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Mothers with Attention-Deficit/
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the First Twelve Months Postpartum:
Challenges, Coping, Supports,
Strengths, and Resilience
ABSTRACT
This mixed-method study was undertaken to expand the knowledge base about mothers
with a diagnosis of Attention-Deficit/Hyperactivity Disorder (ADHD) in the first twelve months
after the birth of a baby. Nine mothers with an ADHD diagnosis and a child under the age of 60
months were interviewed. These mothers were asked to identify experiences with challenges,
coping, depression, anxiety, and support in the first year postpartum. Quantitative data
contrasting pre-child and postpartum executive functioning was retrieved during the interviews
using the ASRS-v1.1© (Kessler et al., 2005). This quantitative data was also retrieved from 57
mothers as one part of a larger, on-line survey of mothers who had attended MotherWoman
support groups. Findings from this study concurred with research regarding vulnerability of
mothers with ADHD to perinatal depression and anxiety. This study indicated that social anxiety
may be a recursive risk factor exerting a negative influence on maternal identity, self-esteem, and
parenting self-efficacy in mothers with ADHD. Executive functioning skills appear to be
impaired for many women in the postpartum period; however, questions were raised regarding
the validity of the ASRS-v1.1© for ADHD screening in the postpartum period. This study
allowed the voices of mothers with ADHD to be heard, thereby enriching and expanding upon
the previous knowledge base. It shed light on challenges and coping; risks of perinatal mood and

anxiety disorders; strengths; and supports of mothers with ADHD that may have potential

bearing on the health and well-being of the mother, infant, and infant-mother dyad relationship.
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CHAPTER1
Introduction

The infant-mother dyad provides a critical lens through which to understand protective
and risk factors affecting the health and well-being of mother and child. This research study
sought to examine the relationship through three dimensions that had potential bearing on the
infant-mother dyad relationship, and that had previously been studied separately: (a) diagnosis
and treatment of Attention-Deficit /Hyperactivity Disorder (ADHD) in women; (b) the effect of
perinatal (prenatal and/or postnatal) depression and/or anxiety on the mother, the baby, and the
mother-baby dyad attachment relationship; and (c) the mediating effect of postpartum support on
the maternal experience of postpartum depression and/or anxiety.

ADHD is considered a neurobiological, developmental disorder that begins in childhood.
It was estimated to affect approximately 9% of children in the United States from 2007 to 2009
(Akinbami, Liu, Pastor, & Reuben, 2011. 92). Once thought to be a disorder that extinguished
with adulthood, it is now recognized that ADHD symptoms, especially those related to problems
with executive functioning skills, persist into adulthood (Kessler et al., 2010). The American
Psychiatric Association Diagnostic Manual of Mental Disorders (2000, 4™ ed., text rev.) states
that ADHD can affect a person’s ability to function in all realms of daily life, including
academic, emotional, interpersonal, social, familial, and occupational experiences
(pp. 85-86). ADHD has been linked to an increased risk of experiencing co-morbid disorders
such as anxiety and mood disorders in adults (Kessler et al., 2006). Of particular concern is that

females are diagnosed with ADHD at one half the rate as males in both childhood and adulthood



(Akinbami et al., 2011, 92), despite growing evidence that the female/male prevalence rate of
ADHD may be similar. Thus girls with undiagnosed and/or inadequately treated symptoms of
ADHD are likely to become women with a legacy of academic, social, physical, and economic
consequences and to have an increased vulnerability to co-morbid disorders. Clinicians who are
not sensitive to the ADHD symptom presentation in women are more likely to diagnose and treat
women for co-morbid disorders than for the underlying ADHD (Wasserstein, 2005).

A great deal of research has examined the incidence of mood and anxiety disorders
during the perinatal period. There is growing evidence that these disorders can also affect the
fetus, the child, and the infant-mother attachment relationship (Sheridan & Nelson, 2009, p. 48;
Murray, 2009, p. 193). In addition, there is a smaller body of research showing evidence that
informal support (partners, family, friends) and formal support (doulas, support groups, mental
health clinicians) can mediate symptoms of perinatal anxiety and depression.

There was only scant research available at the time of this study that examined the
experience of mothers with ADHD in the perinatal period. Common threads in research findings
indicated an increased risk of experiencing co-morbidity of maternal psychological symptoms
and lower scores of maternal self-esteem, self-efficacy, and external locus of control (Banks et
al., 2008; Rucklidge & Kaplan, 2000; Watkins & Mash, 2009). Thus, mothers with ADHD are a
population at risk and further study is warranted. Although available research presented
important quantitative findings, the voices of mothers with ADHD were not heard in them.

This mixed-method study examined two data sets, one more extensive than the other. The
first was a small set of quantitative data contrasting pre-child and postpartum executive
functioning as retrieved from a larger survey of women who had attended a MotherWoman

support group (http://www.MotherWoman.org). This research was part of collaborative study



with Smith College professor, David Burton, PhD. as lead researcher. Brittanie Tarcynski (MSW
candidate) and I were co-researchers for different parts of the survey. Our thesis advisor, Kristin
Mattocks assisted extensively.

The second data set is qualitative and is the most extensive data reported in this study. It
was conducted independently by this researcher. Data was retrieved from interviews with nine
mothers who had an ADHD diagnosis and a child under the age of 60 months. It included the
voices of mothers as they described their challenges and coping strategies of the first year
postpartum, their experiences with co-morbid disorders, and the role of support in helping them
through the postpartum period with their infants.

This research study did not seek to show causality. Its purpose was to illuminate the
experiences of mothers with ADHD in the postpartum period. Anecdotal evidence from this
research suggests that mothers with ADHD experience the postpartum period as qualitatively
different from that of non-ADHD mothers. This research builds upon previous research that
demonstrated the vulnerability of mothers with ADHD to developing a low sense of self-esteem,
self-efficacy, and an external locus of control. Findings from this study shed light on the
influence of these factors on the transition to a positive identity as a mother within a larger social
context. Results of this study also showed evidence of resilience, and strength in mothers with
ADHD. As social work clinicians, we are committed to understanding the global and individual
ways in which symptoms, such as those associated with ADHD, anxiety and mood disorders,
may affect our client. However, it is imperative that a client in the postpartum period also be
viewed within the larger context of relationships that may be affected by or mediate the
experience of the new mother, such as relationships with the partner, family members, and

community; and even more critically within the context of the mother-infant dyad relationship.



