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Foreword and Acknowledgement 

This study is a part of a research thesis program for the Master of Science in Clinical 

Psychology degree at Reykjavik University. The research thesis is one of three core 

components of the master´s program, and the task is divided into three semesters. During the 

second semester in the program, the thesis is formulated and designed under supervision. 

Also, an application is sent to the National Bioethics Committee for permission to conduct a 

research project according to scientific research protocols. The third semester consists of 

implementation and data collection, and finally the fourth semester is for data analysis, 

interpretation and writing up. In this study, no data regarding the research thesis was to hand, 

therefore participants were recruited through advertisements and each participant had to 

answer an assessment package that consisted of seven questionnaires.  

The objective of this study was to find out whether adults with ADHD estimate their 

quality of life as poorer in comparison to a non-ADHD group. Furthermore, the aim was to 

find out whether ADHD adults use different coping style compared to their spouses and 

people not diagnosed with ADHD. Finally, the aim was to find out whether dysfunctional 

coping strategies among people with ADHD might affect their estimation of their quality of 

life, causing them to rate it as lower in comparison to a non-ADHD group. Previous studies 

have shown that individuals with ADHD estimate their quality of life as being poorer, 

compared to a non-clinical sample. Studies have also revealed that even though symptoms of 

ADHD tend to decline with age, people seem to struggle with all sorts of dysfunctions, such 

as lower functioning in daily life, disruptive responses in social relations and difficulties in 

sustaining personal goals. Few studies have compared coping skills of those with ADHD to 

controls, but results have indicated that they are likely to use dysfunctional coping strategies, 

such as avoidance of the situation.  
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The results in this study showed that adults with ADHD estimate their quality of life 

to be lower and use more often dysfunctional coping strategies compared to their spouses and 

a comparison group.  
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Abstract 

Purpose: Studies have revealed that individuals with ADHD estimate their quality of life to 

be  poorer, compared to individuals in a non-clinical sample. This may be due to limited 

resources for coping with stressful life events. The objective of this study was to examine 

whether adults with ADHD use different coping strategies, compared to their spouses and a 

comparison group. Furthermore, the aim was to find out whether dysfunctional coping 

strategies among ADHD people would affect their estimation of their quality of life, and 

cause them to rate it lower than a non-ADHD group.  

Participants: 73 couples participated in the study - 42 couples where one partner had a 

confirmed diagnosis of ADHD from a physician, and 31 couples who did not meet the 

inclusion criteria of diagnosed ADHD, but matched other criteria. 

Measures: The couples answered background questions and seven psychological 

questionnaires, of which three were used in this study; The Barkley ADHD Current Symptom 

Scale (BCS), Quality of life scale (QLS) and Brief Cope. Three subscales of Brief Cope Scale 

were used; Dysfunctional coping strategy (DCS), solution focused strategy (SFS), and  

emotional focused strategy (EFS).  

Results: ANOVA demonstrated that those diagnosed with ADHD used more DCS and 

estimated themselves to be less satisfied compared to their spouses and to non ADHD 

couples. Significant correlation was found between coping strategies and QLS within all 

groups, revealing that those diagnosed with ADHD had the strongest correlation to DCS. 

Multible regression showed that both DCS and SFS explained a significant proportion of the 

variance of QLS (31,2%). 

Conclusions: Adults with ADHD use dysfunctional coping strategies more often and estimate 

their quality of life to be lower, compared to their spouses and a comparison group.  

Keywords: attention deficit hyperactivity disorder, quality of life, coping mechanisms.   
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Quality of Life and Coping Mechanisms Among Adults with ADHD 

 

Attention deficit hyperactivity disorder (ADHD) is a neurodevelopmental disorder 

that affects people throughout their lifespan. Originally, the disorder was thought to disappear 

in adulthood. However, longitudinal studies have confirmed its persistence throughout life 

(Retz, Stieglitz, Corbisiero, Retz-Junginger & Rösler, 2012). Valuating prevalence in adults 

has been complicated, because it has been difficult to conceptualize the disorder, and because 

more data has been collected by means of self-rating scales than by interviews. Therefore, the 

prevalence ranges from 1% to 4,7% (Barkley, 2005; Matte, Rohde and Grevet, 2012; Thomas 

et al., 2015).  

