology dealt with children with AD/HD, leaving
the question of the relationship between the etiology of AD/HD in childhood and AD/HD
in adulthood unanswered. However, since the disorder requires a childhood onset, he
decided the question is probably irrelevant as the cause presumably plays the same role in
childhood and adulthood.
Neurology

Despite extensive efforts, researchers have been unable to demonstrate consistent
neurobiologic differences between hyperactive children and controls (Zametkin et al.,

1990). The authors stated that as a result, the validity of hyperactivity as a syndrome
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remains controversial. Barkley (1990) asserted that because much of the research on
etiology is neurological in nature which does not allow for direct evidence of causality,
care needs to be taken in interpreting results of this research.

Chelune, Ferguson, Koon, and Dickey (1986) compared the neuropsychological
performances of children with AD/HD and matched controls. The findings revealed a
relatively circumscribed pattern of deficits on tests presumed to measure frontal lobe
inhibitory control. Disorders of the prefrontal regions often result in inattention,
distraction, and an inability to inhibit inappropriate responses (Zametkin et al., 1990).
Chelune et al. (1986) also reported that lesions in this area result in a breakdown of the
regulation of goal-directed activity and impulsive responding, creating difficulty in
suppressing ongoing activities despite environmental feedback that they are no longer
appropriate. The authors did observe that deficient frontal lobe functioning may not
account for all forms of AD/HD or hyperactivity but may explain many of the findings
associated with AD/HD.

Studies on cerebral blood flow indicated patterns of underactivity in the prefrontal
areas and their rich connections to the limbic system via the striatum (Lou, Henriksen, &
Bruhn, 1984). Lou, Henriksen, Bruhn, Borner, and Nielsen (1989) stated that low striatal
activity appears to be a cardinal feature in AD/HD. The authors found striatal regions to
be hypoperfused and by inference, hypofunctional, which was partially reversible with
methylphenidate.

Additional evidence of a biological basis for the disorder is abnormalities in

neurotransmitter function. Raskin et al. (1984) found that a comparison of the



11

cerbrospinal fluid of AD/HD and control children indicated decreased brain dopamine in
AD/HD children. Shaywitz, Shaywitz, Byrne, Cohen and Rothman (1983) found
evidence that deficiencies in dopamine, norepinephrine, or both, may contribute to brain
underactivity because neurotransmitter underactivity occurs in areas of the brain where
dopamine and norepinephrine are most involved.

Barkley (1990) explained that some children may acquire AD/HD secondary to a
significant neurologically compromising event such as head trauma, infection, or hypoxic
injury. These children may present with more severe symptoms during the immediate
post-traumatic recovery period and a lessening of symptoms over time. As well, they
may also show a poorer response to stimulant medication treatment.

Zametkin et al. (1990) found that global cerebral glucose metabolism was 8.1%
lower in the adults with hyperactivity than in controls without hyperactivity. In these
hyperactive adults, glucose metabolism was significantly reduced in thirty of sixty
specific regions of the brain, including the premotor cortex and the superior prefrontal
cortex, which are areas that have been shown to be involved in the control of attention
and motor control. These findings support the role of the frontal lobes in the
pathophysiological processes of hyperactivity.

Richardson (1998) has worked with many AD/HD adults who are addicted to
sugar, especially chocolate (which also contains caffeine). Based on her clinical
observations, she reported that they find that eating sugar helps them stay alert, calm and
focused. She concluded that if the AD/HD brain is in need of more glucose, it would

make sense that the body would find a way to increase the supply of glucose to the brain
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as quickly as possible. However, she did state that it is impossible to sort out what is
pure sugar craving when it is mixed with the stimulating effects of caffeine for people
with AD/HD.

Diet

Lindgren (1994) noted that despite the lack of consistent evidence from controlled
studies of the behavioural effects of sugar, subjective reports of its adverse effects of
producing hyperactivity in children are widespread. He explained that diet is often
disrupted in situations that also disrupt usual patterns of supervision and behaviour
management, such as holidays, parties, and family visits. Therefore, some parents may
attribute the increased activity levels seen in these situations to the food consumed rather
than the other factors present, namely the excitement of the situation.