CHAPTER 11
Literature Review

The purpose of my study is to expand the knowledge base about women with Attention-
Deficit /Hyperactivity Disorder (ADHD): specifically, their experiences with challenges and
coping strategies in the postpartum period, and their risk of suffering from perinatal depression
and/or anxiety. My major research question to be addressed is as follows: How do women with a
diagnosis of Attention-Deficit /Hyperactivity Disorder (ADHD) experience and cope with the
challenges of being a parent in the first twelve months postpartum? My secondary question is,
How does perinatal depression and/or anxiety impact their experiences? My tertiary question is
as follows: What role do supports play in mediating their experiences?

Attention-Deficit/Hyperactivity Disorder (ADHD) is considered a developmental,
neurobiological disorder that can affect a person’s ability to function in all realms of daily life,
including academic, emotional, interpersonal, social, familial, and occupational (4th ed., text rev.;
DSM-IV-TR; American Psychiatric Association, 2000; Faraone, et al., 2000; Quinn, 2005;
Semple, Mash, Ninowski & Benzies, 2011; Watkins & Mash, 2009). The DSM-1V-TR (2000) 4h
ed., text rev. codes ADHD according to three sub-types: Predominantly Inattentive Type,
Predominantly Hyperactive-Impulsive Type, or Combined Type (p. 93). Individuals with
symptoms of inattentiveness have been described as dreamy, lazy, careless, forgetful, absent-
minded, and oppositional. Symptoms include being easily distracted, having difficulty with

organizing thoughts and activities and with following these through to completion. Symptoms of



hyperactivity include being in constant motion and/or feeling “driven by a motor” (p.86),
fidgeting, being “on the go and into everything” (p.86), and talking loudly or excessively.
Symptoms of impulsivity include impatience, such as acting out of turn and interrupting others,
and also engaging in risky behaviors (p. 86).

Prevalence Rates of ADHD

ADHD was first identified as a childhood disorder. Eisenberg (2007) traced the
emergence of the diagnosis of ADHD from its early label of “the brain damaged child” (p. 279)
in the 1950’s and 1960’s; conferring an organic etiology to the behaviors relieved parents from
societal blame for their child’s behavior. Through advocacy efforts by Eisenberg (2007) and a
colleague, the American Psychiatric Association Diagnostic and Statistical Manual (2™ ed.;
DSM-II; American Psychiatric Association, 1968) included the first appearance of a refined
version of a set of symptoms describing a syndrome called “3.080 Hyperkinetic reaction of
childhood (or adolescence)” (p. 51).

A diagnostic category of Attention Deficit Hyperactivity Disorder was included for the
first time in 1980 in the third edition of the American Psychiatric Association Diagnostic and
Statistical Manual (3" ed.; DSM-IIT, American Psychiatric Association, 1980, pp. 41-45). It
referred primarily to children, but it introduced three new concepts: (a) inattentiveness and
impulsivity could be present with or without symptoms of hyperactivity; (b) gender was
introduced, stating that, “The disorder is ten times more common in boys than in girls” (p. 42);
and (c) a “Residual Type” (p. 44) of inattention and impulsivity was recognized as possibly
extending into adulthood. However, the proviso was that hyperactivity had to have been present

in childhood, but no longer present in adulthood.



The DSM-IV-TR (2000) 4™ ed., text rev. further refined the diagnosis, referring to it as
Attention-Deficit/Hyperactivity Disorder. It underscored three dimensions: (a) inattentiveness
and hyperactivity could occur separately or together: (b) impulsivity was linked to hyperactivity,
rather than to inattentiveness; and (c) all symptoms could extend into adulthood and might
manifest differently in adults than in children, although descriptive information was minimal (pp.
85-93).

Prevalence rates in children. A clinical diagnosis of ADHD is usually first made in
childhood. It requires that six or more symptoms included in the DSM-IV-TR (2000) 4™ ed., text
rev. be present prior to seven years of age in either or both categories of inattention and
hyperactivity-impulsivity (p. 92) and that these symptoms be present in two or more settings.
According to studies conducted by the Centers for Disease Control and Prevention (Centers for
Disease Control and Prevention [CDC], 2007), and the CDC National Center for Health
Statistics (CDC-NHIS) (Akinbami, Liu, Pastor, & Reuben, 2011), approximately 9% of youth
ages 5-17 had a clinical diagnosis of ADHD in the United States from 2007 to 2009 ( 2).

Initial research focused on boys with distractibility, hyperactivity and impulsivity whose
symptoms led to problematic conduct behaviors in school and at home (Akinbami et al., 2011;
Eisenberg, 2007). Boys continue to be diagnosed with ADHD more frequently than girls.
Akinbami et al. (2011) reported that 12.3% of boys and 5.5% of girls ages five to seventeen had
been diagnosed with ADHD in the United States in 2009 (92). Opinions about the cause of this
gender difference vary. Girls are more likely to have predominant symptoms of inattentiveness,
such as forgetfulness, dreaminess, and disorganization than boys. Symptoms of hyperactivity and
impulsiveness are more likely to be expressed as excessive talkativeness and emotional reactivity

As aresult, it is likely that girls are not diagnosed with ADHD as frequently, but that



male/female prevalence rates are more similar to each other. (Nadeau, Littman, & Quinn, 1999;
Quinn, 2005; Solden, 1995).

Prevalence rates in adults and in women. Estimates of the prevalence of ADHD in
adulthood are reported to be from 2.5% (Simon et al., 2009) to 12% (Akinbami et al., 2011).
Several research studies reported an average of 4.4% as a conservative estimate of adult
prevalence (Kessler et al., 2006; Kessler et al., 2010; Waite, 2009; Simon et al., 2009; Watkins &
Mash, 2009).