Studies have shown that even though symptoms tend to decline with age, people still 

struggle with inattentiveness symptoms and other dysfunctions in adulthood, such as problem 

solving and emotional dysregulation (Biederman, Mick & Faraone, 2000; Biederman, Petty, 

Evans, Small & Faraone, 2010; Hart, Lahey, Loeber, Applegate & Frick, 1995; Jarrett, 2016; 

Larsson, Dilshad, Lichtenstein & Barker, 2011; Wilens, Faraone & Biederman, 2004). These 

dysfunctions can lead to obstacles such as lower functioning in daily life, disruptive 

responses in social relations and difficulties in sustaining personal goals (Barkley, 2012). 

Asherson et al. (2012) discovered that even though people with ADHD may appear to 

function well in their daily life, they have to use an extreme amount of energy to manage 

their impairments. Based on this review, it can be assumed that low functioning in daily life, 

and an excessive use of energy in order to manage deficits, might affect their well-being and 

quality of life. Previous research has acknowledged that assumption by measuring and 

conceptualizing the concept quality of life among ADHD people in comparison to others. 

According to Agarwal, Goldenberg, Perry and Ishak (2012), the term quality of life is a 
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multidimensional construct, in which people estimate various aspects of their lives such as 

educational, social and occupational functioning, along with health-related issues. This 

construct has become an important measurement within the health science research field, and 

although few studies have measured the effects of ADHD on quality of life, results do 

confirm that ADHD people estimate their quality of life to be poorer, compared to a non- 

clinical sample (Adler et al., 2006; Agarwal et al., 2012; Chao et al., 2008; Gudjonsson, 

Sigurdsson, Eyjolfsdottir, Smari & Young, 2009). In a qualitative study, conducted by Brod, 

Perwien, Adler, Spencer and Johnston (2005), five areas in daily life were identified as 

affecting adults with ADHD symptoms. Participants described symptoms such as 

impulsiveness, social inappropriateness, difficulty in following through tasks or in being 

“present” when interacting with others. These results affirm that ADHD people experience 

less satisfaction in their daily life. However, they do not explain what causes ADHD people 

to feel this way. Few studies have investigated possible causal factors for dissatisfaction with 

life, but results have shown that poor social functioning and emotional control are 

fundamental predictors (Gudjonsson et al., 2009). 

Another reason for less satisfaction in daily life among ADHD adults may be found in 

limited resources for coping with stressful life events. According to Carver and Conno-Smith 

(2010), coping can be conceptualized as a behavioral disposition in order to manage life 

stress, adverse situations and long-term developmental outcomes. Adaptive coping strategies, 

such as emotion-focused and solution-focused, are related to desirable outcomes, while 

dysfunctional coping strategies are linked to undesirable outcomes (Cooper, Katona, Orrell & 

Livingston, 2006). Few studies have compared coping skills of those with ADHD to controls, 

but results have indicated that they are likely to use dysfunctional coping strategies to handle 

stressful situations, such as avoidance of the situation (Overbey, Snell and Callis, 2011; 

Young, 2005).  
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Based on the above summary, it can be deduced that adults with ADHD use relatively 

ineffective means, in terms of coping mechanisms in their daily lives, which could explain 

their lower estimation of quality of life. Not much research has been conducted in this area, 

that is, associating poor quality of life estimation with dysfunctional coping strategies among 

people with ADHD. One study conducted by Hampel and Desman (2006) revealed that many 

ADHD children use maladaptive coping methods, and are at the same time affected by 

impairments in all domains of quality of life. However, adults have not been estimated based 

on these aforementioned criteria. 

Therefore, the present study sought to advance understanding in this area, that is, to 

examine whether different coping strategies are being used by those diagnosed with ADHD 

in comparison to their spouses and people of a similar age who are not diagnosed with 

ADHD. Furthermore, we wanted to find out whether dysfunctional coping strategies among 

people with ADHD would correlate with people´s estimation of quality of life, rating it lower 

in comparison to non-ADHD groups. And finally, we wanted to find out if different coping 

strategies could possibly explain a certain variance in quality of life. 

