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ABSTRACT 
 
 
 The present study explored issues related to adolescents with ADHD and the 

families in which they belong from a developmental contextual and lifespan perspective.  

Both deficits- and strengths-based approaches were used to investigate parental 

perceptions of family stressors and available family resources; and individual family 

members’ (adolescents with ADHD, mothers, fathers, and sibling adolescents) 

perceptions of positive and negative family characteristics and feelings relative to 

ADHD.  Additionally, the target adolescents’ perspectives on the meaning of ADHD in 

their lives and personal and family resources and strengths were examined. 

 Forty adolescents diagnosed with some form of Attention Deficit Hyperactivity 

Disorder (ADHD) and their household family members (mother, father, and/or adolescent 

sibling) participated.  Hierarchical linear modeling (HLM) was used to analyze family-

level data.  Results revealed that the number of family members with ADHD did not 

significantly affect all family members’ reports of general family stressors, strains, and 

distress; however, it did significantly affect reports from mothers in terms of perceived 

family resources and opinions specific to ADHD:  Mothers (but not fathers) reported 

significantly more resources when only the target adolescent had ADHD and fewer 

resources when additional family members had the disorder.  Also, mothers reported 

more non-supportive factors, such as teachers and relatives not understanding ADHD, 

when more than one member of the family had ADHD.  Additionally, fathers reported 

more supportive factors, such as adolescents being creative, when only one member of 

the family had ADHD.  The adolescents with ADHD perceived their own strengths as 
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getting along well with others, having high energy levels, and/or being involved with 

music.  By using a mixed research design, the present study integrated quantitative and 

qualitative information to provide a better understanding of the hassles that adolescents 

with ADHD encounter, as well as the resources and strengths they use to meet their 

environmental challenges at this particular point along their developmental paths.  
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CHAPTER I 

INTRODUCTION 

 
 

Our society places enormous value on conventional behaviors, well-regulated 

emotions, strong interpersonal skills, focused attention, keen organization, and academic 

success such that a label has been created to describe an individual who is lacking in 

these areas:  Attention Deficit Hyperactivity Disorder (ADHD).  ADHD is a diagnosis 

that impacts individuals as well as those who interact with them on many levels, 

including psychological, emotional, social, behavioral, academic, and vocational.  The 

main characteristics or symptoms of ADHD include inattention, impulsiveness, and 

hyperactivity.  These characteristics impact an individual’s goodness-of-fit or lack-of-

match with his or her environment, which can often result in stress.  This stress is 

believed to occur throughout the lifespan, although aggravated or alleviated by a variety 

of environmental, societal, cultural, and chronological characteristics. 

Adolescence is of particular interest because of the many opportunities for growth 

and development that arise during this period of the lifespan (Compas, Hinden, & 

Gerhardt, 1995).  What is the meaning of ADHD in the lives of adolescents with this 

label/diagnosis?  How are families impacted when the diagnosis is present in their 

adolescent member?  Does this change when more than one member within the family 

has the diagnosis?  These are questions that have not yet been fully explored in the 

ADHD, adolescent, or family literature.   
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Much time has been spent researching the effects of medication and behavioral 

treatment for individuals with ADHD (e.g., Abramowitz, Eckstrand, O’Leary, & Dulcan, 

1992; Conners et al., 2001; Pelham et al., 1993; Pelham et al., 2002; Wells et al., 2000), 

but far less research has been conducted to investigate the effects of ADHD on entire 

family systems and how all members of the system react and adapt.  Additionally, 

research involving “family” stress and ADHD has focused mainly on young children with 

the disorder and has relied heavily on maternal-only reports of stress specific to parenting 

young children (e.g., Baker & McCal, 1995; Fischer, 1990).  Few studies have involved 

multiple informants/family members (e.g., mothers, fathers, siblings) when discussing 

ADHD as a psychopathology or potential stressor (Johnston & Mash, 2001; Phares, 

1996).   

According to Furstenberg (2000), the majority of studies involving adolescence in 

the 1990’s focused on problem behaviors, thus assuming a deficits-based approach.  A 

small number of studies focused on conventional behaviors that lead to successful 

adolescent development and adjustment, which would utilize a more strengths-based 

approach.  The authors endorsed the use of systematic, qualitative studies regarding how 

adolescents and their parents and teachers construct the world and navigate successes and 

failures within it.  They promoted a strengths-based approach that examines how 

successes are socially constructed by individuals, families, and communities-at-large.  

Some studies attempted to identify protective factors and competencies in adolescence 

that influence or promote more positive developmental trajectories.  
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Identification of intrinsic strengths within adolescents with ADHD occurs rarely 

in the volumes of literature on the subject.  Because the ADHD label connotes deficiency 

and abnormality, virtually all of the research about it focuses on those aspects.  Within 

Litner’s (2003) article that reviewed the characteristics of ADHD in adolescents and 

advocated building new strengths within these individuals, one sentence referred to 

possible inherent individual strengths, including creativity and entrepreneurial skills, and 

acknowledged that their special talents in some areas may outweigh their deficits in other 

areas.  Rather than advocating further investigation regarding how and why these talents 

could be explicitly identified (even valued) and nurtured to promote success, the author 

embedded the “strengths” sentence within a paragraph focusing on the negative and 

unfortunate traits of ADHD. 

The strengths-based approach provides a promising step toward guiding our 

understanding of how and why healthy development occurs, even under suboptimal 

conditions, to promote overall wellness and success among individuals and families.  

Patterns of adaptation and resilience within families, as well as inherent strengths within 

adolescents with ADHD, can help to determine healthy, positive resources as well as 

overall success.   

The present study will attempt to inform a developmental approach to ADHD by 

viewing it within the context of individuals as well as families and, to some extent, 

communities.  A mixed (quantitative and qualitative) cross-sectional design will be used.  

The information, gained from multiple informants, is expected to provide insights 

regarding what stressors are perceived to be prevalent by various family members, 
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whether these stressors increase when multiple family members have the disorder, and 

which resources are most helpful during a particular time (i.e., when the target member is 

an adolescent with ADHD) along the developmental continuum.  By attempting to use 

the qualitative results to enhance the quantitative results and beginning to use a person-

oriented approach rather than only a variable-oriented approach, we can more fully 

explore the ADHD phenomenon and its impact on adolescents and their family members.  

The information gained will be used to inform and additionally explore the meaning of 

ADHD in the lives of adolescents, including inherent and developed strengths they and 

their families possess as means to successfully meet the environmental challenges they 

encounter. 
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CHAPTER II 

REVIEW OF LITERATURE 

 
 

ADHD as a Developmental Disorder 

Attention Deficit Hyperactivity Disorder (ADHD) is defined as a neurobiological 

condition that significantly affects an individual’s psychosocial and behavioral 

development and is present in approximately 3% to 7% of the general population 

(Barkley, 1997; Blanchard, Gurka, & Blackman, 2006; Resnick, 2000).  The core 

symptoms of ADHD in childhood are as follows:  hyperactivity (restlessness, an over-

abundance of activity); impulsivity (difficulty inhibiting an immediate response to 

stimuli); and attentional difficulties (inability to initiate focusing on a task, to remain 

focused for long periods of time regardless of the task, and to be free from distractibility) 

(Barkley, 1992; Weiss, Hechtman, & Weiss, 1999).   

There are four subtypes of ADHD, depending on the prevalence of the 

previously-mentioned symptoms, as follows:  primarily hyperactive-impulsive type, 

primarily inattentive type, combined type (hyperactive + inattentive), and ADHD not 

otherwise specified (American Psychiatric Association, 1994).  There is relatively wide 

agreement that these symptoms are first apparent in infancy or early childhood, although 

concerns may not come to professional attention until the child begins attending school 

(Campbell, 1985; Resnick, 2000).  Studies have found continuity between the symptoms 

of childhood ADHD and adolescent ADHD (e.g., Biederman et al., 1998).  This disorder 
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is associated with patterns of psychiatric, cognitive, academic, interpersonal, and family 

functioning deficits in both children and adolescents (Biederman et al., 1998; Barkley, 

Fischer, Edelbrock, & Smallish, 1990; Fischer, Barkley, Fletcher, & Smallish, 1993; 

Taylor, Chadwick, Heptinstall, & Danckaerts, 1996).   

Until the 1970’s, ADHD was believed to dissipate or be outgrown when a child 

reached adolescence; however, several prospective longitudinal research studies have 

revealed that the disorder continues into adulthood in the majority of individuals (Barkley 

et al., 1990; DuPaul, Guevremont, & Barkley, 1991; Weiss & Hechtman, 1993).  ADHD 

is now considered a developmental disorder that manifests itself somewhat differently 

over time.  As environmental expectations and challenges change over a person’s 

lifetime, the symptoms of the disorder present in different ways (Harrison & Sofronoff, 

2002; Teeter, 1998).  For example, a behavior of not sitting still as a 5-year-old in a 

kindergarten classroom may evolve into a behavior of inconsistent academic work as a 

15-year-old and frequent job changes as a 35-year-old.  Thus, ADHD manifests itself 

differently based on a person’s environment and expectations of self and others, which 

change throughout the lifespan. 

Effect of ADHD on Adolescents 

In addition to the core deficits of ADHD (or possibly because of them), 

adolescents with this label often have behavioral, emotional, and interpersonal problems 

in their home, school, and work environments (DuPaul et al., 1991; Litner, 2003; Quinn, 

1997; Teeter, 1998; Whalen et al., 2006).  Many adolescents with ADHD experience peer 
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rejection and troubled relationships with siblings and parents.  They are often perceived 

as immature and have low self-esteem (Litner, 2003; Mulsow, O’Neal, & Murry, 2001; 

Quinn, 1997; Teeter, 1998; Weiss et al., 1999).  These characteristics understandably 

impact an adolescent’s abilities to develop a sense of autonomy and social competence.  

He or she may have difficulty communicating thoughts coherently and cohesively, 

controlling impulsive behaviors, remembering and following complex directions, and/or 

allotting attention to salient information or tasks.   

Compas et al. (1995) explained that views of adolescence in general have evolved 

from a period of stress and turmoil to a period of opportunities for positive growth and 

development.  The authors identified three major theoretical and research themes for 

adolescence, as follows:  1.  complex models of adolescent development that involve 

biological, psychological, social, and contextual factors; 2.  adolescent developmental 

trajectories related to pre- (childhood) and post- (adulthood) growth and development; 

and 3.  risk and protective processes that differentiate bonadaptive and maladaptive 

developmental trajectories.  All of these themes are consistent with a perspective of 

developmental contextualism across the lifespan.  The authors further acknowledged the 

wide variability of development in adolescence and described five developmental paths 

that have been identified through research involving both “normal” and problematic 

development during adolescence, as follows:  1.  stable adaptive functioning; 2.  stable 

maladaptive functioning; 3.  adolescent turnaround or recovery; 4.  adolescent decline; 

and 5.  temporary maladaptation during adolescence only.  These categories can be 

helpful when considering an individual’s developmental path or trajectory. 
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Using the identified developmental pathways as a means to discuss adolescent 

development, ADHD would be considered an individual risk factor for the stable 

maladaptive functioning or adolescent decline pathways.  ADHD is typically considered 

an early-life risk factor associated with the more chronic life-course-persistent pathway, 

or the problems associated with ADHD that were “minimal” in early childhood have 

become more substantial over the years, resulting in further decline during the adolescent 

years.   

 Compared to “typical” adolescents, those with ADHD have a higher risk for grade 

retention, dropping out of school, special education placement, family conflicts, social 

difficulties with peers, drug and alcohol problems, and arrest and juvenile delinquency 

(Barkley, 1997; Barkley et al., 1991; Biederman et al., 2004; Kendall, Hutton, Beckett, & 

Leo, 2003; Lambert, 1988; Teeter, 1998).  These characteristics may be at least partially 

explained by the following:  Masten & Coatsworth (1998) reported that typically-

developing individuals become increasingly better at directing their attention over time 

and that adequate attention regulation is associated with good social behavior and peer 

popularity.  The authors contrasted this typical development with difficulties in attention 

regulation and cited ADHD, antisocial behavior, and poor academic performance as 

characteristics of individuals with poor attention regulation.  They further explained that 

social competence has been linked with lower stress reactivity and higher self-control of 

attention and behavior.  Unfortunately, these are the very areas in which adolescents with 

ADHD have difficulty.   
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 Kendall et al. (2003) used qualitative methodology to examine the perspectives of 

39 children and adolescents (ages 6-17) with ADHD as well as their mothers.  Findings 

revealed that several participants viewed themselves as “slow learners” and demonstrated 

poor school performance.  They self-reported having difficulty following rules, 

interacting with others, and managing anger.  Additionally, they reported feeling sad, 

angry, frustrated, and ashamed much of the time.  The authors surmised that the 

participants’ feelings were related to all of the learning and behavioral problems in their 

lives.  The authors also concluded that the participants considered their identity to be very 

intertwined with ADHD:  “These children often talked about ADHD in terms of who they 

were, rather than the symptoms they experienced.  ADHD seemed to define much of who 

they were” (p. 122).  In addition to this study regarding ADHD and negative self-image, 

several studies involving ADHD and various risk-related behaviors have been conducted 

and are discussed in the following paragraphs. 

Misconduct in Home and/or School Settings 

 Biederman et al. (1998) assessed an ADHD group (n = 140) and a non-ADHD 

group (n = 120) of Caucasian males between the ages of 6 and 17 years.  Members of the 

groups were re-assessed at 1- and 4-year follow-ups.  Results from the 4-year follow-up 

revealed that cognitive and school functioning variables showed significantly more 

impairment among ADHD children and adolescents as compared to their control groups.  

Additionally, children and adolescents with ADHD had high rates of comorbidity with 

conduct disorder (CD), oppositional defiant disorder (ODD), mood disorder, and anxiety 

disorders.  The authors concluded that these findings placed adolescents with ADHD at 
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high risk for severe morbidity and dysfunction.  Although this particular study did not 

refer to specific incidents of home/school misconduct but rather discussed the 

comorbidity of conduct disorders with ADHD, one can relate “conduct disorder” to 

misconduct in home and/or school environments. 

 Fischer et al. (1993) prospectively followed groups of hyperactive children (n = 

108) and non-impaired children (n = 61) between the ages of 4 and 12 in an 8-year 

longitudinal study.  The entire study involved structured interviews, rating scales, 

parental self-report measures, and psychological and neuropsychological tests.  

Developmental change in parent-rated social competencies and behavior problems in 

hyperactive compared to non-hyperactive controls was examined.  Results revealed that 

hyperactive children remained more deviant at adolescent outcome compared to their 

non-hyperactive counterparts.  Interestingly, the participants with hyperactivity rated 

themselves as more “behaviorally disturbed” compared to their matched normal controls.  

In congruence with the previous study, this study found the situational pervasiveness of 

child conduct problems and the degree of antisocial conduct (i.e., misconduct in 

home/school environments) to show the highest levels of developmental continuity 

during the 8-year time period. 

 Fletcher, Fischer, Barkley, & Smallish (1996) performed a sequential analysis of 

mother-adolescent interactions across three groups:  teens with ADHD alone, teens with 

ADHD and comorbid oppositional defiant disorder (ODD), and teens within a 

community control group.  Participants were part of the large study discussed in the 

previous paragraph.  The dyads were observed having a 10-minute, topic-derived neutral 
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discussion and a 15-minute, topic-guided conflict discussion.  Findings revealed that 

mother-teen dyads in the ADHD + ODD group demonstrated significantly higher rates of 

conflict behaviors compared to the other two groups.  Specifically, members of the 

ADHD-only and control groups were very unlikely to make any negative comments 

during the neutral discussion; whereas, members of the ADHD + ODD dyads made 

negative comments during both discussions.  Another interesting finding was that 

mothers in the ADHD + ODD dyads were least likely to use positive or neutral behaviors 

compared to mothers in the other two groups.  The authors proposed that both maternal 

perceptions of their children’s conduct problems “as well as actual maternal negative 

behavior toward children are not only a function of the child’s actual misconduct, but 

also of maternal maladjustment…” (p. 295).  Thus, ODD may be a family, rather than 

only a teen, characteristic. 

 In 1996, Taylor et al. used a longitudinal epidemiological design to investigate the 

developmental risk associated with hyperactive behavior, specifically the relationship 

between hyperactivity and conduct problems.  They used detailed interview techniques 

along with parental and self-report ratings and cognitive tests to study 16- to 18-year-olds 

who had previously shown hyperactivity, conduct problems, or a combination of both 

when they were 6 or 7 years old.  Results revealed that even when the researchers 

allowed for concomitant conduct problems, hyperactivity was a significant risk factor for 

later development, predicting a high likelihood of psychiatric diagnoses, persisting 

hyperactivity, violence, and other antisocial behaviors (including problems with peer 

relations and social skills). 
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 In sum, the majority of studies linked ADHD with some degree of misconduct 

within home and school settings during adolescence.  Another risk-related behavior 

involves the use of harmful substances; studies involving individuals with ADHD and 

substance use are discussed in the following section. 

Substance Use and Abuse 

 In 1990, Barkley et al. first reported on their 8-year prospective follow-up study 

of children and adolescents with ADHD compared to control groups.  According to teens’ 

self-reports, cigarette use was the only category of substance use that was significantly 

different between teens with ADHD and teens in the control group.   According to the 

mothers’ reports, cigarette and marijuana use were significantly greater in teens with 

ADHD compared to teens in the control group.   

 Chilcoat & Breslau (1999) conducted an assessment of 717 children at age 6 with 

a follow-up assessment at age 11 to determine whether or not ADHD increases the risk of 

early drug use (i.e., before the mid-teen years).  The study relied upon mothers’ reports of 

ADHD and conduct problems when the children were 6 years old.  The authors found 

that the risk for early drug use in children with ADHD depends on the level of associated 

externalizing problems, which include aggressiveness, acting-out and disruptive 

behaviors, and symptoms of ODD and CD.  If children with ADHD had moderate or high 

levels of externalizing problems, then they were at increased risk for early drug use.  

They also found that all children, regardless of whether or not they had a diagnosis of 

ADHD at age 6, who had high levels of externalizing problems were at high risk for early 
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drug use.  However, this effect applied to children with ADHD who had only moderate 

levels of externalizing behavior, suggesting that a child with ADHD has a lower 

threshold (higher susceptibility) for beginning to use drugs at an early age.  The authors 

suggested targeting children with ADHD who have moderate or high levels of 

externalizing behaviors for early intervention to reduce pre-teen and teen drug use. 

 Milberger, Beiderman, Faraone, Chen, & Jones (1997) investigated the 

association between ADHD and cigarette smoking in children and adolescents.  Subjects 

included 6- to 17-year-old boys (n = 128) who had been diagnosed with ADHD and non-

ADHD comparison boys (n = 109).  They were followed prospectively for 4 years.  

Results revealed that ADHD was associated with an early initiation of cigarette smoking 

as well as a significant predictor of cigarette smoking.  Children with ADHD who had co-

occurring conduct, major depressive, or anxiety disorders were at significant risk for 

early initiation and continuation of cigarette smoking.  The authors also found that CD, 

independent of ADHD, is a predictor of cigarette smoking.   In addition, there was a 

significant association between cigarette smoking and drug abuse.  The authors suggested 

that a pathway may exist which begins with ADHD, is followed by cigarette smoking, 

and eventually leads to use of illicit drugs.  One interesting finding was that mid-

adolescents who were being treated for ADHD with medication and/or counseling were 

less likely to smoke compared to those who were not receiving ADHD treatment.  Some 

researchers have hypothesized that smoking may serve as a form of self-medication for 

ADHD symptoms because nicotine may produce stimulant effects in the body, thus 
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improving attention and concentration (Milberger et al, 1997; Whalen, Jamner, Henker, 

Delfino, & Lozano, 2002). 