Estimates of the persistence rate of ADHD from childhood to adulthood range from 4%
to as much as 70 - 75% (Hallowell & Ratey, 1994; Kessler et al., 2005; Kessler et al., 2006;
Semple et al., 2011; Simon et al., 2009). Faraone et al. (2000) reported findings that persistence
rates are highest when a parent or sibling also has ADHD (p. 12). Symptoms of adult ADHD are
“more heterogeneous and subtle” (Kessler et al. 2010, p. 5) in adults of both genders than in
children because symptoms of hyperactivity in boys generally subside in adolescence, while
inattentiveness does not (Wasserstein, 2005). Symptoms of inattentiveness also continue into
adulthood for women. For both men and women, inattentiveness and challenges with executive
functioning are more likely to interfere with achieving academic and employment success,
interpersonal relationships, and fulfilling adult responsibilities (Manos, 2010; Wasserstein,
2005). Women are reportedly more likely than men to self-refer for treatment in adulthood
(Simon et al., 2009). However, women are estimated to be half as likely to be diagnosed and/or
treated for ADHD (Kessler et al., 2006). Women with ADHD frequently present with co-morbid
disorders such as depression and anxiety: They are treated for these conditions, rather than the

underlying ADHD (Kessler et al., 2006; Nadeau, Littman, & Quinn, 1999; Quinn, 2005; Solden,



1995; Wasserstein, 2005). Women’s ADHD symptoms are often overlooked and are likely
under-represented in adult ADHD prevalence data.
Defining and Diagnosing ADHD in Adults

The DSM-IV-TR (2000) 4™ ed., text rev. was written with child behavioral symptoms in
mind. The requirement that symptoms be present prior to the age of seven is problematic for
adults: They may not be able to accurately recall their experience. It is especially problematic for
females because symptoms that fit the DSM-IV-TR (2000) 4™ ed., text rev. criteria for inattention
are more likely to be reported as occurring after the onset of puberty (Nadeau & Quinn, 2002).

Executive functioning. Brown (2006) and Barkley (2001, 2011) posited a new definition
of ADHD, not as a behavior disorder, but a neuro-developmental disorder that impairs executive
functioning and self-regulation. Difficulty with executive functioning may only surface as
demands on the individual increase and the externally imposed structure of school diminishes
(Manos, 2010; Nadeau & Quinn, 2002). These difficulties are likely the key to understanding the
challenges faced by adults with ADHD.

There is considerable debate about the definition of executive functioning and the way
that the brain orchestrates its functions. Researchers have generally agreed that executive
functioning refers to the brain’s ability to manage and integrate a variety of cognitive functions
(Barkley & Murphy, 2010; Brown, 2006; Kessler et al., 2010; Rinsky & Hinshaw, 2011;
Wasserstein, 2005). Brown (2006) organized executive functioning into six “clusters” (p. 39).

“Activation: Organizing, prioritizing and activating to work

Focus: Focusing, sustaining, and shifting attention to tasks

Effort: Regulating alertness, sustaining effort, and processing speed.

Emotion: Managing frustration and regulating emotions.



Memory: Utilizing working memory and accessing recall.

Action: Monitoring and self-regulating action.” (Brown, 2010, p. 39)

Barkley and Murphy (2010, p. 162) included time management as an additional executive
function.

Problems with focusing and inattention that persist from childhood to adulthood are
reported to be the most consistently problematic symptoms for adults. However, Kessler et al.
(2010) are more specific; they posited that executive functioning difficulties are the most
pervasive and continuous. Although other DSM-IV-TR (2000) 4™ ed., text rev. disorders also
impact executive functioning (e.g., depression), it is the continuity of these symptoms in adults
with ADHD that diagnostically sets them apart (Brown, 2006; Kessler et al., 2010).

Diagnosing adults with ADHD. ADHD diagnostic tools, initially created with child
symptoms in mind, are not considered as valuable for diagnosing adult ADHD: They do not fit
the symptom picture described most commonly by adults. Neither do they easily fit the DSM-1V-
TR (2000) 4™ ed., text rev. criteria. Researchers have recommended that the DSM-IV-TR (2000)
4™ ed., text rev. criteria be re-interpreted by diagnosticians to correlate more accurately with
adult symptoms. Kessler et al. (2010) recorded 14 symptoms not included in the DSM-IV-TR
(2000) 4™ ed., text rev., but reported by adults with ADHD. For example: they listed “trouble
planning ahead, difficulty prioritizing, bores easily, trouble keeping track of things, easily
overwhelmed, and sensitive to criticism” (p. 1171). Extensive interviews as well as diagnostic
tools, such as those that measure executive functioning skills, which are designed specifically for
adults have been strongly recommended (Kessler et al, 2010).

There is no test that can determine in absolute terms that an individual has ADHD. Thus,

it presents a clinical challenge to accurately assess and fit the criteria to adults as established by



the DSM-IV-TR (2000) 4™ ed., text rev. Diagnostic tools, such as the Conners’ Adult ADHD
Rating Scale (Conners et al., 1999), have been developed to adapt DSM-IV-TR (2000) 4™ ed.,
text rev. criteria to adult symptoms. For example: Some adults (and some children) demonstrate
problems with hypo-active energy regulatory behaviors, making it hard for them to summon the
energy and motivation to begin tasks. Motor hyper-activity in childhood usually shifts to minor
activities, such as fidgeting and toe-tapping; as well as feeling physically restless (Kessler et al.,
2001; Wasserstein, 2005). It can also shift to internal restlessness, which is closely aligned with
boredom, distractibility to sounds, or disengaging from social interactions (Kessler et al., 2010).

The World Health Organization (WHO) developed the Adult ADHD Self-Report Scale©
(ASRS) as a self-screening tool. An 18-question version was then compared to a shortened
version of six questions called the Adult ADHD Self-Report Scale version 1.1© (ASRS-v1.1©;
Kessler et al., 2005). The first four questions address issues related to executive functioning; the
last two correspond to energy regulation and impulsivity. All questions are based on the DSM-
IV-TR (2000) 4™ ed., text rev. criteria and terminology is consistent with its language. As a
result, it may be difficult for adults to respond accurately. However, it has been validated for use
with adults and considered to be a useful tool for clinical studies (Kessler et al., 2005, p. 254;
©World Health Organization (n.d.).

