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Introduction

For a majority of subjects with ADHD, the condition is con-
sidered to be lifelong with major impacts on daily living 
(Danckaerts et al., 2010; Wilens, Biederman, & Spencer, 
2002). Although the disorder is well studied in childhood, 
adolescence, and young adulthood, less is known about 
adults aged 50+ with ADHD (da Silva & Louza, 2008; 
Wetzel & Burke, 2008).

The core symptoms of this neuropsychiatric childhood 
disorder are hyperactivity, impulsivity, and inattention, 
which lead to dysfunctions in daily life (American Psychiatric 
Association, 2000). Although an age-dependent decline of 
hyperactivity and impulsivity has been described, problems 
with inattention in particular seem to persist into adulthood 
(Biederman, Mick, & Faraone, 2000). There is some evi-
dence that the prevalence of ADHD, estimated to be 2.5% in 
younger adults, does not diminish in older age groups 
(Guldberg-Kjar & Johansson, 2009; Michielsen et al., 2012; 
Simon, Czobor, Balint, Meszaros, & Bitter, 2009).

Controlled follow-up studies have shown that ADHD in 
young adulthood is associated with impairment in aca-
demic, occupational, and social functioning (Barkley, 
Fischer, Smallish, & Fletcher, 2006; Biederman, Petty, 
Evans, Small, & Faraone, 2010; Biederman, Petty, 
Monuteaux, et al., 2010; Mannuzza, Klein, Bessler, Malloy, 
& Hynes, 1997). ADHD is associated with high percentages 
of behavioral and psychiatric comorbidities (The MTA 

Cooperative Group, 1999; Sobanski, 2006; Yoshimasu et al., 
2012). Increased economical burden has been shown for 
adults with ADHD (Hodgkins, Montejano, Sasane, & Huse, 
2011; Secnik, Swensen, & Lage, 2005).

Quality of life and satisfaction with life are important 
outcome measures in research and clinical settings in medi-
cine (Agarwal, Goldenberg, Perry, & William, 2012). 
Health-related quality of life (HRQoL) is defined as overall 
well-being in the main domains of life (e.g., physical, mate-
rial, social, and emotional) and the possibility of personal 
development and purposeful activity (Felce & Perry, 1995). 
Patients with the same disorder assessed for HRQoL can 
react and feel differently (Guyatt, Feeny, & Patrick, 1993). 
Although measurement of HRQoL is important for exami-
nation of the impact of a disorder, satisfaction with life cov-
ers a broader perspective. Three separate components of 
subjective well-being (e.g., positive affect, negative affect, 
and life satisfaction) have been identified (Diener, Emmons, 
Larsen, & Griffin, 1985).
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Abstract
Objective: To study the quality of life in adults aged 50+ with ADHD. Method: An anonymous questionnaire survey 
was performed on 148 adults aged 50+ with ADHD. Quality of life was assessed with EuroQol and the Satisfaction With 
Life Scale. Age-matched Norwegian and Danish population samples served as reference groups. Results: Mean age of 
participants was 55.7 years, and mean age when diagnosed with ADHD was 50.2 years, while mean Adult ADHD Self-
Report Scale Screener score was 15.2. Adults with ADHD reported significantly reduced health-related quality of life and 
reduced satisfaction with life compared with population norms. Nonemployment and severe ADHD were associated with 
poor quality of life. Conclusion: Adults aged 50+ with ADHD diagnosed in late adulthood reported significantly reduced 
quality of life when compared with population norms. The negative impact of ADHD persists into late adulthood. (J. of Att. 
Dis. 2015; 19(5) 405-413)
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In children and adolescents with ADHD, a reduced qual-
ity of life has been described (Danckaerts et al., 2010). 
Studies on HRQoL in adults with ADHD have mostly been 
related to pharmacological trials in younger age groups of 
adults (Adler et al., 2006; Brod, Perwien, Adler, Spencer, & 
Johnston, 2005; Mattos, Louza, Palmini, Oliveira, & Rocha, 
2012; Spencer et al., 2008; Weiss et al., 2010). Pathways of 
functional impairment of ADHD and the impact on HRQoL 
in adults with the disorder have been described (Brod et al., 
2005). For example, inattention in adults with ADHD may 
lead to poor time management, inability to follow through 
on a task, and disorganization or procrastination, all of 
which have a negative impact on work productivity and 
daily life functioning with low self-esteem as a possible 
consequence (Brod et al., 2005). In a study of young adults 
with ADHD, severity of ADHD was found to be associated 
with decreased quality of life (Mick, Faraone, Spencer, 
Zhang, & Biederman, 2008). Moreover, in a sample of 
younger adults with ADHD who were on treatment with 
drugs for ADHD, work and interpersonal impairments were 
found to be challenging areas of quality of life and satisfac-
tion with life (Safren, Sprich, Cooper-Vince, Knouse, & 
Lerner, 2010).

Adults aged 50+ with ADHD have lived most of their 
lives with an undiagnosed and untreated condition (Turgay 
et al., 2012). The question then arises how they have man-
aged to live with the disorder and whether their HRQoL 
and satisfaction with life has been affected in a different 
way than individuals who have been diagnosed at an ear-
lier age.

So far, only a few case reports and small sample studies 
have been published (Brod, Schmitt, Goodwin, Hodgkins, 
& Niebler, 2012; Henry & Jones, 2011; Manor et al., 2012). 
Long-lasting medical problems, experiences of peer rejec-
tions, and difficulties with work and relationships have 
been described (Henry & Jones, 2011; Manor et al., 2012). 
However, strengths such as creativity as to the management 
of ADHD symptoms at school and in work have been men-
tioned as important aspects (Henry & Jones, 2011; Manor 
et al., 2012). In a sample of 24 adults with a mean age of 66 
years and a mean age of 9 years after having been diag-
nosed, significant academic, occupational, social, and 
financial problems related to ADHD were reported. 
Interestingly, when compared with younger adults with 
ADHD, the older sample reported a better life outlook 
(Brod et al., 2012).

To further investigate the impact of ADHD on quality of 
life across the life span, we studied a sample of adults aged 
50+ where the aims were

1.	 to investigate HRQoL and satisfaction with life 
compared with population norms and

2.	 to identify characteristics associated with better 
quality of life.