 Bukstein (2000) reported that adolescents in treatment for substance abuse who 

also have ADHD begin using drugs at an earlier age, have more severe substance abuse 

problems, use more drugs, and have more substance dependence diagnoses compared to 

non-ADHD adolescents in treatment (Bukstein, 2000).  The author posited that individual 

factors such as ADHD lead to poor academic functioning and social/peer problems 

which, in turn, lead to involvement in deviant peer groups.  He expressed that family 

factors such as “overt conflict, poor supervision, and inconsistent discipline allow a fuller 

manifestation of deviant behaviors as well as an earlier, more prominent role for the 

deviant peer group” (p. 70).  He suggested a thorough psychopathology assessment and 

family-centered treatment involving multimodal approaches, including medication. 

 Whalen et al. (2002) used an experience sampling methodology to examine the 

daily lives of 153 male and female adolescents (9th graders) with low, middle, or high 

levels of ADHD.  The participants logged their behaviors, moods, and social contexts 

twice each hour across two different 4-day recording intervals.  Information was 

collected by providing each participant with a small handheld computer that contained a 

custom diary program.  Participants were trained to use the device and instructed to stop 

what they were doing when they heard an auditory signal from the device.  They were 

then to complete a 1-minute diary record (approximately once every 30 minutes during 

waking hours, for a total of 25-30 recording opportunities each day), unless the signal 

occurred during an incompatible activity such as riding a bike or taking a test.  One of the 
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research questions was whether or not smoking and drinking are more prevalent in the 

everyday lives of adolescents with high versus low levels of ADHD.  Thus, the diary 

program included information about the participants’ current activities, social contexts, 

moods, and consumed beverages/foods.  Results revealed the following:  Teens in the 

high severity ADHD group were 10 times more likely to have smoked, 8 times more 

likely to have reported an urge to smoke, and almost 4 times more likely to have 

consumed alcohol.  Adolescents in this high group were also more likely to drink 

caffeinated beverages (i.e., soda) and less likely to drink juice, milk, or water.   

An additional finding of the study was that adolescents with high levels of ADHD 

spend more time with friends and less time with parents compared to the low-level 

ADHD group.  The authors noted that “questions arise about whether this potentially 

vulnerable group of teens is receiving adequate monitoring” (p. 221).  The authors 

concluded that alcohol and tobacco use is elevated in adolescents with ADHD.  They 

suggested intervention for enhancing emotion regulation, family relations, task mastery, 

and healthy lifestyle behaviors.  They also stressed the importance of further information 

about what teens are doing and feeling “to inform developmental theories of ADHD, as 

well as guide programs aimed at curtailing or preventing the intractable social and 

occupational handicaps that plague many people with ADHD” (p. 224).  

Lynskey & Fergusson (1995) studied over 900 children in New Zealand at age 8 

and again at age 15 years.  They differentiated between ADHD and conduct disorder 

(CD).  These disorders are strongly correlated and comorbid; however, not all studies 

report whether a child has one or both of them.  When the correlations between CD and 
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ADHD were considered, findings showed that children with a diagnosis of only ADHD 

did not show a greater incidence of substance use as adolescents.  Of possible interest 

was a significant association between the severity of ADHD behaviors and the amount of 

alcohol consumed as well as illicit drug use:  Adolescents with high attention deficit 

scores reportedly consumed 1.8 times more alcohol and were 3.0 times more likely to use 

illicit drugs compared to adolescents with low attention deficit scores.   

Lee, Mulsow, & Reifman (2003) conducted a meta-analysis of 20 studies 

involving the long-term outcomes of ADHD.  Results revealed that persons with ADHD 

had more problems with alcohol misuse and general substance use compared to persons 

in control groups; however, the average correlations were small.  Thus, a weak 

association was identified between ADHD and long-term problems:  Individuals who 

were diagnosed with ADHD as children had slightly higher instances of alcohol misuse 

and general substance use as they got older; however, the relationship between ADHD 

and these problems was not a strong one. 

Although studies differed in how they classified ADHD (e.g., severity level; 

whether or not concomitant disorders where present), overall findings revealed that, at a 

minimum, ADHD serves as a risk factor for substance use and abuse during adolescence.  

Most studies to date have viewed the diagnosis of ADHD as a variable that occurs in 

some individuals and is associated with other variables (e.g., stress) in the individual 

and/or others who interact with him or her.  Few studies have attempted to examine the 

meaning and significance of ADHD in an individual’s life and the lives of those with 

whom he or she interacts.  Additionally, little is known about the effect of ADHD as an 
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input to the entire family system.  Rather than studying the individual characteristics of 

the family member(s) with ADHD, one could seek to identify recurring sequences of 

behaviors or transaction patterns among family members as well as family members’ 

perceptions regarding overall family functioning.  Adolescents with a diagnosis of 

ADHD potentially experience problems in many aspects of their lives, which in turn 

affect others in their environments.  The bi-directional nature of human interaction 

dictates that entire families are affected when one or more members have ADHD. 

Effect of ADHD on Families 

Blanchard et al. (2006) provided a summary regarding the emotional, 

developmental, and behavioral health of children and families in the United States of 

America, based on the 2003 National Survey of Children’s Health, which involved 

children ages 0-17 years from 102,353 families/households.  They concluded that 

families of children with persistent developmental problems, one of which is ADHD, “are 

struggling in the areas of finances, employment, parent-child relationships, and caregiver 

burden” (p. 1210).  The authors advocated not only addressing the child’s problem but 

instead focusing on the impacts of these problems on families as well as communities.    

Parents and siblings of adolescents with ADHD may feel frustrated, angry, 

ignored, embarrassed and/or disregarded in response to the typical characteristics 

associated with ADHD, especially during adolescence.  Parents often have more 

caretaking demands due to the child’s more frequent noncompliance (related to following 

through with parental instructions/ directions).  They often must resolve school, peer, and 

sibling conflicts that occur frequently throughout childhood and adolescence 
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(Anastopoulos, Guevremont, Shelton, & DuPaul, 1992; Bussing et al., 2003; Pelham & 

Lang, 1999).  Lee et al. (2003) reported that families in which ADHD is present 

commonly have “increased stress, fewer resources, and limited coping skills” (p. 62).  

Additionally, a child with ADHD has a 64% chance of having at least one parent with 

ADHD or a history of the disorder (Evans, Vallano, & Pelham, 1994).  This may only 

serve to exacerbate the previously mentioned problems during family interactions; 

however, few studies have examined this phenomenon beyond its frequency of 

occurrence. 

Inherent in its label, attention “deficit” hyperactivity disorder stems from a 

traditional “deficits”-based approach in that the goal is to understand the way in which 

this “disorder” develops and how to clinically treat it.  This approach focuses on the 

disorder’s negative characteristics and results and seeks to prescribe solutions from 

experts (Rafalovich, 2004).  It pathologizes families in which one or more members have 

ADHD.  Example studies stemming from this approach and focusing on individual and 

family problems are provided in the following paragraphs. 

Wells et al. (2000) examined family stress outcomes over a 14-month period for 

579 children with ADHD-Combined Type who were randomly assigned to one of four 

treatment groups (intensive, multimodal behavior treatment alone, pharmaceutical 

treatment alone, combined behavior and medication treatment, or a community 

comparison group).  No significant differences were found for measures of depression in 

mothers, marital conflict, or parenting stress as reported by a “primary parent” identified 

at baseline (80% mothers, 14% fathers, and 6% others, such as grandmothers).   
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Baker & McCal (1995) also studied mothers’ stress in families involving children 

with ADHD compared to children with learning disabilities and children in a non-referred 

control group.  Results showed that parenting stress was highest for mothers of children 

with ADHD compared to the other two groups and concluded that externalizing 

behaviors, especially those related to hyperactivity and aggression, were a major 

contributor to parenting stress.   

Fischer (1990) conducted a critical review of “parenting” (actually mother-child 

dyads) stress research involving mothers and clinic-referred children with ADHD.  Four 

lines of research were summarized, as follows:  

1.  Mothers of children with ADHD report increased stress. 

2.  For some mothers, increased stress is independent of the child’s pathology  

and instead reflects a genetic substrate for the same/related disorder. 

3.  Increased marital discord (per mothers’ reports) is associated with ADHD. 

4.  Child-to-mother direction of effect is greater than mother-to-child direction  

of effect in interaction research.   

This review stated that many of the studies were correlational; thus, whether behavior 

problems in a child with ADHD precede or follow maternal stress difficulties could not 

be determined. 

Harrison & Sofronoff (2002) reported that “parental” (actually only mothers’) 

stress was high and levels of depression were moderate in families in which a child had 

ADHD.  Also, mothers typically reported high knowledge regarding ADHD and believed 

that the negative behaviors associated with ADHD were due to internal rather than 
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external causes.  The authors noted that informing mothers about the internal, non-

volitional (rather than external or volitional) aspects of ADHD may not decrease levels of 

maternal distress and that effective interventions for ADHD should focus beyond the 

level of child behavior.  Similarly, Kendall, Leo, Perrin, & Hatton (2005) found that 

maternal distress may serve as a mediator for child behavior problems and family 

conflict; however, they only obtained data from mothers regarding “family” conflict.  

They too advocated providing support to mothers who have a child with ADHD.   

Whalen et al. (2006) used electronic diaries with mother-child dyads to examine 

their daily lives in natural contexts.  One group consisted of children (mean age = 10.58) 

with a diagnosis of ADHD and their mothers.  The comparison group consisted of 

similar-aged children without ADHD or any known neurological or behavioral problems 

and their mothers.  Findings revealed that mothers of children with ADHD reported 

increased impatience, restlessness, loudness, and talkativeness in their children compared 

to mothers of children in the control group; whereas, mothers of children in the control 

group reported increased concentration in their children compared to mothers of children 

in the ADHD group.  According to the children’s self-ratings of their overall moods and 

behaviors, there were no statistically significant differences between the groups; 

however, mothers of children in the ADHD group reported that their children were angry, 

frustrated, sad, and discouraged more often compared to mothers’ reports of children in 

the control group.  The authors noted the following:  “As in any ADHD sample, many of 

these mothers had elevated rates of inattentive and hyperactive-impulsive behaviors 

themselves, raising questions about the veridicality of their assessments of their children” 
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(p. 125).  Another interesting finding was that while mothers of children with ADHD 

were not angrier overall, they reported significantly more anger when they were with 

their children with ADHD.  In contrast, mothers of children in the control group reported 

less anger when they were with their children.   

Counts, Nigg, Stawicki, Rappley, & Von Eye (2005) studied the relationship 

between ADHD in children (ages 8-11) and “family adversity,” which involved low 

family socioeconomic status (SES), presence of maternal and/or paternal psychiatric 

disorder, high levels of marital conflict, and high occurrence of stressful events.  Findings 

revealed that, even when they controlled for co-occurring ODD and CD, more family 

adversity was present in families with a child with ADHD-Combined Type compared to 

community control families. 

Rice (1996) used qualitative case-study methodology to study three families.  He 

focused on family experiences related to having a child with ADHD.   Some themes that 

emerged were that family adjustment is difficult and long-term, and that higher-than-

normal levels of parenting stress occur due to the child’s noncompliant behavior and 

social ineptitude along with parental difficulties in interacting with professionals.  

Similarly, Ducharme (1997) conducted phenomenological interviews of seven parents of 

adolescents (aged 12-19) diagnosed with ADHD.  They included parents of both genders 

from different ethnic, socioeconomic status, educational background, work experience, 

and regional groups.  Themes that emerged involved parents’ overall negative 

perceptions of family, medical, parenting, and school issues.   
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Bullard (1997) used a qualitative methodology to conduct in-depth interviews 

with three parents and hold three focus groups with eleven additional parents.  The 

overriding themes that she identified included the following:  ADHD was particularly 

stress-producing for both the child and the family due to the severity, unpredictability, 

and long-term effects of the child’s erratic behaviors.  Parenting a child with ADHD 

resulted in altered marital, sibling, extended family, and casual relationships.  Due to 

embarrassment regarding the child’s behavior, disapproval from others, and the demands 

of parenting a child with ADHD, increased social isolation occurred for the family.  

Parents reported difficulties with school-related issues (time and energy involved in 

supervising the completion of homework and frustration with teachers who did not follow 

mandated educational modifications for the child).  Intense feelings of emotional 

upheaval-- frustration, embarrassment, worry, guilt, hopelessness, and exhaustion--

surfaced repeatedly in the interviews.  Parents reported concerns about medication in 

terms of possible side effects and accurate dosages.  They also reported a wide variety of 

problem-focused and emotion-focused coping strategies.  Finally, a megatheme was 

identified as “an unremitting struggle” regarding the extremely stressful task of parenting 

a child with ADHD. 

Generally, research has associated family stress and ADHD; however, the nature 

of the relationship and how it interacts with ADHD has not been well explored (Johnston 

& Mash, 2001).  Barkley (1992) acknowledged that the known causes of ADHD are 

biological ones.  However, he also stated that environmental factors, including social 

adversity, family dysfunction, and poor parental management of the child with ADHD 
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may exacerbate the severity of the disorder.  He suggested that although not the primary 

cause of ADHD, these factors may contribute to its persistence and to the development of 

problems with defiance, aggression, and antisocial behavior.  Additional studies have 

shown that although parenting does not cause ADHD, the interactions between parents 

and children with ADHD affect long-term outcomes (Hinshaw, Zupan, Simmel, Nigg, & 

Melnick, 1997; Mulsow et al., 2001; Whalen et al., 2006).  Dixon (1995) proposed that 

the family begins to see the problems caused by family members’ ADHD as being family 

issues instead of issues of only the individuals who exhibit the disorder.  Thus, there is 

some evidence that children with ADHD influence their parents’ behavior and 

adjustment, and that parenting behaviors influence the presentation of ADHD symptoms 

in children.  From a developmental contextualism viewpoint, these bidirectional 

influences are inevitable.   

Johnston & Mash (2001) compiled a review of the ADHD and family stress 

literature and identified two issues of concern.  The first was that “great inconsistencies 

and gaps exist in our knowledge of the families of children with ADHD” (p. 199).  The 

authors suggested that methodological and theoretical challenges might offer some 

explanation for these inconsistent findings:  Measures of family functioning are 

confounded, and future research should routinely involve multiple informants.  Sample 

differences are common, such that cultural and ethnic contexts are not typically 

considered.  Finally, primary focus has been on mothers and mother-son interactions 

rather than including both mothers and fathers, as well as siblings.   
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The second major issue identified by Johnston & Mash (2001) involved the lack 

of research that informs a developmental approach to ADHD.  The authors explained that 

the majority of studies in this area are correlational and do not explore how associations 

between family aspects and individual characteristics or problems develop over time.  

They stressed a need for the advancement of theoretical models concerning family 

characteristics and ADHD. The authors acknowledged that the “ultimate value of each of 

these theoretical models will be found, not necessarily in their truth, but in their ability to 

guide research and to move our knowledge forward” (p. 201).  They suggested using 

longitudinal designs involving multiple and broad measures in an attempt to identify risk 

and protective factors, as well as complementary approaches using focused laboratory or 

cross-sectional studies to investigate developmental pathway influences.  

Johnston & Mash (2001) stated that “many questions concerning the families of 

children with ADHD remained unanswered” (p. 183).  One such question involves what 

the effects of multiple family members with the disorder have on the family, because a 

child with ADHD has a 64% chance of having at least one parent with ADHD or a 

history of the disorder (Evans et al., 1994).  Based on results of studies thus far, one 

might hypothesize that family stress is exacerbated when more than one member exhibits 

the disorder.   

Another question involves the impact of ADHD during the developmental period 

of adolescence.  The majority of studies to date have involved “children” between the 

ages of 5 and 12 years.  Fewer studies have examined individuals between the ages of 12 

and 18 years within the context of their families.  These individuals encounter different 
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life experiences and expectations compared to younger children.  Their interactions 

within family, school, community, and societal contexts change as they continue to 

develop.  Studies that specifically examine adolescents who have ADHD within these 

contexts will contribute to our understanding regarding the impact of ADHD on 

adolescents and the families to whom they belong. 

Family Stress:  Deficits-Based Model 

The family system is one of many environmental influences that impacts 

individual family members.  From a family theory perspective, families are viewed as 

social systems resulting from subsystems, such as individuals and dyads, as well as 

suprasystems, such as communities and cultures.  Although several stress theories focus 

on the individual, family stress theory focuses on the entire family unit (McKenry & 

Price, 2000).  Hill (1949) formulated an ABC-X family stress framework in which A 

represents the stressor event or demand, which interacts with B, the family’s resources or 

strengths.  These, in turn, interact with C, the family’s perceived meaning of the event.  

The combination of A, B, and C ultimately produces X, the stress or crisis.   

McCubbin & Patterson (1982) expanded Hill’s original model and referred to it as 

the Double ABC-X Model.   This model involves the crisis (X); stressor pileup in the 

family system including unresolved aspects of the initial stressor event, changes and 

events that occur, and the consequences of the family’s efforts to cope with the situation 

(the Double A factor); the family’s resources in terms of those already available as well 

as coping resources that are developed in response to the stress/crisis situation (the 
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Double B factor); and the perception of the initial stressor event and the perception of the 

stress/crisis (the Double C factor).   

More recently, McCubbin & Thompson (1991) introduced a version of the Family 

Stress Model known as the Resiliency Model of Family Stress, Adjustment, and 

Adaptation as a theoretical framework from which to study families.  These researchers 

identified four basic assumptions regarding family life, as follows:  Family changes are 

natural and predictable parts of family life across the life cycle.  A family develops 

strengths as a means to protect itself from major disruptions in the presence of life 

changes and to foster development of its individual members as well as the family as a 

whole.  A family develops unique strengths for the purpose of protecting itself from 

unexpected (non-normative) stressors and of fostering its overall adaptation subsequent to 

a major change, transition, or crisis.  A family contributes to the network of community 

relationships and resources and benefits from this network as well, especially during 

times of stress or crisis. 

This model contains the A Factor, which includes demands associated with a 

family stressor (life events) or transition that can potentially produce a change in the 

family system.  The model adds a V factor, which refers to vulnerability or the condition 

of the family system affected by pile-up of demands and the family’s life cycle stage, and 

a T factor, which takes into account family typology.  The B factor refers to the family’s 

resources, capabilities, and strengths, which are believed to vary across stages of the 

family life cycle.  Olson et al. (1983) conducted a study of 1000 families which revealed 

that families with adolescent members represented the most stressful stage of the family 
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life cycle.  These families encountered numerous hardships including financial strains, 

intra-family strains, and work-family strains.  The present study will focus on identifying 

A factor stressors and strains (demands) as well as B factor strengths and resources in 

families involving an adolescent member with ADHD and, sometimes, additional 

member(s) with the disorder. 

Individual and Family Resources:   

Strengths-Based Model 

In contrast to a deficits-based approach, a strengths-based approach to the set of 

characteristics that comprise ADHD might involve the following goals:  to understand 

how healthy development occurs in these individuals, including building upon their 

competencies; to strengthen and change environments so that individuals with ADHD 

will have more competence and success; and to focus on the disorder’s positive 

characteristics and results and identify means for individuals and families to succeed in 

their communities (Maton et al., 2004).  Thus, strengths-based research involves 

identifying and capitalizing on inherent strengths in individuals, families, and 

communities as well as building new strengths within each of them.  Although the 

strengths-based approach defines individuals, families, and communities by their multiple 

strengths, it does not ignore their problems.  Rather, it attempts to improve problem areas 

and prevent additional problems or negative outcomes by using the initially-identified 

strengths as well as fostering new strengths (Maton et al., 2004).   

 Thus far in the ADHD literature, the strengths-based approach has not been 

applied.  Inbuilt individual and family strengths are rarely identified, and discussions 
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focus more on treating or improving deficient areas rather than fostering new strengths 

(Rafalovich, 2004). Perhaps there are valid obstacles to using a strengths-based approach 

due to the nature of ADHD within society, or perhaps this approach has yet to be fully 

tried and successfully applied with this particular population.   

One associated area of research that has begun to apply the strengths-based 

approach involves childhood chronic illness.  While much of the research has been from 

a traditional, deficits-based model, focusing on stressors and maladjustment, some studies 

have attempted to identify adaptive processes that promote positive outcomes when 

chronic childhood illness is involved.  Example studies are provided in the following 

paragraphs.   

