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Abstract

Objective: This research seeks to study the impact on family function after 3 months of
treatment with amphetamine. Method: A total of 43 children, 6 to 11 years of age, with
ADHD were treated with amphetamine for 3 months. Family function was studied before and
after treatment by parent self-rating and independent observer ratings of videotaped parent-
child interactions. Results: The families with a child with ADHD were found to be more
dysfunctional than control families. Families with children with severe ADHD-behavior
showed evidence of more family dysfunction compared to families with children with less
severe ADHD behavior. After 3 months of treatment with amphetamine, the children’s
behavior and the mother’s well-being and some aspects of parent-reported and observer-rated
family functioning improved. Conclusion: This study gives support to the notion that some

aspects of family dysfunction may be related to the child’s ADHD behavior.

KEY WORDS: attention deficit/hyperactivity disorder; family function; videotaped family

tasks; amphetamine treatment



ADHD, Amphetamine and Family Interaction 07-03-28 3

In this article, we address the question of how a child’s ADHD symptoms may interact
with the family’s functioning. Bowlby (1973) described how emotional bonding is important
for the normal development of a child and a prerequisite for mental and physical health. The
work by Minuchin, Rosman and Baker (1978) became the foundation of the idea that the
pattern of family function could cause symptoms in the child, first emanating from their
description of the psychosomatic family with an enmeshed, rigid family pattern, which
enhanced psychosomatic illness in children. Although their findings never have been
replicated (Coyne, & Anderson, 1988; Humphrey, 1987; Loader, Kinston, & Stratford, 1980),
this influential work has been difficult to challenge. Gustafsson, Bjorksten and Kjellman
(1994) have put forward the idea that the child’s symptoms may organize the functioning of
the family and that there is an interaction between the symptoms of a child and the family
functioning working in both directions. Some aspects of family function, which is regarded as
dysfunctional in an ordinary family, might be quite functional in a family with a child with a
physical or mental disorder.

Family dysfunction is a risk factor for conduct disorder, but conduct disorder is often
comorbid with ADHD (Sandberg, 2002). An association has been found between child
hyperactivity and poor parent coping, disciplinary aggression, negative affect, lower parental
sensitivity to child needs, authoritative parenting style, inconsistent parenting style, parental
disagreement, marital discord, maternal depression and parental asocial behaviour (Sandberg,
2002). The causal direction of these associations have not been established. Insecure
attachment has been suggested to play a role in development of ADHD (Stiefel, 1997).
Recently Pinto, Turton, Hughes, White and Gillberg (2006) reported a link between scores for
disorganized attachment disorder among children one year of age and teacher-rated ADHD

symptoms at age 7, but there was no association with a clinical diagnosis of ADHD. Families
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with a child diagnosed with ADHD are reported to have more child-parent conflicts (Barkley,
1996; Johnston, 1996; Johnston & Mash, 2001; Wells et al., 2000) and higher levels of family
distress (Barkley, 1996) than do families with children without ADHD problems. Parents of
children with ADHD have been found to be more directive and commanding, show more
disapproval, give fewer rewards and show a more negative behavior towards their child
compared to parents of control families (Barkley, Fischer, Edelbrock, & Smallish, 1991;
Barkley, Guevremont, Anastopoulos, & Fletcher, 1992; Johnston, 1996; Johnston & Mash,
2001). Both medication and behavioural treatment of the child may be effective in reducing
aspects of family stress (Johnston, & Mash, 2001; Wells et al., 2000).

It is not clear if the family stress in families with a child with ADHD is caused by the
child’s symptoms or if the child is affected by the family stress so that ADHD-symptoms
become worse. In most studies the main informants of the child’s behavior are the parents
who themselves are part of the family system. Earlier studies have shown that there often are
discrepancies among reports from different sources, such as children’s self reports, parents’
reports, and teachers’ reports (Sawyer, Clark, & Baghurst, 1993; Verhulst, & van der Ende,
1992). Parents may have a bias in their description of the family and their child, reflecting
other factors than the child’s behavior in family interactions. For instance, parents may
answer questions according to their own mental well-being (Murray et al., 1999). Using
different sources in the assessment of family functioning should lead to a better clarification

of these intricate associations.