Other dietary considerations in AD/HD have focused on the Feingold K-P diet
which eliminates all foods containing artificial colourings and additives and naturally
occurring salicylates (found in such foods as almonds, apples, berries, peaches, tomatoes,
and oranges) (Casey, 1993). Research evidence does not support this diet as an effective
treatrnent for hyperactive children, with a very small subset of young children
demonstrating only mild improvements (Casey, 1993).

Genetics

Twin studies have demonstrated support for the heritability of AD/HD symptoms.
Goodman and Stevenson (1989) found that monozygotic pairs were more alike than
same-sex dizygotic pairs on objective measures of attentiveness and parent and teacher

ratings of hyperactivity. The authors found the link between adverse family factors (such
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as parental malaise, marital discord, and parental criticism and coldness toward the child)
and hyperactivity was weak, suggesting that family pathology may be a consequence
rather than a cause of hyperactivity. As well, they found that perinatal adversity
(including low birth weight and second born twins) was not related to later hyperactivity.

Zametkin’s (1996) review of the genetics literature on AD/HD suggests that
much of the early research in this area looked at siblings, not at parents. This focus may
have contributed to a delay in the identification of AD/HD in adults. It is now recognized
that AD/HD is commonly inherited as indicated by the findings that first-degree relatives
of people with AD/HD were at five times greater risk for AD/HD (Biederman, Faraone,
Keenan, et al., 1992).

Hauser et al. (1994) found a strong and specific association between AD/HD and
generalized resistance to thyroid hormone (GRTH), offering GRTH as “a well-defined
genetic disease that can serve as one genetic model of ADHD” while noting that “it is
likely that ADHD is a heterogeneous illness caused by various genetic and other factors”
(p- 757). Alessi, Hottois and Coates (1993) maintained that a direct causal relationship
has not been demonstrated in this area and that the AD/HD may have simply been a
manifestation of the elevated thyroid state of the patients. Bhatara, Kumer, McMillin,
and Bandettini (1994) noted that while definitive answers regarding the relationship
between AD/HD and thyroid disease are elusive, clinically the relationship may be
significant.

While far from exhaustive, this section has presented a sample of the variety of

conditions that have been attributed to the cause of AD/HD. Lorys-Vemon, Hynd,
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Lyytinen, and Hern (1993) explained that since AD/HD is a behavioural diagnosis.
further research is needed to more specifically differentiate the behavioural
manifestations of the disorder before an accurate account of etiology can be presented.
Next, diagnostic problems as they relate to females and adults are discussed.
Diagnostic Problems

Shaffer (1994) offered three major diagnostic problems with adult AD/HD. One
is the requirement of a history of AD/HD in childhood. He discussed the problem of
incorrect recollection on the part of the client who may forget or exaggerate difficulties
experienced as a cﬁild. The second is that a diagnosis of AD/HD frequently occurs with
other diagnoses. It is unclear, he stated, whether comorbidity is a direct consequence of
AD/HD or a manifestation of continuously associated conduct and learning disorders.
Third, some of the clinical features of AD/HD mimic those of other disorders, most
notably, mood and borderline personality disorders. I will continue to explore the DSM
system focusing on comorbidity and differential diagnosis and the role these processes
may have played in the delayed recognition of AD/HD in adults in the next section.

The notion that children outgrow AD/HD by puberty or in adolescence was
challenged in the 1980s when long-term follow-up studies demonstrated that the core
symptoms persisted into adulthood (Fargason & Ford, 1994; Schaughency et al., 1994).
In their foilow-up studies of hyperactive children, Weiss and Hechtman (1993) found
that, for many children with AD/HD, “the core symptoms diminished in intensity by
adolescence” (p. 386). They noted that many adults became indistinguishable from

normal controls, appearing to grow out of their childhood disorder. However, at least one



“disabling” symptom of the disorder continued to cause impairment in functioning in
66% of the adults. The importance of follow-up studies in the research of this disorder
was acknowledged by Biederman, Faraone. Mick et al. (1995) who pointed out that child
clinicians, such as pediatricians, do not usually follow clients into adulthood. These
follow-up studies were a significant contributor to the recognition that AD/HD continues
into adulthood.

