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Abstract
Objective—To examine gender and age differences in Attention-Deficit/Hyperactivity Disorder
(ADHD) symptom endorsement in a large community-based sample.

Method—Families with four or more full siblings ascertained from Missouri birth records
completed telephone interviews regarding lifetime DSM-IV ADHD symptoms and the Strengths
and Weaknesses of ADHD-Symptoms and Normal-behavior (SWAN) questionnaire for current
ADHD symptoms. Complete data were available for 9380 subjects aged 7 to 29 years. Lifetime
and current DSM-IV-like ADHD diagnoses were assigned by the DSM-IV symptom criterion.
Linear regression was used to examine sex and age effects on SWAN ADHD symptom scores.
Logistic regression was used to examine sex and age effects on specific ADHD diagnoses.
Fractional polynomial graphs were used to examine ADHD symptom count variations across age.

Results—Overall prevalence of current DSM-IV-like ADHD was 9.2% with a male:female ratio
of 2.28:1. The prevalence of DSM-IV-like ADHD was highest in children. Gender differences in
DSM-IV-like ADHD subtype prevalences were highest in adolescents. On average, individuals
with lifetime DSM-IV-like ADHD diagnoses had elevated current ADHD symptoms even as
adolescents or adults.

Conclusions—Lower male:female ratios than reported in some clinic-based studies suggest that
females are under-diagnosed in the community. Although they may no longer meet the full
symptom criterion, young adults with a history of lifetime DSM-IV-like ADHD maintain higher
levels of ADHD symptoms compared to the general population. The use of age-specific diagnostic
criteria should be considered for DSM-V and ICD-11.
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Introduction
Attention-Deficit/Hyperactivity Disorder (ADHD) is one of the most common
neurodevelopmental disorders in the pediatric population.1 Though one of the most
researched psychiatric disorders in childhood, its prevalence in the population remains
controversial. Early reports from the community-based Great Smoky Mountains Study
estimated a relatively low ADHD prevalence, in the range of 1–2% for children 9 to 13
years old.2 DSM-IV-TR estimates prevalence at 3–7% in school aged children,1 the CDC at
7.8% among children aged 4–17 years,3 while other reports cite prevalence estimates
ranging from 2–18% in community samples. 4–6 This variability may be due to
methodological issues, such as differences in diagnostic criteria, sample ascertainment,
developmental stages, tools of assessment, and rater bias. Some recent population-based
studies that do not use DSM-IV criteria have reported prevalence of ADHD either close to
DSM-IV estimates 7 or much higher.8 In a recent review, Rowland and colleagues conclude
that lack of large population-based epidemiologic studies limits the understanding of this
disorder and that further studies are needed to ascertain the true prevalence of ADHD in the
community.9

As in children, prevalence estimates for adult ADHD are controversial. The prevalence of
ADHD in adults is estimated at 2–7%, and 4% is generally accepted. 10, 11 Faraone and
colleagues estimate that the prevalence of adult ADHD at age 25 ranges from 1.2% for full
threshold DSM-IV diagnosis, to 3.2% for partial remission cases. 12 Some researchers argue
that the DSM is not sufficiently sensitive to developmental variations in symptom
expression, making it difficult for ADHD children to meet criteria as they age.13, 14 In
addition, a recent longitudinal study of ADHD in twins 15 finds that the five year stability of
DSM-IV based ADHD subtypes is poor, changing with the transitions from childhood to
adolescence and from adolescence to adulthood. The authors emphasize the need for age-
specific diagnostic criteria for ADHD subtypes.