Diagnosing women. Symptoms of ADHD in women are often not identified or treated
(Nadeau & Quinn, 2002; Simon et al., 2009; Solden, 2005). Although there is a lower prevalence
rate reported for women as compared to men, women are more likely to receive a diagnosis for
the first time in adulthood; possibly because women have comorbid symptoms that cause them to

seek treatment (Rucklidge & Kaplan, 2000), or their children are diagnosed with ADHD.
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Living with ADHD — Beyond the DSM-IV-TR (2000) 4™ ed., text rev.

The DSM-IV-TR (2000) 4™ ed., text rev. is a boiler-plate from which clinicians make a
differential diagnosis of a set of symptoms. It does not describe the impact of ADHD on living
every day with its challenges. Neither does it describe the history of experiences that lead to
adaptive and mal-adaptive coping by the time a person reaches adulthood.

Experiencing the world as a girl with ADHD. Descriptive terms are commonly
assigned to girls who develop behavioral and emotional coping styles to manage their ADHD
symptoms. They have both negative and positive connotations, depending on the level of
interference with school, home, and social relationships. Relative to hyperactivity and
impulsiveness, girls are described as: chatty, excitable, dramatic, bossy, and emotionally reactive
(Nadeau, Littman, & Quinn, 1999). A “silly persona” (p. 51) has been described as one way
some girls “mask disorganization, forgetfulness, and confusion” (p. 51) from peers and adults.
Girls with primarily inattentive symptoms can appear to be “hypo-active or lethargic”(p. 52) and
lacking in motivation. Not paying attention to directions can be the result of hyper-focusing on
something else or being distracted by everything around her. Forgetfulness, and difficulty with
planning, sequencing, and organization can result in not starting or completing assignments or
chores. Teachers and parents may misinterpret the behavior as not caring or sloppy and be
critical. Repetitions of the cycle lead to avoiding challenges, feeling easily discouraged,
incompetent, and anxious about making a mistakes
(pp- 51-52). In contrast, girls may mask their symptoms by over-achieving and spending
exhaustive amounts of energy to keep up.

Social interactions. Girls with ADHD often have difficulty with social interactions,

especially in groups of peers or with adults. They may have difficulty paying attention to,
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interpreting, and responding to social cues in timely or appropriate ways (Robbins, 2005, p. 566).
Girls may find it difficult to follow the thread of conversations: “Anxiety interrupts their
concentration, temporarily reducing their capacity to both speak and listen” (Solden, 2005, p.
53).

Obsessional behaviors and sleep disturbances. Solden (2005) reports that some girls
with ADHD develop obsessional behaviors to address the feeling of chaos resulting from trying
to manage internal disorganization and external stimuli. The behaviors impose a sense of
structure that may be rigid and difficult to maintain and that prevent her from responding in new
or “creative” ways to circumstances (p. 67).

Nadeau, Littman and Quinn (1999) report that “fluctuating levels of arousal” (p. 72)
frequently cause sleep disturbances in girl. It can take girls with ADHD longer to fall asleep
because of difficulty in shutting off internal thoughts and the emotions of the day; leading to
bedtime battles with parents and exhaustion, especially when conforming to school schedules.

Sensory sensitivity. In addition to attention and energy regulation challenges, many girls
with ADHD have a “hyper-sensitive central nervous system” (Nadeau, Littman and Quinn, 1999,
p. 60) that exacerbates symptoms of inattentiveness. Tactile sensitivity can manifest as difficulty
getting dressed on time because clothing tags and seams irritate them. They may react to being
touched and avoid gatherings of people - nearly impossible in crowded lunchrooms or hallways
in school. Sensitivity to levels of sound may manifest as being irritated and distracted by “sudden
loud noises,” “buzzing light fixtures,” and “the noise level...[of her own] thoughts” (pp. 65-67).

Daily life challenges of women with ADHD. The description of challenges for girls
does not end with adulthood, especially for women who were undiagnosed and untreated for

their symptoms in childhood. “ADHD adults have the clinical ‘look and feel” of ADHD
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children” (Faraone, 2004, p. 37). Diagnosis and treatment of ADHD in children has only been
widely accepted in the past 20 years; and even with a diagnosis, there can be “skepticism...[and]
perceptions that ADHD is not a ‘real’ disorder with ‘real’ consequences and costs” (Knouse &
Safren, 2010, p. 498). Women have usually developed compensatory behaviors to manage their
challenges. However, the legacy of challenges affects women in many ways. Underachievement
in school closes off options for advanced academic pursuit and equal economic opportunity.
Overachievement, as a compensatory tool, may open more doors academically and for
employment, but the exhaustive effort can extend to multiple domains and can have physical,
psychological and emotional repercussions. The emotional legacy of childhood coping with
ADHD can lead to women feeling incompetent, ashamed, overwhelmed, guilty, like a failure
(Solden, 2005) and like an “imposter” (p. 34).

Social relationships may continue to suffer, but now extend to partner and work
relationships. Robbins (2005) reported that many women have a history of “broken
relationships” (p. 566). Hypersensitivity can lead women with ADHD to over-react to nuances in
social interactions. Interrupting and/or only “half listening” (p. 567) to conversations can
frustrate both partners in conversation. Some women disconnect from social relationships,
isolating themselves or limiting social contact with peers as a form of “self-protection” (Solden,
2005, p. 92-93). They can feel misunderstood, but have difficulty sequencing their thoughts in
order to explain themselves; leading to a cycle of anxiety, shame and embarrassment, feeling
misunderstood, and withdrawal (Solden, 2005, pp. 95-96). In contrast, some women are, or
would like to be very social. However, difficulty with executive functioning skills, like activating
energy, memory, focus, sequencing, planning, and organizing time (pp. 100-106) challenge their

ability to maintain social contacts.
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Co-morbidity of Disorders with ADHD

The diagnosis and treatment of adult ADHD can be complicated by symptoms that are
similar to or that are co-morbid with other DSM-IV-TR (2000) 4™ ed., text rev. adult diagnoses.
Symptoms of mood disorders, anxiety disorders, and substance use disorders can resemble those
of ADHD. Adults with ADHD are reported to be at increased risk of experiencing
psychopathologies such as anxiety, depression, substance abuse, OCD, and social phobias
(Kessler et al., 2006; Ninowski, Mash, & Benzies, 2007). For example, Kolar et al. (2008)
reported epidemiological data estimating that 40-60% of adults with ADHD experience anxiety
disorders.