Fargason and Ford (1994) suggested that a lack of awareness of the presence of
this disorder in adults is one of the reasons it is under-diagnosed and therefore,
inappropriately treated. Lomas (1995) echoed this observation when he stated “most
psychiatrists rarely consider, detect, or treat adults for attention deficit hyperactivity
disorder” (p. 961). He cited himself as an example, saying throughout his career which
included 12 years as chief of psychiatry in a medical centre, “I cannot think of a single
instance in which attention deficit hyperactivity disorder was even considered as a
possible diagnosis for an adult patient” (p. 961). Fargason and Ford (1994) suggested
that adults with AD/HD are usually self-sufficient although they tend to have poorer
academic and job performance, and lower socioeconomic status than their siblings. A
variety of coping strategies, combined with the lack of awareness among some clinicians,
may have contributed to the delay in recognizing AD/HD in adults.

Brown (1995) pointed out that the more overt and often disruptive behaviour
characterizing the Predominantly Hyperactive/Impulsive Type make it much easier to
recognize and diagnose. Further, the lack of these “noisy” behaviours in those with

Predominantly Inattentive Type can cause individuals with this “silent” subtype to be
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overlooked throughout childhood, adolescence, and even adulthood (Brown, 1995, p. 98;
Tzelepis, Schubiner, & Warbasse, 1995). Although hyperactivity is no longer considered
the hallmark of the disorder, Greenblatt (1994) concluded from the results of her study
that many professionals continue to believe otherwise. She noted that females may be
misdiagnosed or under-recognized because typical hyperactive behaviour is less common
in females. This may be another factor contributing to the recent recognition of the
presence of the disorder in adults. This topic will be revisited in the discussion of gender
issues in the diagnosis of girls and women with AD/HD.
Comorbidity and Differential Diagnosis

Brown (1995) reported that one factor that reduces recognition of AD/HD and
may contribute to the lack of awareness of the disorder among aduits, especially without
hyperactivity, is the problem of comorbidity. He recounted that more than 50% of those
diagnosed with AD/HD also meet diagnostic criteria for at least one other psychiatric
diagnosis. He suggested that since these other disorders, especially in adults, are more
familiar to most clinicians, it is likely that the person with AD/HD and a co-existing
disorder may be diagnosed and treated for the comorbid disorder and not for AD/HD.
Murphy (1993) suggested that

perhaps the most difficult and challenging clinical problem in assessing

and treating adults with attention deficits is differential diagnosis.

Accurate diagnosis of adult AD/HD is far from an exact science--for

instance, the symptoms of AD/HD are common to many other psychiatric

conditions as well. (p. 5)

Fargason and Ford (1994) stated that symptoms of AD/HD overlap with those of

several personality disorders, particularly borderline. Barkley and Murphy (1993)
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emphasized that a diagnosis of adult AD/HD should be excluded if psychotic disorders,
bipolar disorders or borderline personality disorders are present. Kane, Mikalac,
Benjamin, and Barkley (1990) also suggested that the presence of a bipolar disorder
precludes a diagnosis of AD/HD because of the associated attention and organizational
deficits with bipolar disorders. It is often indicated that the concurrent psychiatric
disorders be treated first before assessing the remaining attentional symptoms for the
presence of adult AD/HD. Further, Barkley and Murphy (1993) suggested that “AD/HD
and bipolar disorder are not related in any significant way developmentally, etiologically,
conceptually, or otherwise, and so each should be considered as exclusive of the other at
this stage of our understanding of both disorders” (p. 3).

Barkley and Murphy (1993) suggested that adult diagnoses of anti-social
personality disorder, substance abuse disorder, major depressive disorder, intermittent
explosive personality disorder, and narcissistic personality disorder should not preclude
giving the additional diagnosis of AD/HD to an adult. They presented four reasons why a
diagnosis of AD/HD is warranted in these cases:

1. AD/HD has a far earlier onset than any of these adult disorders, and the
disorder which develops first shouid take precedence.

2. Follow-up studies of AD/HD children into adulthood indicate that small but
significant minorities of clinic-referred chiidren with AD/HD are likely to meet criteria
for a variety of adult disorders.