Our hypotheses are: 

1. People with ADHD more often use dysfunctional coping strategies, where their 

spouses and people similiar in age, but not diagnosed with ADHD, use more positive 

coping strategies. 

2. People with ADHD have a lower estimation of their quality of life, compared to their 

spouses and a clinical group.  

3. Dysfunctional coping strategies are associated with lower ratings in quality of life 

among people with ADHD, compared to spouses and comparison group, who use 

more positive coping strategies and therefore estimate their quality of life to be better.  
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Method 

Participants 

84 participants (42 couples) were recruited through an advertisement that was sent by  

email from the ADHD Association of Iceland to their members, through social media and by 

acquaintances (snowball sampling). Respondents who met the inclusion criteria were invited 

to participate in the study if their spouse agreed to participate as well. Inclusion criteria were: 

confirmed diagnosis of ADHD from a physician (psychologist or psychiatrist); current 

symptoms of inattention, hyperactivity and impulsivity confirmed; age between 20 to 67 and 

a current long term relationship (minimum one year), in which the spouse was not diagnosed 

with ADHD.   

A comparison group was recruited through social media, acquaintances (snowball 

effect) and by advertising in the University of Reykjavík. Respondents consisted of 62 

participants (31 couples) who did not meet the inclusion criteria of a diagnosed ADHD, but 

matched the age group, from 20 to 67, and were in a long term relationship (mininum one 

year). Both partners had to give their consent to participate. All participants were screened 

for ADHD symptoms. Participants in the comparison group and spouses of the ADHD 

diagnosed person were excluded if the results from the screening list demonstrated possible 

ADHD symptoms according to the diagnostic criteria.  

 

Measure  

All participants answered an assessment package that consisted of seven 

questionnaires. However, in the present reseach the following questionnaires were used; The 

Barkley ADHD Current Symptoms Scale, Quality of Life Scale (QLS) and the Brief Cope. 

Socio-demographic data was also gathered. 
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The Barkley ADHD Current Symptoms Scale (BCS; Barkley, 2011) is a self report 

measure that coincides with the diagnostic criteria of the DSM-IV. The 18-item scale consists 

of two subscales (Inattention and Hyperactivity/impulsivity) and each item is scored based on 

the frequency of symptoms experienced during the last six months, using a 4-point Likert 

scale. Scores range between 0 and 27 for each of the subscales and 0 to 54 for the total scale.  

The scale also asks participants to report the age of onset for ADHD symptoms and import 

how often their symptoms interfere with social activities such as relationships, work, school 

and home.The scale has good psychometric properties, for instance high internal consistency 

(Cronbach´s  =.914) in the original version, and correlates with informants' ratings of 

symptoms and diagnostic-based interviews in the Icelandic sample (Barkley, 2011; Emilsson, 

et al., 2011; Magnússon et al., 2006). 

The Quality of life Scale (QLS; Bruckhard & Anderson, 2003) is a 16-item 

questionnaire, originally developed by John Flanagan and then adapted by Burckhardt, 

Woods, Schultz & Ziebarth (1989). The list represents various aspects of life, such as 

relationships with other people, physical and material well-being and personal development. 

Items are scaled on a 7-point satisfaction scale, ranging from “very satisfied” to “very 

dissatisfied”. Scores can range from 16 to 112, with the average total score for healthy 

populations around 90. A higher score indicates a higher level of satisfaction (Burckhardt & 

Anderson, 2003). Reliability, construct and content validity have been measured and given 

good results (Cronbach´s = .87) (Burckhardt et al., 1989). The Icelandic version of the 

questionnaire has proven to be acceptable (Cronbach´s = .72-.86) (Jónsdóttir & 

Sigurðardóttir, S. 2016). 