Women and Co-morbid Disorders. In comparison to men, women with ADHD
experience significantly greater rates of anxiety and depression (Robison et al., 2008; Rucklidge
& Kaplan, 1997, 2000). Waite (2009) reports lifetime prevalence rates for women with ADHD
as follows: “depression (23%), social phobia (23%), generalized anxiety disorder (16%), panic
disorder (15%), agoraphobia (9%), and obsessive compulsive disorder (7%)” (p. 186). Rucklidge
& Kaplan (1997) reported that 37.3% of the women with ADHD in their study reported social
anxiety symptoms (p. 171). Co-morbid symptoms of anxiety or depression in women are more
likely to be diagnosed than their ADHD symptoms, although ADHD symptoms may be their
core issue (Banks, Ninowski, Mash, & Semple, 2008; Kryski, Mash, Ninowski, & Semple, 2010;
Ninowski et al., 2007; Quinn, 2005; Robison et al., 2008; Rucklidge & Kaplan, 2000; Semple et
al., 2011; Waite, 2009; Watkins & Mash, 2009).

Possible linkages between ADHD and comorbid disorders in women. The potential
factors that explain the high rate of co-morbid disorders in women have received some attention.

They also lend insight into the reason why women are more likely to be diagnosed and treated
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for co-morbid disorders than ADHD. Rinsky and Henshaw (2011) reported that childhood
executive functioning problems associated with cognition are highly predictive of social
impairment later in adolescent girls. These skills are critical to the development of emotion
regulation and may be a factor in later developing mood and anxiety disorders. Stevenson and
Williams (2000) reported data demonstrating that “social rejection leads to changes in the brain
that can exacerbate the effects of ADHD and lead to some of the comorbid issues” (p. 414).
Hormonal fluctuations, discussed later in this chapter under “Treatment Options”, affect
executive functioning and mood (Quinn, 2005, Stevens & Williams, 2000). It can be confusing
to a woman and to her clinician to sort out symptoms that frequently shift with her monthly
cycle.

Another diagnostically complicating factor for women first diagnosed with ADHD in
adulthood is that they have often developed compensatory strategies to manage one of more of
their difficulties. Although, these can be adaptive, such as choosing jobs in which they can use
their strengths, they can also be problematic. For example: Women with ADHD often invest
more time and energy to keep up with expectations at home or work. Their ADHD symptoms are
kept hidden, but the consequence can be exhaustion, a sense of inadequacy, and sometimes
failure (Nadeau & Quinn, 2002, Solden, 1995).

By the time girls with ADHD reach adulthood, they are likely to be “engaged more in
emotion-oriented and less in task-oriented coping strategies” (Rucklidge & Kaplan, 1997). Many
have developed low self-esteem, self-efficacy and an external locus of control and are at greater
risk of experiencing anxiety and depressive symptoms (Manos, 2010; Nadeau & Quinn, 2002;

Rucklidge & Kaplan, 1997; Simon et al., 2009; Waite, 2009). Clinicians need to be aware of the
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intricacies of ADHD and co-morbid diagnoses and be willing to tease out symptoms. Otherwise,
women will continue to fall through cracks and not be diagnosed.
The Experience of Mothers with ADHD in the Perinatal Period

Pregnancy and the birth of a baby create a sense of disequilibrium in most families.
Research about the effect of ADHD on a woman’s experience of motherhood in the postpartum
period and on the development of the infant-mother dyad relationship is limited. Only a small
number of researchers have investigated the relationship between a mother’s symptoms of
ADHD and her parenting cognitions and behaviors as she navigates early motherhood (Banks et
al., 2008; Kryski et al., 2009; Ninowski et al., 2007; Semple et al., 2011; Watkins & Mash,
2009). Common threads in the research findings about mothers with ADHD are increased
vulnerability to co-morbid maternal psychological symptoms and lower scores of maternal self-
esteem and self-efficacy on assessments (Banks et al., 2008; Ninowski et al., 2007; Watkins &
Mash, 2009). Vulnerabilities appear to be present in women with either sub-clinical or clinical
levels of ADHD symptoms (Simon et al., 2009; Kessler et al., 2006). Additionally, researchers
have documented the implications of their findings regarding the vulnerabilities of the infant, the
mother, and the infant-mother relationship (Kryski et al., 2010; Semple et al., 2011; Watkins &
Mash, 2009).

Clinical and sub-clinical levels of maternal ADHD symptoms. As noted earlier,
ADHD is most often diagnosed in childhood, yet its symptoms in girls and women are often not
identified or treated (Nadeau & Quinn, 2002; Solden, 2005). In addition, individuals who do not
meet the minimum of six criteria for inattention can still have significant challenges in daily
functioning. Egger and Angold (2009) stated that for each additional symptom that meets the

DSM-IV-TR (2000) 4™ ed., text rev. criteria, there is a “doubling of the probability that the child
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will be impaired” (p. 287). The five studies referenced in this literature review, that specifically
researched the role of ADHD in mothering an infant or young child, recruited participants who
self-identified as experiencing ADHD symptoms, even if they had not received a clinical
diagnosis (Banks et al., 2008; Kryski et al., 2010; Ninowski et al, 2007; Semple et al., 2011;
Watkins & Mash, 2009). All of the studies included at least one screening tool to identify and
measure ADHD symptoms, such as the Conners’ Adult ADHD Rating Scale (Conners et al.,
1999). The majority of participants were assessed at sub-clinical levels of ADHD. The
researchers reported effects of ADHD symptomatology on maternal well-being and infant-
mother relationship at both clinical and the sub-clinical levels of ADHD.
Postpartum Mood And Anxiety Disorders
Postpartum mood and anxiety disorders have received considerable attention from researchers
and clinicians. Estimates of the incidence of these disorders in the postpartum period vary by
study and by point in postpartum at which they were collected.