3. Adding the diagnosis of adult AD/HD may significantly affect treatment

planning.
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4. Considering the diagnosis of adult AD/HD may cause the clinician to look
more closely for its appearance in biological relatives that may have been overlooked.

As well, Barkley and Murphy (1993) suggested that the presence of immediate
social or marital problems with the adult client should also not exclude a diagnosis of
AD/HD as studies demonstrate that most AD/HD children (over 75%) continue to have
significant social adjustment problems in adulthood (the authors’ sources were not cited).
In their analysis of AD/HD and comorbid psychiatric conditions, which corrected for
overlapping symptoms, Milberger et al. (1995) demonstrated that AD/HD was not an
artifact of symptoms shared with other psychiatric disorders and the comorbid conditions
themselves were not an artifact of symptoms overlapping with those of AD/HD.

Contrary to Kane et al. (1990), Kohlberg (1994) reported “since the 1970s, it has
been possible to identify patients who seem to have an overlap between the signs and
symptoms of AD/HD and depressed and/or manic mood disorders” (p. 12), including
bipolar. or manic/depressive, disorder. The author proceeded to discuss treatment of such
an individual and pointed out that “the overlap in symptoms between these various
combinations could be difficult to recognize unless one were familiar with these different
syndromes™ (p. 14). Shekim et al. (1990) found more dysthymic disorder diagnoses
among adults with AD/HD who were not diagnosed with childhood AD/HD than those
who were diagnosed and treated as children. Hallowell and Ratey (1994) reported that
sometimes the first symptom that brings a person with AD/HD to consult a psychiatrist is
some form of a mood disorder, particularly depression (the authors did not distinguish

between despondency, dysthymia or clinical depression). The overlap in the symptoms of
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depression and AD/HD can be significant so differentiating between these two disorders
is sometimes difficult (Tzelepis et al., 1995). On this point, Tzelepis et al. (1995)
suggested “clinicians who are not aware of AD/HD usually ascribe the symptoms of
inattention, susceptibility to frustration, and irritability to depression” (p. 37).

Schubiner et al. (1995) reported that it is becoming apparent that there is a
subgroup of individuals with a dual diagnosis of AD/HD and substance use disorders.
They stated that being diagnosed with conduct disorder as an adolescent increases the risk
of substance abuse. They concluded that since 40%-50% of children and adolescents
diagnosed with AD/HD are also diagnosed with conduct disorder, it is not surprising that
a number of studies found an increased incidence of AD/HD in populations of alcoholics
and other drug abusers. This is consistent with the data of Biederman, Wilens et al.
(1995) who found in their population of AD/HD adults without another co-existing
condition, 40% had a diagnosis of substance use disorders. From this, the authors
concluded that AD/HD by itself significantly increases the risk for psychoactive
substance use disorders.

In a study by Shekim et al. (1990), the majority of dually diagnosed adults with
AD/HD had a diagnosis of generalized anxiety disorder. The authors reported that this
diagnosis was based on symptoms such as difficulty concentrating, restlessness,
nervousness, muscular tension, and difficulty sleeping which, they noted, are common
complaints among adult AD/HD patients. Shekim et al. (1990) suggested that the overlap
between these two disorders needs to be clarified, especially because there may be a

subgroup of patients with anxiety disorders who are AD/HD and may respond better to
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stimulants.

Brown, Madan-Swain, and Baldwin (1991) noted that an important consideration
in diagnosing adult AD/HD is the possibility of gender differences in the comorbidity of
internalizing (e.g., depression, anxiety, and withdrawal) and externalizing (e.g.,
aggression, inattention, and overactivity) psychopathology. Several studies have
suggested that AD/HD symptomology in both genders is characterized by external
behaviour (e.g., Breen & Barkley, 1988), while other studies have indicated that women
diagnosed with AD/HD are more likely to exhibit differences in comorbid patterns,
including internalizing symptoms such as anxiety and low self-esteem (e.g., deHass &
Young, 1984).

While the previously discussed writers suggested that AD/HD can be comorbid
with a host of other DSM disorders, Popper (1991) cautioned that individuals who fulfill
the diagnostic criteria for AD/HD may actually have a completely different disorder. He
suggested some of the AD/HD “look-alikes” (p. 16) included depression, biologically-
based anxiety disorders, schizophrenia, bipolar disorders, stress-induced anxiety states
and child abuse or neglect.