We hypothesized that (a) adults aged 50+ with ADHD 
would report reduced quality of life compared with popula-
tion norms and that (b) absence of comorbidity and reduced 
ADHD symptom severity would be found associated with 
better quality of life.

Method

An anonymous survey among members of the Norwegian 
ADHD patient organization was performed in 2010. The 
national ADHD patient organization was established in 
1979 and has nearly 10,000 members. Included in this study 
were adults aged 50+ (age range = 50-69 years) diagnosed 
with ADHD by a psychiatrist or clinical psychologist, 
which was confirmed by self-reported year of diagnosis of 
ADHD. Altogether, 251 members of the patient organiza-
tion met the inclusion criteria. To secure anonymity, the 
questionnaire was sent three times to the eligible sample by 
the patient organization. The data protection officer at the 
Oslo University Hospital approved the study.

Instruments

EuroQol (EQ-5D) is a generic standardized HRQoL self-
report instrument developed by the EuroQol Group (1990). 
It has been extensively validated in the general population 
and in groups with chronic and psychiatric disorders (Rabin 
& de Charro, 2001). As such population data are not yet 
available for Norway, the recently published Danish EQ-5D 
data were used as a reference sample (Sorensen, Davidsen, 
Gudex, Pedersen, & Bronnum-Hansen, 2009). The latter 
comprised data from three population health surveys on 
15,700 individuals aged 20 to 79 years (Sorensen et al., 
2009). Only individuals in the age groups 50 to 59 years 
(n = 3,162; 50.8% females) and 60 to 69 years (n = 2,121; 
52.3% females) were used as the reference sample in this 
study. The Nordic countries compare well with respect to 
well-developed health and welfare politics (Wahlbeck, 
Westman, Nordentoft, Gissler, & Laursen, 2011). EQ-5D 
consists of five descriptive dimensions (mobility, self-care, 
usual activity, pain/discomfort, and anxiety/depression) and 
a visual analogue “thermometer” scale (EQ-VAS). On each 
of the five dimensions, participants were asked to judge 
current health state on one of three possible levels: “no,” 
“some,” or “extreme” problems, which is scored 1, 2, and 3, 
respectively. On the EQ-VAS, participants were asked to 
indicate current health condition on a scale from 0 (worst 
imaginable health state) to 100 (best imaginable health 
state). Studies have shown that the test–retest reliability for 
the five dimensions (κ coefficients) ranged from .63 to .80 
(Coons, Rao, Keininger, & Hays, 2000). In our study, the 
Cronbach’s alpha index for the five dimensions was .68.

The Satisfaction With Life Scale (SWLS; Diener et al., 
1985) is a five-item self-report instrument measuring the 
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satisfaction with one’s life as a whole. In the original version, 
a 7-point scale was used. The range of the scale has varied 
throughout the years (Hultell & Gustavsson, 2008). In this 
study, each statement was scored from 1 (totally disagree) to 
5 (totally agree), giving a range from 5 (extremely dissatis-
fied) to 25 (highly satisfied) as the total of all five statements. 
While a summary score of 20 on the original 7-point scale 
defines a neutral status (Diener, 2012), we set the equivalent 
score on the 5-point scale at 15. The Cronbach’s alpha index 
of .84 in our study was in line with previous reports (Diener 
et al., 1985). SWLS data from the ADHD group were com-
pared with the Norwegian reference sample, which was 
adapted from the Norwegian study on life course, ageing and 
generation (NorLAG). NorLAG includes data from 2003 to 
2007 on more than 3,500 individuals 40 years of age and 
older as well as 15,000 individuals aged 18 years and older 
from the Norwegian study of life course, generation, and 
gender, which in 2007 was merged with the original NorLAG 
study (The NorLAG, 2011). In the NorLAG study, the five-
item version of the SWLS was used (Solem, 2003).

ADHD symptoms were assessed with the Adult ADHD 
Self-Report Scale (ASRS v1.1) Screener (Kessler et al., 
2005). Several studies have demonstrated the validity of the 
instrument (Matza, Van Brunt, Cates, & Murray, 2011; Yeh, 
Gau, Kessler, & Wu, 2008). This instrument consists of four 
items of inattention and two items of hyperactivity/impul-
sivity. Symptom frequency was rated on a 5-point scale 
from 0 (never) to 4 (very often), with a cutoff score of 14 
(Taylor, Deb, & Unwin, 2011). In no cases were more than 
two items missing. The value of missing items was replaced 
by the mean of the available item values. The Cronbach’s 
alpha index in our study was .80, which was in line with 
previous reports (Kessler et al., 2007). The interitem corre-
lations measured with Spearman’s rho ranged from rs = .21 
to .69. To explore the two dimensions of the ASRS Screener 
independently, an equally weighted sum of responses was 
used to create an Inattention Trait Score (ITS) and 
Hyperactive/Impulsive Trait Score (HTS; Das, Cherbuin, 
Butterworth, Anstey, & Easteal, 2012).

Statistics

Statistical analyses were performed with the Predictive 
Analytic SoftWare (PASW Statistics, IBM Armonk, New 
York) 18.0 for Windows. Chi-square statistics were calcu-
lated to assess pairwise associations between categorical 
variables. Associations between binary and continuous 
variables were analyzed with the independent samples t 
test. Pearson correlation coefficients between continuous 
variables were calculated, while Spearman’s rho was used 
to calculate correlation coefficients between categorical and 
continuous variables. Linear and binary logistic regression 
analyses were performed to identify factors associated with 
better outcomes. To increase the probability to report true 

findings, the level of significance was set to p < .01. 
Percentages in the Danish EQ-5D sample were adjusted for 
the age and gender distribution of the ADHD group as rec-
ommended by Hjermstad, Fayers, Bjordal, and Kaasa 
(1998). A one-sample nonparametric binomial test then was 
used to analyze for statistically significant differences.

Results

Altogether, 166 participants (66.1%) returned the question-
naire. Eighteen were excluded (in 12, the diagnosis of 
ADHD could not be confirmed, 5 lacked information on age, 
and 1 was older than 69 years). Thus, the total sample con-
sisted of 148 participants of whom 60.1% were women. In 5 
cases (3.4%), information on gender was not available.

A comparison between participants and the eligible sam-
ple did not reveal significant statistical differences with 
respect to gender distribution, age, and place of residence in 
the country.