Aims of the study:



ADHD, Amphetamine and Family Interaction 07-03-28

In the present study, both independent observers and the parents themselves are used to
describe interaction in families with and without a child with ADHD to test the following
hypotheses:

1) Because family function in ADHD may be influenced by the child’s symptoms, we have
supposed that families with a child diagnosed with ADHD are more dysfunctional than
normal control families. This should be possible to detect with global measures of family
functioning and with measures of monitoring, parent influence, negative attribution, and
chaos, family variables that might be expected to be of relevance according to earlier studies
(Sandberg, 2002).

2) Because there may be a relation between ADHD symptoms and family dysfunction, we
have assumed that before pharmacological treatment, high symptom scores of ADHD are
associated with a high degree of family dysfunction.

3) As family function may be related to the child’s behavior, family function should improve
after 3 months of treatment of the child with amphetamine, as the ADHD symptoms improve.
4) If the child’s behavior improves, the parents’ psychiatric well-being might also improve

after 3 months of treatment of the child with amphetamine.

Method

Study Design-Participants

The study group included 45 children (36 boys and 9 girls) ages 6 to 11 from two sites
participating in a multi-center study (five sites) concerning treatment with central stimulants
of children with ADHD according to the third edition, revised of the Diagnostic and
Statistical Manual of Mental Disorders (American Psychiatric Association, 1987; Gillberg et

al., 1997). All children had an IQ of more than 50, did not meet criteria for autistic disorder,
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and had no severe somatic disorder. Of the originally 45 children, 43 children (34 boys and 9

girls) participated in the study. Demographic data are shown in table 1.

Insert table 1 about here
Procedure
The families were examined on two occasions. The first occasion was prior to treatment
(0 months) and the second was after 3 months of treatment with amphetamine (dose M = 0.52
mg/kg/day, range = 0.20 to 1.10 mg/kg/day). The racemic mixture of amphetamine was used,

and the children received no other treatment.

Measures

Assessment of the children’s behaviour. Conners’s abbreviated rating scale (parents) and
Conners’s teacher questionnaire was used (Conners, 1990). These rating scales have been
extensively used in Sweden in school-aged children to measure behavioral abnormality. The
scores were taken as representing the degree of ADHD symptoms. Reliability has been
studied by Goyette, Conners and Ulrich (1978) and Mash and Johnston (1983). Correlations
of interparent agreement were found to be on the order of .55 to .71, and parent-teacher
agreement on the order of .49. As a basis for comparison with the study group concerning
Conners’s parent questionnaire, normative data from 233 children from a school in Malméo
were used (Ericsson, 2003). No Swedish normative data were available for the Conners’s

teacher questionnaire.

Assessment of parental symptomatology. The Symptom Check List (SCL-90), answered

by both mothers and fathers at 0 months and at 3 months, was used. SCL-90 is a self-report
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questionnaire with 90 questions measuring general psychiatric symptoms and symptoms of
stress and discomfort during the preceding last 6 months (Derogatis, 1979). The questionnaire
reflects nine dimensions of different symptoms (somatization, obsessive-compulsive,
interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, and
psychoticism) and a total score, the Global Severity Index (GSI). Each of the 90 items is rated
from 0 to 4. Zero means no symptoms and 4 means an extremely high level of symptoms. The
Swedish standardization of the instrument has shown a Cronbach’s alpha of .73 to .91 for the
subscales and .97 for the GSI in a normal group, which was used as a comparison group
(Fridell, Cesarec, Johansson & Malling Andersen, 2002). In this study, we analyzed the GSI
and the dimensions of somatization, depression, and anxiety, which were chosen because
earlier studies have shown that mothers of children with ADHD have more depression and

depression-related symptoms than do controls (Sandberg, 2002).

Assessment of family function included the following.

Assessment of family function by using the self-report questionnaire Family Relations
Scale (FARS). FARS is made up of 46 items and consists of five factors: attribution,
interests, isolation, chaos, and enmeshment. High values indicate family dysfunction. FARS
has shown high reliability (internal consistency, with Cronbach’s o = .94 for mothers and .92
for fathers) and long-term stability over 6 years (r =.77 for mothers and r =.45 for fathers).
Covariance between FARS and other family measurements and differences between the
clinical and nonclinical samples show that validity is satisfactory (H66k & Cederblad, 1992).