Brief Cope (Carver, 1997) is a short version of Carver’s COPE list (1989) and 

consists of 28 items used to identify coping strategies employed by individuals. The scale is 

on a 4-point Likert scale ranging from “I haven´t been doing this at all” to “I´ve been doing 
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this a lot”. The scale presents 14 subscales: Self-distraction, active coping, denial, substance 

use, use of emotional support, use of instrumental support, behavioural disengagement, 

venting, positive reframing, planning, humour, acceptance, religion and self-blame. These 

subscales can be categorized into three kinds of strategies; emotion-focused strategies (EFC), 

solution-focused strategies (SFC) and dysfunctional coping strategies (DCS) (Cooper, 

Katona, Orrell & Livingston, 2006). When compared with the full version of Carver´s COPE 

list, Brief Cope showed good psychometric properties with internal consistency, Chronbach´s 

alpha ranging from =.5 to .9 (Carver, 1997). The Icelandic version of the scale has shown 

acceptable internal consistency (Cronbach´s = .638) (Sigrúnarson, R.M. 2013).  

Socio-demographic data: A questionnaire about socio-demographic data was 

designed by researchers. The questionnaire covered the following: Age, marital status, how 

many previous long term relationships, how many offspring and educational history. 

 

Procedure 

Participants were divided into three groups: (a) individuals diagnosed with ADHD, 

(b) their spouses, and (c) the comparison group. For groups (a) and (b), an advertisement was 

posted in order to introduce the study via email to the members of the ADHD Association of 

Iceland, through social media and by acquaintances (snowball sample). Those who were 

interested in participating contacted researchers by email or phone and were given a more 

detailed description of the study. Those who did not meet the study criteria, such as those 

without a formal diagnosis of ADHD, or those with a formal diagnosis af ADHD, but also a 

spouse diagnosed with ADHD, were excluded. Those who met the criteria were given the 

choice of filling out the questionnaires either at Reykjavik University or at home, in which 

case the researcher would bring the materials to them there. All the couples in the study 

wished to fill out the questionnaire at home. When the researcher met with the participants, 
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informed consent was obtained, following a further detailed description of how the couple 

should fill the questionnaires separately and without discussing questions or possible answers 

with each other. Each couple was given two to four days to fill out the questionnaires and 

they were then collected by the researcher. The comparison group (c) consisted of couples 

who fulfilled the same criteria as couples in the ADHD group except for the actual ADHD 

criteria. Advertisements were posted on social media, introduced to psychology students at 

Reykjavik University and through acquaintances (snowball effect). The same procedure was 

observed regarding the completion of the questionnaires with the comparison group.  

All groups filled out the ADHD self report measure (BCS), in order to exclude those who 

were undiagnosed but met the study criteria for clinically elevated ADHD symptoms, 

according to DSM-IV. 

 

Statistical analysis 

The sample was divided into three groups; the persons diagnosed with ADHD, their 

spouses and the comparison group. Data was entered into SPSS, version 21 (IBM Corp, 

Armonk, New York). A chi-square test of independence and Analysis of Variance (ANOVA) 

was performed to examine the relationship between the groups and the background variables. 

Alpha reliabilty coefficients were calculated for all the scales. Next, demographic 

characteristics of the sample were examined by calculating means, standard deviation and 

percentages. Descriptive statistics were calculated for all the variables, calculating the mean 

scores on the scales and subscales for the ADHD group, their spouses and the comparison 

group. Results among groups were then compared using the Analysis of Variance (ANOVA). 

The Bonferroni correction, post hoc test, was applied in order to identify any significant 

difference between groups. Correlations were then conducted with the use of Person´s r in 

order to understand the relations between demographics and study variables, but also among 
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the study variables themselves. Finally, multible regressions were computed in order to 

investigate whether different coping strategies were associated with their quality of life, 

depending on the group they belonged to. 

 

Ethics 

All study procedures, including arrangements and implementation were  confirmed to 

be within ethical guidelines and approved by he Icelandic Bioethic Committee (ref.no. 16-

111). After receiving information about the study and agreeing to participate in it, people  

signed an informed consent document. They were also informed that if participating in the 

study caused any discomfort, they had the option to seek the services of a psychologist.  