Participant Characteristics

Characteristics of participants are presented in Table 1. 
None of the characteristics differed significantly between 
sexes. In the unemployed group, 62 participants (71.3%) 
received social security (e.g., rehabilitation or disability 
benefit), 6 (6.9%) had retired, 4 (4.6%) were homemakers, 
and 15 (17.2%) mentioned other reasons. Among those with 
co-occurring disorders, 67 participants (63.8%) reported 
somatic disorders—most frequent were hypothyroidism 
(20.3%), hypertension (17.4%), and fibromyalgia 
(17.4%)—whereas 49 participants (46.7%) reported psy-
chiatric disorders—most frequent were depression (36.7%), 
anxiety (26.5%), and bipolar disorder (24.5%). Twenty-one 
participants (20.0%) stated co-occurrence of at least one 
somatic and one psychiatric disorder.

ASRS Screener

Mean ASRS Screener score for the whole sample was 15.2 
(SD = 4.7; range = 1-24), and 97 adults (65.5%) had a score 
above the cutoff (M = 17.8; SD = 2.8).

Table 1.  Characteristics of 148 Adults Aged 50+ With ADHD.

Variables N = 148

Gender (females), n (%) 89 (60.1)
Age (years), M (SD) 55.7 ± 4.3
Age (years) when ADHD was diagnosed, M (SD) 50.2 ± 5.9
Education college/university, n (%) 52 (35.1)
Civil status single, n (%) 54 (36.5)
Unemployed, n (%) 87 (58.5)
Co-occurring disorders, n (%) 105 (70.9)
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HRQoL (EQ-5D)

The comparison of the ADHD group with age- and gender-
matched Danish population norms on EQ-5D are presented 
in Table 2.

Adults aged 50+ with ADHD reported significantly more 
moderate to severe problems on each dimension of the 
EQ-5D (e.g., mobility, self-care, usual activity, pain/dis-
comfort, and anxiety/depression) compared with population 
norms. The median EQ-VAS score of the ADHD sample 
was 65 (range = 2-95).

Within the ADHD sample, no significant differences 
were observed for the characteristics gender distribution, 
civil status, and age when ADHD was diagnosed on any of 
the EQ-5D dimensions. For mobility, however, we found 
significant differences for employment status, educational 
level, and co-occurring disorders. Problems on this dimen-
sion were reported by 34.9% of the unemployed group (vs. 
11.7% of the employed group; χ2 = 10.1; df = 1; p = .002), 
33.3% of the junior/senior high school group (vs. 11.5% of 
the college/university group; χ2 = 8.3; df = 1; p = .004), 
and 31.4% with co-occurring disorders (vs. 10.0% without 
co-occurring disorders; χ2 = 7.0; df = 1; p = .008). In addi-
tion, those with co-occurring disorders and an educational 
level below college/university more frequently stated 
problems with mobility than did the group that had fin-
ished college/university (41.8% vs. 13.5%; χ2 = 9.0; df = 
1; p = .003).

Moderate to severe problems of usual activity were sig-
nificantly more often reported by participants with co-
occurring disorders than those without co-occurring 
disorders (63.8% vs. 35.0%; χ2 = 9.8; df = 1; p = .002).

Co-occurring disorders also had a significant negative 
impact on current health condition (EQ-VAS) when com-
pared with those without co-occurring disorders (54.5 ± 
25.2 vs. 69.9 ± 21.3; t = −3.2; df = 135; p = .001).

In summary, in our sample of adults aged 50+ with 
ADHD, those without co-occurring disorders generally 
reported better HRQoL.

Correlation Between ADHD Symptom Severity 
and EQ-5D

We investigated the association between ADHD symptom 
severity and the five EQ-dimensions as well as the current 
health condition (EQ-VAS). Severity of ADHD symptoms 
was significantly correlated with the dimension of usual 
activity (r

s
 = .34; df = 146; p < .001) and the current health 

condition (r = .33; df = 138; p < .001). With respect to the 
dimension of usual activity and the current health condition, 
the correlations were associated with symptoms of inatten-
tion (r

s
 = .41; df = 146; p < .001; and r = −.33; df = 138; p < 

.001, respectively) and not with symptoms of hyperactivity/
impulsivity (r

s
 = .15; df = 146; p = .08; and r = −.17; df = 

138; p = .05, respectively).

EQ-VAS Regression Analysis

A regression analysis with the median EQ-VAS score as 
dependent variable and gender, age at diagnosis, educa-
tional level, civil status, employment, co-occurring disor-
ders, and ADHD symptoms (ASRS Screener score <14 vs. 
≥14) as independent variables showed that only ADHD 
symptom severity below the cutoff was associated with bet-
ter current health condition (odds ratio [OR] = 3.5; 99% 
confidence interval [CI] = [1.3, 9.5]; p = .001).

Satisfaction With Life (SWLS)

In the analysis of satisfaction with life, the ADHD group 
was compared with the Norwegian reference sample. The 
percentage of participating women was statistically signifi-
cantly higher in the ADHD group compared with the refer-
ence sample (60.1% vs. 49.5%; χ2 = 9.1; df = 1; p = .003). 
The ADHD group also was significantly younger than the 
reference sample (55.7 ± 4.3 years of age vs. 58.9 ± 5.6 
years of age; t = −6.9; df = 5114; p < .001).

In Table 3, a comparison of educational level, civil sta-
tus, and status of employment between the two groups is 
presented.

Although the educational level did not differ between the 
two samples, adults with ADHD were statistically signifi-
cantly more often unemployed and single compared with 
the reference group. It can be argued that retirement may 
have accounted for the observed differences on employ-
ment status. Therefore, we reran the statistical analyses 
without those who had retired. Altogether, 7 participants in 
the ADHD group (4.7%) and 827 participants in the 
NorLAG group (16.6%) were registered as retired. This did, 
however, not change the result reported above.

The ADHD group reported substantially less satisfac-
tion with life measured with SWLS than the reference sam-
ple (12.9 ± 4.6 vs. 18.9 ± 3.4; t = −20.9; df = 3900; p < 
.001). When adjusted for age, gender, civil status, and 

Table 2.  Percentage of Moderate to Severe Problems on 
EQ-5D in 148 Adults Aged 50+ With ADHD Compared With 
Danish Population Norms.