Both fathers and mothers answered the questionnaire.

Assessment of family tasks by using observer rated videotapes. Three videotaped

standardized family situations (completing a puzzle, solving a conflict situation, and planning
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of a shared activity) were used. These were analyzed and scored by independent raters
according to Beavers’ Family Competence Scale (Beavers & Hampson, 1990). A homework
situation with the mother was analyzed and scored with The Dyadic Family Interaction (DFI;
Hansson, Eberhardt, & Balldin, 1999). The family tasks were done in the same order for all
families. The raters were blinded concerning the time of measurement (time 0 or after 3
months of treatment) and the severity of the child’s ADHD symptoms.

Beavers’s Family Competence Scale is one of the two scales of Beavers’s Observational

Scale and has been translated to Swedish (Beavers & Hampson, 1990; K. Hansson, 1989b).
Beavers’s Family Competence Scale consists of 13 items, with the last item being a global
assessment of family functioning. High values indicate good family functioning. By adding
12 of the items (all except the global assessment) a total sum can be calculated. The Beavers’s
Family Competence Scale has been shown to have good reliability and validity (Hulgus,
Hampson, Beavers & Beavers, 1988). The interrater reliability for observer pairs has proven
to be good, ranging from .90 to .96 (Thernlund et al., 1995). The validity of the Beavers’s
Family Competence has been estimated by its ability to differentiate between normal families
and families with an identified child psychiatric patient and has been found to be good
(Hansson, 1989a). Beavers’s Family Competence results were compared with results from a
study of 56 normal Swedish school children (mean age of the child 8.23 +/- 4.00 years; 30
girls, 26 boys), in which children with diabetes were compared with normal controls
(Thernlund et al., 1995).

The DFTI is a Swedish translation of the Family Interaction Global Coding System
devised by Hetherington and Clingempeel (1992). The reliability and the validity of this
instrument have been shown to be good (Hetherington & Clingempeel, 1992; Reiss et al.,
1994; Reiss et al.,1995). A Swedish study from 1999 has shown comparable results with good

interrater reliability (r =.92), test-retest reliability (for different subscales r = .66 to .88) and
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validity (Hansson et al, 1999). This study consisted of families of female twins from the
Swedish twin registry with a child in the age range of 10 to 18 years. A factor analysis
identified four factors: social support, conflict, depression and problem solving. These factors
have been used in our study. The face validity was judged to be good on the basis of
theoretical considerations and was analyzed by constructing a “normal family” from the mean
values in the normal group. The “normal family” was then evaluated by the researchers in the
study, and there was a consensus that the constructed family is representative of Swedish
normal families. The results were compared with the earlier American studies and were found
to be comparable with some minor differences. In the present study, the mother-child dyad
was scored according to the DFI and was compared with a comparison group of 624 mother-
children pairs from the study by Hansson et al (1999). The DFI was only used with families

from one of the sites (23 children out of 29).

Attrition

The attrition rate for the different parts of the study is presented in table 2. Concerning
the different questionnaires, there was variable attrition because parents and teachers did not
return questionnaires handed out or because they turned in incompletely answered
questionnaires. For the variables of Conners’s parent ratings, Conners’s teacher ratings,
FARS according to mothers, FARS according to fathers, SCL-90 concerning mothers and
SCL-90 concerning fathers, a comparison was made between individuals with data from both
occasions (0 and 3 months of treatment) and those with data from only one occasion.
Conners’s parent rating scores were also compared for the children with complete data
concerning FARS and SCL-90 and those with data from only one occasion. No significant

differences were found using the Mann-Whitney U-test.
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The Beavers’s Family Competence was used with 39 of the 43 families but 7 of the
videotapes were not analyzed because of poor technical quality. This resulted in 32 cases to
analyze. For 23 families, there are also data for DFI. A comparison was made between the
families with both DFI and Beavers’s data (n =23) and the group with only Beavers’s (n =9).
No significant differences between the means of the Conners’s ratings were found, indicating

the same amount of symptoms in the different groups.