Although few longitudinal studies exist, cross-sectional studies have shown that 

children with chronic illnesses including cancer, juvenile rheumatoid arthritis, and sickle-

cell diseases exhibit resilience, hardiness, and enhancement in terms of adaptive 

pathways and function similarly to healthy, same-aged classmates (Gerhardt, Walders, 

Rosenthal, & Drotar, 2004).  Interestingly, many of the chronic medical conditions 

studied have been non-neurological in nature; however, one study compared neurological 

and non-neurological chronic disorders in adolescents, which yielded important results:  

Howe, Feinstein, Reiss, Molock, & Berger (1993) studied 165 adolescents with chronic 

disorders (80 with brain involvement and 85 without brain involvement) and 49 healthy 

controls.  Results revealed that adolescents with chronic disorders but no brain 

involvement differed very little from the normal controls; however, adolescents with 

chronic disorders involving neurological problems had more behavior problems, less 
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independent functioning, and poorer academic achievement compared to the other two 

groups.  This supports the notion that because ADHD involves neurological impairments, 

specifically problems with self control and attention, individuals with the disorder may 

indeed be at a disadvantage for developing successful adaptive pathways compared to 

individuals without brain involvement.  Although it may be more challenging to identify 

inherent strengths in individuals with ADHD, this may be an important step that has, to 

date, been overlooked or underrated for this special population.   

Jessor, Van Den Bos, Vanderryn, Costa, & Turbin (1995) conducted a 

longitudinal study of adolescents and identified risk factors (i.e., behaviors that could 

negatively affect one’s health, well-being, or social performance) as well as protective 

factors (i.e., characteristics or traits that decrease the likelihood of displaying problem 

behaviors) present in adolescence.  As might be expected, a greater number of risk factors 

resulted in greater involvement in problem behavior; whereas, a greater number of 

protective factors resulted in lesser involvement in problem behavior.  Measured risk 

factors included low expectations for success, low self-esteem, high hopelessness, high 

friend models for problem behavior, a high connection with friends compared to parents, 

and a lower grade point average.  Measured protective factors included positive 

attitude/values toward school and academic achievement, positive orientation toward 

health (thought to represent personal control against substance use), intolerance of 

deviant behavior, positive relations with parents, perception of greater regulatory controls 

(e.g., family rules), higher friends models for conventional behavior, and higher 

involvement in social activities.    
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Adolescents with ADHD are unfortunately prone to exhibit several of the risk 

factors and few of the protective factors mentioned in the previous paragraph due to the 

nature of the disorder:  Self-esteem and expectations for success are often low, which 

may result in feelings of hopelessness.  Additionally, academic problems persist for many 

adolescents with ADHD in the forms of repeating one or more grades; being enrolled in 

special education for learning disabilities, behavior disorders, or speech-language 

disorders; and/or dropping out of high school (Teeter, 1998).  Because of these problems, 

many adolescents with ADHD have a negative rather than positive attitude toward school 

and academic achievement, poorer internal and external loci of control, and fewer friends 

and involvement in social activities. 

Masten & Coatsworth (1998) credited past research with identifying three 

adaptive systems important for competence in adolescence:  parenting, self-regulation 

skills, and cognitive functioning.  They concluded that children with the most positive 

outcomes “have adults who care for them, brains that are developing normally, and, as 

they grow older, the ability to manage their own attention, emotions, and behavior” (p. 

215).  Unfortunately, normally-developing brains and good self-regulation abilities seem 

to be the very characteristics that adolescents with ADHD, by definition, do not possess.  

Thus, a diagnosis of ADHD presents a special set of challenges in terms of identifying 

systems that promote competence and positive outcomes.   

Similarly to studying individuals with ADHD, family life (when ADHD is 

involved) is typically discussed in terms of deficits and disorders.  However, theory and 

practice approaches applied from a strengths-based perspective acknowledge that most 
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families draw upon resources and ultimately succeed, despite problems (Weick & 

Saleebey, 1995).  The recognition of strengths and resources in all types of families is a 

first step toward modified thinking regarding families.  ADHD literature in this area is 

sparse; however, one study related to the strengths-based approach was conducted by 

Holderness (1998).  The author described quantitative and qualitative information 

obtained from a follow-up study of 18 families with adolescent boys who had been 

diagnosed with ADHD 5 years previously as pre-adolescents.  ADHD families showed 

extremely high adaptability.  The study also noted that family cohesion, communication, 

and problem-solving skills seemed to be important variables in successful long-term 

adjustment for the families.  These family characteristics may serve as resources that 

foster positive outcomes.  

Purpose of the Study 

 The present study will seek to explore issues related to adolescents with ADHD 

and the families in which they belong from a developmental contextual and lifespan 

perspective.  Both deficits- and strengths-based approaches will be used to investigate 

parental perceptions of family stressors and available family resources, as well as 

individual family members’ (adolescents with ADHD, mothers, fathers, and sibling 

adolescents) perceptions of positive and negative family characteristics and feelings 

relative to ADHD.  Additionally, the target adolescents’ perspectives on the meaning of 

ADHD in their lives, along with personal and family resources and strengths, will be 

examined. 
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Hypotheses and Questions 

 Based on the majority of the ADHD literature, which indicates that parental and 

family stresses increase when one member has ADHD compared to control families, and 

that stresses and problems may be exacerbated when more than one member has the 

disorder, the following directional hypotheses were generated: 

1. While statistically taking into consideration the effects of family socioeconomic 

status and target adolescents’ gender, parents in families with more than one 

ADHD member will report higher perceptions of stress compared to parents in 

families with only one adolescent ADHD member.  

2. While statistically taking into consideration the effects of family socioeconomic 

status and target adolescents’ gender, parents in families with more than one 

ADHD member will report fewer available resources and strengths compared to 

parents in families with only one adolescent ADHD member.  

3. While statistically taking into consideration the effects of family socioeconomic 

status and target adolescents’ gender, target adolescents and siblings in families 

with more than one ADHD member will report higher perceptions of stress 

compared to target adolescents and siblings in families with only one adolescent 

ADHD member.  

4. While statistically taking into consideration the effects of family socioeconomic 

status and target adolescents’ gender, all individuals in families with more than 

one ADHD member will report higher negative feelings and lower positive 
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feelings compared to individuals in families with only one adolescent ADHD 

member.  

Because the literature was quite limited in the following areas, research questions were 

generated using a qualitative, person-oriented approach: 

5.  How do adolescents with ADHD assign meaning to ADHD in their lives? 

6.  What do adolescents with ADHD perceive as their individual strengths and 

positive family resources? 
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CHAPTER III 
 

METHODOLOGY 
 
 

Participants 

Forty families with an adolescent member who had been diagnosed with ADHD 

for one or more years participated in the present study.  An adolescent was defined as a 

child between the ages of 12 and 18 years.  Although sub-and supra-systems vary, the 

family subsystem was defined as all individuals living together in a household on a 

regular basis.  Participants were recruited on a volunteer basis from a pool of individuals 

who visited an educational psychologist and/or a pediatrician for evaluation and/or 

treatment of ADHD.   

Criteria for inclusion in the study were that the adolescent (target) participant had 

been diagnosed with ADHD (any type) by a physician or psychologist who used teacher 

and parent scale ratings to assist in making the diagnosis; and that the diagnosis had been 

made > 1 year prior to this project.  Participants did not have concomitant diagnoses of 

ODD or CD because previous studies (e.g., Biederman et al., 1998; Counts et al., 2005) 

have shown that these comorbid diagnoses exacerbate individual and family problems, 

and the goal of the present study was to examine ADHD more specifically.  Because the 

purpose of the present study was not to obtain a large, random sample from the general 

population, but rather to obtain detailed information from a limited number of 

participants, convenience and snowball sampling techniques were used.   
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A total of 130 individuals comprising 40 families participated in the present 

study, including 40 target adolescents, 40 mothers, 28 fathers, and 22 adolescent siblings.  

Family sizes ranged from two members (i.e., single parent household:  mother and target 

adolescent) to eight members (i.e., dual-parent household:  father, mother, target 

adolescent, and five siblings).  Based on the ages of children within the families, the 

maximum number of members per family that participated in the study was four (i.e., 

target adolescent, mother, father, and adolescent sibling).  It should be noted that in four 

of the families, there were two adolescent siblings in addition to the target adolescent.  

These siblings all happened to be female, and one did not submit completed surveys; 

therefore, the data from these four individuals were not sufficient to include in the 

family-level analyses.   

In 22 of the families, only the target adolescent had been diagnosed with some 

form of ADHD.  In 13 of the families, the target adolescent and one or more siblings had 

ADHD.  In 2 of the families, the target adolescent, one parent, and one sibling had 

ADHD.  In 2 of the families, the target adolescent and one parent had ADHD.  In 1 

family, the target adolescent, both parents, and an adolescent sibling had all been 

diagnosed with some form of ADHD. 

The target adolescents with ADHD ranged in age from 12-18 years (mean = 14.3; 

S.D. = 1.92 ).  Twenty-nine (72.5%) of the target adolescents were male and 11 (27.5%) 

were female.  Mothers ranged in age from 32 to 64 (mean = 44.58; S.D. = 7.13).  This 

group included biological mothers, adoptive mothers, grandmothers, and legal guardians 

living in the household.  Fathers ranged in age from 32-73 (mean = 46.07; S.D. = 8.23).  
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This group included biological fathers, stepfathers, adoptive fathers, and grandfathers 

living in the household.  Adolescent siblings ranged in age from 12 to 19 years (mean = 

15.27; S.D. = 2.16).  There were 9 males (brothers) and 13 females (sisters).  This group 

included biological siblings, stepsiblings, and adoptive siblings living in the household.  

Family ethnicity, as reported by mothers and fathers, was as follows:  In the 28 dual-

parent households, 1 couple was African American, 5 couples were Latino, 20 couples 

were European American, 1 couple was Latino and Native American, and 1 couple was 

European American and Latino.  In the 12 single-parent households, 2 mothers were 

African American, 1 mother was Latino, and 9 mothers were European American. 

 Six adolescent participants were selected for inclusion in the qualitative analyses 

portion of the study.  These individuals were identified by fictitious names to protect their 

identities.  Characteristics of each adolescent and field notes/observations that I made 

immediately after interviewing them in their homes are listed in Appendix A. 

Procedures 

A procedural checklist was used with each family and is provided in Appendix B.  

I provided an oral explanation of the project and its purpose as well as a written consent 

form to each participant.  Each target adolescent completed the Adolescent-Family 

Inventory of Life Events and Changes (A-FILE) (McCubbin, Patterson, Bauman, & 

Harris, 1981); the Inventory of High School Students’ Recent Life Experiences 

(IHSSRLE) (Kohn & Milrose, 1993); and the ADHD Family Scale, a scale created 

specifically for the present study based on compiled results from previous ADHD family 

studies (Bullard, 1997; Ducharme, 1997; Kendall et al., 2003; Rice, 1996).  Additionally, 
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each target adolescent (except one who refused) participated in a private, audio taped, 

semi-structured interview with the researcher.   

Each parent completed a demographic questionnaire as well as the Family Index 

of Regenerativity and Adaptation-General (FIRA-G) (McCubbin, 1987), the Family 

Inventory of Resources for Management (FIRM) (McCubbin, Comeau, & Harkins, 

1981), and the ADHD Family Scale.  The FIRA-G was a compilation of scales and 

contained the abbreviated version of the Family Inventory of Life Events and Changes 

(FILE), which is the adult version of the A-FILE.  The adult version (FILE) contained 

items that pertained to perspectives from the “parent” and/or “spouse” role within a 

family; whereas, the A-FILE contained items that pertained to perspectives from the 

adolescent “child” role within a family.  Both of these inventories purported to measure 

family-level life events and changes as perceived and reported by particular individuals 

within the family unit.   

Siblings in the family who were between the ages of 12 and 18 years completed 

the A-FILE and the ADHD Family Scale (two of the same forms completed by target 

adolescents).  Siblings below the age of 12 years were asked to write a paragraph or draw 

a picture (depending upon their age) describing their family.  This information was not 

used in the analysis but was included in an attempt to involve all family members in the 

research participation process.   

After all forms and interviews were completed, each family member received a 

small thank-you gift bag to acknowledge his or her time and participation.  Additionally, 

each family member’s name was entered in a drawing for a free digital video disc (DVD) 
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player.  Upon completion of data collection from all 40 families, I completed a random 

drawing and awarded the DVD player. 

Measures 

Demographic Measures 

All parents were asked to independently complete a demographic questionnaire 

and report the following information about themselves as individuals:  age, gender, 

marital status, race or ethnicity, relationship to target adolescent, highest education level, 

employment status, and job description.  Additionally, each parent was asked to report 

the following regarding other or all family members:  each child’s gender and date of 

birth, total number of members in the household family who have been diagnosed with 

some form of ADHD, type(s) of ADHD with which family member(s) have been 

diagnosed, and family’s combined total income.  For the present study, family 

socioeconomic status (SES) was coded as low, moderate, or high, based on mothers’ and 

fathers’ reports of their own education level and employment status as well as family 

income.  The number of family members with ADHD was coded as 1 or more than one, 

based on mothers’ and fathers’ reports regarding whether anyone else in the family 

(including themselves) had been diagnosed with any form of ADHD. 

Quantitative Measures 

 Measures used with each participant group (mothers, fathers, target adolescents, 

sibling adolescents) to examine family stressors, resources/ strengths, and overall feelings 
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relative to the research hypotheses and questions are listed in Table 3.1.  Each measure is 

further described in the following paragraphs. 

The FIRA-G was used with parents and designed to obtain seven indices of 

family functioning, including Family Stressors, Family Strains, Relative and Friend 

Support, Social Support, Family Coping and Coherence, Family Hardiness, and Family 

Distress.  The Family Stressors and Family Strains Indices each contain 10 items, while 

the Family Distress Index contains 5 items.  They all come from the adult Family 

Inventory of Life Events (FILE) (McCubbin, Patterson, & Wilson, 1983) and were used 

for analysis in the present study.  They are associated with factor A of the Resiliency 

Model of Family Stress, Adjustment, and Adaptation.  The family stressors and strains 

indices were designed to measure life events and changes that could result in a family’s 

vulnerability to future stressors or changes in the family; whereas, the Family Distress 

Index was designed to measure major family difficulties that could result in overall 

deterioration of family stability (McCubbin & Thompson, 1991).  These indices are 

described in more detail in the paragraphs that follow. 

The Family Stressors Index includes 10 items that reportedly measure life events 

and changes that can render a family susceptible to the influence of a subsequent stressor 

or change in the family (McCubbin, Thompson, & McCubbin, 1996).  Example items 

include the following:   

During the past year, a family member stopped working, lost or quit a job.  
 During the past year, the family moved to a new home or apartment.   

During the past year, a family member, relative, or close friend became  
seriously ill or injured.   
During the past year, a family member left home or moved back home.   
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A complete list of items is provided in Appendix C.  The index authors reported a 

validity coefficient (correlation with the original scale upon which it was based) of .60 

(McCubbin et al, 1996).  In the present study, reliability statistics (Cronbach’s alpha) 

were .71 for mothers and .75 for fathers.  Individual item scores are weighted such that a 

negative response receives a score of 0, while a positive response receives a weighted 

score between 40 and 73 based on past research that asked participants to weight the level 

of stress for different life events in relation to a given value for stress in a particular life 

event.  Scores are summed for the 10 items and then divided by 10 for a Family Stressors 

Score. 

The Family Strains Index contains 10 items that also purport to record life events 

and changes that leave a family vulnerable to the effects of a subsequent stressor or 

change (McCubbin et al., 1996).  Example items include the following:   

During the past year, there have been increased arguments between parent(s)  
and child(ren).   
During the past year, there has been increased difficulty in managing the 

 child(ren).   
During the past year, there has been increased difficulty with people at work  
or dissatisfaction with job/career.   
 

A complete list of items is provided in Appendix C.  The authors of the index reported a 

Cronbach’s alpha of .82 and validity coefficient (correlation with the original scale upon 

which it was based) of .99.  For the present study, internal reliability was fair to good 

(Cronbach’s alpha = .77 for mothers and .58 for fathers).  Individual item scores are 

weighted such that a negative response receives a score of 0, while a positive response 

receives a weighted score between 22 and 53 according to past research that asked 

participants to weight the level of stress for different life events in relation to a given 
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value for stress in a particular life event.  Scores are summed for the 10 items and then 

divided by 10 for a Family Strains Score. 

The Family Distress Index contains 5 items that are believed to measure major 

difficulties that families may encounter that indicate deterioration in the stability of the 

family.  Items include the following:   

During the past year, a family member appeared to have emotional problems. 
During the past year, a family member appeared to depend on alcohol or drugs. 
During the past year, physical and/or psychological violence occurred in the 

 home. 
During the past year, there has been increased difficulty with the sexual 

 relationship between husband and wife. 
During the past year, husband and wife separated or divorced.   

The authors of the index reported a limited validity coefficient (correlation with the 

original scale upon which it was based) of .50.  Individual item scores are weighted such 

that a negative response receives a score of 0, while a positive response receives a 

weighted score between 58 and 79 based on past research that asked participants to 

weight the level of stress for different life events in relation to a given value for stress in a 

particular life event.  Scores are summed for the 5 items and then divided by 10 for a 

Family Distress Score.   

The FIRM contains a total of 68 items with four scales, as follows:  Family 

Strengths I:  Esteem and Communication, Family Strengths II:  Mastery and Health, 

Extended Family Social Support, and Financial Well-Being.  Example items from each 

scale are as follows: 

Esteem and Communication:   

 We discuss our decisions with other family members before carrying them out. 
 The working members of our family seem to be respected by their co-workers. 
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 Mastery and Health: 
 
 Having only one person in the family earning money is (or would be) a problem  
  in our family. 
 Our family is under a lot of emotional stress. 
 

Extended Family Social Support: 

 Our relatives seem to take from us, but give little in return. 
 We try to keep in touch with our relatives as much as possible. 
 

Financial Well Being 

 We feel we have a good retirement income program. 
 We seem to have little or no trouble paying our bills on time. 
 
A complete list of items included in each of the FIRM scales is provided in Appendix D. 

The internal reliability (Cronbach’s alpha) for these four scales was reportedly .89 

(McCubbin & Thompson, 1991).  Similar reliability was found for the present study (.95 

for mothers and .87 for fathers).  The FIRM was developed using a population of families 

experiencing chronic illness; however, the authors note that all of the items were 

designed for use with any type of family.  The total of the four scaled scores provides a 

total FIRM score, with a higher score indicating greater resources.  Additionally, each 

scaled score can be plotted on line graphs to determine a lacking, moderate, or better-

than-average supply of resources in that particular area.   

The A-FILE was used with adolescent targets and siblings.  It was developed in 

an attempt to better understand an adolescent’s perspective on family life events and 

changes (McCubbin & Thompson, 1991).  The A-FILE consists of 50 items, each worded 

to reflect a change that requires some positive or negative adjustment in the regular 

interaction or behavior patterns of family members.  The instrument yields a total family 
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life changes measure, which can be further divided into recent (occurring within the past 

year) and past (occurring longer than a year ago) life changes scores.  Weighted or 

unweighted scores can be calculated.  Higher scores imply greater family stress as 

perceived by the adolescent.  Test-retest reliability for total recent life changes was .82 

and for total past life changes was .84, and overall internal reliability (Cronbach’s alpha) 

for total recent life changes was .69 as reported by McCubbin & Thompson (1991).  For 

the present study, the overall internal reliability (Cronbach’s alpha) for total recent life 

changes was .78 for targets and .88 for siblings. 

In addition to the total recent life changes score, the researcher used A-FILE 

subscales with target adolescents and their adolescent siblings that involved the 

conceptual dimensions termed by the authors as Recent Responsibilities and Strains, 

Recent Substance Use, and Recent Legal Conflict.  These dimensions correspond with 

the A factor (stressor events and demands) in the Resiliency Model of Family Stress, 

Adjustment, and Adaptation.  A complete list of items included in each subscale is 

provided in Appendix E. 