Variables
ADHD group 
(N = 148) %

Reference samplea 
(N = 5,283) % p value

Mobility 24.9 13.1 <.001*
Self-care 11.6 2.4 <.001*
Usual activities 47.8 21.7 <.001*
Pain/discomfort 73.7 43.8 <.001*
Anxiety/depression 80.5 17.8 <.001*

Note: EQ-5D = EuroQol.
aPercentages in the reference sample are adjusted for the age and gender 
distribution of the ADHD group.
*p < .01 (analyzed with a one-sample nonparametric binomial test).
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employment, the difference still was significant (B = 5.0, t 
= 16.2; 99% CI = [4.2, 5.7]; p < .001). In the ADHD group, 
56 (37.8%) had a SWLS score of 15 and higher (M = 17.9; 
SD = 2.3), whereas 92 (62.2%) had a score below 15 (M = 
9.9; SD = 2.6).

The Pearson correlation coefficient between ADHD 
symptom severity and SWLS total score was highly signifi-
cant (r = .35; p < .001).

SWLS Regression Analyses

We studied whether specific characteristics of the ADHD 
group were associated with more satisfaction with life than 
others. In a binary linear regression analysis with the SWLS 
score as dependent variable and the aforementioned inde-
pendent variables plus co-occurring disorders and ADHD 
symptom severity (ASRS Screener score <14 vs. ≥14), 
being employed (B = 2.8, t = 3.5; 99% CI = [.72, 4.9]; p = 
.001) and ADHD symptom severity below the cutoff (B = 
3.4, t = 4.3; 99% CI = [1.3, 5.5]; p < .001) were associated 
with more satisfaction with life.

Discussion

Adults aged 50+ with ADHD in this study had significantly 
more often problems on all dimensions of HRQoL (EQ-5D) 
and were less satisfied with life compared with age- and 
gender-matched population norms. Unemployment and 
severe ADHD were associated with reduced quality of life.

Adults aged 50+ with ADHD in our study more often 
were unemployed and living alone compared with the refer-
ence sample. We did not, however, find differences between 
groups on education. The level of functional and psychoso-
cial impairment in adults with undiagnosed ADHD has 
been found to be quite similar to that of adults with 

diagnosed ADHD (Able, Johnston, Adler, & Swindle, 2007; 
Biederman et al., 2006; Shekim, Asarnow, Hess, Zaucha, & 
Wheeler, 1990). Follow-up studies have shown that as a 
group, adults with ADHD had completed less formal 
schooling, had lower rates of employment, achieved lower 
ranking occupational positions, and experienced higher 
rates of being fired from work, higher rates of separation 
and divorce, and more difficulties keeping friends com-
pared with controls (Barkley et al., 2006; Mannuzza et al., 
1997; Murphy & Barkley, 1996; R. Rasmussen & Gillberg, 
2000). At least one follow-up study has shown that adults 
with ADHD on the individual level had achieved higher 
education and occupation (Mannuzza & Klein, 2000).

Although based on self-report alone, the frequency of 
co-occurring disorders in our sample was similar to find-
ings by others (Halmoy, Fasmer, Gillberg, & Haavik, 2009; 
Torgersen, Gjervan, & Rasmussen, 2006). The prevalence 
of lifetime psychiatric comorbidity in adults with ADHD 
has been reported to be higher than in controls (Kooij et al., 
2010; Sobanski et al., 2007). In our study, adults with 
ADHD stated more problems with physical activities com-
pared with controls, which could be due to being older. 
They reported significantly more problems on the EQ-5D 
dimension of anxiety/depression than did the reference 
sample. We found co-occurring disorders to be associated 
with increased problems of mobility and usual activity. 
Furthermore, co-occurring disorders had a negative impact 
on current health condition when compared with those 
without co-occurring disorders. In a study on HRQoL in 
younger adults with ADHD (69.7% men; M age = 37.0 
years, 67.9% ADHD, combined type), Adler et al. (2006) 
found them to report only slightly above mean scores on 
physical subscales, but significantly below mean scores on 
mental subscales of the Short Form-36 (SF-36) compared 
with population norms (Adler et al., 2006). Studies showed 

Table 3.  Characteristics of 148 Adults Aged 50+ With ADHD and an Age Group–Matched Norwegian Reference Sample.

Variables ADHD (N = 148) NorLAG (N = 4,968) χ2; df p value

Educational level
  College/university, all, n (%) 52 (35.4) 1,518 (30.6) ns
  College/university, females, n (%) 29 (33.0) 767 (31.2) ns
  College/university, males, n (%) 23 (42.6) 751 (29.9) ns
Civil status
  Single, all, n (%) 54 (41.5) 1,250 (25.2) 17.9; 1 <.001
  Single, females, n (%) 36 (46.2) 760 (30.9) 8.2; 1 .004
  Single, males, n (%) 16 (34.0) 490 (19.5) 6.1; 1 .01
Employed
  All, n (%) 57 (40.8) 3,424 (69.2) 53.1; 1 <.001
  Females, n (%) 38 (42.7) 1,628 (66.5) 21.5; 1 <.001
  Males, n (%) 20 (33.7) 1,796 (71.8) 29.4; 1 <.001

Note: NorLAG = Norwegian study on life course, ageing and generation; ns = not significant.
p < .01.

 at ADHD Coaches Organization on September 10, 2015jad.sagepub.comDownloaded from 

http://jad.sagepub.com/


410	 Journal of Attention Disorders 19(5)

that comorbidity was associated with persistence of ADHD 
symptoms over time (Biederman, Petty, Clarke, Lomedico, 
& Faraone, 2011).

In our study, adults with ADHD were significantly less 
satisfied with life (p < .001) compared with age- and gen-
der-matched population norms. Younger adults with self-
reported ADHD (M age = 31.9 years) have been found to be 
significantly less satisfied with life compared with controls 
(Biederman et al., 2006). In university students, an associa-
tion between ADHD symptoms, comorbid difficulties, and 
reduced SWLS scores has been reported (Gudjonsson, 
Sigurdsson, Eyjolfsdottir, Smari, & Young, 2009).