 

Results 

The average age for the participants in the research was 38.4 years old (age range: 21-

67 years, SD = 8.7). The comparison group was older (Mage 41.6 years, age range: 20 - 67 

years, SD = 9.5) than the spouses (Mage 36.2 years, age range: 21- 61 years, SD = 7.5) and the 

ADHD group (Mage.=  35.9 years, age range 23 - 57 years, SD = 7.1). Table 1. shows the 

demographic characteristics separately for each group and results from a chi-square test of 

independence. 
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Table 1 

 

Percentages for demographic variables for individuals with ADHD, their spouses and the 

comparison group  

 
   

ADHD 

  

Spouse 

  

Comparison 

  

Statistics 

 

Characteristics 

 % 

(n = 42) 

 % 

(n = 42) 

 % 

(n= 62) 

 chi-square 

(n= 145) 

         

Marital status         NS 

Marriage  45.2% 

(n = 19) 

 45.2% 

(n = 19) 

 61.3% 

(n = 38) 

  

Living together  54.8% 

(n = 23) 

 54.8% 

(n = 23) 

 38.7% 

(n = 24) 

  

Education         NS 

Elementary or less  11.9% 

(n = 5) 

 23.8% 

(n = 10) 

 16.1% 

(n = 10) 

  

College  31.0% 

(n = 13) 

 26,2% 

(n = 11) 

 19.4% 

(n = 12) 

  

University   40.5% 

(n = 17) 

 35,7% 

(n = 14) 

 38.7% 

(n = 24) 

  

 

Other  

  

14.3% 

(n= 5) 

  

12,3% 

(n = 7) 

  

25.8% 

(n = 16) 

  

         

Note: NS=Non-significant 

 

 A chi- square test of independence was not significant in terms of marital status, 

 χ2(2, N = 145) = 3.683, p =. 159, however the comparison group was more often in a married 

relationship than the ADHD participants and their spouses. Concerning academic 

background, no significant difference was found, χ2 (8, N= 145) = 9.029, p = .340, however 

participants were typically well-educated, indicating that people within the ADHD group had 

more often completed a university degree. An analysis of variance (ANOVA) showed that 

the length of a relationship was significantly different between groups, F(2, 145) = 5.37, 

p<.001. The comparison group had been, on average, four years longer in a relationship (M = 

13.5, SD = 7.5) compared to the ADHD group and their spouses (M = 9.7, SD = 6.4). No 

significant difference were found between groups regarding the number of children, however 
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the ADHD group had on average more children (M = 2.07, SD=1.5) than both their spouses 

(M = 1.90, SD=1.3) and the comparison group (M = 1.6, SD=1.0).  

In Table 2., the mean scores for the BCS subscales, three subscales of Brief cope and 

QLS estimation are shown separately for the ADHD group, their spouses and the comparison 

group.  

Table 2  

 

Mean Scores and Standard Deviation for the ADHD group, their spouses and the comparison 

group, and Cronbach´s Alpha for the Scales and Subscale 

 
 

 

   

ADHD 

  

Spouse 

  

Comparison 

  

 

Scales   M (SD)(N)  M (SD)(N)  M (SD)(N)   

 

BCS 

HYP 

INAT 

 

QLS 

   

 

14.9 (6.0) (42) 

17.7 (5.4) (42) 

 

80.0 (13.1) (42) 

  

 

3.2 (3.8) (42) 

5.7 (4.7) (41) 

 

85.0 (10.4) (42) 

  

 

3.1 (3.8) (61) 

4.6 (4.1) (61) 

 

87.1 (10.9) (61) 

  

 

.940 

.945 

.862 

 

 

B.Cope 

         

DCS   16.1 (4.8) (42)  11.4 (3.6) (42)  10.1 (4.4) (42)  .752 

SFS   10.8 (3.3) (42)  11.4 (3.1) (42)  11.3 (3.3) (42)  .706 

EFS   11.9 (3.7) (42)  13.8 (3.9) (42)  13.5 (4.2) (42)  .648 

 
Note. BCS = The Barkley ADHD Current Symptoms Scale; HYP =Hyperactivity; INAT = Inattention; QLS = Quality of 

Life Scale; B.Cope = Brief Cope; DCS = Dysfuntional coping strategy; SFS = Solution-focused strategy; EFS = Emotional-

focused strategy.  