In addition to age differences, there are clear gender differences with respect to the
prevalence of ADHD, its subtypes, and endorsement of specific DSM-IV ADHD symptoms.
Males are generally more likely to be diagnosed with ADHD than females, with a male to
female ratio of approximately 4:1 in community samples.16 In the DSM-IV field trials, the
sex ratio varied across subtypes.17 Studies exploring gender differences in prevalence and
characteristics of ADHD provide inconsistent findings depending on the type of sample
used.18–20 Gaub and Carlson suggest ascertainment in clinic settings may mask gender
differences, because females in such settings are underrepresented and severely affected due
to referral bias.20 Another review recommended a stronger focus on females in ADHD
research, and more attention to ADHD subtypes in the study of gender differences.21 In a
population-based Australian sample, Graetz and colleagues found the male:female
prevalence ratio did not differ across ADHD subtypes, but there were gender differences in
co-occurring problems and symptom-specific impairment.8 In contrast, Biederman and
colleagues’ small study of non-referred subjects with ADHD (siblings of ADHD probands)
did not reveal any gender differences in impairment, psychiatric comorbidity, or ADHD
subtypes. 22

Previous work thus supports the importance of large population-based studies to ascertain
the prevalence of ADHD symptoms and diagnoses in the community, and to aid in the
definition of possible age- and gender-specific diagnostic criteria. The present study
investigates the prevalence of ADHD symptoms and DSM-IV symptom-criterion-based
diagnoses in a large, non-referred, community-based sample, taking age and gender into
account. Because we are not requiring the DSM-IV age-of-onset and impairment criteria for
our current DSM-IV-like ADHD diagnoses, we expect our reported prevalences to be

Ramtekkar et al. Page 2

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2011 May 25.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



somewhat higher than the prevalence of pure DSM-IV ADHD. However, our large,
community-based sample allows us to examine the relative prevalence of DSM-IV-like
ADHD diagnoses for non-referred individuals within various sex and age groups.

Method
This paper examines age and gender effects on lifetime DSM-IV-like ADHD prevalence
(from telephone screening interviews of parents), and current DSM-IV-like ADHD
prevalence (parent-report questionnaire). The study protocol was approved by the
Washington University Human Studies Committee, and all respondent parents provided
informed consent.

As a part of a molecular epidemiology study of inattentive ADHD, we ascertained a
representative sample of families from Missouri birth records, each with four or more full
siblings age seven years and older and at least two siblings aged seven to 17 years.
Assessment of the families consisted of a telephone screener interview where trained
interviewers asked the best informant parent (usually the mother) about lifetime impairment
at home and school from the 18 ADHD symptoms for each sibling in the family, followed
by mailed questionnaires. Research staff conducting the screening interviews had a
minimum of a bachelor’s degree in psychology or a related field and underwent about 80
hours of training. A later stage of the study required collection of DNA samples from both
parents. Thus, families were excluded if one of the biological parents was unavailable (i.e.,
deceased (n=301) or in prison (n=54)). Families were also excluded if the family was known
to have twins or if neither parent understood enough English to complete the screener
interview. Individual children were excluded if adopted, not a full sibling, in prison, or
deceased. The protocol did not allow interviewers to specifically ask about the presence of
medical diagnoses, but individual children were excluded if the parent volunteered
information that a child had mental retardation, autism, Down’s syndrome, a major medical
illness, or major hearing impairment (n=202 for all sibling exclusions).

Out of 11,925 families contacted, 3,422 families refused to participate, 2,227 families were
ineligible and 5,276 families completed the screener. Demographic data and socioeconomic
status variables (based on the 2000 U.S. census data for postal zip codes) were available for
a subset of study responders and refusers (Supplement 1).