Appropriate diagnosis is an important aspect of comprehensive health care.
Health care reflects cultural models of health and of care. Health care for women
highlights a gender perspective of these cultural models, and therefore, these models
define health, define care and define women (Gadow, 1993). Ratey, Miller and Nadeau
(1995) suggest that women diagnosed with AD/HD are likely to exhibit symptoms of

depression and anxiety which mislead clinicians away from an underlying attention



21
deficit. This reflects clinicians’ view of women’s behaviour through social models that
impact on their interpretation of symptoms. Women’s anxiety and depression may be
comorbid with a diagnosis of AD/HD or a consequence of the disorder because AD/HD
symptoms interfere with women’s ability to live up to social norms and role expectations
(Ratey et al., 1995).

Penfold and Walker (1983) suggested that the effect of a woman’s daily
experience, while living out her expected role, is seldom considered by mental health
professionals when diagnosing depression. They pointed out that depression is viewed as
a cause rather than. a consequence and is the most frequently overlooked symptom. Most
women diagnosed with AD/HD have suffered years of failure and frustration in school,
work, and social arenas. Many have repeatedly heard negative messages highlighting
their weaknesses from parents, teachers, spouses, friends or employers. An effect is
internalization of these negative messages (Murphy, 1995). “Symptoms” of depression
may be normal reactions to such difficulties and feelings of inadequacy. Mental health
professionals working with women need to be aware of the role that the structure of
society plays in women’s health so that women may receive accurate diagnoses.

Kaplan (1991) noted four elements key to the traditional definition of depression:
(a) the experience of loss, (b) the inhibition of anger and aggression, (c) inhibition of
action or assertiveness, and (d) low self-esteem. She suggested that psychology needs to
make fundamental changes in its thinking about depression in women. Kaplan stated
current research indicates that the capacities to act in the world, the expression of anger,

and a person’s sense of being validated by societal norms and expectations, are all



gender-based, influenced by socialization. Women usually inhibit anger and action to
preserve relational ties (Kaplan, 1991) since their sense of self-worth relies heavily on
their sense of their ability to make and build relationships (Gilligan, Lyons, & Hanmer,
1990). Is it any wonder that women outnumber men by about two to one for the
diagnosis of depression (Worell & Remer, 1992)?

Murphy (1993) emphasized that a thorough assessment to rule out the presence of
other conditions is crucial to an accurate diagnosis. He said this is also true even if the
adult was diagnosed with AD/HD as a child because an earlier clinician may have been
wrong, if, for example, the child was in the early phases of developing manic-depression.

Organic disorders that can mimic AD/HD include petit mal and partial complex
seizures, traumatic brain injury, sensory deficits (particularly hearing impairment),
medication toxicity, lead toxicity, renal disease, hepatic disease, thyroid disease, and
substance abuse or withdrawal (Fargason & Ford, 1994). Other conditions that need to be
ruled out are Post-Traumatic Stress Disorder, chronic abuse since infancy, or ‘symptoms’
induced in adulthood by a frantic lifestyle, juggling multiple roles or even too much
coffee (DeMuth, 1996).

It appears that the problems of overlapping symptoms of AD/HD with other DSM
and organic disorders and the prevalence of comorbidity of psychiatric conditions with
AD/HD are major factors that contributed to the delay in the recognition that AD/HD can
exist in adults. It should be noted that when the ‘misdiagnosed’ or comorbid condition
was treated and not AD/HD, clients did not respond to the typical treatment (Weiss, 1992;

Ratey, Miller, & Nadeau, 1995), emphasizing the need for an appropriate diagnosis. For
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the majority of psychiatric disorders, there appears to be a consensus regarding the
comorbidity with AD/HD. However, there seems to be mixed results concerning bipolar

disorders.