The Recent Responsibilities and Strains Subscale contains 19 items that focus on 

tensions and strains related to health care and finances.  Example items include the 

following:   

During the last 12 months, a family member became seriously ill or injured. 
During the last 12 months, a family member has had emotional problems. 
During the last 12 months, parent(s) and teenager(s) have had increased   

 arguments (hassles) over choice of friends and/or social activities. 
During the last 12 months, parent(s) and teenager(s) have had increased   

 arguments (hassles) over personal appearance (clothes, hair, etc.).   
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The authors of the scale reported good internal reliability for this subscale (Cronbach’s 

alpha = .67).  For the present study, internal reliability was also good (Cronbach’s alpha 

= .73 for targets and .84 for siblings).  Individual item scores are weighted such that a 

negative response receives a score of 0, while a positive response receives a weighted 

score between 43 and 77 based on past research that asked adolescent participants to 

weight the level of stress for different life events in relation to a given arbitrary value for 

stress in a particular life event.  Scores are summed for the 19 items to yield a Recent 

Responsibilities and Strains Subscale score.   

The Recent Substance Use Subscale contains the following 4 items:   
 
During the last 12 months…  
1.  a family member has used drugs (not given by a doctor). 
2.  a family member has drunk too much alcohol. 
3.  a child or teenage member was suspended from school or dropped out of 

 school. 
4.  parents(s) and teenager(s) have increased arguments (hassles) over use of 
cigarettes, alcohol, or drugs.   

The authors of the scale stated that due to the wide variability in frequency of occurrence 

of the items, acceptable levels of internal consistency for this subscale were not achieved.  

For this particular study, internal reliability was fair to good (Cronbach’s alpha = .59 for 

targets and .70 for siblings).  Individual item scores are weighted such that a negative 

response receives a score of 0, while a positive response receives a weighted score 

between 59 and 76 based on past research that asked adolescent participants to weight the 

level of stress for different life events in relation to a given arbitrary value for stress in a 

particular life event.  Scores are summed for the 4 items to yield a Recent Substance Use 

Subscale score.   
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The Recent Legal Conflict Subscale contains only 2 items, as follows:   

During the last 12 months, a family member… 
1.  went to jail, juvenile detention, or was placed on court probation. 
2.  was robbed or attacked (physically or sexually).   
 

The authors of the scale reported that internal reliability for this subscale was good 

(Cronbach’s alpha = .89); however, it was quite low in this particular study (.31 for 

targets; .33 for siblings).  The items received a score of 0 for a “no” response and were 

weighted (80 and 83, respectively) for a “yes” response.  The two item scores were 

summed for a Recent Legal Conflict Subscale score. 

The IHSSRLE was developed and validated as a measure of hassles (stressors 

commonly encountered in daily life) to which adolescents are exposed (Kohn & Milrose, 

1993).  It contains 41 items (listed in Appendix F), and participants are asked to rate each 

item (hassle) on a 4-point scale regarding exposure during the past month in their lives. 

Example items include the following:   

Disagreements with teachers.   
Too many things to do at once.   
Struggling to meet your own standards of performance at school.   
Not enough time to meet your responsibilities. 
 

The authors of the index reported a Cronbach’s alpha of .91 and validity coefficient 

(correlation with an independent measure of subjectively rated stress) of .68.  For the 

present study, reliability was also good, with a Cronbach’s alpha of .92.  Higher overall 

scores indicate greater daily hassles/stressors in adolescents. 

The ADHD Family Scale was created solely for the purposes of this research 

project.  The other scales were well-established and involved general family functioning, 

life events, and changes associated with stresses and strengths; however, a review of the 
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literature specific to ADHD and family dynamics (Bullard, 1997; Ducharme, 1997; 

Kendall et al., 2003; Rice, 1996) revealed difficulties and strengths specifically related to 

ADHD that were not necessarily measured in the other scales.  These topics were 

compiled into a 44-item scale deemed the ADHD Family Scale (see Appendix G).  The 

first 26 items were about family members.  Example items were as follows:   

Family members have feelings of a tense home atmosphere.   
Family members have feelings of family closeness.   

Participants were individually asked to rate these items based on the extent to which each 

characterized the family unit as a whole.  Three items were about parents, and individual 

participants were asked to rate the items based on their beliefs/experiences regarding the 

parent(s) living in the household.  The items were as follows: 

 Parents differ in discipline techniques. 
 Parents argue with each other. 
 Parents argue with children. 
 
Ten items were about the target adolescents.  Example items were as follows: 

 Adolescent has difficulty making friends.   
 Adolescent is creative. 
 Adolescent requires excess time and energy for homework.   

Again, each participant was asked to rate the items based on his/her own experience with 

the target adolescent (as self, parent, or sibling).  Two items were about 

relatives/extended family, as follows: 

 Relatives do not understand ADD/ADHD). 
 Relatives are supportive of our family. 

Three items were about teachers at the target adolescent’s school, as follows: 

 Teachers do not believe that ADD/ADHD is real. 
 Teachers do not understand ADD/ADHD. 

 46



 Teachers create a positive learning environment at school.   

A 4-point rating scale (1 = not at all; 2 = occasionally/sometimes; 3 = frequently/often; 4 

= all the time) was used for all items.  The “not applicable” (N/A) response was also 

possible for each item.   

Correlations among family members’ ratings were moderate to high on several 

items (see Table 3.2).  The independence of observation assumption was violated because 

the data were obtained from individual members within families; however, a factor 

analysis was performed in hopes of identifying factors relevant to the impact of ADHD 

on families.  For the first 26 scale items describing the family as a unit, three factors were 

identified (see Table 3.3) as follows, based on a scree plot distribution using principal 

axis factoring and Varimax rotation with Kaiser Normalization:  negative feelings among 

family members; positive feelings among family members; and concerned feelings 

among family members regarding ADHD medication.  For the last 18 items describing 

individuals within and outside the family (parent(s), target adolescent, extended family 

relatives, and teachers), three factors were identified (see Table 3.4) as follows, based on 

scree plot distribution using maximum likelihood extraction and Varimax with Kaiser 

Normalization rotation:  social and behavioral interactions between and within family 

members; non-supportive internal and external factors; and supportive internal and 

external factors.   

The internal reliability (Cronbach’s alpha) ranged from .57 to .87 for the six 

subscales of the ADHD Family Scale.  Items included in each subscale are provided in 

Appendix H.  Values were calculated for each subscale using groups of individuals across 
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families (fathers, mothers, targets, siblings) as well as the entire data set (all members in 

all families).  Complete reliability results are provided in Table 3.5. 

Qualitative Measures 

The interview questions were constructed from a developmental contextual 

perspective with the intent to promote open-ended discussion regarding the meaning of 

ADHD in the lives of adolescents with the disorder and their general feelings about 

themselves and their families, including resources and strengths.  Some of the questions 

were adopted or modified from the Semistructured Clinical Interview for Children and 

Adolescents Protocol Form (McConaughy & Achenbach, 2001) in the areas of self 

perception/feelings and family relations.  Because a semi-structured interview format was 

used, the questions served as a guide rather than a formal schedule.  The researcher first 

established rapport with the adolescent participant and followed the participant’s lead in 

an attempt to gain temporary access to his or her psychological and social world.  General 

interview questions included the following:   

1. Tell me about your feelings when you learned you had ADHD. 
2. How does your ADHD affect your everyday life? 

a. What are some good things about having ADHD? 
b. What are some bad things about having ADHD? 

3. Tell me about your feelings when you’re around other family members.  Give 
actual examples, if possible. 

4. What things help your family cope during difficult situations?  Are there people 
or groups in your life that help make things easier? 

5. Tell me a little more about yourself. 
a. What makes you happy/sad/mad/scared? 
b. What do you do when you’re happy/sad/mad/scared? 
c. What do you worry about? 
d. How do you feel most of the time? 
e. What do you need the most? 

6. If you could change something about yourself, what would it be? 
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7. If you could change something in your family or home, what would it be? 
8. What are your strengths?  Give actual examples, if possible. 

Analyses 

Quantitative Analyses 

Adolescents with ADHD exist or are nested within hierarchical social structures 

including families, peer groups, schools, and communities.  This research focused on 

adolescents and all of the individuals within the family.  The nature of the data structure 

was multilevel because the data were collected from different individuals belonging to 

the same group (a family).   Thus, hierarchical linear modeling (HLM) was used to 

evaluate the data regarding hypotheses 1 through 4.   

The HLM 6.02 software program (Raudenbush, Bryk, & Congdon, 2005) was 

used with restricted maximum likelihood estimation and robust standard errors.  HLM is 

a special regression technique that, by virtue of its design, takes the hierarchical structure 

of family data into account (Willms, 1999).  Because the independent observation 

assumption is typically violated with families (i.e., ratings from members within the same 

family are related because members are evaluating their shared environment), regular 

regression or analysis of variance methods for analyzing the data are not ideal or suitable.  

A multi-level modeling approach (HLM) simultaneously estimates within- and between-

family variance, which assures that covariation estimates between outcomes of the same 

family will be corrected for measurement error (Raudenbush, Brennan, & Barnett, 1995).  

Data were collected from each individual within the family, but family-level variables 
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were also included.  To test hypotheses #1 and #2, the HLM analyses involved two 

levels. 

Level 1 was a within-family measurement model which proposed that the 

outcome score (e.g., family stress, family resources) was the sum of a true score from 

each parent plus a measurement error.  Scores were dummy coded, using 0 and 1.  Each 

parent had a subscale score so that there were two outcome scores from dual-parent 

families and only one score from single-parent families.  The model was written as 

follows: 

 Yij = β1jX1ij (Father) + β2jX2ij (Mother)  + rij 

where Yij was the dependent measure of interest (e.g., FIRA-G subscale score, FIRM 

score) for individual i within family j, with i = 1, 2 scores per family and j = 1,…40 

families.  Thus, there were 1-2 scores per family, depending upon the number of parents 

living in the household.  This outcome was represented as a function of individual scores, 

Xqij, plus a random error rij.  Stated another way, the outcome score for each parent was 

the sum of a true score plus a measurement error.  Y1j represented fathers’ scores and Y2j 

represented mothers’ scores.  The regression coefficients, also known as distributive 

effects βqj, q = 1, 2, indicated how the outcome was distributed in family j as a function of 

the measured parental perceptions of family stress and family resources. 

Level 2 was a between-family model in which the coefficients obtained from 

Level 1 were predicted by a set of explanatory family-level variables believed possibly 

related to family life stressors and/or family resources.  Each βqj was an outcome variable, 
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dependent upon a set of family-level variables Wsj, and a unique family effect, uqj.  The 

model was written as follows: 

  β1j = γ10 + γ11 (TARGET GENDER) + γ12 (# ADHD MEMBERS) + γ13 

(FAMILY SES) + u1j

  β2j = γ20 + γ21 (TARGET GENDER) + γ22 (# ADHD MEMBERS) + γ23 

(FAMILY SES) + u2j. 

To test hypothesis #3, HLM was also used with adolescent targets’ and siblings’ 

data.  Scores were dummy coded, using 0 and 1.  The Level 1 measurement model was as 

follows:   

 Yij = B1jX1ij (Sibling) + B2jX2ij (Target) + rij  

where Yij was the dependent measure of interest (e.g., A-FILE score) for individual i 

within family j, with i = 1, 2 scores per family and j = 1,…40 families.  The outcome 

score for each participant was the sum of a true score plus a measurement error.  Y1j 

represented siblings’ scores; whereas, Y2j represented targets’ scores.  The regression 

coefficients (distributive effects) βqj, q = 1, 2  indicated how the outcome was distributed 

in family j as a function of the measured adolescent perceptions of family stress. 

 The Level 2 between-family model specified that Level 1 coefficients were 

predicted by the number of family members with a diagnosis of ADHD, while 

statistically taking into consideration the target’s gender and family SES as well as a 

unique family effect, uqj.  The model was as follows: 

 
  β1j = γ10 + γ11 (TARGET GENDER) + γ12 (# ADHD MEMBERS) + γ13 

(FAMILY SES) + u1j.
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  β2j = γ20 + γ21 (TARGET GENDER) + γ22 (# ADHD MEMBERS) + γ23 

(FAMILY SES) + u2j. 

To test hypothesis #4, the HLM analyses again involved two levels.  Level 1 was 

a within-family model which proposed that each subscale score on the ADHD Family 

Scale was the sum of a true score from each family member plus a measurement error.  

Scores were again dummy coded, using 0 and 1.  The model was written as follows: 

 Yij = β1jX1ij (Father) + β2jX2ij (Mother) + β3jX3ij (Sibling) + β4jX4ij (Target) + rij. 

where Yij was the subscale score for individual i within family j, with i = 1, …4 scores 

per family and j = 1,…40 families.  Thus, there were 2-4 scores per family, depending 

upon the number of members (adolescents and adults) within the family.  This outcome 

was represented as a function of individual scores, Xqij, plus a random error rij.  The 

regression coefficients, also known as distributive effects βqj, q = 1…,4 indicated how the 

outcome was distributed in family j as a function of the measured individual perceptions 

of positive and negative family feelings (1 = father, 2 = mother, 3 = sibling, 4 = target 

adolescent). 

 Level 2 was a between-family model in which the coefficients obtained from 

Level 1 were predicted by the number of family members with a diagnosis of ADHD, 

while statistically taking into consideration the target’s gender and family SES as well as 

a unique family effect, uqj.  The model was written as follows: 

  β1j = γ10 + γ11 (TARGET GENDER) + γ12 (# ADHD MEMBERS) + γ13 

(FAMILY SES) + u1j.
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  β2j = γ20 + γ21 (TARGET GENDER) + γ22 (# ADHD MEMBERS) + γ23 

(FAMILY SES) + u2j. 

  β3j = γ30 + γ31 (TARGET GENDER) + γ32 (# ADHD MEMBERS) + γ33 

(FAMILY SES) + u3j.

  β4j = γ40 + γ41 (TARGET GENDER) + γ42 (# ADHD MEMBERS) + γ43 

(FAMILY SES) + u4j. 

 With all analyses, dichotomous variables (target gender and coded number of 

ADHD members in the family) were uncentered; whereas, coded family SES (low, 

moderate, or high) was grand-centered.  A separate HLM analysis was run for each 

measure listed in Table 3.1. 

Qualitative Analyses 

 To address research questions #5 and #6, qualitative analyses of six of the 

adolescent private interviews were performed.  In an attempt to integrate quantitative and 

qualitative data, I used a person- rather than variable-oriented approach when analyzing 

adolescents’ responses to the interview questions.  Following transcription of each 

interview, qualitative analyses were conducted based on guidelines provided in a similar 

study conducted by Kendall et al. (2003) involving ADHD in children.  I read each 

transcript several times and made notes using key words in the margins.  I then attempted 

to identify overall themes, categories, and/or concept clusters within each participant’s 

transcript.  Additionally, I examined the six target adolescents’ responses on the 

IHSSRLE and attempted to integrate those results with results of the themes identified in 

the interview transcript analyses.  Laub & Sampson (2004) stated that quantitative 
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findings can be enhanced by analyzing the qualitative data in relation to the quantitative 

results, thereby hopefully revealing some of the complex processes involved.  For this 

reason, I chose to include qualitative analyses within the scope of the present study.
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Table 3.1 

Measurements Used to Examine Each Research Hypothesis/Question 
                  
  
Hypothesis/Question Topic   Measurements Used     Family Member Data Sources 
                  
 
1.  Parents’ Perceptions of Family Stress  FIRA-G1 Subscales (3):     mothers, fathers  
       Family Stressors     
       Family Strains  
       Family Distress 
2.  Parents’ Perceptions of Family 
 Resources and Strengths   FIRA-G1 Subscales (4):     mothers, fathers 
       Relative and Friend Support 
       Social Support 
       Family Coping and Coherence 
       Family Hardiness 
      FIRM2 Subscales (4):      
       Family Strengths I:  Esteem and Communication 
       Family Strengths II:  Mastery and Health 
       Extended Family Social Support 
       Financial Well Being 
      FIRM2 Total Score 
3.  Adolescents’ Perceptions of  
 Family Stress    A-FILE3 Subscales (3):     target adolescents,  
       Recent Responsibilities and Strains   sibling adolescents  
       Recent Substance Use 
       Recent Legal Conflict 
      A-FILE3 Total Recent Family Life Changes 
 
 
 
 



Table 3.1.  Continued.   
                  
  
Hypothesis/Question Topic   Measurements Used     Family Member Data Sources 
                  
 
4.  Family Members’ Perceptions of 
 Positive and Negative Feelings  ADHD Family Scale Subscales (6):    mothers, fathers, target adolescents, 
       Negative Subscales (4):    sibling adolescents 
        Feelings Regarding Medication 
        Non-Supportive Internal  
         and External Factors 
        Negative Social/Behavioral Interactions 
        Negative Feelings 

       Positive Subscales (2): 
        Positive Feelings 

 

56         Supportive Internal and External Factors 
 
5.  Meaning of ADHD for Adolescents  Qualitative Interview     target adolescents 
       Focus on Responses to Questions 1, 2, 5, 6 
 
6.  Adolescents’ Perceptions of  
 Individual Strengths and Positive 
 Family Resources    Qualitative Interview     target adolescents 
       Focus on Responses to Questions 3, 4, 7, 8 
      Total IHSSRLE4 

                  

1  Family Index of Regenerativity and Adaptation-General 
 
2  Family Inventory of Resources for Management 
 
3  Adolescent-Family Inventory of Life Events and Changes 
 
4  Inventory of High-School Students’ Recent Life Experiences



Table 3.2:  Correlations between Family Member Respondents for Items on the   
       ADHD Family Scale 
             

 
Item Mother-Father Mother-Target Father-Target Mother-Sibling Father-Sibling Tar-Sib 
 n = 28  n = 40  n = 28  n = 22  n = 17  n = 22  
 
1 .526**  .445**  .412*  .440  .574*  .114 

2 .090  .408**  .136  .129  .433  .377 

3 .414*  .268  .309  .580**  .094  .310 

4 .225  .257  .316  .493*  .457  .238 

5 -1.33  .178  .412*  .213  .533*  .138 

6 -.064  .052  -.060  .207  -.064  -.224 

7 -.083  -.022  -.323  .306  .453  -.678** 

8 .499**  .103  .245  .216  .127  .160 

9 .436*  -.021  .550**  .571**  .400  .103 

10 .183  -.064  .266  -.307  .168  .142 

11 .136  .277  -.067  .385  .111  .232 

12 .036  -.042  -.100  -.187  .183  .346 

13 -.125  .017  .126  -.018  .598*  .489* 

14 .135  -.127  .103  .280  .491  -.473* 

15 .029  .131  .293  -.223  .044  -.438 

16 .425*  -.014  .014  .336  .000  .203 

17 .089  .341*  .035  -.481*  .320  .111 

18 .187  .246  .240  -.075  .510  .247 

19 .206  .119  -.252  .131  .058  -.129 

20 .087  -.047  .027  .464*  .044  .105 

21 .211  .369*  .202  .306  .277  .451* 

22 .582**  .195  .180  .606**  .000  .515* 

24 .394*  .287  .130  .063  .308  .196 

25 -.132  .321*  -.233  .327  -.658**  .242 

26 -.200  .279  -.193  -.181  .078  -.375 

27 .085  -.003  -.341  -.038  .207  .040 

28 -.110  .166  .182  .177  .164  .157 

29 -.092  .306  -.037  .426  .000  .508 

30 .077  -.028  .233  .194  .714**  .225 

31 .447*  .282  .115  .638**  .533*  .425 
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Table 3.2.  Continued. 
             