For the current analyses, we used data from the parent-report screening interview (for
lifetime ADHD symptoms) and Strengths and Weaknesses of ADHD-symptoms and
Normal-behavior (SWAN) questionnaires (current ADHD symptoms) on offspring aged 7–
29 years. Parents who completed the telephone screening on their children were asked to
complete the SWAN questionnaires by mail. The interview questions regarding lifetime
DSM-IV ADHD symptoms were derived from the ADHD section of the Missouri
Assessment of Genetics Interview for Children (MAGIC), which has excellent inter-rater
reliability for DSM-IV ADHD diagnoses.23 Each lifetime symptom was counted as positive
only if it caused impairment at home or school. The SWAN was used to collect parental
reports quantifying expression of the child’s 18 DSM-IV ADHD symptoms within the past
month. The SWAN contains 18 reworded items based on the SNAP rating scale. The items
are rated on a seven-point scale (−3 to +3). Positive scores indicate parental report of worse
than average ADHD symptoms, whereas negative scores indicate better than average
behavior.24 Compared to other ADHD assessments, the SWAN scale provides a more
continuous distribution due to its seven-point rating range.24–26 From the 5,276 families
who completed the screener, there were 22,581 individuals with complete data on sex, age at
screener, and screener ADHD items. Of those, 9,445 subjects had complete age, screener
and SWAN data. There was a time gap of only a few months between the screener interview
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and the SWAN, but because the exact age at time of assessment seems more critical for
current than lifetime symptoms, SWAN age was used for the main analyses. The total
sample included very few individuals under age 7 or over age 29, so we limited our main
analyses to individuals aged seven to 29 years at the time of the SWAN.

The current main analysis of differences in prevalence of ADHD symptoms and DSM-IV-
like ADHD diagnoses as a function of age and gender includes 9380 subjects with complete
demographic, SWAN and screener data and aged seven to 29 years at the time of SWAN
questionnaire. For comparison purposes, we also analyzed the demographic characteristics
and lifetime DSM-IV-like ADHD subtype prevalence for the 22,356 individuals with
complete screener data who were aged seven to 29 years at the time of the screening
interview. Demographic characteristics of the larger sample with screener data and the final
study sample with both SWAN and screener data are displayed in Supplement 2. The overall
sample consists of an approximately equal number of males and females. The final study
sample was 97.93% Caucasian, 1.54% African-American, and 0.53% others (as determined
from birth record data).

Data Analysis
The sample was divided by age into three subgroups – children (7–12 years), adolescents
(13–17 years) and young adults (18–29 years). Given the biological changes that occur
during puberty, it is sensible to examine adolescents separately from children and young
adults. All SWAN item scores were averaged to obtain a total ADHD symptoms score. We
also calculated average inattention (items 1–9) and average hyperactive-impulsive (items
10–18) scores. These scores serve as continuous measures of ADHD severity, but do not
directly allow identification of discrete ADHD diagnostic categories by DSM-IV criteria.
This requires the use of a specific cut-off to determine whether a symptom is considered
positive. On a seven-point scale (−3 to +3) of the SWAN, we considered a score of 1 or
higher to be positive (present). This cut-off reflects the fact that, on average, parents rate
their children as having above-average behavior (negative score), rather than “average”
behavior (zero). Mean scores on individual SWAN items ranged between −0.54 and −1.15.
For each item, the 50th percentile was at either 0 or −1 (usually −1), and the 75th percentile
was at 0. Item scores of 1 (“slightly below average”) were between the 90th and 95th

percentile (most often at 95th), and scores of 2 (“below average”) were between the 95th and
99th percentile (most often at 99th). Young and colleagues also suggest use of a SWAN item
cutoff indicating “slightly below” average or worse behavior, 27 which is equivalent to our
cutoff of 1 or higher. To obtain current DSM-IV-like ADHD subtype diagnoses, we applied
the DSM-IV symptom criterion to symptom counts derived from the SWAN. Similarly, we
used the 18 binary lifetime ADHD symptom items (from MAGIC-based telephone screener)
to determine lifetime DSM-IV-like ADHD diagnoses.