The Role of the DSM-IV in Recognizing AD/HD in Females

Power and DuPaul (1996) claimed that the most significant modification made in
the DSM-IV is its reaffirmation of the distinction between AD/HD with and without
hyperactivity. As noted in the introduction, this distinction was vague in the DSM-II-R
because committee members were not convinced sufficient evidence existed to validate
this distinction (Power & DuPaul, 1996). DSM-IV field trials for AD/HD in children and
adolescents conducted by Lahey et al. (1994) supported the decision to subdivide AD/HD
into three subtypes. Their results also indicated that the three subtypes were found to
differ in terms of types of impairment, age, and sex ratio. For example, more females
tended to meet the criteria for the Predominantly Inattentive Type while more males met
the criteria for the Combined Type. As well, they found that the DSM-IV definition
appeared to be less biased than the DSM-III-R toward the symptom pattern typical of
elementary school boys, because more girls and preschool children were identified with
the DSM-IV criteria (Spenciner & Cohen, 1994-95).

As Power and DuPaul (1996) noted, DSM-IV criteria do not account for the
developmental changes in the expression of the disorder across the life span. They
suggested that the content of the criteria and the diagnostic thresholds are largely relevant
to children between the ages of six and eleven years, and noted that the “overriding

emphasis of the hyperactivity-impulsivity symptoms is on overt motor activity” (p. 291).



They did point out that many of the symptoms in the inattentive domain could be
considered relevant for adults. However, the single threshold of six out of nine symptoms
in each domain provided by the DSM-IV does not appear to take into account research
which suggests a lower threshold for adults (Power & DuPaul, 1996).

Murphy and Barkley (1996) reported that the published DSM-IV guidelines were
developed exclusively on children. Their preliminary data, consistent with that of Power
and DuPaul (1996), suggested that the current DSM-IV thresholds for the diagnosis of
AD/HD are too high for the adult population, and cannot be applied to the diagnosis of
AD/HD in adults.

Wylie (1995) claimed that “some argue that the prevalence of certain diagnoses
reflects the changing tides of political, economic and social trends at least as much as the
discovery of new diagnostic populations that objectively meet improved criteria” (p. 29).
She pointed out that Genova (n.d., as cited in Wylie, 1995), a psychiatrist in the United
States, suggested that managed care influenced changes in diagnostic categories in the
DSM-IV. These changes represent a shift away from diagnoses which are identified as
requiring long-term, intensive and expensive therapy. Genova predicted that AD/HD will
become the fad diagnosis of the late 1990s because it is a very well-defined condition
which lends itself to a short-term, biological treatment that managed care prefers. This
role suggests a misuse of the DSM-IV.

While the DSM-IV’s distinction between AD/HD with and without hyperactivity
appears sound and an improvement over the DSM-III-R, its focus on children is of

debateable relevance to adults. Research on adults is critically needed (e.g., prevalence
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rates, types of symptoms demonstrated by adults as compared to children, and the number
of symptoms that should be required for an adult diagnosis).

Gender Issues in the Diagnosis of Childhood AD/HD

Why are so few females diagnosed with the disorder compared to males? I will
begin with a look at the gender differences in the diagnosis of childhood AD/HD.

Before proceeding, I would like to note that the samples used in many of these
studies have important implications for interpreting their results. First, Barkley (1995)
pointed out that studies often used very small sample sizes when evaluating gender
effects. For example, in their study, Silverthom, Frick, Kuper, and Ott (1996) had a
sample size of eighty children who were diagnosed with AD/HD: thirteen girls and sixty-
seven boys. Silverthomn et al. (1996) noted that difficulty in obtaining large samples of
girls diagnosed with AD/HD has hindered past research efforts. Second, Epstein,
Shaywitz, Shaywitz, and Woolston (1991) emphasized that the source of a sample can
significantly influence the outcome of a study. Barkley (1995) appears to agree and
reported that whether or not gender differences were found on ratings or lab measures
(such as continuous performance tests) of AD/HD symptoms had a lot to do with whether
the samples came from community populations screened for the disorder or from samples
drawn from clinic referrals. He offered the possible explanation that females sent to
clinics may need to show more severe symptoms, relative to other females, before
triggering such a referral. Third, Silverthorn et al. (1996) reported that the focus of past
research has been on sex differences in the primary symptoms of AD/HD, ignoring

possible differences in the pervasiveness of the symptoms and the degree of functional
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impairment associated with the symptoms. And fourth, Silverthorn et al. (1996) claimed
“inconsistent and often inadequate definitions of AD/HD hurt interpretations of results”
(p. 52) (e.g., only using hyperactive children in their samples). The noted characteristics
of the samples suggest any resulting conclusions be viewed with some caution.