Statistical analysis

Comparisons between independent groups were made by student’s t test and the Mann-
Whitney U test, and, for dependent samples, paired student’s t test and the Wilcoxon signed
rank test was used. Fisher’s exact test was used to compare change (more or less than one
standard deviation) from 0 to 3 months. Individuals differing more than one standard
deviation from the population mean were compared to individuals with values differing less
than one standard deviation. For correlations between DFI and Conners’s ratings and between
SCL-90 and Conners’s ratings, the Pearson correlation equation was used. For analysis of

other correlations, Spearman correlations were used.

Ethical considerations
The study was approved by the Human Research Ethics Committee, Faculty of

Medicine, Umea University (1990, 49/90).
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Results

Before treatment — baseline

Child ADHD symptoms and parental psychiatric well-being. According to the Conners’s
parent and teacher questionnaires, the ADHD children displayed significantly more symptoms
than did normal controls (p <.001; table 3). There was no significant correlation between
parents’ and teachers’ ratings.

Mothers’ and fathers’ scores on the SCL-90 GSI did not significantly differ from normal
controls, and the same was true for both sexes and the SCL-90 subscales, except for fathers on
the subscale depression. Fathers scored higher than controls on depression (p <.05). On the
SCL-90, mothers of children with ADHD (n = 33) showed an association between Conners’s
ratings and high levels of anxiety (r = .46, p<.05), depression (I = .46, p<.05) and
somatization (r = .45, p =.008). There were no associations between the fathers’ SCL-90

scores and Conners’ ratings.

Family dysfunction. On the FARS, both mothers and fathers with an ADHD child scored
higher on the total score than normal controls (Table 4). Mothers scored higher on the
Attribution, Isolation, Enmeshment and Chaos subscales than did the control mothers. The
fathers scored higher than normal controls on all subscales (Table 4).

Families with a child diagnosed with ADHD were found to be more dysfunctional,
measured by the total sum of the Beavers’s Family Competence Scale (n = 32, score = 29.0,
SD = 7.2), than the control families (n = 56, score = 36.3, SD = 7.2; p <.001) according to the
Mann-Whitney U test, but there was no significant statistical difference in any single item.
The measures of the DFI scales of warmth or support, openness or vulnerability, and
monitoring of the child’s social behavior showed a significantly more dysfunctional pattern

among ADHD families compared to normal controls. On two measures, ADHD families
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showed better functioning, with a lower level of wrath or rejection and a higher level of

influence or control.

Correlations between ADHD-symptoms and family function. Conners’s parent scores of
child behavior correlated positively with the mothers FARS scores (n =33, rs = .40, p <.05)
but not with the fathers’ scores on FARS. The fathers’ scores on FARS showed no significant
correlation with Conners’s parent scores, Conners’s teacher scores, or the scores on the
Beavers’s Family Competence Scale. Teachers Conners’s scores did not correlate with FARS
according to either mothers or fathers.

When the DFI factors were analyzed, two of the four factors showed significant
correlations (single-tailed) with Conners’s parent questionnaire at 0 months. These were the

factors conflict (n =21, r = .42, p <.05) and depression (n =21, r = .47, p <.05).

Children with learning disabilities. We had several children with low 1Q or learning
disabilities in our study (35%).

A separate analysis was made for this group concerning ADHD symptoms and family
functioning. No significant differences were found between children with and without

cognitive difficulties.

After three months of amphetamine treatment
ADHD-symptoms. After three months of treatment with amphetamine, Conners’s scores

according to both parents and teachers significantly improved (Table 3). There were no
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differences between children with and without learning disabilities concerning this

improvement.

Psychiatric well-being of the parents. Total scores on SCL-90 (n =33, p <.05) and the
subscales Anxiety (n =33, p <.05) and Depression (n = 33, p <.05) significantly improved
for mothers. The Depression subscale improved for the fathers (n =30, p <.05). Because we
had several children with learning disabilities in our study, separate analyses were made for
children with and without learning disabilities. For children with learning disabilities (11 of
33), there was no significant improvement of total SCL-90 scores for the mothers after 3

months of treatment with amphetamine.