As expected, a majority of participants had an ASRS 
Screener score above the cutoff for the instrument, whereas 
a substantial minority (35.5%) did report below this cutoff. 
The ASRS Screener measures the core symptoms of ADHD. 
Research has shown that even a low frequency of symptoms 
of ADHD was found to be associated with impairment 
(Biederman et al., 2000). ADHD often is associated with 
comorbidity that may increase impact on daily life func-
tioning. Many participants were living in stable relation-
ships where the partner possibly was responsible for 
managing daily demands and a structured environment. 
Moreover, an increased ability to manage symptoms of 
ADHD after the disorder was diagnosed (mean observation 
time of more than 5 years) has to be taken into account.

We found severe ADHD to be significantly associated 
with more problems of usual activity, less perceived current 
health condition (OR = 3.5), and less satisfaction with life 
(p < .001). Moreover, severity of ADHD has also been 
found to have a major impact on quality of life (Danckaerts 
et al., 2010; Mick et al., 2008).

In our study, those without employment reported signifi-
cantly more problems of mobility (p = .002) and signifi-
cantly less satisfaction with life compared with employed 
adults with ADHD (p < .001). Nonemployment has been 
found to have a negative impact on quality of life (Aronson, 
1997).

Limitations

Our study had several limitations. Participants were recruited 
from a national patient organization, which is not necessarily 
representative for all adults with ADHD. As a membership in 
the patient organization may require personal engagement 
and continuity, more severely impaired adults with ADHD 
may be underrepresented. Almost 34% of the eligible sample 
did not respond to the questionnaire, and it is possible that 
these were adults with more severe ADHD.

The cross-sectional nature of the study does not permit 
causal conclusions.Although all our data were based solely 
on self-report, other studies have shown that adults with 
ADHD report reliably and even are at risk to underestimate 

their own problems (Kooij et al., 2008; Manor et al., 
2012).

Even if the total number of co-occurring disorders was 
in line with other studies in adults with ADHD, self-
reported psychiatric co-occurring disorders were men-
tioned less frequently. Increased symptom level and 
impairment have been found to predict poorer quality of 
life in ADHD, and an even higher percentage of co-occur-
ring psychiatric disorders probably would have worsened 
the outcome (Danckaerts et al., 2010). The rates of medical 
problems in our study were higher than reported in samples 
of younger adults with ADHD (Barkley, Murphy, & 
Fischer, 2008). Conversely and in line with our findings, 
higher numbers of medical disorders than expected were 
found in a study of older adults diagnosed with ADHD 
(Manor, Rozen, Zemishlani, Weizman, & Zalsman, 2011). 
The possibility of increased risk of physical health prob-
lems in ADHD, for example, due to impulsive behavior, 
poor decision making, or executive functioning, has been 
highlighted recently (Nigg, 2012).

Our study sample comprised more women than men. 
Although more boys than girls are found in clinical samples 
of ADHD in childhood, in adults a more balanced gender dis-
tribution or even a predominance of women in some studies 
has been reported (Elia, Ambrosini, & Rapoport, 1999; Kooij 
et al., 2010). Furthermore, studies have shown small gender 
differences as to severity of symptoms and clinical presenta-
tions in adults with ADHD (Biederman, Faraone, Monuteaux, 
Bober, & Cadogen, 2004; K. Rasmussen & Levander, 2009).

The use of a generic measure of HRQoL may not capture 
serious impairments unique for the disorder (Brod et al., 
2005; Weiss et al., 2010). Nevertheless, the aim of our study 
was to enable a comparison with population norms to inves-
tigate the impact of ADHD in late adulthood.

Strengths

The results are based on a relatively large sample of adults 
aged 50+ with ADHD. Validated instruments were used to 
enable comparison with population norms. The study pro-
vides information on the impact of ADHD on quality of life 
in adults diagnosed in late adulthood. Information was col-
lected anonymously, which can have contributed to honest 
answers from the participants. The sample consisted of non-
referred adults aged 50+ with ADHD.

Clinical Implications

ADHD in adults aged 50+ often is associated with reduced 
quality of life. As unemployment and ADHD symptom 
severity are found to be associated with even poorer quality 
of life, clinicians should be aware of the need for support-
ing strategies for vocational rehabilitation. Furthermore, 
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comprehensive strategies to manage ADHD symptoms in 
daily life activities should be considered.

Conclusion

Adults aged 50+ with ADHD diagnosed in late adulthood 
reported significantly reduced quality of life compared with 
population norms. The negative impact of ADHD persists 
into late adulthood.

Acknowledgment

The authors gratefully acknowledge the access to supplemental 
data on the Danish EQ-5D study provided by Jan Sørensen. We 
further would like to acknowledge the contributions of professor 
Kirsten Thorsen, PhD, Nils Olav Aanonsen, MD, Knut Hallvard 
Bronder, Brita Drabitzius, Anne-Kate Jynge, Pål Jynge, and Børre 
Sveen to the development of the questionnaire.

Authors’ Note

Some of the data applied in the analysis of this publication are based 
on “Life course, Generation and Gender, LOGG easy-to-use, 
2007/2008.” The data are provided by Statistics Norway, and pre-
pared and made available by the Norwegian Social Science Data 
Services (NSD). Neither Statistics Norway nor NSD are responsible 
for the analysis/interpretation of the data presented here.

Declaration of Conflicting Interests

The author(s) declared the following potential conflicts of interest 
with respect to the research, authorship, and/or publication of this 
article: From 2009 to 2011, M.B.L. was a member of the Scientific 
Committee of the Annual Nordic Psychiatric Academy ADHD 
meeting, which was organized and financially supported by 
Janssen Pharmaceutical Companies. P.Z., L.S., and S.O. have no 
personal affiliations or financial relationships with any commer-
cial interests to disclose relative to this article.

Funding

The author(s) disclosed receipt of the following financial support 
for the research, authorship, and/or publication of this article: The 
project was financially supported by the Norwegian Extra 
Foundation for Health and Rehabilitation through extra funds 
(2009/1/0661).

References

Able, S. L., Johnston, J. A., Adler, L. A., & Swindle, R. W. (2007). 
Functional and psychosocial impairment in adults with undi-
agnosed ADHD. Psychological Medicine, 37, 97-107.

Adler, L. A., Sutton, V. K., Moore, R. J., Dietrich, A. P., Reimherr, 
F. W., Sangal, R. B., & . . .Allen, A. J. (2006). Quality of life 
assessment in adult patients with attention-deficit/hyperac-
tivity disorder treated with atomoxetine. Journal of Clinical 
Psychopharmacology, 26, 648-652.