 
Item Mother-Father Mother-Target Father-Target Mother-Sibling Father-Sibling Tar-Sib 
________________________________________________________________________
32 -.117  .505**  -.059  -.089  .784*  -.067 

33 .267  .222  .a  .372  .341  .063 

34 .318  .251  .259  .016  .264  -.263 

35 .317  .577**  .564**  .015  .361  -.068 

36 .509*  .542**  .338  -.176  .247  .025 

37 .325  .410**  .158  .227  .264  .254 

38 .465*  .176  .254  .203  .307  -.235 

39 .614**  .312  .088  .450*  .326  .118 

40 .259  .145  .271  .233  .011  .058 

41 .517**  .332*  .350  .503*  .763**  .776**  

42 .049  -.101  .199  -.148  .687**  -.032 

43 .004  .092  .329  .021  .000  .040 

44 .005  .295  .489*  .358  .509  .249 

45 .507**  .280  .232  .568**  .602*  .225 

________________________________________________________________________
    
*.  Correlation is significant at the 0.05 level (2-tailed).   
**.  Correlation is significant at the 0.01 level (2-tailed).   
a.  Cannot be computed because at least one of the variables is constant. 
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Table 3.3:  Factor Loadings, Communalities (h2), and Percents of Variance for Maximum 
       Likelihood Extraction and Varimax Rotation on ADHD Family Scale   
       Items Pertaining to the Family as a Unit 
             

 
Item        S1 S2  S3  h2 

________________________________________________________________________ 
 
Negative Feelings 

Family members have feelings of… 

being ignored.        .68 -.02  .10 .47 

anger.         .66 -.14   .05 .46 

frustration.        .64 -.05   .31 .50  

being criticized.       .63 -.07 -.08 .41 

guilt or self-blame.       .63  .22  .13 .46 

being misunderstood by others.     .61 -.08  .12 .40  

social isolation.       .56  .06  .27 .39 

incompetence.        .53  .22  .14 .35 

worry.         .52  .09  .29 .36 

a tense home atmosphere.      .50 -.33  .34 .47 

exhaustion.        .43  .18  .30 .31 

depression.        .42 -.39  .34 .44 

health problems.       .39  .01  .06 .16 

helplessness.        .38 -.09  .06 .15 

embarrassment.       .36 -.03  .34 .24 

inadequacy.        .35   .12  .05 .14 

difficulty communicating with teachers.    .34 -.05  .25 .18 

Positive Feelings 

Family members have feelings of… 

family closeness.      -.15   .78  .08 .64 

contentment.        .04   .73 -.02 .53 
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Table 3.3.  Continued. 
             

 
Item        S1 S2  S3  h2  

 
Continued Positive Feelings  

happiness.       -.03   .68  .01 .46 

the need to serve others.      .21   .52  .20 .36 

confidence.       -.11   .47 -.07 .24 

the need to protect others.      .25   .45  .12 .23 

Feelings Regarding ADHD Medication 

Family members have… 

worry about whether or not medication should be taken -.02 -.11  .96 .94 

concern about possible side effects of medication.   .18  .19 .68 .54 

concern about accurate ADD/ADHD medication dosages.  .24  .15 .53 .37 

 Percent of variance     18.61 10.84 9.89 

________________________________________________________________________ 
 
S1  Subscale 1:  Negative Feelings 
 
S2

  Subscale 2:
    Positive Feelings 

 
S3  Subscale 3:  Feelings Regarding ADHD Medication
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Table 3.4:  Factor Loadings, Communalities (h2), and Percents of Variance for Maximum 
       Likelihood Extraction and Varimax Rotation on ADHD Family Scale Items      
       Pertaining to Individuals Within and Outside the Family 
             

 
Item        S4 S5 S6 h2 

________________________________________________________________________ 
 
Negative Social/Behavioral Interactions 

Adolescents argue with parents.       .87  .03 -.16 .47 

Parents argue with children.      .75  .05  .01 .56 

Adolescents argue with sibling(s).     .67  .12  .07 .47 

Adolescents are violent toward sibling(s).    .37  .25  .02 .20 

Adolescents destroy property.      .28  .20 -.15 .14 

Adolescents require excess time and energy for homework.  .23  .11  .11 .08 

Parents differ in their discipline techniques.    .22 -.03  .11 .06 

Parents argue with each other.      .20 -.079 -.07 .05 

Non-Supportive Internal and External Factors 

Teachers do not understand ADD/ADHD.    .10  .84  .13 .73 

Teachers do not believe that ADD/ADHD is real.   .19  .70  .05 .53 

Teachers create a positive learning environment at school.  .01 -.58  .39 .49 

Relatives do not understand ADD/ADHD.   -.13  .43  .09 .21 

Adolescents have difficulty making friends.    .15  .35 -.16 .17 

Adolescents have difficulty interacting with others.   .31  .33 -.26 .27 

Supportive Internal and External Factors 

Adolescents have high activity levels.     .01  .18  .67 .49 

Adolescents are creative.      .19  .15  .63 .45 

Adolescents have positive experiences with teachers at school. -.11 -.23  .56 .38 

Relatives are supportive of our family.    -.01 -.15  .20 .06 

 Percent of variance     13.06 12.33 8.65 

________________________________________________________________________ 
 

S4  Subscale 4: Negative Social/Behavioral Interactions  

S5  Subscale 5:  Non-Supportive Internal and External Factors 

S6  Subscale 6:  Supportive Internal and External Factors
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Table 3.5:  Internal Reliability (Cronbach’s alpha) for each Subscale of the ADHD    

       Family Scale 

            
  

Group     S1 S2 S3 S4 S5 S6  
             
     
Fathers      .84 .78 .89 .81 .62 .56 

Mothers     .85 .75 .84 .41 .61 .55 

Target Adolescents    .90 .75 .77 .53 .69 .48 

Siblings     .88 .88 .65 .77 .74 .75 

All members in all families   .87 .78 .81 .68 .68 .57  

             

 

S1  Subscale 1:  Negative Feelings 

S2
  Subscale 2:

  Positive Feelings 

S3  Subscale 3:  Feelings Regarding ADHD Medication 

S4  Subscale 4: Negative Social/Behavioral Interactions  

S5  Subscale 5:  Non-Supportive Internal and External Factors 

S6  Subscale 6:  Supportive Internal and External Factors 
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CHAPTER IV 
 

RESULTS 
 
 

 Mean, standard deviation, and skewness for the individual- and family-level 

continuous demographic variables based on the full sample, single-parent (mother-only) 

households, and two-parent households are presented in Table 4.1.  Frequencies for the 

categorical demographic variables are listed in a similar manner in Table 4.2.  Results for 

each hypothesis will be discussed in the following paragraphs.  Additionally, a summary 

of the results is provided in Table 4.3. 

Quantitative Results 

Hypothesis 1:  Parents’ Perceptions of Family Stress 

 HLM analyses of parents’ reports on three stress subscales of the FIRA-G (Family 

Stressors, Family Strains, and Family Distress; refer to Table 4.3) showed no statistically 

significant (p > .05) effects for mothers or fathers in terms of the target adolescent’s 

gender, family socioeconomic status, or the number of members in the household with a 

diagnosis of ADHD.  In sum, hypothesis 1 was not supported. 

Hypothesis 2:  Parents’ Perceptions of Family Resources and Strengths 

 HLM analyses of parents’ reports on four subscales of the FIRA-G regarding 

family resources (Relative and Friend Support, Social Support, Family Coping and 

Coherence, and Family Hardiness) are listed in Table 4.3.  For Subscale 4 (Social 

Support), family socioeconomic status (SES) was a significant (B = 7.418; p < .001) 
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predictor for mothers:  Higher family SES scores were associated with higher ratings of 

social support.  The data are depicted in a box-and-whisker plot in Figure 4.1.  Again for 

Subscale 6 (Family Hardiness), family SES was a significant (B = 4.281; p = .01) 

predictor for mothers:  Higher family SES scores were associated with higher ratings of 

family hardiness (See Figure 4.2). 

 Results of HLM analyses of parent reports on four subscales of the FIRM as well 

as the FIRM total score are listed in Table 4.4.  Family SES was a significant (B = 4.966; 

p = .02) predictor for Subscale I (Family Strengths Esteem and Communication) as 

reported by mothers (see Figure 4.3).  Higher SES scores were associated with higher 

family esteem and communication ratings for mothers.  On Subscale 4 (Financial Well 

Being), family SES significantly predicted mothers’ (B = 10.678; p <.001) and fathers’ (B 

= 10.506; p < .001) reports (see Figures 4.4 and 4.5).  As would be expected, higher SES 

scores were associated with greater family financial well-being.  On the FIRM total 

score, family SES was a significant (B = 21.100; p < .001) predictor for mothers only (see 

Figure 4.6):  Higher family SES scores were associated with greater overall family 

resources for management.  Although the results for fathers were not statistically 

significant (p > .05), the relationship was in the same direction as mothers.  Additionally, 

the number of family members with ADHD significantly (B = -14.358; p = .04) predicted 

the total FIRM score for mothers (see Figure 4.7):  Mothers reported greater family 

resources when only one family member (i.e., the target adolescent) had ADHD 

compared to when two or more family members had it.  Although not statistically 

significant (p > .05), results for fathers showed a relationship in the same direction.   
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 In sum, hypothesis 2 was supported for mothers on the FIRM total score:  

Mothers reported greater family resources for management when only one adolescent 

member had ADHD versus when more than one family member was diagnosed.  Family 

SES served as a predictor for both parents in terms of financial well being, an important 

family resource, and for mothers in terms of social support, family hardiness, and family 

esteem and communication.   

Hypothesis 3:  Adolescents’ Perceptions of Family Stress 

 Results from HLM analyses of target and sibling adolescent perceptions of family 

stress as measured by the A-FILE are listed in Table 4.5.  On the A-FILE, family SES 

was a significant (B = -29.353; p = .001) predictor for siblings’ reports of recent legal 

conflicts in the family.  The number and percentage of adolescent siblings in each family 

SES category were as follows:  5 (22.7%) low SES, 11 (50%) moderate SES, and 6 

(27.3%) high SES.  Among these 22 siblings, 4 of 5 individuals with a low family SES 

reported recent legal conflict; whereas, only 2 of 9 individuals with a moderate family 

SES reported recent legal conflict, and 0 of 6 individuals with a high family SES reported 

recent legal conflict.  Thus, higher family SES was associated with lower recent legal 

conflict within the family as reported by siblings.  Also, family SES was a significant (B 

= -274.043; p = .02) predictor for the A-FILE total score for siblings (see Figure 4.8):  

Higher SES scores were associated with lower family life change (stress) scores.  

Although no predictors were statistically significant (p > .05) for target adolescents (n = 

40), the relationships between predictors and A-FILE scores for targets were all in the 

same direction as those mentioned above.   
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 Hypothesis 3 was not supported.  The number of family members with ADHD did 

not influence family stress levels as reported by target adolescents and/or siblings in the 

family; however, family SES was a predictor for recent legal conflict and overall life 

changes/stressors as reported by siblings. 

Hypothesis 4:  Family Members’ Perceptions of Positive and Negative Feelings 

 Results from HLM analyses of all family members’ perceptions of positive and 

negative family feelings are listed in Table 4.6.  On the ADHD Family Scale, the number 

of family members with ADHD was a significant (B = 2.253; p = .02) predictor for 

mothers on Subscale 5 (Non-Supportive Internal and External Factors).  Refer to Figure 

4.9 for a box-and-whisker plot.  When more than one family member living in the 

household had ADHD, mothers reported more non-supportive internal and external 

factors (e.g., Teachers do not understand ADD/ADHD.  Relatives do not understand 

ADD/ADHD. Adolescents have difficulty making friends.).  While not statistically 

significant (p > .05), the relationship was in the same direction for fathers and target 

adolescents.   

 The number of family members with ADHD was again a significant (B = -1.899; 

p = .02) predictor for fathers on Subscale 6 (Supportive Internal and External Factors).  

Refer to Figure 4.10 for a box-and-whisker plot.  When only one family member (i.e., the 

target adolescent) had a diagnosis of ADHD, fathers reported higher ratings, indicating 

more supportive internal and external factors (e.g., Adolescents are creative.  Adolescents 

have positive experiences with teachers at school.  Relatives are supportive of our 
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family.).  While not statistically significant (p > .05), the relationship was in the same 

direction for mothers and adolescent siblings. 

 Family SES was a significant predictor for both mothers (B = 1.356; p = .002) and 

fathers (B = 1.325; p = .02) in terms of supportive internal and external family factors.  

Refer to Figures 4.11 and 4.12 for box-and-whisker plots.  Higher SES was associated 

with higher ratings, indicating more supportive internal and external family factors, such 

as creativity among adolescents and supportive extended family (relatives).  Family SES 

was also a significant predictor for positive feelings among family members as reported 

by mothers (B = 2.224; p < .001) and fathers (B = 2.355; p = .02). Refer to Figures 4.13 

and 4.14 for box-and-whisker plots.  Higher SES was associated with increased positive 

feelings, such as happiness and contentment, among family members.  Siblings’ and 

target adolescents’ results were in the same direction, although not statistically significant 

(p > .05).   

 Hypothesis 4 was partially supported.  When only the target adolescent had 

ADHD, fathers reported more positive internal and external family factors.  When more 

than one family member had ADHD, mothers reported more non-supportive internal and 

external family factors.  All of these findings were consistent with the hypothesis that 

family members would report higher negative feelings and lower positive feelings when 

multiple members within the family had ADHD; however, the findings were not 

consistent across all members within families.  There were no statistically significant 

results for target adolescents on any of the subscales.   

 67



 Although not hypothesized, family SES served as a predictor for parents 

regarding supportive internal and external factors as well as positive feelings.  Families 

with a higher SES score reported more supportive factors and positive feelings compared 

to families with a lower SES score.  The direction of this relationship was consistent 

across all members within families, although the values were not statistically significant 

for target adolescents or siblings.   

Qualitative Results 

Question 5:  The Meaning of ADHD for Adolescents 

 When asked to share how they felt when initially diagnosed/labeled as having 

ADHD, adolescents expressed feelings of indifference, uncertainty, changed perspective 

(especially relief that the problem was identified), and/or negative feelings.  For example, 

Todd said,  

Well, not much of the insanity, just something that would help me get 
better in school because I learned about it and that way I can take 
medicine and do better in school because I really want to do good in 
school…It’s just, I don’t know, I grew to not even take my medicine 
anymore so it’s just, I got to deal with it, so it’s not really even there 
anymore. 

 
Carl shared the following:  “I was not really sure what it, I was kind of a little scared 

about what it was, but I was more excited that they actually figured out what was the 

problem.”  Ray expressed, “I didn’t like it…that I was diagnosed with ADHD…I felt 

sad.”   

 Negative characteristics of ADHD included several external problems that 

occurred in the daily lives of these adolescents:  behavior labeled as “bad” or “annoying” 
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to others, feelings of ridicule or humiliation, and frequent forgetfulness and distraction.  

Todd described the problems as follows:  “Just, sometimes I forget stuff to do like chores 

around the house or something or if I forget to put up the milk or something, just kind of 

stuff like that…”  Kay said, “Sometimes I think my friends make fun.  I don’t know if my 

friends make fun of me or not, but that’s pretty bad if your friends make fun of you.”  

Carl said, “You forget things (laugh).  And the problem is you can’t concentrate, stay on 

track.  (It) takes forever to get homework done.”  Sheila said, “…the bad things are I get 

too hyper and annoy people (laugh).”   

 The participants seemed to have much more difficulty identifying positive 

characteristics of ADHD.  Two of the six participants reported that they could not think 

of one good thing about having ADHD.  However, the other four participants identified 

having excess energy, being able to relate well to others with the disorder, and/or getting 

help from others as positive characteristics.  Robert said, “I think one of the good things 

about having it is that it makes me more energetic, and so it makes me want to be 

outgoing and want to be good at sports, so I practice a lot.”  Sheila echoed this 

observation, saying, “Some good things are I get energetic so I have enough energy to do 

what I want to do, like clean my room or something.”   

 All six of the participants reported that most of the time they feel happy or “pretty 

happy/pretty good.”  When asked to describe times, events, or situations that make them 

happy, the adolescents identified the following:  having positive school experiences/good 

grades, having freedom/no responsibilities, spending time with family members, 
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spending time with friends, helping others, being active (especially participating in 

outdoor activities), and having money.  Todd shared:   

I like playing golf.  And I like just going into town every Friday and 
Saturday night and just hanging out with my friends at Sonic and just 
having fun and just talking and stuff because we don’t really see each 
other that much.  And I like going on trips with the [church] youth group 
because I just got back from a mission trip, in <city>, where we had VBS 
[Vacation Bible School] and we gathered kids in the apartment complexes 
and we’d have VBS at the apartment.  And, we had one group that would 
have like ten or twelve kids everyday and they were all Black and they 
didn’t really have good homes, but we just had a really good time with 
them and then we had a second group in the afternoon and they were all 
Hispanic and I was the only one in my youth group that knew Spanish, 
and so I had to ask them what their name was and how old they were and 
that was really cool.  [Interviewer:  Alright, so it sounds like you’re happy 
when you’re around other people…]  Right.  I can’t, that’s why if I go to 
an out-of-town college, I want to be in a dorm where there’s people that I 
can conversate (sic) with ‘cause I can’t be alone by myself.  
 

 The participants were asked to talk about situations or events that made them sad, 

mad, worried, and scared.  Their responses to these interview questions and prompts were 

brief.  For example, in response to “What makes you sad?” Ray said, “When someone 

dies in our family or I lose things.”  [Interviewer:  Has someone died recently?]  “No, but 

a long time ago.”  The brevity of responses was probably due to my inexperienced 

interviewing techniques; however, qualitative analyses were limited for this reason. A 

summary of responses for each feeling are listed in Table 4.7.  Many of the topics seemed 

to be consistent with reports of typical adolescents (without ADHD) in terms of issues 

about which they feel sad, angry, worried, or scared; however, some of the topics were 

possibly more directly related to problems associated with ADHD or to the meaning of 

ADHD in the lives of these adolescents.  These topics included losing items at home or 

school, receiving poor grades in school, experiencing peer rejection, being involved in 
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arguments with sibling(s), being unsuccessful at task(s), and being teased/ridiculed.  

While all of the aforementioned problems might also be expressed by adolescents without 

ADHD, the presence of ADHD in the lives of these particular adolescents may be the 

unifying reason that these issues arose frequently. 

 When asked what they needed most, target adolescents’ responses varied from 

nothing/no needs to the need for family/friends/to feel loved, being active, or money.  

Sheila said, “…the main thing I need is my family…That’s my main answer is all I need 

is my family for right now or forever, but you can’t live forever.”  Carl said, “(I need) 

things to do, pretty much.  I can’t just sit there.”  Todd expressed a similar idea:  “I can’t 

be bored.  I have to have something going on.  I hate being bored.”  Robert said, “I think I 

need to spend time with people and to feel like I’m loved by them.”   

 Each participant was asked, “If you could change something about yourself, what 

would it be?”  Some respondents supplied answers regarding their personal appearance or 

abilities (e.g., different hairstyle, contact lenses, play guitar better); whereas, others 

expressed that they wished for improved attention/focus/memory, better academic 

abilities/grades, or improved relationships with family members.  For example, Robert 

shared the following: 

I’d probably want be a little bit more attentive…so that I could focus more 
and understand the big picture of what people say to me…And thus 
making better grades by wanting to do my homework and wanting to do 
everything I have to do. 

 
Carl’s response was similar: “To be smarter, to be able to learn faster than I do.  [To] 

remember, get things done faster.”  Sheila said,  
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I’d change my attitude toward my family… Like I do not have a lot of 
patience with my mom for some reason, I don’t know.  I’ve had that for 
years now, since I was about 10 [years old].  I don’t know.  I just don’t 
give respect to her very much, and I keep telling her, you can’t respect 
someone that don’t respect theirself (sic), you know… 

 
Although adolescents without ADHD might provide similar responses, an overall theme 

was identified with regard to improving attention and academic performance in 

adolescents with ADHD.   