  

When comparing means between the three groups using ANOVA, significant 

differences emerged. Regarding ADHD symptoms, a significant difference was found 

between all groups, revealing that ADHD group scored higher in inattention, F(2, 142) = 98 

p<.001, ω = .945 and in hyperactivity, F(2, 142) = 101 p<.001, ω = .940, in comparison to 

their spouses and the comparison group.   

In terms of DCS, the ADHD group counted higher, indicating their use of more DCS, 

in comparison to their spouses and the comparison group, F(2, 145) = 25, p<.001, ω = 0.50. 

The spouses and comparison group were more similar, in which neither DCS or EFS did 

attain significance. A post hoc test using the Bonferroni correction showed a statistical 
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difference between the ADHD and comparison groups in DCS (p=.001), indicating that 

people with ADHD more often use dysfunctional coping strategies, compared to non-ADHD 

people.  

The mean scores of QLS showed differences, yielding an F ratio F(2, 142) = 4.94, p< 

.001, ω = 0.22, which demonstrates that the comparison group estimated themselves to be 

more satisfied than the ADHD participants and their spouses. Post hoc tests using the 

Bonferroni correction revealed a significant difference between the ADHD group and the 

comparison group (p = .01) in terms of QLS. Finally, all measures had satisfactory 

Cronbach´s alpha (range .648 - .862). 

In order to further examine whether different coping strategies affect and predict 

people´s estimation of QLS, correlation and multiple regression were conducted. After 

checking for issues with outliers normality, correlation was run between all study variables 

within each group as shown in table 3 to 5. Almost all correlations were weak and the 

significant pattern was different among groups.  

 

Table 3  

 

Correlations between the coping strategies DCS, SFS, EMS and the QLS for the ADHD 

group 
 

 

Measure 

  

QLS 

  

DCS 

  

EFS 

  

SFS 

         

QLS  __  -.395**  .360*  .339** 

         

DCS  -.495**  __  -.088  -.259 

         

EFS  .360*  .360  __  .471** 

         

SFS  .339*  -.259  .471**  __ 

         
Note. QLS = Quality of Life Scale; DCS = Dysfuntional coping strategy; SFS = Solution-focused strategy; EFS = 

Emotional- focused strategy.  

*p < .05. **p < .01. 
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Table 4  

Correlations between the coping strategies DCS, SFS, EMS and the QLS for the spouses 
 

 

Measure 

 

  

QLS 

  

DCS 

  

EFS 

  

SFS 

         

QLS  __  -.260  .401**  .335* 

         

DCS  -.260  __  .211  .057 

         

EFS  .401**  .211  __  .490** 

         

SFS  .335*  .057  .490**  __ 

         
Note. QLS = Quality of Life Scale; DCS = Dysfuntional coping strategy; SFS = Solution-focused strategy; EFS = 

Emotional- focused strategy.  

*p < .05. **p < .01 

Table 5 

Correlations between the coping strategies DCS, SFS, EMS and the QLS for the Comparison 

group 
 

 

Measure 

  

QLS 

  

DCS 

  

EFS 

  

SFS 

 

QLS 

  

__ 

  

-.312* 

  

.221 

  

.282* 

         

DCS  -.312**  __  .219  .024 

         

EFS  .221  .219  __  .668** 

         

SFS  .282*  .024  .668**  __ 

Note. QLS = Quality of Life Scale; DCS = Dysfunctional coping strategy; SFS = Solution-focused strategy; EFS = 

Emotional-focused strategy.  

*p < .05. **p < .01. 

 

 

In the ADHD group, the strongest correlation was between DCS and QLS. Among 

spouses, the strongest correlation was found between EFS and QLS, and within the 

comparison group, both the DFC and SFS correlated significantly with QLS. Therefore, all 

three groups had different correlations when it came to coping mechanism related to QLS. 