We calculated the prevalence of each DSM-IV-like ADHD subtype and male to female
prevalence ratios for each age group. Differences in the quantitative subscale scores were
analyzed across sex and age group using one-way ANOVA. Within each of the three age
groups, linear regression analyses were done to examine the effects of sex and age on each
quantitative SWAN score, and logistic regressions were performed to examine the effects of
sex and age on current and lifetime DSM-IV-like ADHD diagnoses. For all regression
analyses, we adjusted the standard errors for family clustering of data. Finally, we used
fractional polynomial regression 28 graphs to examine how current mean ADHD symptom
counts vary with age for males and females with various lifetime ADHD subtypes.
Statistical analyses were carried out using SAS version 9.1 (SAS Institute, Cary, NC) and
STATA version 9.2 (College Station, TX).
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Results
The overall prevalence of current DSM-IV-like ADHD (any subtype) is estimated to be
9.2% (11.7% in children, 9.7% in adolescents and 6.4% in adults). DSM-IV-like
predominantly inattentive ADHD emerged as the most prevalent current and lifetime
diagnostic subtype for each age group, followed by combined type. Lifetime prevalences
were similar for the total screener sample (n=22,356) compared to the screener plus SWAN
subsample (n=9380) in each of the three age groups. Table S3 presents current and lifetime
prevalences of the DSM-IV-like ADHD subtypes in children, adolescents and young adults
based on the SWAN and screener interview respectively (Supplement 3).

The prevalences of current inattentive and combined DSM-IV-like ADHD subtypes were
significantly higher in males than females within each age group (Table 1). However, for the
hyperactive-impulsive DSM-IV-like ADHD subtype, the difference was statistically
significant only in children. The ratios of DSM-IV-like inattentive and combined type
ADHD prevalences in males versus females fell approximately between 2:1 and 3:1 and
were highest in adolescents. For the predominantly hyperactive-impulsive subtype, the male:
female ratio was about 2:1 in children, but was lower in adolescents and adults.

Mean quantitative SWAN subscale scores varied by age group and sex, with statistically
significant higher scores in males and in subjects with younger age for total, inattentive and
hyperactive/impulsive scales (Supplement 4).

In children, adolescents and adults, linear regression analyses showed that the quantitative
hyperactive-impulsive, inattentive, and total SWAN scores (created by averaging the
appropriate SWAN items) were significantly higher in males compared to females, and
tended to decrease with older age. The effect of age on mean total and hyperactive-
impulsive SWAN scores was significant in children and adolescents but not in adults. In
contrast, the effect of age on the SWAN inattentive subscore was significant only in adults
(Supplement 5).

Logistic regression analyses, controlling for age and familial clustering, indicate higher
likelihood of current DSM-IV-like ADHD subtype diagnoses in males compared to females.
However, the gender effect was not statistically significant for the hyperactive-impulsive
subtype in adolescents or adults. The odds ratio indicating the effect of male gender on
DSM-IV-like ADHD subtype diagnosis was highest for combined type ADHD. A similar
pattern of male predominance was seen with the lifetime diagnosis of DSM-IV-like ADHD
based on screener items in children, adolescents and adults (Supplement 5).

When all DSM-IV-like ADHD subtypes were considered together, age did not have a
statistically significant effect on current DSM-IV-like ADHD diagnosis among children or
adolescents, but younger age was associated with current ADHD diagnosis in adults. Also,
age sometimes had a significant effect on the likelihood of a specific DSM-IV-like ADHD
subtype for individuals in a particular age group. For example, older age was significantly
associated with current inattentive subtype diagnosis in children, while younger age was
associated with current inattentive subtype diagnosis in adults. Also, younger age was
associated with current combined subtype in adolescents. Older age at screener was a
significant predictor of screener-based lifetime DSM-IV-like ADHD diagnosis in children,
and younger age at screener was a significant predictor of screener-based lifetime DSM-IV-
like ADHD diagnosis in adults (supplemental digital content, table S5). Of note, one might
expect prevalence of parent-reported lifetime diagnosis to continue increasing with age since
there is more chance of exhibiting a lifetime symptom the longer a subject has been alive.
However, a decrease in parent-reported lifetime prevalence with increasing age might be
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observed in adults if the parents are more likely to forget about their adult children’s past
symptoms over time.