 To further examine these adolescents’ perceptions of their life hassles, their 

responses on the IHSSRLE (Kohn & Milrose, 1993) were examined.  Findings revealed 

the following:  Three of the six participants reported that social mistreatment (e.g., being 

taken advantage of, being taken for granted, being left out of things by people) was 

definitely or very much a part of their lives.  Five of the six participants reported that 

decisions regarding their personal future in terms of education and career were definitely 

or very much a part of their lives during the past month.  Five of the six participants 

reported that feelings of loneliness and unpopularity (e.g., being without company, being 

ignored, dissatisfaction with looks or athletic skills) occurred frequently.  All six 

participants reported that some type of academic challenge (i.e., struggling to meet their 

own and/or other people’s standards of performance at school, dissatisfaction with their 

mathematic ability, and/or lower grades than they hoped for) occurred frequently in their 

lives.  Additionally, they all six reported that at least some excessive demands (e.g., too 

many things to do at once, not enough time to meet responsibilities, not enough time for 

sleep, interruptions of school work, hard effort to get ahead) were definitely or very much 

a part of their lives.   
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Question 6:  Adolescents’ Perceptions of Individual Strengths  

and Positive Family Resources 
 

 When asked to identify and discuss their individual strengths, participants 

mentioned topics that I placed within three superordinate categories:  extroverted 

personality, high energy/kinesthetic activities, and musical interests.  For example, Carl 

mentioned riding a four-wheeler and playing golf.  Additional transcript examples were 

as follows:  Todd said, 

I can sing pretty good (sic) and I’m getting really good at guitar, and uh, I 
just feel like I can, I connect with people in different ways than other 
people do.  And I have a really good personality, I think.  I don’t really 
have anybody that hates me.  I’m friends with everybody. 

 

Kay said, 

I’m pretty good at band. [Interviewer:  Oh, what do you play?]  Clarinet, 
I’m pretty good at that.  [Interviewer:  So you enjoy that?]  Yeah, plus I 
get to spend time with my friends and stuff ‘cause I have a friend, I have 
two friends that are in band.  [Interviewer:    Wow, okay.  So your 
strengths are you’re in band, you have friends…What other things do you 
feel are your strengths?]  Building stuff. 

 

 When discussing these adolescents’ perception of positive family resources, all 

six of the participants reported an overall positive relationship with parents.  Four 

participants reported an overall positive relationship with their sibling(s), and two 

reported an overall negative relationship with their sibling(s).  In terms of other family 

strengths or resources, the participants mentioned relationships with extended family 

members (e.g, grandmother), prayer, and church friends/youth groups.  Sheila said, 

When me and my mom and my brother get into difficult situations, we call 
my nanny [grandmother] to help us out, but when my nanny’s in difficult 
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situations and we’re in difficult situations, you just kind of have to sit 
down and pray about that, you know.  ‘Cause we have no one else to turn 
to…I don’t go to church, but I know He’s [God’s] there.  I pray.  
 

Todd said,  

My youth group, my church, and I just pray a lot. Especially, when I’m 
having a hard time, I just pray. It gets me through a lot of things. 
[Interviewer:  So would you say prayer helps your whole family?]  Right.



Table 4.1.  Means, Standard Deviations, and Skewness Levels for Continuous Demographic Variables 

                  
   Full Sample1    Single Parent Household2  2-Parent Household3

 
   Mean SD Skewness  Mean SD Skewness  Mean  SD Skewness 
                  
 
Mother’s Age  44.58 7.13   1.39   42.50 6.65   1.21   45.57 7.21  0.77 
 
Father’s Age  -- -- --   -- -- --   46.07 8.23  1.39 
 
Target’s Age  14.30 1.92   0.48   13.83 1.19 -0.07   14.50 2.15 0.30  
    
Sibling’s Age  15.27 2.16 -0.17   14.40 2.19 -0.61   15.53 2.15 -0.15 
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Family SES Score 2.15 0.74 -0.25     1.92 0.79   0.16     2.25 0.70 -0.39 
                  
 
1  n= 40 targets, 40 mothers, 28 fathers, 22 siblings 

2  n= 12 targets, 12 mothers, 5 siblings 

3  n= 28 targets, 28 mothers, 28 fathers, 17 siblings

 



Table 4.2.  Percentages for Categorical Demographic Variables 
                
      Full Sample1 Single Parent Household2 2-Parent Household3

       %   %   % 
                
 
Targets 
 Males      72.5   58.3   78.6 
 Females     27.5   41.7   21.4 
 ADHD Type 
  Inattentive    42.5   33.3   46.4 
  Hyperactive    15.0   16.7   14.3 
  Mixed     42.5   50.0   39.3 
 
Siblings 
 Males      40.9   40.0   41.2 
 Females     59.1   60.0   58.8  76  ADHD Type 
  Non-ADHD    59.1   60.0   58.9 
  Inattentive    18.2   --   23.5 
  Hyperactive      4.5   --     5.9 
  Mixed     18.2   40.0   11.7 
 
Mothers 
 Education Level 
  Completed 12th grade or less  20.0   16.7   21.4 
  Completed some college  35.0   50.0   28.6 
  Completed college or more  45.0   33.3   50.0 
  
 Employment Status 
  Not working outside the home  27.5   33.3   25.0 
  Technician/Aide   32.5   33.3   32.1 
  Professional Career   40.0   33.3   42.9 

 



Table 4.2.  Continued. 
                
      Full Sample1 Single Parent Household2 2-Parent Household3

       %   %   % 
                
 
Fathers 
 Education Level 
  Completed 12th grade or less  --   --   25.0 
  Completed some college  --   --   32.1 
  Completed college or more  --   --   42.9 
 Employment Status 
  Not working outside the home  14.3   --   14.3 
  Technician/Aide   53.6   --   53.6 
  Professional Career   32.1   --   32.1 
 
Family Annual Income Level (as reported by mothers) 77   $0-40,000    42.5   66.7   32.1 
  $41,000-80,000    35.0   25.0   39.3 
  > $80,000    22.5   8.3   28.6 
      
Family Members with ADHD 
 Target Adolescent Only    55.0   58.3   53.6 
 More than 1 member with ADHD  45.0   41.7   46.4 
                
 

1  n= 40 targets, 40 mothers, 28 fathers, 22 siblings 

2  n= 12 targets, 12 mothers, 5 siblings 

3  n= 28 targets, 28 mothers, 28 fathers, 17 siblings 
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Table 4.3.  Summary of Results for Hypotheses 1 through 4 

                  

Hypothesis Number  Outcome   Family Member  Statistical Significance  Statistical Significance 
and Topic   Measure   Respondents  Regarding # ADHD Members? Regarding SES? 
                  
 

1.  Parents’ Perceptions of  FIRA-G  
 Family Stress  Family Stressors  mothers/fathers   no/no    no/no 
    Family Strains  mothers/fathers   no/no    no/no 
    Family Distress  mothers/fathers   no/no    no/no 
 

2.  Parents’ Perceptions of   FIRA-G   
 Family Resources  Relative/Friend Support mothers/fathers   no/no    no/no 
 and Strengths  Social Support  mothers/fathers   no/no    yes/no 
    Coping/Coherence mothers/fathers   no/no    no/no 
    Family Hardiness  mothers/fathers   no/no    yes/no 
    FIRM 
    Esteem/Communication mothers/fathers   no/no    yes/no 
    Mastery & Health mothers/fathers   no/no    no/no 
    Social Support  mothers/fathers   no/no    no/no 
    Financial Well Being mothers/fathers   no/no    yes/yes 
    Total FIRM  mothers/fathers   yes/no    yes/no  
 

3.  Adolescents’ Perceptions A-FILE 
 of Family Stress  Responsibilities/Strains targets/siblings   no/no    no/no 
    Substance Use  targets/siblings   no/no    no/no 
    Legal Conflict  targets/siblings   no/no    no/yes 
    Total A-FILE  targets/siblings   no/no    no/yes 
 

4.  Family Members’  ADHD Family Scale   
 Perceptions of Positive Negative Feelings mothers/fathers/targets/siblings no/no/no/no   no/no/no/no 
 and Negative Feelings Positive Feelings  mothers/fathers/targets/siblings no/no/no/no   yes/yes/no/no 
    Medication Feelings mothers/fathers/targets/siblings no/no/no/no   no/no/no/no 
    Negative Interactions mothers/fathers/targets/siblings no/no/no/no   no/no/no/no 
    Non-Supportive Factors mothers/fathers/targets/siblings yes/no/no/no   no/no/no/no 
    Supportive Factors mothers/fathers/targets/siblings no/yes/no/no   yes/yes/no/no 
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Table 4.4.  Unstandardized Level 2 Coefficients for Family Index of Regenerativity and Adaptation—General (FIRA-G) 
                  
 
Source of FIRA-G 
Report  ~Subscale # 1  2  3  4  5  6  7 
                  
 
Fixed Effects 
(Least Squares Estimates) 
      
     Mothers 

 Target Gender  -1.377   6.337    0.290  -3.499   0.356  -1.123   0.505 

 # ADHD Members  2.305   4.718  -1.008   0.067   0.470  -2.072  -1.615 

 Family SES  -1.586  -1.912   2.241    7.418**    0.602   4.281**    1.945 

     Fathers 

 Target Gender  -4.509  -0.134  -0.077  -2.723  -0.333   1.939  -0.706 

 # ADHD Members  0.107   0.742   0.146   1.367  -0.203   2.453   0.129 

 Family SES  -0.806   0.506   0.761   6.418   0.074   2.476   2.315 

                  
 

~Subscale Titles: 
1 = Family Stressors; 2 = Family Strains; 3 = Relative and Friend Support; 4 = Social Support; 5 = Family Coping and Coherence;  

6 = Family Hardiness; 7 = Family Distress 

 
** p < .01



Table 4.5.  Unstandardized Level 2 Coefficients for Family Inventory of Resources for Management (FIRM) 
                 
Source of FIRM          FIRM 
Report  ~Subscale # 1  2  3  4  Total Score 
                 
 
Fixed Effects 
(Least Squares Estimates) 
     Mothers 

 Target Gender   0.355  -6.371  -0.274  1.151   -5.139 

 # ADHD Members -2.973  -6.033  -1.009  -4.343  -14.358*

 Family SES   4.966*   4.877   0.578  10.678*    21.100**

     Fathers 

 

80 

                 

~Subscale Titles:  1 = Family Strengths I:  Esteem and Communication; 2 = Family Strengths II:  Mastery and Health; 

 Target Gender  -0.041  -3.438   0.176  -4.159   -7.461 

 # ADHD Members -0.496   0.141  -0.868  -4.419   -5.641 

 Family SES   1.888  -4.473  -0.229  10.506*   7.692 

3 = Extended Family Social Support; 4 = Financial Well-Being 

*   p < .05 
** p <.01
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Table 4.6.  Unstandardized Level 2 Coefficients for Adolescent—Family Inventory of 
Life Events and Changes (A-FILE) 
             
Source of AFILE        AFILE 
Report  ~Subscale # 1  2  3  Total Score 
             
 
Fixed Effects 
(Least Squares Estimates) 
     Targets 

 Target Gender   80.477  -19.265    11.912      26.261 

 # ADHD Members    0.097    29.295     -2.550      14.570 

 Family SES     3.262    -2.619   -1.350   -22.813 

     Siblings 

 Target Gender   37.536    32.663  -11.210      96.980 

 # ADHD Members  36.815    35.022  -15.272      41.587 

 Family SES  -99.974  -46.663  -29.353** -274.043*

             
 

~Subscale Titles: 
1 Recent Responsibilities and Strains 

2 Recent Substance Use 

3 Recent Legal Conflict 
* p  < .05 
** p < .01
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Table 4.7.  Unstandardized Level 2 Coefficients for Subscales of ADHD Family Scale 

                 

Source of  ADHD Family Scale 
Report   ~Subscale  1  2  3  4  5  6 
                 
 
Fixed Effects 
(Least Squares Estimates)      
 

 Mothers 

  Target Gender   1.525  -1.029  -0.858  -1.436   0.278  -0.029 

  # ADHD Members   1.604  -0.388    0.099    0.497   2.253*  -0.467 

  Family SES  -1.573   2.224**  -0.877  -0.278  -0.162   1.356**

 Fathers 

  Target Gender   0.486  -0.850   -1.928   0.131   0.096  -0.419 

  # ADHD Members  0.238   -1.438  -1.466  -1.287   0.947  -1.899*

  Family SES    0.269    2.355*   0.447  -0.513    0.321    1.325*

 Targets 

  Target Gender    4.397  -0.083    0.224   1.412  -1.141   0.676 

  # ADHD Members  0.851   0.608  -0.474   0.695   0.332   0.917 

  Family SES  -2.360   0.875  -0.474  -0.909   0.822   0.335 



Table 4.7.  Continued. 
                  

Source of  Family Scale 
Report   ~Subscale # 1  2  3  4  5  6 
                  

                  

  Family SES   -0.451   1.902   0.889  -0.393   0.175    0.312 

  # ADHD Members  0.290  -3.088  -1.113  -1.982  -0.246  -1.370 

  Target Gender  -1.888  -1.964  -0.389  -0.378  -0.550  -1.874 

 

 Siblings   

~Subscale Titles: 
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5 Non-Supportive Internal and External Factors  

4 Negative Social and Behavioral Interactions   

6 Supportive Internal and External Factors 

3 Feelings Regarding ADHD Medication 

1 Negative Feelings 

2 Positive Feelings 

** p <.01 

* p < .05 



 

Table 4.8.  Feelings and Associated Topics Identified by Adolescents with ADHD 
             
Feeling  Themes/Topics    Related to ADHD?  
             
 
Sadness  death of friends or family members  not likely 

   friends away/out of town   not likely 

   losing items at home or school  possibly 

   poor grades in school    possibly 

   peer rejection     possibly 

Anger   sibling(s) bothers or argues   possibly  

   being unsuccessful at a task   possibly 

   being teased/ridiculed    possibly 

Worry   minimal contact with father   not likely 

   lack of money     not likely 

   family members’ health   not likely 

   U.S. being involved in war   not likely 

   house being burglarized/robbed  not likely 

   future events     possibly 

   being late to events    possibly 

   school/homework/grades   possibly 

   completing responsibilities adequately possibly 

Fear   spirits in the house    not likely 

   mean neighbor     not likely 

   house malfunctions    not likely 

   clowns      not likely 

   scary movies      not likely 

   being kidnapped    not likely 

   bugs and spiders    not likely 

             

 84



 

 

highmoderatelow

Family SES rating based on parent education level, family income, and
parent occupation

70.00

60.00

50.00

40.00

30.00

20.00

10.00

FI
R

A
-G

:  
So

ci
al

 S
up

po
rt

 In
de

x 
Sc

or
e 

fo
r M

ot
he

rs

17

 

* possible outlier 
 
 
Figure 4.1.  Mothers’ Scores on FIRA-G Subscale 4 (Social Support Index) Based on  
  Family Socioeconomic Status. 
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Figure 4.2.  Mothers’ Scores on FIRA-G Subscale 6 (Family Hardiness) Based on  
  Family Socioeconomic Status. 
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Figure 4.3.  Mothers’ Scores on FIRM Subscale 1 (Family Strengths I:  Esteem and  
  Communication) Based on Family Socioeconomic Status. 
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Figure 4.4.  Mothers’ Scores on FIRM Subscale 4 (Financial Well-Being) Based on  
  Family Socioeconomic Status. 
. 

 

 88



 

highmoderatelow

Family SES rating based on parent education level, family income, and
parent occupation

50.00

40.00

30.00

20.00

10.00

0.00

FI
R

M
:  

Fi
na

nc
ia

l W
el

l-B
ei

ng
 S

ub
sc

al
e 

S
co

re
s 

fo
r 

Fa
th

er
s

 

 
Figure 4.5.  Fathers’ Scores on FIRM Subscale 4 (Financial Well-Being) Based on  
  Family Socioeconomic Status. 
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Figure 4.6.  Mothers’ Total FIRM Scores Based on Family Socioeconomic Status. 
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Figure 4.7.  Mothers’ Total FIRM Scores Based on Whether One or More than One  
  Family Member Had ADHD. 
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Figure 4.8.  Siblings’ A-FILE Total Recent Life Changes Scores Based on  Family  
  Socioeconomic Status. 
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Figure 4.9.  Mothers’ Scores on ADHD Family Scale Subscale 5 (Non-Supportive  
  Internal and External Factors) Based on Whether One or More than One  
  Family Member Had ADHD. 
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Figure 4.10.  Fathers’ Scores on ADHD Family Scale Subscale 6 (Supportive   
 Internal and External Factors) Based on Whether One or More than One   
 Family Member Had ADHD. 
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Figure 4.11.  Mothers’ Scores on ADHD Family Scale Subscale 6 (Supportive  
  Internal and External Factors) Based on Family Socioeconomic Status. 
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Figure 4.12.  Fathers’ Scores on ADHD Family Scale Subscale 6 (Supportive  
  Internal and External Factors) Based on Family Socioeconomic Status. 
 
 

 96



 

highmoderatelow

Family SES rating based on parent education level, family income, and
parent occupation

24.00

21.00

18.00

15.00

12.00

9.00

A
D

H
D

 F
am

ily
 S

ca
le

 S
ub

sc
al

e 
2:

  P
os

iti
ve

 In
te

rn
al

Fe
el

in
gs

 A
m

on
g 

Fa
m

ily
 M

em
be

rs
 fo

r 
M

ot
he

rs

1

38

 

º probable outlier 
 
 
Figure 4.13.  Mothers’ Scores on ADHD Family Scale Subscale 2 (Positive  
  Feelings) Based on Family Socioeconomic Status. 
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Figure 4.14.  Fathers’ Scores on ADHD Family Scale Subscale 2 (Positive   
  Feelings) Based on Family Socioeconomic Status. 
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CHAPTER IV 
 

DISCUSSION 
 
 

 The present study was unique in that it examined perceptions of all family 

members (ages 12 and above) in families with an adolescent member who had been 

diagnosed with ADHD.  The study investigated general family stressors and resources as 

well as feelings and opinions regarding issues that have been frequently associated with 

families when ADHD is involved.  Previous ADHD studies which had reported on 

“parental” or “family” issues had often examined only mothers and their younger 

children with ADHD.  These studies had typically examined families and ADHD using a 

deficits-based model.   

 Overall findings of the present study revealed that the number of family members 

with ADHD did not significantly affect all family members’ reports of general family 

stressors, strains, and distress; however, it did significantly affect reports from mothers of 

these target adolescents in terms of perceived family resources and opinions specific to 

ADHD:  Mothers (but not fathers) reported significantly more resources when only the 

target adolescent had ADHD and fewer resources when additional family members had 

the disorder.  Also, mothers reported more non-supportive factors, such as teachers and 

relatives not understanding ADHD, when more than one member of the family had 

ADHD.  Fathers reported more supportive factors, such as adolescents being creative, 

when only one member of the family had ADHD. 

 An additional finding of the present study was that the family SES affected 

different family members’ perceptions of family resources and strengths as well as 
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feelings and opinions related to ADHD.  Mothers and fathers perceived significantly 

increased supportive factors and positive feelings when their family SES was higher.  

Additionally, mothers perceived significantly increased family social support, hardiness, 

esteem and communication, and overall resources when their family SES was higher.  

Siblings reported fewer recent legal conflicts within the family as well as fewer overall 

family life changes when their family SES was higher.  Each reported area will be 

discussed further in the following sections.  

ADHD and Family Stress/Lack of Support 

The overall findings of the present study indicated that the number of family 

members with ADHD does not significantly influence the perceptions of mothers, 

fathers, adolescents with ADHD, or adolescent siblings regarding family stress.  Perhaps 

family stress levels are similar, regardless of the number of members who have been 

diagnosed with ADHD.  Perhaps when multiple family members have the disorder, 

members become “desensitized” to the stress, or consider it to be a typical part of family 

functioning and therefore non-stressful.  Another possibility is that in families who 

reportedly have only one adolescent member with ADHD, other members have the 

disorder as well and have not been officially identified or diagnosed.  Anecdotally, 

several parents reported information such as “I had trouble in school too” and “He is just 

like his dad—likes to work with his hands but not homework/school stuff.”  Despite these 

comments, most parents were very careful to differentiate and/or distance themselves 

from a label/diagnosis of ADHD.  
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When more than one family member living in the household had ADHD, mothers 

reported more non-supportive internal and external factors.  Fathers and target 

adolescents reported similarly, although their results were not statistically significant.  