When comparing correlation between groups, the ADHD group had the highest negative 

correlation between DCS an QLS, while the spouses had the highest correlation between 

EMS and QLS. None of the coping mechanisms rated highest among groups within the 
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comparison group. These results demonstrate that within the ADHD group, two coping 

mechanisms are related to QLS and in comparison to other groups, the ADHD group uses 

negative coping mechanisms more. Among spouses, only SFS and EMS are significantly 

related to QLS, and only DCS and SFS are significantly related to QLS in the comparison 

group.  

In order to find out if ratings of QLS were associated with different ways of coping, 

three separate analyses were conducted, using multiple regression for all groups, see table 5. 

Each regression was examined for assumption violations, and none were found for any 

model. All of the models remained significant. 

Table 6 

Summary of multiple regressions for coping strategies (DCS, EFS, SFS) predicting QLS, 

between groups (ADHD, spouses and comparison)  
 

 

Predictor variables 

  

β 

  

t-value 

 

  

Adjusted R2 

 

  

F-value 

 

ADHD         

DCS  -.399  -2.21*     

SFS  .260  1.65     

EFS  .210  1.37     

      .312  F(3, 38)=5.740** 

Spouses  
 . 

 
  

    

DCS  .307  2.50*     

SFS  .160  1.03     

EFS  .353  -2.55*     

      .205  F(2, 38)=4.458** 

Comparison         

DCS  .309  -2.96*     

SFS  .395  2.51*     

EFS  .192  1.15     

  

 

 

 

 .189  F(3, 58)=4.807* 

 
*p<.005  **p<.001 

 

 

In the ADHD group, all three coping variables were entered as predictors with QLS as 

outcome variable. One variable, DCS, gained significance with the model, explaining 31.2% 

of the variance of QLS. This demonstrates that DCS is associated with estimation of quality 

of life among ADHD people.  
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Among spouses, all three coping variables were entered as predictors and QLS as an 

outcome variable. Two variables, DCS and EFS, gained significance, explaining 20,5% 

variance of QLS. This indicates that spouses use both negative and positive coping strategies.  

The final regression consisted of the comparison group, in which the same three 

coping variables were entered as predictors and QLS as an outcome variable. Two variables 

were significant, SFS and DCS, explaining 18.9% variance of QLS. These results  

demonstrate that different coping strategies are being used between groups - DCS is directing 

within the ADHD group, EFS and DCS among the spouses and both SFS and DCS within the 

comparison group.  

 

Discussion 

Results indicate that the ADHD group uses more dysfunctional coping strategies and 

rate their quality of life as poorer in comparison to their spouses and the comparison group. 

These results accord with previous studies which have shown an association between ADHD 

and dysfunctional coping strategies, and an association between ADHD and estimation of 

quality of life (Agarwal et al., 2012; Young, 2005). Very few, to our knowledge, have tried to 

explain poorer quality of life among ADHD people by referring to dysfunctional coping 

strategies. Our study therefore adds information to the literature and suggests that 

dysfunctional coping strategies might explain ADHD people´s relative estimation of quality 

of life.  

When comparing mean scores between all three groups, general differences were 

found, which indicates two things. First, the ADHD group estimated their quality of life as 

being poorer compared to that of their spouses and the comparison group. Although 

significant differences were not revealed between the ADHD group and their spouses, the 

mean scores suggests that the spouses are more satisfied than their ADHD companions, but 
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on the other hand, spouses are less satisfied than the comparison group. These results indicate 

that the spouses are somewhere between the other two groups, when estimating their quality 

of life, and might perhaps be affected by the opinion of their ADHD spouses. Few 

researchers have measured the well-being of a spouse in a relationship with an adult with 

ADHD. However, a study by Minde et al. (2003) reported more psychological stress and less 

marital satisfaction among spouses, which might affect their quality of life estimation. Our 

results could therefore coincide with this finding. A significant difference was found when 

comparing means between the ADHD group and the comparison group, which supports 

previous studies  that people with ADHD struggle with dysfunctions in adulthood that affect 

their daily well-being (Agarwal et al., 2012; Velö, Ágnes, Szentiványi & Balázs, 2013). 