One intriguing aspect of attention deficit hyperactivity disorder...is the

strong male predominance of the disorder. The male: female ratio

generally ranges from 6:1 to 9:1 in community samples of prepubertal

children...Unfortunately, research has yet to explain the reason for this

male predominance (Silverthorn et al., 1996, p. 52)

Silverthorn et al. (1996) reported that in general, the research on sex and AD/HD suggests
that boys and girls with AD/HD show more similarities than differences in the number
and types of symptoms and problems in adjustment. These authors found that, contrary to
a popular assumption, girls with AD/HD did not exhibit a more severe form of the
disorder.

Biederman, Faraone, Spencer et al. (1994) claimed that because conduct disorder
is associated with severely disruptive behaviour, it is likely to lead to a parent- or teacher-
initiated referral of the child. Since conduct disorder is perceived to occur less frequently
among AD/HD girls than AD/HD boys (deHass & Young, 1984; Barkley, 1995), this may
explain why girls are less likely be referred (Biederman, Faraone, Spencer et al., 1994) or
on the other hand, as Barkley (1990) suggested, this may explain the frequent referral, and
therefore, the higher rate of males in clinic populations.

Nadeau (1996) claimed research has shown that parents and teachers focus more

on boys who are experiencing academic difficulties than girls. She proposed traits that

are typical of Predominantly Inattentive Type girls: shy, introverted, hypersensitive to
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criticism, nonassertive, inefficient, daydreamy, try hard to conform to teacher and parent
expectations, easily embarrassed, and very reactive to stress. She suggested that
compliant girls who sit quietly at their desk unable to complete their work may be
considered immature, passive, or as having less academic potential, characteristics which
may not be likely to initiate a referral. As well, Nadeau (1996) suggested that while girls
diagnosed as Predominantly Hyperactive-Impulsive Type may share some characteristics
with boys diagnosed with the same subtype (such as argumentativeness and defiance), the
girls also have different traits including being hyper-talkative, hyper-social, and having
intense emotional reactions. The characteristics in girls may present as contradictory and
lead a teacher away from considering the possibility of the presence of AD/HD, and, as a
result, these girls may not be referred for assessment.

Barkley (1995; 1996) has proposed that gender referenced criteria should be
developed for the diagnosis of AD/HD. He suggested that “a cutoff score should be
gender-based with girls being defined as deviant relative to their own gender-based
population norms and boys defined similarly relative to their own gender-based norms”
(1995, p. 2). Gordon (1996) took exception to this recommendation, and stated “While
controversy and uncertainty abound in the field of AD/HD, one thing is clear: This is a
disorder that prefers males.” (p.1) Gordon (1996) did not clarify whether he was
referring to all three subtypes of AD/HD. Nevertheless, this seems to contradict Lahey et
al.’s (1994) findings previously discussed in this chapter, that more females tend to meet
the criteria for the Predominantly Inattentive Type while more males tend to meet the

criteria for the Combined Type (youths diagnosed with the Combined Type did not differ
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significantly on sex ratio from those who met criteria for the Predominantly Hyperactive-
Impulsive Type). It is also interesting to note that Lahey et al.’s (1994) findings indicated
that the clinicians who provided validation for the new criteria before it was published in
the DSM-IV “essentially ignored inattention symptoms in making the clinical diagnosis
of attention deficit disorder with hyperactivity” (p. 1679). As well, McGee, Williams,
and Silva (1987) pointed out that as a result of the emphasis in the research on AD/HD in
boys, AD/HD has acquired a connotation of being a predominantly boys’ disorder. Berry,
Shaywitz, and Shaywitz (1985) believed that due to this situation, professionals often fail
to consider the pogsibility of AD/HD in girls and so only the most severely affected girls
are referred and diagnosed. Perhaps these conclusions contributed to Gordon's (1996)
claim “that AD/HD is more of a “guy thing™™ (p. 2).

Ther