Family function. The total FARS scores were significantly reduced for both mothers and
fathers. Among the subscales, Attribution was significantly improved for both mothers and
fathers, and Enmeshment was significantly improved for mothers after 3 months of
medication (Table 4). When FARS scores were separately analyzed for children with learning
disabilities (10 children) and without learning disabilities (23 children), we found no
significant improvement of total scores or in any of the subscores for the children with
learning disabilities after 3 months of treatment. For children without learning disabilities,
there were significant differences concerning total scores and attribution, but not concerning

enmeshment.

Insert table 4 about here
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The individuals with FARS-values more than one standard deviation above the mean
were separately studied. After treatment, these individuals changed their total FARS values
according to the mothers more than one standard deviation in normal direction significantly
more often than other individuals (p <.01 according to Fisher’s exact test). The same was true
even for the subscales of Attribution, Isolation, Chaos and Enmeshment. On FARS according
to mothers, the changes in both Chaos (rs= .43, p <.05) and Enmeshment (rs = .38, p <.05)
correlated with degree of symptom reduction. When the FARS values according to fathers
were analyzed in a similar way, the results did not reach significance.

Total family functioning according to the Beavers’s Family Competence Scale improved
after 3 months of treatment with amphetamine (n = 31, score before treatment = 29.0, SD =
7.2; score after treatment = 30.6, SD = 7.3; p <.05), as did the measures of responsibility (n =
31, score before treatment = 2.5, SD = 7.2; score after treatment = 3.0, SD = 0.7; p <.05) and
empathy (n =31, score before treatment = 2.2, SD = (.8; score after treatment = 2.6, SD = (.9;
p <.05).

The DFI conflict and depression factors were not significantly changed after treatment,
but the correlation between these two factors and the severity of ADHD symptoms measured
by the Conners’s parent questionnaire disappeared. Mothers with values of the DFI item
monitoring more than one standard deviation below the population mean were compared to
mother with normal values of monitoring. After 3 months of treatment of the child, a
significantly greater percentage of mothers with low monitoring scores increased their
monitoring score more than one standard deviation compared to mothers with normal
monitoring scores (p < .01 according to Fisher’s exact test). In the same way, mothers with
values of the item influence or control exceeding one standard deviation above the population

mean were compared with mothers with normal influence or control scores. The percentage of
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mothers showing much influence or control who decreased their scores by one standard
deviation was greater than the percentage of mothers with normal scores (p < .05 according to
Fischer’s exact test).

There was no significant correlation between degree of symptom reduction and degree

of change in observed family functioning (Beavers’s Competence Scale and DFI).
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Discussion

To our knowledge, this is one of few studies of the impact on family dynamics as a
consequence of medical treatment of a child with ADHD in the family. The findings will be
discussed in connection with the hypothesis put forward in the introduction. When drawing
conclusions, one has to keep in mind that the sample size was small and that there also was a
problem with internal dropouts of different questionnaires and measures and technical
problems leading to a smaller sample to analyse than was expected.

Both subjective self-report from parents and assessment by independent observers
showed that the families with a child with ADHD were scored as more dysfunctional than
comparison families, thus supporting our first hypothesis and findings in other studies cited in
the introduction that families with a child diagnosed with ADHD are scored as more
dysfunctional than are normal control families. Still this can be problematized because family
function in a family with a child with ADHD can be different (of a kind usually described as
dysfunctional) because of adjustment to the specific demands posed by the child’s ADHD
symptoms. This family function might be appropriate in its context and not dysfunctional.

The FARS scores according to mothers positively correlated with Conners’s parent
ratings, supporting the second hypothesis, that the child’s degree of symptoms correlates with
degree of family dysfunction. Even the DFI factors conflict and depression were found to
correlate with Conners’s parent ratings, which also supports this hypothesis. An alternative
explanation could be that mothers with symptoms of mental distress experience their child as
more disturbed in his or her behavior and their family as more dysfunctional than they would

if they were feeling well.
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The children clearly benefited from amphetamine treatment during the 3-month study
period according to both parent and teachers, an improvement that remained 15 months after

starting treatment (Gillberg et al., 1997).