The above linear and logistic regression analyses illustrate how the effect of age on ADHD
symptoms and subtypes is not identical within each of the three age groups in this sample.
This suggests the effect of age is not linear across development from childhood to young
adulthood. Fractional polynomial regression allows us to fit a curve rather than a straight
line, so this method is very appropriate when examining the variation in ADHD symptom
counts across the entire age range. Figure 1 shows the estimated mean current (SWAN-
based) symptom counts by sex and across the age range for all male or female subjects
together and for subjects with lifetime DSM-IV-like ADHD diagnoses (screener-based).
Although symptom counts are lower at older ages, even older individuals with a lifetime
DSM-IV-like ADHD diagnosis have markedly higher current ADHD symptoms than the
total sample. Figure 2 shows estimated mean current (SWAN-based) inattentive and
hyperactive-impulsive symptom counts by sex and across the age range for individuals with
each lifetime (screener-based) DSM-IV-like ADHD subtype. Symptoms appear more
persistent across age in subjects with a lifetime diagnosis of DSM-IV-like combined type
ADHD compared to other subtypes. Although SWAN-based current symptom counts are
clearly elevated for individuals with screener-based lifetime DSM-IV-like ADHD
diagnoses, the average individual with a lifetime diagnosis will not meet SWAN-based
current ADHD criteria due to falling below the DSM-IV requirement of 6 symptoms in one
category.

Discussion
By applying the DSM-IV symptom criterion to dichotomized parent responses on the
SWAN, this study estimates prevalence of DSM-IV-like ADHD subtypes in male and
female children, adolescents, and young adults in a large community sample. Strengths of
this study include the wide age range and large sample size, which provide enough power to
examine gender and age differences in great detail. Since our data were selected from the
community, they overcome some important limitations of previous studies using clinical
samples. However, we cannot report the prevalence of meeting full DSM-IV criteria (due to
absence of age-of-onset and impairment data).

In our entire sample of seven to 29 year-old subjects, we found an overall current (SWAN-
based) DSM-IV-like ADHD prevalence of 9.2%. This is somewhat higher than the
prevalence of 3 to 7% reported in the DSM-IV-TR for school-aged children, even though
our total sample includes young adults, who are less likely to be affected than school-aged
children. Our prevalence estimates for male (15.7%) and female (7.5%) children aged 7–12
years are slightly lower than those reported in a recent Australian study of 6–13 year old
children (18.7% and 8.4%, respectively), 8 and somewhat higher than those from a recent
U.S. study of 8–15 year old children (11.8% and 5.4%, respectively).29 The disagreement
may be partly due to differences in the age range of study subjects and differences in the
diagnostic instruments used. We found the prevalence of DSM-IV-like ADHD was highest
in children (11.7%) followed by adolescents (9.7%) and lowest in adults (6.4%). This
decrease in prevalence with age is in agreement with many other studies and supports the
hypothesis that ADHD symptoms decrease with brain maturation. The findings, however,
are also compatible with a lack of age-appropriate symptom criteria for adolescents and
adults and with lack of age-adjusted concepts of illness.

We found the overall DSM-IV-like ADHD prevalence ratio for males versus females to be
2.28:1, lower than the usually accepted estimate of 4:1. The ratio was highest for adolescents
(2.56:1). Since we used a population-based sample, our results are not subject to clinical
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referral bias that can lead to under representation of females, and our male:female
prevalence ratio is likely more accurate that those obtained from clinical samples. Even
though the overall prevalence of DSM-IV-like ADHD decreases with age, the ratio between
males and females remains relatively stable. The lower prevalence in females may thus be
the result of higher liability toward ADHD in boys than girls,20 the expression of different
genes for ADHD in boys versus girls,30 or the requirement of a higher threshold in girls for
the level of liability to manifest ADHD as explained by the polygenic multiple threshold
model.31 Alternatively, parents may notice more symptoms in males, who tend to have
higher levels of disruptive hyperactive-impulsive symptoms.