These non-supportive factors were differentiated from general family stressors and 

seemed to be more closely related to ADHD.  Factors involved the target adolescents’ 

difficulty with social interactions (making friends) as well as extended family members 

and teachers who do not believe that ADHD exists and/or do not understand ADHD.  

When two or more family members have ADHD, many members (especially mothers) 

seem to sense that the members with ADHD are not fully supported within their extended 

families and communities.   

 An additional finding involved family socioeconomic status (SES):  Siblings from 

families with higher SES reported lower incidences of recent legal conflict and overall 

life changes/stressors involving their families.  Empirical research involving siblings of 

adolescents with ADHD is quite sparse.  These results cannot be compared to previous 

results in the literature; however, siblings in these families may sometimes be the most 

accurate informants because they are not vested in the family in the unique role of “target 

adolescent with ADHD” or “parent.”  Especially when the family SES is low, the sibling 

could be the individual who reports most accurately on behalf of the family.   

ADHD and Family Resources/Supports 

Mothers in families in which only one adolescent had ADHD reported greater 

resources for management compared to mothers in families with multiple members with 

ADHD.  Other studies (e.g., Kashdan et al., 2004) have indicated that mothers bear more 
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responsibility for childrearing and family cohesiveness than fathers.  If a typical mother’s 

role involves nurturing family members and identifying resources and strengths for doing 

so, it is reasonable to believe that her capacity for this role is increased when only one 

adolescent member has ADHD and she, as well as her spouse and other child(ren), do not 

have the disorder.  Interestingly, stressors and resources may not function in tandem with 

one another.  For example, mothers may not report feelings of stress, strain, and/or 

distress in the family, yet report feelings of limited support from extended family and 

friends.  Mothers seem to find ways to “manage” themselves and their families, despite 

limited resources.  Perhaps they manage without labeling their life events as stressors.  

Fathers reported more supportive internal and external factors when only the 

target adolescent (versus multiple members) had ADHD.  While not statistically 

significant, mothers and adolescent siblings reported similarly.  When only the adolescent 

family member had a diagnosis of ADHD, other family members tended to recognize the 

adolescent’s high activity levels and creativity and reported that the adolescent had 

positive interactions with teachers at school.  Perhaps when only one adolescent family 

member is labeled with ADHD, other family members are more apt to view some of the 

ADHD characteristics in a positive light. 

Mothers with higher SES reported greater social support, family hardiness, and 

family esteem and communication.  When mothers do not have to worry as much about 

employment and income, perhaps they choose to allocate their resources to other causes, 

such as fostering social networks as well as esteem and communication among family 

members.  Previous studies (e.g., Kendall et al., 2005) have shown that the psychosocial 
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characteristics of mothers play an important role in mothers’ ability to be available to 

family members and even lessen family conflict.  Because the direction of effect is 

unknown, an alternative explanation is that mothers who have achieved a higher SES are 

those who have developed strong social networks, including positive family interactions.  

In other words, positive overall interaction, coping, resilience, esteem, and 

communication may lead to higher SES. 

Another family strength involving mastery and health was at least slightly 

influenced by mothers’ and fathers’ reports of family SES.  Mothers reported greater 

mastery and health when their SES was high.  In contrast, fathers reported worse mastery 

and health when their SES was high.  Perhaps fathers have greater health concerns when 

they are expected to provide vast resources for the family, while mothers feel more 

assured and healthy when they live in a household with a higher SES.  This finding 

supports the notion that “parental” perceptions and feelings may be misleading 

terminology.  The assumption that mothers and fathers report the same information is an 

erroneous one.  This was true even for supposed “factual,” demographic information 

reported in the present study (e.g., On six occasions, fathers reported higher levels of 

family income than mothers in the same family.). 

In families with higher SES, both parents perceived more supportive internal and 

external factors and more positive feelings compared to parents with a lower family SES.  

This was true, although to a lesser (non-significant) extent for siblings and target 

adolescents as well.  Thus, family SES predicted supportive factors within and among 

family members, regardless of the total number of family members with ADHD, whether 

 103



 

it was a single- or dual-parent household, and whether the target adolescent was a girl or 

a boy.  This result was consistent with findings in some recent studies (Blanchard et al., 

2006; Counts et al., 2005) regarding the effects of SES on different variables, although 

other studies have not shown SES to be a significant predictor for family 

resources/support (e.g., Kendall et al., 2005). 

Meaning of ADHD in the Lives of Adolescents 

The participants expressed several ideas that were consistent with societal ideas 

and current research literature:  ADHD is a neurobiological problem/disorder/ 

abnormality.  As such, it is a label that no one necessarily wants to have; yet, it serves as 

a sort of explanation for difficulties that may have been plaguing individuals for some 

time before they learn its name.  ADHD involves many negative characteristics, 

including behavior that is pathologized and, therefore, not desired by those who have the 

disorder or others around them.  Many of the participants seemed surprised when asked if 

there were any good things about having ADHD, as if they had not ever previously 

thought about it in this way.  Some of them felt that their energy levels, while believed to 

be excessive or in abundance by others around them, were in fact an asset. 

While ADHD was definitely a part of these adolescents’ lives, it did not seem to 

identify them completely or constantly affect their dispositions.  When asked how they 

felt most of the time, these adolescents reported that they felt happy or “pretty good.”  

These results are in contrast to some other studies (e.g., Kendall et al., 2003), which 

reported feelings of sadness, anger, frustration, and shame much of the time.  Target 

adolescents’ reports of what makes them happy or what they do when they are happy 
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may reveal a means for identifying some of their strengths (e.g., being active, especially 

in outdoor activities), as well as identifying areas in which they desire to be better or 

more ideal (e.g., good academic performance, spending time with family and friends, 

helping others) and will be discussed further in the following sections.   

When asked about their feelings of sadness, anger, worry, and fear, many of the 

topics that adolescents with ADHD mentioned were in accordance with topics that 

adolescents without ADHD might mention if asked the same questions (e.g., death of 

friend/family member, lack of money, scary movies); whereas, some of the topics may 

have involved “typical” adolescent thoughts and feelings compounded by the 

characteristics of ADHD.  For example, adolescents with ADHD may mention being sad 

about losing items at home or school, being rejected by peers, and receiving poor grades 

at school more often than their non-ADHD peers.  Similarly, they may feel anger due to 

teasing from peers and worry due to apprehension about school/homework/grades more 

often.  Because the present study did not include a “control group” of same-age peers 

without ADHD, we can only speculate regarding these topics; however, previous 

literature (e.g., Kendall et al., 2003; Teeter, 1998) has supported these notions.   

Another interesting finding was that when asked if they could change something 

about themselves, none of the adolescents specifically said they would change having a 

diagnosis/label of ADHD.  However, some of them did express their wish for improved 

attention/focus/memory, better academic abilities, and improved relationships with 

family members.  All of these responses may have reflected some awareness on the part 

of these adolescents that paying attention, remembering, performing well in school, and 
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getting along with others are areas in which they struggle frequently and skills that are 

valued by others within their daily life contexts. 

Target Adolescents’ Accounts of Personal  

Strengths and Family Resources 
 
 The target adolescents perceived their own strengths as getting along well with 

others, having high energy levels, and/or being involved with music (singing or playing 

an instrument).  Involvement in non-team and/or fast-paced team sports such as 

swimming, biking, or soccer, has been suggested as a means to build self-esteem and 

better manage hyperactivity in individuals with ADHD (e.g., Blanchard et al., 2006).  

Forms of physical activity may serve to allow the adolescent to move freely, expend 

energy, and build confidence in a way that is socially acceptable to others.  Playing a 

musical instrument or singing may serve similar functions.  

 The adolescents reported getting along well with their parent(s).  Many of them 

considered extended family members as well as church friends and youth groups to be 

forms of resources for themselves and their families.  These findings support a 

community- and strengths-based approach to families, consistent with other recent 

literature (e.g., Blanchard et al., 2006; Maton et al., 2004). 

Implications 

The family stress model was not well-supported in the present study; however, the 

strengths-based model may be a promising one through which to view ADHD in 

adolescents.  By further understanding the ways in which these adolescents are 
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developing within the context of their families, we may be better able to identify and 

address barriers, such as low socioeconomic status, as well as intrinsic individual- and 

family-level strengths, such as high energy levels and positive feelings regarding family.  

The number of members within a family who are labeled as ADHD does not seem to 

negatively impact the overall family functioning, which can be viewed as a family 

strength rather than a risk factor for increased stress or problems.  This finding 

encourages us to examine what is going well in these families rather than focusing only 

on the negative family characteristics.  The implications for dealing with ADHD are 

refreshingly hopeful because we could build upon identified strengths and seek to 

increase them while fostering additional strengths.  The families who live with ADHD 

are somehow drawing upon resources and typically succeeding on a daily basis.  We have 

much to learn from them. 

Further research involving siblings and fathers within families is certainly 

warranted.  While these individuals are important, mothers, seemingly for most families, 

continue to remain a focal point.  It is crucial that we provide mothers with access to 

helpful resources so that they can, in turn, provide their family members with support and 

build upon their own family’s strengths.  Improving single mothers’ socioeconomic status 

is one way in which this could be accomplished.   

Limitations and Future Directions 

The sample reflected some diversity in terms of ethnicity, family income, and 

parent education; however, due to the small sample size and the sampling procedures, 

generalization of results to the entire ADHD population was limited. Unfortunately, no 
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information is available from families who chose not to participate in the present study.  

 Mothers were typically the family members whom I initially contacted about 

participating in the study.  Several mothers reported that their adolescent with ADHD or 

their husband refused to participate, thus excluding the entire family from the study.  

Interestingly, when I contacted target adolescents or fathers directly, none of these 

individuals refused to participate.  Perhaps they had a harder time refusing a stranger, or 

they gained a better understanding of the study after hearing directly from me, the 

researcher.  Other possibilities are that the mothers assumed one or more of their family 

members would refuse, or they used other members as an excuse because they did not 

have time or interest in participating.  Regardless of the reason(s), the families who 

participated were willing to assist and participate in research for very little in return.  

They may not represent the entire population of ADHD families. 

The present study did not include its own measure(s) for determining or 

confirming a diagnosis of ADHD; rather, it relied on parental reports and diagnoses 

previously made by clinical psychologists, educational psychologists, and/or 

pediatricians.  Because controversy continues to exist regarding how to make a definitive 

diagnosis of ADHD (e.g., Kendall et al., 2003), I chose to rely on the professional 

opinions of those qualified to make the diagnosis.  All of those professionals arrived at 

the diagnosis after using a variety of measures and collecting information from several 

different people who interacted with the individual on a regular basis (e.g., parents, 

teachers).  I also relied on personal reports from parents regarding whether or not other 

family members, in addition to the target adolescent, had been diagnosed with ADHD; 
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therefore, certain family members may have been “missed.”  Identifying or revealing a 

diagnosis or symptoms of ADHD to individuals who believe they are non-impaired was 

well beyond the scope of the present study; however, certain family members may have 

indeed exhibited ADHD symptoms.  If so, information regarding the total number of 

members with ADHD per family may not have been accurate.  This would in turn affect 

study results regarding situations in which multiple family members have the disorder. 

The present study differentiated families based on whether only one adolescent 

member or multiple (two or more) members had a diagnosis of ADHD.  The study did 

not take into account which additional member(s) in the family had ADHD.  For 

example, a father and adolescent daughter with ADHD might impact the family 

differently than a mother and adolescent son with the disorder.  Additionally, two parents 

without ADHD who have two children with the disorder might interact and respond quite 

differently compared to two parents with ADHD whose children also have the disorder.  

As shown in previous studies (e.g., Fletcher et al., 1996; Murray & Johnston, 2006), 

mothers with ADHD exhibited different perceptions, interactions, and struggles with their 

children compared to mothers without ADHD.  While no studies were found that 

specifically differentiated fathers or siblings with ADHD, the possibility that particular 

family members with or without the disorder may impact and influence interactions with 

other family members is a strong one.   

Because of the small sample size, target adolescents in the present study were not 

differentiated based upon their ADHD type or whether or not they were currently taking 

medication.  As noted in other studies, these variables may influence results, and larger, 
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future studies should attempt to consider these differences.  The present study did provide 

information regarding the generic label of ADHD as it is applied to adolescents in today’s 

society and its effects on these individuals as well as their family members. 

Use of a mixed research design involving more than one method for data 

collection is challenging and has its benefits as well as limitations.  Items on the selected 

measures appeared to be reliable in terms of internal consistency, based on previous 

research in which they had been used as well as in the present study.  Except for the 

ADHD Family Scale, which was created solely for the present study, all of the other 

measures had a history of documented content and criterion validity. 

The present study involved a cross-sectional family design and thus could not 

adequately explore how associations between family aspects and individual 

characteristics or problems develop over time; however, it was a step toward 

investigating developmental pathway influences.  A longitudinal study would be ideal for 

more thoroughly investigating ADHD as a developmental process.  Interesting and 

important questions such as, “How do adolescents become successful in adulthood?” and 

“Why do some adolescents with low personal and family stress and high, positive 

resources/strengths have poor adult outcomes?” could be addressed, and individual 

pathway analyses could be performed. 

The ADHD Family Scale may prove to be useful in future studies that examine 

the impact of ADHD on all members of a family.  From a strengths-based perspective, 

the Negative Feelings and Non-Supportive Internal and External Factors subscales may 

provide insight into personal, family, and community characteristics that impede success 
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for persons with ADHD.  The Positive Feelings and Supportive Internal and External 

Factors subscales may provide valuable information regarding the personal, family, and 

community characteristics that foster success for persons with ADHD.  These subscales 

seemed to examine different issues (specifically relevant to ADHD) compared to the 

more general family stress and resources scales.  The ADHD Family Scale can hopefully 

be refined and used in the future to inform a developmental-contextual approach for 

examining ADHD within families. 

Responses obtained during the semi-structured private interviews with 

adolescents with ADHD were often brief and, therefore, perhaps not as informative as I 

expected.  The brevity of responses could have been a characteristic of language used by 

adolescents with ADHD, but also may have been due to inexperience on my part in terms 

of eliciting elaborative responses during the interview process.  Results obtained 

regarding the meaning of ADHD in these adolescents’ lives, as well as their perceived 

personal and family strengths, were limited.  These topics should certainly be explored 

further in future studies.  One suggestion would be to encourage these adolescents to 

provide more actual life examples via expanded personal narratives.  Additionally, 

framing ADHD as a trait that may involve personal strengths (versus only weaknesses) 

when asking semi-structured questions may elicit some unexpected and enlightening 

responses which could be further explored. 

Conclusions 

 The present study demonstrated the importance of considering multiple family 

members when exploring the impact that ADHD has on the entire family system.  As 
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might be expected, different family members had different perceptions and perspectives.  

Because ADHD is a disorder that typically spans across the lifetime, family stressors and 

strains as well as resources and strengths should be identified for different developmental 

periods.   

 Using the Resiliency Model of Family Stress, Adjustment, and Adaptation and the 

Strengths-Based Model for Individual and Family Resources, I sought to identify the 

types and levels of stressors and strengths that ADHD families experience when an 

adolescent is involved and whether or not these differ if additional family members have 

ADHD.  Findings revealed that the number of reported family members with ADHD did 

not significantly affect parents’ perceptions of stress; however, family SES did.  The 

number of reported family members with ADHD was associated with fathers’ 

perceptions of increased supportive factors when only the target adolescent had the 

disorder and mothers’ perceptions of increased non-supportive factors when more than 

one family member had the disorder.  The adolescents with ADHD perceived their own 

strengths as getting along well with others, having high energy levels, and/or being 

involved with music.   

 By using a mixed research design involving multiple informants, the present study 

integrated quantitative and qualitative information to provide a better understanding of 

the hassles that adolescents with ADHD encounter.  Additionally, resources and strengths 

that adolescents use to meet their environmental challenges at this particular point along 

their developmental paths were identified.  Results of the present study will hopefully 
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inform a developmental-contextual, strengths-based approach to ADHD for the 

individuals and families whom it affects. 
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APPENDIX A 
 

NARRATIVE DESCRIPTIONS OF SIX  
PARTICIPANTS SELECTED FOR 

QUALITATIVE ANALYSES 
 

 Carl, age 14, lived in a small farming community with both parents, a sister (age 
18), and an older sister (age 20) who was home visiting for the summer but attended 
college in a different city during the school year.  All family members were European-
American.  Carl was the only member of the family with a diagnosis of ADHD 
(Inattentive Type).  His mother was a school nurse and his father was a self-employed 
farmer and member of the local school board.  Their family placed in the “high” SES 
bracket for the purposes of the present study.  To me, their home felt comfortable.  All 
family members were quite welcoming, although several members seemed a bit shy, 
especially initially.  The father was definitely the head of the household.   
 Robert, age 14, lived in a moderately-sized city with both parents and two older 
sisters (ages 16 and 18).  He had another older sister (age 20) who was attending college 
and living away from home, although she came home to visit periodically.  All family 
members were European-American.  Robert was diagnosed with ADHD (Combined 
Type), and one of his sisters (age 18) was diagnosed with ADHD (Inattentive Type).  His 
mother was a counselor and his father was a clinical psychologist.  Their family placed in 
the “high” SES bracket for the purposes of the present study.  To me, their home felt nice 
and comfortable  (At the end of the data collection process, they offered me a slice of 
warm apple pie and ice cream that Robert and his mother and sister had baked together 
before I arrived.  Additionally, the father offered to loan me a book.)  The family seemed 
quite close and comfortable with each other.  The father was definitely the head of the 
household. 
 Ray, age 13, lived in a moderately-sized city in what was considered to be a 
“poor” part of the city.  He lived with his mother and one younger brother (age 12).  All 
family members were African-American.  Ray and his brother were diagnosed with 
ADHD (Combined Type).  His mother disclosed that she did not work due to a disability 
and did not drive a car.  Their family placed in the “low” SES bracket for the purposes of 
the present study.  To me, the neighborhood looked “rough” when I arrived in my car; 
however, their home was neatly kept and well decorated.  The home environment initially 
felt quite hostile/uncomfortable and Ray was at first reluctant to participate in completing 
the surveys; however, when I interviewed him alone, he talked quite freely.  At the end of 
the data collection period (approximately one hour), I thanked the three family members 
and gave them their thank-you gift bags, Ray and his mother seemed quite happy and 
extremely grateful (thanked me repeatedly). 
 Sheila, age 14, lived in a moderately-sized city with her mother and older brother 
(age 16).  All family members were European-American.  Sheila and her brother were  
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diagnosed with ADHD (Combined Type).  Her mother reported that she was “unable to 
work, indefinitely.”  Their family placed in the “low” SES bracket for the purposes of the 
present study.  To me, their home felt unusual and was quite sparsely decorated (one sofa, 
one chair in living room, no pictures on walls, no knick-knacks).  I later learned from 
Sheila that they had not lived in the house very long and that they had been evicted from 
their previous home.  Sheila also reported that all three family members were on 
“probation” due to drug abuse in the past.  The mother seemed more like a peer to her 
children than a parent.  The brother seemed somewhat hostile and anti-social, although he 
did agree to participate in the study.  Sheila was quite talkative during her interview and 
shared a great deal of information. 
 Todd, age 17, lived in a small city with both parents.  He had an older sister who 
was married and lived in California.  All family members were European-American.  
Todd was the only member in his family diagnosed with ADHD (Inattentive Type).  His 
mother was a teacher’s aide and his father was a manager for a state-funded department 
as well as a self-employed computer web designer.  Their family placed in the 
“moderate” SES bracket for the purposes of the present study.  To me, their home was 
very neat and felt comfortable and welcoming.  The family seemed quite close and 
comfortable with each other.  Although not part of the data collection process, the mother 
voluntarily spoke at length about Todd’s ADHD and its effect on their lives individually 
and as a family.  Todd seemed to be very likeable, well-adjusted, and kind. 
 Kay, age 14, lived in a trailer house in a small farming community with both 
parents and one older sister (age 17).  All family members were European-American.  
She had another older sister who was married and living in another city.  Kay was the 
only member of her family diagnosed with ADHD (Inattentive Type).  Her mother 
worked in an accounts-receivable department and her father was a maintenance leader for 
a state-funded institution.  Their family placed in the “moderate” SES bracket for the 
purposes of the present study.  To me, their home felt very lived-in and comfortable with 
a relaxed atmosphere.  Both daughters were somewhat quiet.  The family seemed to be 
close and comfortable with each other.   
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APPENDIX B 
 

PROCEDURAL CHECKLIST:  
ADHD PROJECT 

 
 

 Introduce yourself.   
 Meet adolescent participant and family members.   
 Explain consent form and research procedures to all participants (i.e., all family 

members). 
 Obtain VERBAL consent: Make sure all participants understand all aspects of the 

study. 
 Obtain WRITTEN consent: Have each participant sign a consent form. 
 Each participant should have the option of completing the designated forms 

independently (Provide him/her with a writing utensil) OR by responding verbally 
as you read each item (in which case you will need the writing utensil).  Either 
way, the participant should complete the forms without consulting other family 
members. 

o Adolescent with ADHD (between 12 and 18 years of age): 
 A-FILE 
 IHSSRLE 
 ADHD Family Scale 

o Parent: 
 FIRA-G 
 FIRM 
 Demographic questionnaire 
 ADHD Family Scale 

o Siblings between the ages of 12 and 18 years: 
 A-FILE 
 ADHD Family Scale 

o Siblings below the age of 12: 
 Nothing is actually required, but you can ask them to draw a 

picture about their family so that they feel included as well. 
 After all forms have been completed, conduct a private, tape-recorded interview 

with the ADHD adolescent participant, using the Semi-Structured Interview 
Questions.  This should last < 30 minutes. 