Postpartum mood and anxiety disorders incidence for all women. The DSM-IV-TR
(2000) 4™ ed., text rev. criteria for postpartum depression requires that it begin within the first
four weeks after the birth (pp. 422-423). Beck and Driscoll (2006) reported that 10-15% (p. 59)
of all postpartum women in their research met the criteria. However, they estimated that overall
rates of depression in women at 6 months postpartum were 35% (p. 65). Although 50% of
women who experienced postpartum depression reported onset in the first 3 months postpartum,
another 30% reported onset after 3 months (p. 64) and did not meet the DSM-1V-TR (2000) 4t
ed., text rev. guidelines for postpartum depression. It is likely that later onset, sub-clinical levels,

and undiagnosed postpartum depression raise these estimations.
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The incidence of anxiety disorders in postpartum women has been studied less frequently
than depression. Nevertheless, anxiety disorders affect many women postpartum. Wenzel,
Haugen, and Jackson (2005) researched anxiety disorders in women at eight weeks postpartum.
Their data included women who did and those who did not meet full diagnostic criteria for
anxiety disorders. Their findings are listed here in order of descending prevalence; and recorded
here as clinical / subclinical diagnosis of disorders: (a) General Anxiety (8% / 20%); (b) Social
Phobia (4% / 15%); (c) Obsessive Compulsive (3% / 5%); Panic (1.4% / 0%) (p. 299). Wenzel et
al. (2005) related their analysis of data of postpartum findings about social anxiety to other
research findings in the general population: Social anxiety is “associated with relationship
distress above and beyond depressive symptoms” (p. 310). Although only one study is included
in this review, it indicated that anxiety disorders may affect many women in the postpartum
period. Similarly, sub-clinical symptoms have an effect on postpartum women that may be
overlooked. Although ADHD was not a component of research by Kingston, Tough, and
Whitfield (2012), these researchers stated, “the current approach to the postpartum management
of maternal mental health begins far too late” (p. 207).

Postpartum co-morbid disorders: ADHD mothers and executive functioning. Women
with ADHD are likely to experience an exacerbation of their symptoms due to typical
postpartum challenges such as loss of sleep and former patterns of daily routine; challenges that
are not unique to women with ADHD. For example, Dennis and Ross (2005) studied the effect of
loss of sleep and frequent infant crying on mothers’ depressive symptoms. Not surprisingly, they
reported that “the new onset of depressive symptoms in the first 8 weeks postpartum is strongly
associated with infant sleep patterns, maternal fatigue, and sleep deprivation” (p. 191). Excessive

infant crying also correlated with depressive symptoms (p. 192).
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Postpartum challenges affect a mother’s executive functioning skills; skills which women
with ADHD already struggle to accomplish. In addition, they may have chosen to discontinue
medication, which had previously supported them. Some symptoms of postpartum depression are
similar to those of ADHD. For example: “psychomotor agitation observable by others (not just
internal restlessness)”,...[and] “diminished ability to think or concentrate or indecisiveness” 4"
ed., text rev.; DSM-IV-TR; American Psychiatric Association, 2000, p. 369). Postpartum anxiety
symptoms also overlap with ADHD symptoms, although not all of them are listed in a
corresponding way in the DSM-IV-TR (2000) 4" ed., text rev. for ADHD, such as: “restlessness
or feeling keyed up or on edge,” “difficulty concentrating or mind going blank,”...[and] “sleep
disturbance (difficulty falling or staying asleep)” (4" ed., text rev.; DSM-IV-TR; American
Psychiatric Association, 2000, p. 476).

Banks et al. (2008) reported findings that both clinical and subclinical symptoms of
ADHD symptoms “were related to higher comorbid maternal psychopathology” (p. 38). Higher
levels of ADHD corresponded to higher levels of symptoms of anxiety, obsessive-compulsive,
and hostility, but that women did not “overtly” express their feelings of hostility (p. 38). Banks et
al. (2005) stated that their findings of obsessive compulsive symptoms in postpartum women
with ADHD are new. They theorize that some symptoms listed on the Obsessive Compulsive
Scale are similar to ADHD symptoms such as, “trouble remembering things,” ‘feeling blocked in
getting things done,” ‘trouble concentrating,” and ‘your mind going blank” (p. 38). As a result,
co-morbidity of ADHD and OBS may have been previously overlooked.

Most women receive a diagnosis of postpartum depression or anxiety from their
obstetrical provider. These clinicians may not be aware of the intricacies of the inter-relationship

of ADHD and these co-morbid disorders. Women with a diagnosis of ADHD may not be able to
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adequately explain the differences and/or may not feel that their symptoms represent a co-morbid
disorder. Women without a diagnosis of ADHD may be treated for the co-morbid disorder, but
not for ADHD. Semple et al. (2011) recommended that pregnant and new mothers be screened at
physician visits for both ADHD and postpartum depression symptoms.

Perinatal mood and anxiety disorders: Effect on the mother-baby dyad. The effect of
maternal depression, anxiety and stress levels on the developing fetus is a field of research that
has been investigated by multiple disciplines. Most recently, new developments in technology
have made it possible to examine the role of genetics and epigenetics in gene expression of
infants exposed prenatally to high maternal stress levels. Although research cannot be performed
on humans, studies of animals have demonstrated that prenatal stress causes alterations in the
HPA axis and brain development in the developing fetus (Sheridan & Nelson, 2009, p. 48).