In our sample, the inattentive subtype of DSM-IV-like ADHD was the most common
subtype in both males and females, as found in recent community studies, 8, 18, 29 but not in
some clinic-based studies, where the combined subtype is most common.22 It is thus
possible that the increased morbidity associated with the combined subtype is responsible
for referral bias in clinic-based studies. In addition to producing overestimates of the relative
prevalence of combined versus inattentive type ADHD, such referral bias may result in
biased estimates of gender differences in the proportion of children with a particular subtype
of ADHD. Similar to the DSM-IV field trials,17 we found male:female ratios for children
aged 7 to 12 were highest for the combined type, intermediate for the hyperactive-impulsive
type, and lowest for the inattentive type. We found the sex differences in inattentive and
combined type DSM-IV-like ADHD prevalence were higher in adolescents compared to
children and adults. In contrast, the sex ratio for hyperactive-impulsive DSM-IV-like ADHD
was highest in children.

In addition to considering DSM-IV-like ADHD subtype prevalences for different sex and
age groups, our study also used quantitative measures of DSM-IV ADHD symptoms
(SWAN subscale scores and SWAN-based symptom counts). Quantitative SWAN subscale
scores (total, inattentive and hyperactive-impulsive) were highest in children and lowest in
adults and significantly different across age groups. This supports the consensus that
symptoms improve with age. Significantly higher mean subscale scores in males across all
age groups suggest the presence of more severe symptoms in males than females.

Figures 1 and 2 illustrate the important finding that symptom counts vary with age in both
males and females. Such changes in symptom counts over time are also consistent with the
temporal instability of ADHD subtype diagnoses as shown in longitudinal studies.15, 32

Despite having met criteria for DSM-IV-like ADHD at some point in their life, subjects with
lifetime DSM-IV-like ADHD do not, on average, have a high enough symptom count to
meet criteria for a current diagnosis. However they continue to have significantly elevated
symptom counts compared to the total sample. Adults with lifetime DSM-IV-like ADHD
may not meet full criteria for DSM-IV ADHD, but appear to have persistent symptoms
which may be clinically significant. Our data are consistent with longitudinal studies of
ADHD such as the MTA study, which showed persistence of elevated ADHD symptoms
during several years of follow-up.33

This study has some limitations. Although we used the DSM-IV ADHD symptom criterion
for diagnosis of ADHD and subtypes, we did not apply the age of onset criterion (impairing
symptoms before age 7). However, the age-of-onset criterion has questionable validity.34, 35

Parents report later ages of onset when interviewed again after 5 years, leading to the under-
diagnosis of ADHD in older age groups.34 Also, we relied only on parent reports of ADHD
symptoms, with possible bias related to single informant. However, parent reports of current
ADHD symptoms in their child are very reliable36 and are less likely to be subject to
treatment effects than teacher reports. Our most important limitation is that we did not
require impairment in multiple settings when assigning current or lifetime diagnoses.
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Screener items were not considered positive unless impairment was present in at least one
setting (home or school), and, to some degree, “below average” ratings for current ADHD
symptom descriptions on the SWAN may imply impairment relative to peers, but we did not
have an acceptable measure of current impairment. Thus, it is not surprising that our
prevalence estimates are somewhat inflated compared to studies that follow strict DSM-IV
impairment and age of onset criteria.

The cutoff we used to indicate symptom presence for individual SWAN items was based on
the item score distributions (at the 95th percentile for the majority of items). In further
support of our SWAN item cutoff, a recent study examining psychometrics of the SWAN
used the same cutoff (slightly below average) to indicate symptom presence.27 Clearly, the
proportion of subjects meeting criteria will vary depending on the cutoff used. A cutoff of 2
may seem more consistent with those (between 2.00 and 2.48) suggested for teacher-rated
SWAN continuous summary scores by Swanson and colleagues,24 who acknowledge these
cutoffs identified less than their expected 5% extreme cases for combined, inattentive, and
hyperactive-impulsive ADHD symptoms. If a stricter cutoff of 2 is used in our sample, the
resulting estimates are much lower than those reported in most studies of ADHD prevalence
(2.74 % for children, 2.81% for adolescents, and 2.16% for adults).