Our third hypothesis was that family dysfunction is related to the child’s behavior and
that family dysfunction should improve after 3 months of medical treatment as the child’s
behavior improves. The Conners’s ratings according to parents and teachers showed a
significant improvement after 3 months of treatment with amphetamine, and so did total
FARS score and the subscores of Attribution and Enmeshment (except for the children with
learning disabilities). That the family function in families with a child with learning
disabilities did not improve might be expected because a substantial part of the family’s
difficulties might depend on symptoms of the child’s learning disabilities, which are not
expected to significantly diminish after treatment with amphetamine. The total score and the
measures of responsibility and empathy on the Beavers’s scale improved. A low level of
monitoring is considered a risk factor for conduct disorder (Snyder, Cramer, Afrank, &
Patterson, 2005; Snyder & Patterson, 1986). Mothers showing less than normal values on the
DFI subscale monitoring increased their monitoring after 3 months of treatment. Several
studies have shown that a child with ADHD elicits more controlling behaviour from adults
(Barkley et al., 1991; Barkley et al., 1992; Johnston, 1996; Johnston, & Mash, 2001). The
mothers with a high degree of influence or control according to the DFI subscale showed a
greater reduction of this behavior compared to mothers with normal levels of influence or
control according to DFI. Perhaps this reflects the greater need for controlling behaviour by
the parents when the child has many symptoms of ADHD. When the child’s symptoms

decrease, less controlling behavior might be needed.
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The DFI is a measure of dyadic interaction. Interestingly, the DFI measures hardly
showed any change after 3 months of treatment, unlike FARS and Beavers’s measures, which
are to a greater extent global measures of family function. The DFI is assumed to measure
qualitative aspects of the mother-child relation, and these aspects might not change so readily,
even if the child’s ADHD symptoms are reduced by medication. Perhaps interventions other
than medication, such as family interventions, are needed, or it may be that a longer time
period is required for changes to occur in the DFI. Both parent self-report and observer ratings
showed improvements of family functioning after 3 months of treatment with amphetamine.
This may support the hypothesis that at least some degree of family dysfunction is related to
the child’s behavior. There is of course a possibility that part of the dysfunction is explained
by a regression to the mean over time.

The statistical correlations between ratings of the child’s symptoms and measures of
family functioning seen at 0 months disappeared after 3 months of treatment with
amphetamine. There was no correlation between degree of symptom reduction according to
parents and teachers and degree of improvement in family functioning according to observers.
This seems to indicate a complex relationship among the variables. Perhaps the correlation
between the child’s symptoms and family functioning disappears after treatment because
other factors influencing the family functioning will get relatively more important when the
ADHD symptoms are reduced. These other factors may operate differently in different
families, creating a wide variation and thereby obscuring the expected correlation with the
symptom reduction of the child.

The ratings according to SCL-90 showed that the parents of the children with ADHD
did not have significantly more psychiatric symptoms than parents in normal control families,
except for fathers of children with ADHD having slightly more symptoms of depression than

did normal controls. More symptoms of parental depression and other psychiatric problems
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have been described in families with a child with ADHD (Barkley et al., 1991; Cunningham,
Benness, & Siegel, 1988), which we thus could not confirm in this study. Nevertheless,
mothers of children with severe ADHD symptoms were more depressed and showed greater
anxiety and somatization compared to mothers of children with fewer symptoms. The
mothers’ symptoms may be caused by the children’s behavior, but another possibility is that
mothers with symptoms of depression, anxiety or somatisation negatively influence their
children, thereby increasing their ADHD symptoms. After 3 months of treatment, these
symptoms were reduced in accordance with our fourth hypothesis, except for the children
with learning disabilities, and there was no longer a correlation between mothers’ symptoms
and children’s ADHD symptoms. This could mean that at least some of the symptoms of the
mothers were related to children’s ADHD symptoms, even if the effect is not great enough to
cause the mothers of families with a child with ADHD to have significantly more symptoms
than normal controls. That there was no improvement for children with learning disabilities
might be explainable because the child’s learning disabilities are not expected to significantly
diminish after treatment with amphetamine.

Our results seem to support the hypothesis that a child’s symptom organises the
functioning of the family, a hypothesis put forward by Gustafsson et al (1994). Thus, in our
study, the families showed more hostility, attribution, isolation, chaos and enmeshment than
normal controls. After treatment the families showed less hostility and more of responsibility
and empathy.