The majority of research about the effect of maternal stress, anxiety and depression has
been conducted through observations of mothers and babies during the postpartum period.
Postpartum stress has been shown to increase the likelihood of maladaptive coping strategies in
the baby, in the mother, and in the mother-baby dyad relationship (Allen, 2001; Beck & Driscoll,
2006; Kingston, Tough, & Whitfield, 2012; Semple et al., 2011: Tronick, 2007). Kingston et al.
(2012) reported findings from 18 studies that linked postpartum maternal stress with effects on
infant development in four areas: “cognitive, psychomotor, behavioral, and socio-emotional” (p.
707). Weissman et al. (2006) report “children of depressed parents have higher rates of anxiety,
disruptive, and depressive disorders that begin early, [and] often continue into adulthood”

(p. 1389). Their research demonstrated a decrease in children’s symptoms within three months, if

mother’s depressive symptoms were in remission.
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Mothers with ADHD: Effect of perinatal co-morbid disorders on mother-baby dyad.
The five research studies, included in this review about women with ADHD in early
motherhood, included maternal screenings for comorbid risk factors. Results from the Brief
Symptom Inventory (BSI-18) indicated a higher prevalence of depression and anxiety in women
with symptoms of ADHD (Banks et al., 2008; Kryski et al., 2010; Ninowski et al, 2007; Semple
et al., 2011; Watkins & Mash, 2009). However, these findings were factored out of the
researchers’ analyses, except for those of Watkins and Mask (2009): The intent of the remaining
four research studies was to correlate ADHD symptoms directly with maternal cognitions and
behaviors, and the possible effect on the mother-child dyad. Thus, there is very little research
that investigates the link between the possible combined effect of ADHD and co-morbid
disorders on the infant/mother dyad.
Maternal Self-efficacy, Self-esteem, and Parenting Locus of Control and ADHD

Banks et al. (2008), Kryski et al. (2009), Ninowski et al. (2007), Semple et al. (2011), and
Watkins and Mash (2009) reported effects of clinical and subclinical symptoms of ADHD in
mothers on maternal behavior and on the infant-mother relationship. For example, Kryski et al.
(2010) found that language and communication problems in mothers with ADHD created deficits
in infant language acquisition. This finding lends support to findings about conversational
challenges experienced by women with ADHD and extends it to the mother-infant relationship.

Self-efficacy. In a cross-sectional study, Ninowski et al. (2007) found that prenatal
mothers with ADHD had lower positive expectations regarding the infant, their prospective
maternal role, and maternal self-efficacy (p. 66). The study was not longitudinal. However it
corresponded to a study of non-ADHD mothers by Pridham, Schroeder, and Brown (2000) in

which data indicated that prenatal anxiety, depression, and marital conflict lowered a mother’s
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scores that measure self-efficacy in the prenatal period. Self-efficacy scores continued to be low
in the first month postpartum, but unaffected by depression. At three months, Pridham et al.
(2000) showed that the mother’s sense of self-efficacy was more related to the infant’s
temperament than the psychosocial factors.

Leerkes and Burney (2007) noted a link between infant temperament and maternal self-
efficacy amongst a sample of non-ADHD mothers. They reported that mothers’ confidence
erodes with babies who are easily distressed or cry for long periods of time. Mothers may react
by feeling threatened or anxious and the diminished sense of self-efficacy stayed consistent from
one month through three months postpartum ( p. 49). Implications of these three studies by
Ninowski et al. (2007), Pridham et al. (2000) and Leerkes and Burney (2007) indicate that a
lower prenatal sense of self-efficacy may affect the first three months postpartum for mothers
with ADHD, especially if the infant is easily distressed. Leerkes and Burney (2007) also
demonstrated that the experience of parental warmth and acceptance in childhood enhanced self-
esteem and self-efficacy in the prenatal period. Positive prenatal ratings of self-efficacy were
strongly predictive of positive postpartum ratings of self-efficacy, thus linking prenatal self-
efficacy and childhood parental acceptance to postpartum self-efficacy (p. 61).

Banks et al. (2008) correlated measures of parenting self-esteem, satisfaction, parental
locus of control, and disciplinary styles with maternal ADHD symptoms. Mothers with high
levels of ADHD symptoms, who had children three to six years of age, were reported to have
lower scores in parenting self-esteem and parenting self-efficacy. These findings confirm those
of Cutrona and Troutman (1986) in an early study of non-ADHD mothers: “low-self-efficacy
leads to suboptimal performance of existing skills and a lack of persistence in problem-solving

efforts ...a predominance of self-blaming...[and] higher levels of depression” (p. 1515). Watkins
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and Mash (2009) studied mothers of six-month olds. They stated that “ADHD symptoms did not
predict maternal self-efficacy over and above symptoms of psychological distress” (p. 80). They
theorized that ADHD and psychological distress symptoms overlap, making it difficult to
determine which accounts for lower scores in self-efficacy. Watkins and Mash (2009) also
posited that the differences in their findings versus those of other studies about self-efficacy may
be due to the use of different assessment tools. Differences in ages of children was not reported
as a possible factor, but may have had bearing on the differences in findings. Watkins and Mash
(2009) reported that high levels of maternal ADHD symptoms, especially of inattentiveness and
forgetfulness, correlated significantly with a decrease in maternal satisfaction (p. 81).

External locus of control. Rucklidge and Kaplan (2000) found that women with ADHD
or depression are more likely to view negative events as uncontrollable and global. The greater
the degree of depression or ADHD symptoms, the more likely women were to have this
“maladaptive attributional style” (p. 716). Although Watkins and Mash (2009) reported no
correlation between ADHD and maternal self-efficacy, they did report that mothers with ADHD
in their study tended to have an external locus of control - a seemingly contradictory finding.
Banks et al. (2008) stated that, “parents with an external parenting locus of control viewed their
child’s behavior as falling outside the reach of their parenting efforts” (p. 33). Banks et al. (2008)
also reported higher scores of maternal perceptions of an external locus of control in participants
with ADHD symptoms.

Maternal sensitivity and intrusiveness. Banks et al. (2008) correlated external locus of
control with more coercive forms of discipline. The mothers in their study also had higher scores
of inattentiveness and hostility; however, the mothers did not express hostility directly (p. 38).

Semple et al. (2010) reported that higher levels of inattentiveness and sustained attention
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correlated with maternal behaviors rated as less sensitive and more intrusive toward the baby.
Low scores on maternal sensitivity scales were based on a “lack of behaviors requiring focused
and sustained attention” (p. 467). Watkins and Mash (2009) observed an increase in “hostile-
reactive behaviours in mothers of ‘difficult infants’...as levels of maternal ADHD symptoms
increased” (p. 82).