 Ask each participant to complete a DVD Player drawing slip. 
 Give each participant his/her “thank you” gift. 
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ITEMS FROM THE FAMILY INDEX OF  
REGENERATIVITY AND ADAPTATION  

(FIRA-G) SUBSCALES  
 
 

Family Stressors 
 
During the past year has this happened in your family? 
 
1.  A family member gave birth to a child. 
2.  A family member stopped working, lost, or quit a job (e.g., retired, laid off, etc.). 
3.  A family member started or returned to work. 
4.  A family member changed to a new job/career, or was given more responsibilities at 
work. 
5.  Family moved to a new home or apartment. 
6.  A family member or close relative became seriously ill or injured. 
7.  A family member or close relative became physically disabled, chronically ill, or was 
committed to an institution or nursing home. 
8.  A family member, close relative, or close friend died. 
9.  Married son or daughter was separated or divorced. 
10.  A family member left home or moved back home. 
 
Family Strains 
 
During the past year has this happened in your family? 
 
1.  Increase in conflict between husband and wife. 
2.  Increase in arguments between parent(s) and child(ren). 
3.  Increase in conflict among children in the family. 
4.  Increased difficulty in managing child(ren). 
5.  Increase in number of problems/issues that don’t get resolved. 
6.  Increase in number of tasks/chores which don’t get done. 
7.  Increase in conflict with in-laws or relatives. 
8.  Increased strain on family “money” for medical expenses, clothes, food, education, 
home care, etc. 
9.  Increase difficulty with people at work or dissatisfaction with job/career. 
10.  Increased difficulty in providing care to a disabled or chronically ill family member. 
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Family Distress 
 
During this past year has this happened in your family? 
 
1.  A family member appeared to have emotional problems. 
2.  A family member appeared to depend on alcohol and/or drugs. 
3.  Physical or psychological violence in the home. 
4.  Increased difficulty with sexual relationship between husband and wife. 
5.  Husband and wife separated or divorced. 
 
Relative and Friend Support 
 
We cope with family problems by: 
 
1.  Sharing our difficulties with relatives. 
2.  Seeking advice from relatives. 
3.  Doing things with relatives (get togethers). 
4.  Seeking encouragement and support from friends. 
5.  Seeking information and advice from people faced with the same or similar problem. 
6.  Sharing concerns with close friends. 
7.  Sharing problems with neighbors. 
8.  Asking relatives how they feel about the problems we face. 
 
Social Support Index 
 
Please indicate how much you agree or disagree with each of the following statements 
about your community and family: 
 
1.  If I had an emergency, even people I do not know in this community would be willing 
to help. 
2.  I feel good about myself when I sacrifice and give time and energy to members of my 
family. 
3.  The things I do for members of my family and they do for me make me feel part of 
this very important group. 
4.  People here know they can get help from the community if they are in trouble. 
5.  I have friends who let me know they value who I am and what I can do. 
6.  People can depend on each other in this community. 
7.  Members of my family seldom listen to my problems or concerns; I usually feel 
criticized. 
8.  My friends in this community are a part of my everyday activities. 
9.  There are times when family members do things that make other members unhappy. 
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10.  I need to be very careful how much I do for my friends because they take advantage 
of me. 
11.  Living in this community gives me a secure feeling. 
12.  The members of my family make an effort to show their love and affection for me. 
13.  There is a feeling in this community that people should not get too friendly with each 
other. 
14.  This is not a very good community to bring children up in. 
15.  I feel secure that I am as important to my friends as they are to me. 
16.  I have some very close friends outside the family who I know really care for me and 
love me. 
17.  Member(s) of my family do not seem to understand me; I feel taken for granted. 
 
Family Coping-Coherence 
 
We cope with family problems by: 
 
1.  Accepting stressful events as a fact of life. 
2.  Accepting that difficulties occur unexpectedly. 
3.  Defining the family problem in a more positive way so we don’t get discouraged. 
4.  Having faith in God. 
 
Family Hardiness Index 
 
In our family: 
 
1.  Trouble results from mistakes we make. 
2.  It is not wise to plan ahead and hope because things do not turn out anyway. 
3.  Our work and efforts are not appreciated no matter how hard we try and work. 
4.  In the long run, the bad things that happen to us are balanced by the good things that 
happen. 
5.  We have a sense of being strong even when we face big problems. 
6.  Many times I feel I can trust that even in difficult times things will work out. 
7.  While we don’t always agree, we can count on each other to stand by us in times of 
need. 
8.  We do not feel we can survive if another problem hits us. 
9.  We believe that things will work out for the better if we work together as a family. 
10.  Life seems dull and meaningless. 
11.  We strive together and help each other no matter what. 
12.  When our family plans activities we try new and exciting things. 
13.  We listen to each others’ problems, hurts, and fears. 
14.  We tend to do the same things over and over…it’s boring. 
15.  We seem to encourage each other to try new things and experiences. 
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16.  It is better to stay at home than go out and do things with others. 
17.  Being active and learning new things are encouraged. 
18.  We work together to solve problems. 
19.  Most of the unhappy things that happen are due to bad luck. 
20.  We realize our lives are controlled by accidents and luck. 
 
 
 
Source:  McCubbin, 1987 
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ITEMS FROM THE FAMILY INVENTORY OF  
RESOURCES FOR MANAGEMENT (FIRM) SCALES  

 
 

Family Strengths I:  Esteem and Communication 
 
36.  Friends seem to enjoy coming to our house for visits. 
38.  When we make plans we are almost certain we can make them work. 
39.  In our family we understand what help we can expect from each other. 
44.  When we face a problem, we look at the good and bad of each possible solution. 
46.  No matter what happens to us, we try to look at the bright side of things. 
50.  In our family it is “okay” for members to show our positive feelings about each 
other. 
52.  We seem to be happier with our lives than many families we know. 
53.  It is “okay” for family members to express sadness by crying, even in front of others. 
55.  We discuss our decisions with other family members before carrying them out. 
58.  We get great satisfaction when we can help one another in our family. 
60.  The working members of our family seem to be respected by their co-workers. 
62.  The members of our family respect each other. 
65.  Members of our family are encouraged to have their own interests and abilities. 
67.  The members of our family are known to be good citizens and neighbors. 
68.  We make an effort to help our relatives when we can. 
 
Family Strengths II:  Mastery and Health 
 
2.  Being physically tired much of the time is a problem in our family. 
3.  We have to nag each other to get things done. 
4.  We do not plan too far ahead because many things turn out to be a matter of good or 
bad luck anyway. 
6.  Having only one person in the family earning money is (or would be) a problem in our 
family. 
7.  It seems that members of our family take each other for granted. 
8.  Sometimes we feel we don’t have enough control over the direction our lives are 
taking. 
9.  Certain members of our family do all the giving, while others do all the taking. 
11.  We seem to put off making decisions. 
13.  Our family is under a lot of emotional stress. 
14.  Many things seem to interfere with family members being able to share concerns. 
15.  Most of the money decisions are made by only one person in our family. 
17.  It seems that we have more illness (colds, flu, etc.) in our family than other people 
do. 
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18.  In our family some members have many responsibilities while others don’t have 
enough. 
20.  It is upsetting to our family when things don’t work out as planned. 
22.  Being sad or “down” is a problem in our family. 
23.  It is hard to get family members to cooperate with each other. 
26.  Many times we feel we have little influence over the things that happen to us. 
27.  We have the same problems over and over—we don’t seem to learn from past 
mistakes. 
29.  There are things at home we need to do that we don’t seem to get done. 
32.  We seem to be so involved with work and/or school activities that we don’t spend 
enough time together as a family. 
 
III.  Extended Family Social Support 
 
41.  Our relatives seem to take from us, but give little in return. 
48.  We try to keep in touch with our relatives as much as possible. 
56.  Our relative(s) are willing to listen to our problems. 
66.  Our relatives do and say things that make us feel appreciated. 
 
IV.  Financial Well-Being 
 
35.  If a close relative were having financial problems, we feel we could afford to help 
them out. 
37.  We feel we have a good retirement income program. 
40.  We seem to have little or no trouble paying our bills on time. 
42.  We would have no problem getting a loan at a bank if we wanted one. 
43.  We feel we have enough money on hand to cover small unexpected expenses (under 
$100). 
45.  The member(s) who earn our family income seem to have good employee benefits 
(such as paid insurance, stocks, car, education, etc.). 
47.  We feel we are able to go out to eat occasionally without hurting our budget. 
49.  It seems that we need more life insurance than we have. 
51.  We feel we are able to make financial contributions to a good cause (needy people, 
church, etc.). 
54.  When we need something that can’t be postponed, we have money in savings to 
cover it. 
57.  We worry about how we would cover a large unexpected bill (for home, auto repairs, 
etc. for about $100). 
59.  In our family we feel it is important to save for the future. 
61.  We have written checks knowing there wasn’t enough money in the account to cover 
it. 
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63.  We save our extra spending money for special things. 
64.  We feel confident that if our main breadwinner lost his/her job, s/he could find 
another one. 
69.  We feel we are financially better off now than we were 5 years ago. 
 
 
 
Source:  McCubbin, Comeau, & Harkins (1981) 
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ITEMS FROM THE ADOLESCENT-FAMILY INVENTORY OF  
LIFE EVENTS AND CHANGES (A-FILE) SUBSCALES  

 
 
Recent Responsibilities and Strains 
 
During the last 12 months… 
 
26.  Family member became seriously ill or injured (NOT hospitalized). 
27.  Family member was hospitalized. 
28.  Family member became physically disabled or was found to have a long-term health 
problem (allergies, asthma, diabetes, etc.). 
29.  Family member has emotional problems. 
30.  Grandparent(s) became seriously ill. 
31.  Parent(s) have more responsibility to take care of grandparent(s). 
32.  Family member ran away. 
33.  More financial debts due to use of credit cards or charges. 
34.  Increased family living expenses for medical care, food, clothing, energy costs 
(gasoline, heating). 
35.  Increase of parent’s time away from family. 
36.  Child or teenage member resists doing things with family. 
37.  Increase in arguments between parents. 
38.  Children or teenagers have more arguments with one another. 
39.  Parent(s) and teenager(s) have increased arguments (hassles) over use of car or hours 
to stay out. 
40.  Parent(s) and teenager(s) have increased arguments (hassles) over choice of friends 
and/or social activities. 
41.  Parent(s) and teenager(s) have increased arguments (hassles) over attendance at 
religious activities. 
42.  Parent(s) and teenager(s) have increased arguments (hassles) over personal 
appearance (clothes, hair, etc.). 
43.  Increased arguments about getting jobs done at home. 
44.  Increased pressure for a member in school to get “good” grades or do well in sports 
or school activities. 
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Recent Substance Use 
 
During the last 12 months… 
 
45.  Family member uses drugs (not given by doctor). 
46.  Family member drinks too much alcohol. 
47.  Child or teenage member was suspended from school or dropped out of school. 
48.  Parent(s) and teenager(s) have increased arguments (hassles) over use of cigarettes, 
alcohol, or drugs. 
 
Recent Legal Conflict 
 
During the last 12 months… 
 
49.  Family member went to jail, juvenile detention, or was placed on court probation. 
50.  Family member was robbed or attacked (physically or sexually). 
 
 
Source:  McCubbin, Patterson, Bauman, & Harris (1981) 
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ITEMS FROM THE INVENTORY OF  
HIGH-SCHOOL STUDENTS’ RECENT  

LIFE EXPERIENCES (IHSSRLE) 
 
 

Following is a list of experiences which many students have some time or other.  Please 
indicate for each experience how much it has been a part of your life over the past month. 
 

1. Being let down or disappointed by friends. 
2. Disagreements with teachers. 
3. Being left out of things by people.  
4. Too many things to do at once. 
5. Being taken for granted. 
6. Disagreements with family members about money. 
7. Having your trust betrayed by a friend. 
8. Separation from people you care about. 
9. Having your ideas or efforts overlooked. 
10. Struggling to meet your own standards of performance at school. 
11. Being taken advantage of. 
12. Not enough time to do the things you enjoy most. 
13. Struggling to meet other people’s standards of performance at school. 
14. A lot of responsibilities. 
15. Dissatisfaction about romantic relationship(s). 
16. Decisions about romantic relationship(s). 
17. Not enough time to meet your responsibilities. 
18. Dissatisfaction with your mathematical ability. 
19. Important decisions about your future career. 
20. Money problems. 
21. Important decisions about your education. 
22. Loneliness. 
23. Lower grades than you hoped for. 
24. Not enough time for sleep. 
25. Disagreements with your family. 
26. Finding subjects at school too demanding. 
27. Disagreements with friends. 
28. Hard effort to get ahead. 
29. Poor health of a friend. 
30. Disliking your studies. 
31. Getting “ripped off’ or cheated in the purchase of services. 
32. Social disagreements over smoking. 
33. Disliking fellow student(s). 
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34. Disagreements with boyfriend/girlfriend. 
35. Dissatisfaction with your ability at written expression. 
36. Interruptions of your schoolwork. 
37. Being without company. 
38. Being ignored. 
39. Dissatisfaction with your looks. 
40. Gossip concerning someone you care about. 
41. Dissatisfaction with your athletic skills. 

 
 
 
Source:  Kohn & Milrose (1993)  
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ADHD FAMILY SCALE 
 

 
To what extent does each of the following characterize your family? 
1 = not at all  
2 = occasionally/sometimes 
3 = frequently/often 
4 = all the time 
N/A = not applicable to our family 
 
Family members have… 

1. health problems.        _____  
2. difficulty communicating with teachers at school.    _____ 
3. feelings of a tense home atmosphere      _____ 
4. feelings of being misunderstood by others.     _____ 
5. feelings of frustration.        _____  
6. feelings of embarrassment.       _____ 
7. feelings of worry.        _____ 
8. feelings of happiness.        _____ 
9. feelings of contentment.        _____ 
10. feelings of exhaustion.        _____ 
11. feelings of depression.        _____ 
12. feelings of being criticized.       _____ 
13. feelings of being ignored.       _____ 
14. feelings of guilt or self-blame.       _____ 
15. feelings of inadequacy.        _____ 
16. feelings of anger.        _____ 
17. feelings of the need to protect others.      _____ 
18. feelings of the need to serve others.      _____ 
19. feelings of incompetence.       _____ 
20. feelings of helplessness.        _____ 
21. feelings of confidence.        _____ 
22. feelings of family closeness.       _____ 
23. feelings of depression.        _____ 
24. feelings of social isolation.       _____ 
25. feelings of worry about whether or not ADD/ADHD medication should be taken. _____ 
26. feelings of concern about possible side effects of medication for ADD/ADHD. _____ 
27. feelings of concern about accurate ADD/ADHD medication dosages.  _____ 
 

Note:  Item number 23 was an inadvertent duplicate of item number 11 and was subsequently deleted from quantitative analyses.
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Parents… 
28. differ in discipline techniques.       _____ 
29. argue with each other.        _____ 
30. argue with children.        _____ 

 
Adolescents… 

31. have difficulty making friends.       _____  
32. have high activity levels.       _____ 
33. destroy property.        _____ 
34. are creative.         _____ 
35. are violent toward sibling(s).       _____ 
36. argue with sibling(s).        _____ 
37. argue with parent(s).        _____ 
38. have difficulty interacting with others.      _____ 
39. have positive experiences with teachers at school.    _____ 
40. require excess time and energy for homework.     _____ 

 
Relatives… 

41. do not understand ADD/ADHD.       _____ 
42. are supportive of our family.       _____ 

 
Teachers… 

43. do not believe ADD/ADHD is real.      _____ 
44. do not understand ADD/ADHD.       _____ 
45. create a positive learning environment at school.     _____ 

 
 
Are there any other characteristics of your family (relevant to ADD/ADHD) that you would like 
to mention? 
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ITEMS FROM THE ADHD FAMILY SCALE SUBSCALES 
 

 
Feelings Regarding Medication 
 
Family members have: 

24. feelings of worry about whether or not ADD/ADHD medication should be taken. 
25. feelings of concern about possible side effects of medication for ADD/ADHD. 
26. feelings of concern about accurate ADD/ADHD medication dosages. 
 

Non-supportive Internal and External Factors 
 
Adolescents… 

31.  have difficulty making friends. 
38.  have difficulty interacting with others. 

 
Relatives… 

41.  do not understand ADD/ADHD. 
 

Teachers 
43.  do not believe ADD/ADHD is real. 
44.  do not understand ADD/ADHD. 
45.  create a positive learning environment at school. 

 
Negative Social/Behavioral Interactions 
 
Parents… 

27. differ in discipline techniques. 
28. argue with each other. 
29. argue with children. 
 

Adolescents… 
30. have difficulty making friends. 
33.  destroy property. 
35.  are violent toward sibling(s). 
36. argue with sibling(s). 
37. argue with parent(s). 
40.  require excess time and energy for homework. 
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Negative Feelings 
 
Family members have: 

1. health problems. 
2. difficulty communicating with teachers at school. 
3. feelings of a tense home atmosphere. 
4. feelings of being misunderstood by others. 
5. feelings of frustration. 
6. feelings of embarrassment. 
7. feelings of worry. 
10. feelings of exhaustion 
11. feelings of depression. 
12. feelings of being criticized. 
13. feelings of being ignored. 
14. feelings of guilt or self-blame. 
15. feelings of inadequacy. 
16. feelings of anger. 
19. feelings of incompetence. 
20. feelings of helplessness. 
31. feelings of social isolation. 

 
Positive Feelings 
 
Family members have: 

8. feelings of happiness. 
9. feelings of contentment. 
17. feelings of the need to protect others. 
18. feelings of the need to serve others. 
21. feelings of confidence. 
22. feelings of family closeness. 

 
Supportive Internal and External Factors 
 
Adolescents… 

32. have high activity levels. 
34.  are creative. 
38. have positive experiences with teachers at school. 

 
Relatives… 

42. are supportive of our family. 
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