Finally, we could not see any significant correlation between parent and teacher ratings
in our study. This supports earlier descriptions of poor agreement between raters meeting the

child under different circumstances (Achenbach, McConaughy, & Howell, 1987).
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Conclusion

The results from this study render support to all four hypothesis, but the relationships among
the variables seem to be rather complex. This study must be interpreted with great caution.
The material is limited, and the concepts are complicated, with presumably some unrevealed
interactions between the different factors. On the other hand and interestingly, the results in
our study support results from several other studies indicating that the child’s symptom may
influence family functioning, causing more controlling and negative behavior from the
parents. The results show that pharmacological treatment of the child not only results in child
behavior improvement but is also beneficial for parental well-being and may alter the family
functioning. Further studies with greater numbers of families and a longer period of follow-up

are needed to confirm these results.
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Table 1: Socio-economic status and comorbidity.
Study population The general
Swedish population
N %
%
Socio-economic status*
unclear 10
low" 26 60 45
medium” 10 23 25
high" 7 16 20
Comorbidity
Mild mental retardation
or learning disabilities 15 35
Oppositional defiant 13 30

disorder

*SCB, 1990 (SCB, 2006).

“low= blue collar worker, medium=white collar worker without university education or leading position,

high=university education or leading position
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Table 2: Instruments used in the study and the number of individuals contributing to the data
for each variable.

Instrument Number of individuals Number of individuals Number of
(zero months) (three months) individuals with
complete data
(zero and three

months)
n % n % n %

Conners’ abbreviated

questionnaire (parents) 41 95.3 39 90.8 38 88.4
Conners’ teacher questionnaire 41 95.3 28  65.1 26 60.5
FARS — mothers 35 814 36 83.7 33 76.7
FARS - fathers 30 69.8 28  65.1 27  62.8
Dyadic Family Interaction (DFI)* 23 79.3 23 793 23 793
Beavers’ Family competence

scale 32 74.4 32 744 32 744
SCL-90 mothers 35 814 34 79.1 33 76.7
SCL-90 fathers 30 69.8 28  65.1 26 60.5

* Only one site performed this task, n=29
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Table 3. Child mental health according to Conners’ questionnaires for
parents and teachers.

Instrument Normal controls ADHD children
0 months 3 months
mean (SD) mean (SD) mean (SD)
Conners’ parent n=233 n=238 n=238
questionnaire 3.3(3.9) 21.3(5.0)y%**  12.5(6.7) 1
Conners’ teacher n=26 n=26
questionnaire 48.8(153)  33.9(16.3) "

Controls compared to children with ADHD at zero months (Student’s t-test): ***= p<0.001
ADHD zero months compared with ADHD three months (paired Student’s t-test): "= p<0.001
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Table 4. FARS total scores, attribution and enmeshment before and after three months of

amphetamine treatment.

29

FARS-scores:

Normal families

ADHD-families, mothers

ADHD-families, fathers

n=233 n=27
Mothers  Fathers
n=180 n=159 0 months 3months 0 months 3 months

mean (SD) mean (SD) mean (SD) mean (SD) mean (SD) mean (SD)
Total score 13.5(11.1)  14.4(10.5) 23.1(13.2)*** 19.2(13.3)"  24.1(11.4)y*** 20.9(10.8) '
Attribution 1.0(1.5)  0.9(1.4)  3.52.0)%*  252.0)T  3.6(1.9%*  291.7)"
Interests 292.7) 2925) 3.3Q.7) 3.2(3.0) 3.9(3.0)* 3.2(2.6)
Isolation 1.2(1.7)  13(1.9)  23Q.1)**  2.0(2.4) 2.1(2.2)* 2.2(1.8)
Chaos 1.72.1)  2.02.0)  2.9(2.5)* 2.3(2.4) 2.7(2.0)* 2.7(2.3)
Enmeshment  1.8(2.0)  2.3(2.0)  4.2(3.2)***  3.4(2.4) 4.5(2.6) ***  3.6(2.2)

Controls compared to families with a child with ADHD at zero months (Student’s t-test): * = p<0.05, ** =

p<0.01,***=p<0.001. ADHD zero months compared with ADHD three months (paired Student’s t-test): t=
p<0.05, "= p<0.01