Agarwal, R., Goldenberg, M., Perry, R., & William, I. W. 
(2012). The quality of life of adults with attention deficit 
hyperactivity disorder: A systematic review. Innovations in 
Clinical Neuroscience, 9, 10-21.

American Psychiatric Association. (2000). Diagnostic and sta-
tistical manual of mental disorders (4th ed., text rev.). 
Washington, DC: Author.

Aronson, K. J. (1997). Quality of life among persons with multiple 
sclerosis and their caregivers. Neurology, 48, 74-80.

Barkley, R. A., Fischer, M., Smallish, L., & Fletcher, K. (2006). 
Young adult outcome of hyperactive children: Adaptive 
functioning in major life activities. Journal of the American 
Academy of Child & Adolescent Psychiatry, 45, 192-202.

Barkley, R. A., Murphy, K. R., & Fischer, M. (2008). ADHD in 
adults: What the science says. New York, NY: Guilford.

Biederman, J., Faraone, S. V., Monuteaux, M. C., Bober, M., & 
Cadogen, E. (2004). Gender effects on attention-deficit/hyper-
activity disorder in adults, revisited. Biological Psychiatry, 
55, 692-700.

Biederman, J., Faraone, S. V., Spencer, T. J., Mick, E., Monuteaux, 
M. C., & Aleardi, M. (2006). Functional impairments in adults 
with self-reports of diagnosed ADHD: A controlled study of 
1001 adults in the community. Journal of Clinical Psychiatry, 
67, 524-540.

Biederman, J., Mick, E., & Faraone, S. V. (2000). Age-dependent 
decline of symptoms of attention deficit hyperactivity dis-
order: Impact of remission definition and symptom type. 
American Journal of Psychiatry, 157, 816-818.

Biederman, J., Petty, C. R., Clarke, A., Lomedico, A., & 
Faraone, S. V. (2011). Predictors of persistent ADHD: An 
11-year follow-up study. Journal of Psychiatric Research, 
45, 150-155.

Biederman, J., Petty, C. R., Evans, M., Small, J., & Faraone, S. 
V. (2010). How persistent is ADHD? A controlled 10-year 
follow-up study of boys with ADHD. Psychiatry Research, 
177, 299-304.

Biederman, J., Petty, C. R., Monuteaux, M. C., Fried, R., Byrne, 
D., Mirto, T., & Faraone, S. V. (2010). Adult psychiatric 
outcomes of girls with attention deficit hyperactivity disor-
der: 11-year follow-up in a longitudinal case-control study. 
American Journal of Psychiatry, 167, 409-417.

Brod, M., Perwien, A., Adler, L., Spencer, T., & Johnston, J. 
(2005). Conceptualization and assessment of quality of 
life for adults with attention-deficit/hyperactivity disorder. 
Primary Psychiatry, 12, 58-64.

Brod, M., Schmitt, E., Goodwin, M., Hodgkins, P., & Niebler, G. 
(2012). ADHD burden of illness in older adults: A life course 
perspective. Quality of Life Research, 21, 795-799.

Coons, S. J., Rao, S., Keininger, D. L., & Hays, R. D. (2000). 
A comparative review of generic quality-of-life instruments. 
Pharmacoeconomics, 17, 13-35.

Danckaerts, M., Sonuga-Barke, E. J., Banaschewski, T., Buitelaar, 
J., Dopfner, M., Hollis, C., & Coghill, D. (2010). The qual-
ity of life of children with attention deficit/hyperactivity dis-
order: A systematic review. European Child & Adolescent 
Psychiatry, 19, 83-105.

Das, D., Cherbuin, N., Butterworth, P., Anstey, K. J., & Easteal, S. 
(2012). A population-based study of attention deficit/hyper-
activity disorder symptoms and associated impairment in 
middle-aged adults. PLoS ONE, 7, e31500.

da Silva, M. A., & Louza, M. (2008). Case of a 67-year-old woman 
diagnosed with ADHD successfully treated with methylphe-
nidate. Journal of Attention Disorders, 11, 623.

 at ADHD Coaches Organization on September 10, 2015jad.sagepub.comDownloaded from 

http://jad.sagepub.com/


412	 Journal of Attention Disorders 19(5)

Diener, E. (2012). Understanding scores on the Satisfaction With 
Life Scale. Retrieved from http://internal.psychology.illinois.
edu/~ediener/Documents/Understanding%20SWLS%20
Scores.pdf

Diener, E., Emmons, R. A., Larsen, R. J., & Griffin, S. (1985). 
The Satisfaction With Life Scale. Journal of Personality 
Assessment, 49, 71-75.

Elia, J., Ambrosini, P. J., & Rapoport, J. L. (1999). Treatment of 
attention-deficit-hyperactivity disorder. New England Journal 
of Medicine, 340, 780-788.

The EuroQol Group. (1990). EuroQol—A new facility for the 
measurement of health-related quality of life. Health Policy, 
16, 199-208.

Felce, D., & Perry, J. (1995). Quality of life: Its definition and 
measurement. Research in Developmental Disabilities, 16, 
51-74.

Gudjonsson, G. H., Sigurdsson, J. F., Eyjolfsdottir, G. A., Smari, 
J., & Young, S. (2009). The relationship between satisfac-
tion with life, ADHD symptoms, and associated problems 
among university students. Journal of Attention Disorders, 
12, 507-515.

Guldberg-Kjar, T., & Johansson, B. (2009). Old people reporting 
childhood AD/HD symptoms: Retrospectively self-rated AD/
HD symptoms in a population-based Swedish sample aged 
65-80. Nordic Journal of Psychiatry, 63, 375-382.

Guyatt, G. H., Feeny, D. H., & Patrick, D. L. (1993). Measuring 
health-related quality of life. Annals of Internal Medicine, 
118, 622-629.

Halmoy, A., Fasmer, O. B., Gillberg, C., & Haavik, J. (2009). 
Occupational outcome in adult ADHD: Impact of symptom 
profile, comorbid psychiatric problems, and treatment: A 
cross-sectional study of 414 clinically diagnosed adult ADHD 
patients. Journal of Attention Disorders, 13, 175-187.

Henry, E., & Jones, S. H. (2011). Experiences of older adult 
women diagnosed with attention deficit hyperactivity disor-
der. Journal of Women & Aging, 23, 246-262.