In a supplementary analysis to further assess the effect of using a cutoff of 1 vs. 2 on SWAN
items, we examined the agreement between the lifetime (screener-based) and current
(SWAN-based) diagnosis for the 7 and 8 year-olds in our sample (n=775). In this young age
range we expected most children with lifetime DSM-IV-like ADHD should meet criteria for
current DSM-IV-like ADHD. When the SWAN item cutoff of 1 was used for the 775
children in this age range, the lifetime DSM-IV-like ADHD prevalence according the
screener was exactly equal to current prevalence based on SWAN (83 individuals, 10.7%);
however, the telephone screener and SWAN did not always identify the same individuals as
affected (48 met both lifetime and current criteria, 35 met only lifetime criteria, 35 met only
current criteria), so agreement between the lifetime and current diagnoses was only poor to
moderate (kappa= 0.53 for presence of DSM-IV-like ADHD overall; kappas of 0.43, 0.33,
and 0.56 for inattentive, hyperactive-impulsive, and combined subtypes, respectively).
Reasons for poor agreement between lifetime and current DSM-IV-like ADHD diagnoses
despite the equivalent prevalence estimates could include treatment effects, changes in
symptoms that naturally occur in this age range (such as increase in observed inattentive
symptoms as academic demands increase and developmental decrease in hyperactive-
impulsive symptoms), and differences in parent responses based on the way questions are
asked in the screener (questions about presence of ADHD symptoms that cause problems at
home and/or school) versus the SWAN (more positive wording with option to rate child
anywhere from far above to far below average on each symptom item). If the higher SWAN
cutoff of 2 was used, fewer of the 7–8 year-old children with lifetime DSM-IV-like ADHD
met criteria for current DSM-IV-like ADHD according to the SWAN, so agreement was
worse (kappa=0.26 for ADHD overall; kappas of 0.07, 0.26, and 0.07 for inattentive,
hyperactive-impulsive, and combined types, respectively).

Ideally, we would also have liked to determine if the cutoff of 1 for symptom presence on
the SWAN identifies individuals with significant impairment. Although we do not have a
good measure of current impairment, each lifetime ADHD symptom was only coded as
present if the parent reported a history of impairment at home and/or school from that
individual symptom. So, we have examined the number of lifetime impairing symptoms for
individuals meeting our criteria for current DSM-IV-like ADHD (using a SWAN cutoff of 1
to indicate current ADHD symptom presence). On average, individuals with no current
DSM-IV-like ADHD diagnosis had 1.4 ± 2.8 lifetime impairing symptoms. Those meeting
our DSM-IV-like criteria for current inattentive, hyperactive-impulsive, and combined type
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ADHD had mean lifetime impairing symptom counts of 7.9 ± 4.3, 8.0 ± 5.6, and 11.6 ± 5.3,
respectively. Thus, we conclude that individuals identified on the basis of SWAN scores of
1 or greater are likely to be substantially impaired by their symptoms.

We separated child and adolescent groups at age 13 partly because of differences in
symptoms that may occur during puberty, but we did not include any direct measures of
pubertal development, so we cannot determine whether changes in ADHD symptoms
correspond to a particular stage of puberty. In the case of depression, 13 is the approximate
age where depression becomes more common in females, and pubertal development has
been hypothesized to account for this change in the sex ratio for depression. 37 Based on
what we know about depression, age 13 is a reasonable guess regarding the age at which
puberty may influence a change in ADHD symptoms.

Parents were not asked about medication use for ADHD, which may have resulted in
misclassification of some affected subjects who had fewer symptoms due to medication
treatment. However, if parents volunteered that their child was taking medication, they were
asked to answer screener questions based on their child’s behavior when not taking the
medication (there were no such instructions on the SWAN questionnaire). The difference in
these instructions for lifetime versus current ADHD symptoms may have contributed to poor
agreement between the measures as described above.

The response rate for the SWAN was lower than that of the screener instrument. However,
whether we used all screener subjects, or screener plus SWAN subjects, lifetime prevalence
rates (based on the screener) were similar.

The families in our study were comparatively larger than the current average family size in
the United States, and families in which either parent would be unavailable to provide
DNA(i.e., one parent deceased or incarcerated) were excluded. Also, our sample was
primarily Caucasian. These issues may limit the generalizability of our results.