Secondly, the ADHD group uses more dysfunctional coping strategies, while the 

other two groups adopt more appropriate methods, such as solution-focused and emotion-

focused coping strategies. These results accord with previous studies that have illustrated 

maladaptive coping strategies among ADHD people in comparison to non-ADHD samples 

(Young, 2005). Interestingly, in the present research, the spouses’ average score on 

dysfunctional coping strategies was between those of the ADHD group and the comparison 

group, which might imply that they are in some ways different from the other two groups. 

These results could therefore indicate that dyadic coping between ADHD people and their 

spouses is affected by ADHD symptoms and could therefore restrain their well-being and 

quality of life. However, it is worth mentioning that a statistical difference was only found 

between the ADHD group and the comparison group.  

To further investigate the relationship between coping strategies and quality of life 

estimation, a correlation was conducted. Within the ADHD group, although all coping 

strategies gained significance, the strongest correlation was found between DCS and QLS. 

This suggests that the ADHD group uses all kinds of coping strategies, but that these are very 
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frequently ineffective ways of coping, which might therefore affect people´s quality of life. 

This outcome coincides with prior studies which have revealed that, due to cognitive deficits, 

such as inattention, ADHD individuals have limited resources in using appropriate coping 

methods (Young, 2005). These results might generate further understanding as to why the 

ADHD group rate their quality of life as being poorer. 

When comparing the correlation of coping strategies and QLS between all groups, 

results reveal different outcomes. Interestingly, non significant correlation was found 

between DCS and QLS among spouses, while among the comparison group, a significant 

correlation was found between DCS, SFS and QLS. One might therefore assume that people 

in long term relationships with an ADHD person might be more capable of using positive 

coping strategies compared to other groups. However, these assumptions are for future 

researchers to examine. 

Finally, regression was conducted in pursuance of further understanding of a possible 

association between lower ratings of quality of life among ADHD people and their 

dysfunctional coping strategies. Separate regression was administered for each group, in 

order to find out if different coping strategies could explain the variance of quality of life and 

its different proportions among groups. Within the ADHD group, it was demonstrated that 

DCS and SFC explained a significant proportion of the variance of quality of life, which 

indicates that coping strategies may affect people´s estimate of quality of life. Also, when 

looking at the standardized β, which was negative in DCS, it further verifies that, with 

increasing negative coping strategies, people estimate their quality of life to be poorer. In 

terms of the spouses and the comparison group, their coping strategies explained a smaller 

ratio of variance within QLS. These results might indicate that if coping strategies are 

positive and appropriate, other factors may become more important in explaining people´s 

estimation of quality of life.  
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While the present findings contribute additional knowledge on coping mechanisms 

among people with ADHD, and how it might affect quality of life estimation, several 

important things should be considered when interpreting the results. Firstly, because of a 

relatively small sample, which was also a non-probability sample, caution should be taken in 

generalizing the results. For example, in our ADHD sample, the education level was high and 

more women chose to participate in the study, which contradicts previous literature, asserting 

that more males than females have ADHD, and that people with ADHD often have poor 

academic performance (Fergusson, Lynskey & Horwood, 1997; Willcutt, 2012). One could 

therefore deduce that the results possibly represent a subgroup within the ADHD population.   

Secondly, due to the fact that the comparison group was on the average, four years 

older than the ADHD group and their spouses, the significant differences that was found in 

terms of marital status and the length of a relationship, could be explained by the age 

differences.  

Thirdly, the present research did not have any criteria concerning pharmacological 

treatments for ADHD symptoms or other comorbid disorders. Therefore, participants in the 

study who have ADHD and are receiving medication, are probably not representing their 

estimation of quality of life and their coping skills in the same way as they would do without 

medication. Based on previously mentioned limitations and in order to gain more insight, 

future studies are needed with a larger group, and more carefully diagnosed participants.  

 On the basis of the evidence presented in this research, it can be assumed that coping 

skills affect people´s well being. It is also important to remember that in everyday situations, 

adaptive coping skills are required, and when individuals are unable to draw upon such 

abilities, due to a disorder such as ADHD, an intervention is needed, in order to help people 

to achieve and maintain their quality of life. Therefore, the implementation of a 
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comprehensive set of positive coping skills might be a rewarding avenue on a person´s way 

to well-being.  
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