Hjermstad, M. J., Fayers, P. M., Bjordal, K., & Kaasa, S. (1998). 
Using reference data on quality of life—The importance of 
adjusting for age and gender, exemplified by the EORTC 
QLQ-C30 (+3). European Journal of Cancer, 34, 1381-1389.

Hodgkins, P., Montejano, L., Sasane, R., & Huse, D. (2011). Cost 
of illness and comorbidities in adults diagnosed with atten-
tion-deficit/hyperactivity disorder: A retrospective analysis. 
Primary Care Companion for CNS Disorders, 13, e1-e12. 
doi:10.4088/PCC.10m01030

Hultell, D., & Gustavsson, J. P. (2008). A psychometric evaluation 
of the Satisfaction With Life Scale in a Swedish nationwide 
sample of university students. Personality and Individual 
Differences, 44, 1070-1079.

Kessler, R. C., Adler, L. A., Gruber, M. J., Sarawate, C. A., 
Spencer, T., & Van Brunt, D. L. (2007). Validity of the World 
Health Organization Adult ADHD Self-Report Scale (ASRS) 
Screener in a representative sample of health plan members. 
International Journal of Methods in Psychiatric Research, 
16, 52-65.

Kessler, R. C., Adler, L., Ames, M., Demler, O., Faraone, S., Hiripi, 
E., & Walters, E. E. (2005). The World Health Organization 
Adult ADHD Self-Report Scale (ASRS): A short screen-

ing scale for use in the general population. Psychological 
Medicine, 35, 245-256.

Kooij, S. J., Bejerot, S., Blackwell, A., Caci, H., Casas-Brugue, 
M., Carpentier, P. J., & Asherson, P. (2010). European con-
sensus statement on diagnosis and treatment of adult ADHD: 
The European network adult ADHD. BMC Psychiatry, 10, 67.

Kooij, S. J., Marije, B. A., Swinkels, S. H., Bekker, E. M., de 
Noord, I., & Buitelaar, J. K. (2008). Reliability, validity, and 
utility of instruments for self-report and informant report 
concerning symptoms of ADHD in adult patients. Journal of 
Attention Disorders, 11, 445-458.

Mannuzza, S., & Klein, R. G. (2000). Long-term prognosis in 
attention-deficit/hyperactivity disorder. Child and Adolescent 
Psychiatric Clinics of North America, 9, 711-726.

Mannuzza, S., Klein, R. G., Bessler, A., Malloy, P., & Hynes, M. 
E. (1997). Educational and occupational outcome of hyper-
active boys grown up. Journal of the American Academy of 
Child & Adolescent Psychiatry, 36, 1222-1227.

Manor, I., Rozen, S., Zemishlani, Z., Weizman, A., & Zalsman, 
G. (2011). When does it end? Attention-deficit/hyperactivity 
disorder in the middle aged and older populations. Clinical 
Neuropharmacology, 34, 148-154.

Manor, I., Vurembrandt, N., Rozen, S., Gevah, D., Weizman, 
A., & Zalsman, G. (2012). Low self-awareness of ADHD in 
adults using a Self-Report Screening Questionnaire. European 
Psychiatry, 27, 314-320.

Mattos, P., Louza, M. R., Palmini, A. L., Oliveira, I. R., & Rocha, 
F. L. (2012). A multicenter, open-label trial to evaluate the 
quality of life in adults with ADHD treated with long-acting 
methylphenidate (OROS MPH): Concerta Quality of Life 
(CONQoL) study. Journal of Attention Disorders. Advance 
online publication. doi:10.1177/1087054711434772

Matza, L. S., Van Brunt, D. L., Cates, C., & Murray, L. T. (2011). 
Test-retest reliability of two patient-report measures for use 
in adults with ADHD. Journal of Attention Disorders, 15, 
557-563.

Michielsen, M., Semeijn, E., Comijs, H. C., van de, V., Beekman, 
A. T., Deeg, D. J., & Kooij, J. J. (2012). Prevalence of 
attention-deficit hyperactivity disorder in older adults in the 
Netherlands. British Journal of Psychiatry, 201, 298-305.

Mick, E., Faraone, S. V., Spencer, T., Zhang, H. F., & 
Biederman, J. (2008). Assessing the validity of the Quality 
of Life Enjoyment and Satisfaction Questionnaire short 
form in adults with ADHD. Journal of Attention Disorders, 
11, 504-509.

The MTA Cooperative Group. (1999). A 14-month randomized 
clinical trial of treatment strategies for attention-deficit/hyper-
activity disorder. The MTA Cooperative Group. Multimodal 
Treatment Study of Children With ADHD. Archives of 
General Psychiatry, 56, 1073-1086.

Murphy, K., & Barkley, R. A. (1996). Attention deficit hyper-
activity disorder adults: Comorbidities and adaptive impair-
ments. Comprehensive Psychiatry, 37, 393-401.

Nigg, J. (2012). Attention-deficit/hyperactivity disorder and 
adverse health outcomes. Clinical Psychology Review, 33, 
215-228.

The Norwegian Study on Life Course, Ageing and Generation. 
(2011). Retrieved from http://norlag.nova.no/id/24291.0

 at ADHD Coaches Organization on September 10, 2015jad.sagepub.comDownloaded from 

http://internal.psychology.illinois.edu/~ediener/Documents/Understanding%20SWLS%20Scores.pdf
http://jad.sagepub.com/


Lensing et al.	 413

Rabin, R., & de Charro, F. (2001). EQ-5D: A measure of health sta-
tus from the EuroQol Group. Annals of Medicine, 33, 337-343.

Rasmussen, K., & Levander, S. (2009). Untreated ADHD in 
adults: Are there sex differences in symptoms, comorbidity, 
and impairment? Journal of Attention Disorders, 12, 353-360.

Rasmussen, P., & Gillberg, C. (2000). Natural outcome of ADHD 
with developmental coordination disorder at age 22 years: A 
controlled, longitudinal, community-based study. Journal of 
the American Academy of Child & Adolescent Psychiatry, 39, 
1424-1431.

Safren, S. A., Sprich, S. E., Cooper-Vince, C., Knouse, L. E., & 
Lerner, J. A. (2010). Life impairments in adults with med-
ication-treated ADHD. Journal of Attention Disorders, 13, 
524-531.