The study protocol did not allow interviewers to ask whether the diagnoses of other
psychiatric or major medical illnesses were present. Because we did not examine psychiatric
comorbidity, the overlap of symptoms between ADHD and other diagnoses (such as mood
and anxiety disorders) could lead to some diagnostic misclassification. Study subjects were
not seen in-person or directly assessed by a clinician during the screening phase of this
study, which further limits the ability to make clinical diagnoses. However, detailed in-
person assessment on a subset of this sample is underway.

This study has some important implications for diagnostic nosology. Our findings suggest
lower male:female ratios in ADHD diagnoses than previous clinic-based studies. This result
is consistent with multiple epidemiological studies.3,7,29 The inattentive subtype emerged as
the most prevalent subtype in our study as compared to combined subtype in some clinic-
based studies. This implies that females and the inattentive subtype are under-diagnosed
and/or under-treated in the community. This represents an important disparity in the delivery
of health care to a substantial proportion of affected individuals.

Our results also underscore the need to include the expected severity and number of
symptoms based on a patient’s age in a clinical diagnosis of ADHD. Although DSM-IV-TR
does instruct clinicians to consider age-appropriateness of symptoms when determining
symptom presence vs. absence, this may not adequately address the issue of changes in
symptom presentation with age. A lower symptom count cut-off may be appropriate when
diagnosing ADHD symptoms in adolescents or adults.
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We suggest the development of a nomogram-based approach to determine the possible
presence of ADHD based on age norms for the 18 DSM-IV ADHD symptoms. As for
height, weight or body mass index (BMI) charts, such a screening approach is
straightforward, easy to implement during an office visit and unlikely to miss the “true
cases”. We acknowledge that selection of an exact percentile cutoff for “abnormal” ADHD
symptom counts (or continuous symptom scores) is necessarily arbitrary because such
cutoffs will not perfectly separate those with impairment from those without. So, while
nomograms can be used to determine whether someone has a higher number of symptoms
(or more severe symptoms) than expected in the population, the presence of functional
impairment still needs to be considered when making a diagnosis and deciding whether
treatment is indicated. Using the current DSM-IV symptoms as the basis for a nomogram-
based approach would avoid the issues of what are appropriate “adult” ADHD symptoms
and focus on core concepts of deficits which interfere with functioning across the life span.
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Figure 1.
Fractional polynomial regression graphs showing estimated current total, inattentive, and
hyperactive-impulsive mean ADHD symptom counts by sex and across age for subjects with
a lifetime DSM-IV-like ADHD diagnosis (red line) and for total male or female sample
(blue line). Current ADHD symptom counts are based on number of items rated 1 or higher
on the parent-rated SWAN questionnaire, which asks about symptoms over the past month.
Lifetime DSM-IV-like ADHD diagnosis is based on parent responses to questions asking
whether their child ever had impairment at home or school from each of the DSM-IV
ADHD symptoms. Shaded regions indicate 95% confidence intervals.

Ramtekkar et al. Page 13

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2011 May 25.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 2.
Fractional polynomial graphs showing estimated inattentive (purple line) and hyperactive-
impulsive (green line) mean current symptom counts by sex and across age for individuals
with a lifetime DSM-IV-like diagnosis of combined, inattentive, or hyperactive-impulsive
type ADHD. Current ADHD symptom counts are based on number of items rated 1 or
higher on the parent-rated SWAN (Strengths and Weaknesses of ADHD-Symptoms and
Normal-behavior) questionnaire, which asks about symptoms over the past month. Lifetime
DSM-IV-like ADHD diagnosis is based on parent responses to questions asking whether
their child ever had impairment at home or school from each of the DSM-IV ADHD
symptoms. Purple and green capped vertical spikes indicate 95% confidence intervals for
inattentive symptom count and hyperactive-impulsive symptom count, respectively. The
confidence interval for mean hyperactive-impulsive symptom count is not shown in the
lower left panel because it interfered with scaling of the graph (confidence interval went
below zero at the upper age range).
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