Secnik, K., Swensen, A., & Lage, M. J. (2005). Comorbidities and 
costs of adult patients diagnosed with attention-deficit hyper-
activity disorder. Pharmacoeconomics, 23, 93-102.

Shekim, W. O., Asarnow, R. F., Hess, E., Zaucha, K., & Wheeler, 
N. (1990). A clinical and demographic profile of a sample of 
adults with attention deficit hyperactivity disorder, residual 
state. Comprehensive Psychiatry, 31, 416-425.

Simon, V., Czobor, P., Balint, S., Meszaros, A., & Bitter, I. (2009). 
Prevalence and correlates of adult attention-deficit hyperac-
tivity disorder: Meta-analysis. British Journal of Psychiatry, 
194, 204-211.

Sobanski, E. (2006). Psychiatric comorbidity in adults with 
attention-deficit/hyperactivity disorder (ADHD). European 
Archives of Psychiatry and Clinical Neuroscience, 256(Suppl. 
1), i26-i31.

Sobanski, E., Bruggemann, D., Alm, B., Kern, S., Deschner, M., 
Schubert, T., & . . .Rietschel, M. (2007). Psychiatric comor-
bidity and functional impairment in a clinically referred 
sample of adults with attention-deficit/hyperactivity disor-
der (ADHD). European Archives of Psychiatry and Clinical 
Neuroscience, 257, 371-377.

Solem, P. (2003). Forskningsinstrumentene i NorLAG [Research 
instruments in the Norwegian study on life course, ageing and 
generation (NorLAG)]. Oslo, Norway: Norsk Institutt for for-
skning om oppvekst, velferd og aldring (NOVA).

Sorensen, J., Davidsen, M., Gudex, C., Pedersen, K. M., & 
Bronnum-Hansen, H. (2009). Danish EQ-5D population 
norms. Scandinavian Journal of Public Health, 37, 467-474.

Spencer, T. J., Landgraf, J. M., Adler, L. A., Weisler, R. H., 
Anderson, C. S., & Youcha, S. H. (2008). Attention-deficit/
hyperactivity disorder-specific quality of life with triple-bead 
mixed amphetamine salts (SPD465) in adults: Results of a 
randomized, double-blind, placebo-controlled study. Journal 
of Clinical Psychiatry, 69, 1766-1775.

Taylor, A., Deb, S., & Unwin, G. (2011). Scales for the identifi-
cation of adults with attention deficit hyperactivity disorder 
(ADHD): A systematic review. Research in Developmental 
Disabilities, 32, 924-938.

Torgersen, T., Gjervan, B., & Rasmussen, K. (2006). ADHD in 
adults: A study of clinical characteristics, impairment and 
comorbidity. Nordic Journal of Psychiatry, 60, 38-43.

Turgay, A., Goodman, D. W., Asherson, P., Lasser, R. A., 
Babcock, T. F., Pucci, M. L., & Barkley, R. (2012). Lifespan 
persistence of ADHD: The life transition model and its appli-
cation. Journal of Clinical Psychiatry, 73, 192-201.

Wahlbeck, K., Westman, J., Nordentoft, M., Gissler, M., & 
Laursen, T. M. (2011). Outcomes of Nordic mental health 
systems: Life expectancy of patients with mental disorders. 
British Journal of Psychiatry, 199, 453-458.

Weiss, M. D., Gibbins, C., Goodman, D. W., Hodgkins, P. S., 
Landgraf, J. M., & Faraone, S. V. (2010). Moderators and 
mediators of symptoms and quality of life outcomes in an 
open-label study of adults treated for attention-deficit/
hyperactivity disorder. Journal of Clinical Psychiatry, 71, 
381-390.

Wetzel, M. W., & Burke, W. J. (2008). Addressing attention-
deficit/hyperactivity disorder in later adulthood. Clinical 
Geriatrics, 16, 33-39.

Wilens, T. E., Biederman, J., & Spencer, T. J. (2002). Attention 
deficit/hyperactivity disorder across the lifespan. Annual 
Review of Medicine, 53, 113-131.

Yeh, C. B., Gau, S. S., Kessler, R. C., & Wu, Y. Y. (2008). 
Psychometric properties of the Chinese version of the adult 
ADHD Self-Report Scale. International Journal of Methods 
in Psychiatric Research, 17, 45-54.

Yoshimasu, K., Barbaresi, W. J., Colligan, R. C., Voigt, R. 
G., Killian, J. M., Weaver, A. L., & Katusic, S. K. (2012). 
Childhood ADHD is strongly associated with a broad range 
of psychiatric disorders during adolescence: A population-
based birth cohort study. Journal of Child Psychology and 
Psychiatry and Allied Disciplines, 53, 1036-1043.

Author Biographies

Michael B. Lensing, MA, works as an advisor at the Regional 
Resource Center for Autism, ADHD, Tourette Syndrome and 
Narcolepsy at Oslo University Hospital. He has been a member of 
the National Competence Teams for Adult ADHD in Norway and 
a member of the Expert Group for National Guidelines on ADHD. 
He is a member of the European Adult ADHD Network and has, 
for several years, been responsible for the coordination of the 
National Research Network on Adult ADHD in Norway.

Pål Zeiner, MD, PhD, is a specialist in child and adolescent psy-
chiatry, researcher at Oslo University Hospital, and principal 
investigator of the Norwegian Longitudinal ADHD Study. His 
main research interest is neuropsychiatric disorders, in particular 
ADHD.

Leiv Sandvik, MSc, PhD, is a professor of biostatistics at 
University of Oslo. He has more than 35 years of experience as 
statistical advisor for PhD candidates in medicine at Oslo 
University Hospital. His main research interests have been pre-
ventive medicine, randomized studies, and follow-up studies of 
patients. He has been first author/coauthor of more than 260 scien-
tific publications.

Stein Opjordsmoen, MD, PhD, is a professor of psychiatry at 
the University of Oslo. He has more than 30 years of clinical 
experience as a specialist in neurology and psychiatry. His main 
research interests have been psychopathology, clinical psycho-
pharmacology, and follow-up studies of patients with severe 
mental disorders with special reference to course, treatment, and 
outcome. He has also studied psychological reactions associated 
with somatic illnesses and biological aspects of different mental 
disorders.

 at ADHD Coaches Organization on September 10, 2015jad.sagepub.comDownloaded from 

http://jad.sagepub.com/