Maternal Identity Formation — Becoming a Mother

Values and attitudes about mothering have changed dramatically in the United States
over the past 50 years. The formation of maternal identity is a psychosocial-environmental
construct that is recursive. Women may identify with or reject the larger social ideological
construct of motherhood; but they are also judged by others and judge themselves as “good” or
“bad” mothers according to it. Most research investigating the process of maternal role formation
and identification in the perinatal period appears to have been published prior to the year 2000.
More recent research approaches the topic from the perspective of role identification in relation
to work identity.

The perinatal period and maternal identity. Mercer (2004) reviewed past research on
maternal identity, previously defined as “maternal role attainment” (MRA) (p. 226). He reported
that previous research attempted to assess maternal identity achievement in terms of progress in
psychological and practical accomplishments during the prenatal and postpartum periods. Mercer
(2004) identified the prenatal and early postpartum period as a “formal stage” (p. 227) in which
the mother achieves MRA by imagining and then caring for her baby. He theorizes that mothers
copy other mothers, rely on experts and view the baby as “unique”(p. 227). The mother
progresses to the informal stage in which she learns to trust herself in her capacity to care for her

baby. MRA was theorized to be achieved when the mother feels “a sense of harmony,
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confidence, and satisfaction in the maternal role and attachment with the infant. She feels
congruence of self and motherhood as she feels her performance is accepted by others” (p. 227).

Research by Pridham et al., (2000) concurred with that of Mercer. It assessed
adaptiveness to mothering role in the first year postpartum and found that it was highest at four
months of age. However, role adaptiveness decreased significantly and was at its lowest level by
eight months. Symptoms of depression were a factor. Elek, Hudson, and Bouffard (2003)
reported no increase in parenting satisfaction from 4 — 12 months postpartum, but an increase in
maternal role self-efficacy. These contradictory findings may be due to the small sample sizes in
each of the studies. They also impart the question: What factors accurately measure MRA?

Mercer (2004) reported that more recent studies are more nuanced. They measure the
effect of depression, anxiety, baby fussiness, and support on MRA. Most significant is the study
by Kretchmar & Jacobvitz (2002) that demonstrated that participants’ recreated their
relationships with their babies based on the participants’ current relationships with their own
mothers. Participants who remembered feelings of acceptance in childhood and had a current
positive relationship with their own mothers were measured as being “more sensitive and less
intrusive” in interactions with their nine-month old babies. In mothers with positive memories of
acceptance, depression was not associated with maternal sensitivity; non-acceptance was linked
to depressive symptoms.

Mercer posited that maternal role attainment is a more fluid concept than previously
defined. He suggests four stages. Although he also correlated them with pregnancy and the first
four months postpartum, he based the stages on factors other than measures of self-competence
or self-efficacy, such as: “commitment,...attachment, learning,...physical restoration,...moving

toward new normal” [for self and family, and]...“transformation of self” to include
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Appendix P
Resource Lists for Participants

RESOURCE

Help for the emotional experience of pregnan

REFERRAL GUIDE

and the postpartum period

The following care providers specialize in postpartum care. This is not an exhaustive list of providers nor an endorsement of any particular
provider. When seeking support we recommend that you consult your primary care physician, obstetrician/midwife and/or pediatrician
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PPDMoms Hotline
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loved ones. Support, information and — pravaroups, ILeracy programs

referraly pacent sation. For
contct A COOnC
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Call i you are in crisis and need immediate support and
assistance. It's a good time to cal Crisis Services if you have not
slept in over 48 hours, are afraid to be alone or are concerned
about your safety or the safety of your child(ren)

Crisis Services offers 24 hour psychiatric assessment. They accept
all insurances and uninswred patients. Crisis evaluations take
place in your home or in the community.

Franklin County Crisis Services
Franklin County: (413) 774-5411; (800) 562-0112
MotherWoman trained staff available

COMPILED BY FRANKLIN COUNTY

POSTPARTUM SUPPORT COALITION
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Parenting Resource
Directory
org

AN extensive COmmunity resowce
gude for families; online and
at libraries and other locations.
Information on Family Centers,

Medical and Food
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RESOURCES FOR
YOUNG MOTHERS
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resources avosable for you

Franklin Healthy Families
at Community Action

A home visiting program for fest
time parents under the age of 21
Contact Community Action: (413)
7742318
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A Dnuohuﬁ Touch: A
Journey of a Mother Trying
to Come to Terms with
Postpartum Depression

by Syivia Lasalandra

Down Came the Rain:
My Journey Through
Postpartum Depression
by Brooke Shiedds

The Mother-to-Mother
Postpartum Depression
Support Book

by Sandra Pouln

Pregnant on Prozac
Shoshana Bennett, Ph D

Safety regarding medication

and altermative treatments in
pregnancy for depression, anxdety,
epolar disorder and other mood
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This Isn’t What | Expected:
Overcoming Postpartum
Depression

by Karen Klesman & Valerie Raskin
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of Franklin County
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Contact: Meme Englsh
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ServiceNet Outpatient
Mental Health Clinic
Contact Christing Newnan
Greerdeld (413) 7722935

Fran Fassler, Licsw
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[CAR R4 A1)

NELCWIT (New England
Learning Center for
Women in Transition)

Free and Confdential services for
victims and survivors of domestic
and sexual violence. For Services in
Greendeld & Orange call (413) 772
0806 or (B8E) 245 0806,

WHAT TO ASK WHEN YOU CALL

wil leave a message. if you don't geta
call back or try another provider. For

For most providers,
response within 24 mu.

Laura Morrissette, LMuc

MA Licerred Paychotherapist
Compassionate Holistic Counseling
MotherWoman Trained Counselor
Speaks khmer, Outreach Avallable
Greenfiedd and Amherst: (413) 772
6500

Sara Steingiser, Pho
Montague Psychological
Associates, Montague: (413) 774-
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urgent care, see “Crisis Services” on page one.

= Do you accept my insurance? (private, MassHealth,

Commonwealth Care)

= What special experience or training do you have in
postpartum emotional issues?

« Do you speak my language? (e.g. Spanish)

« Are you available in emergencies?

= What are your hours? Your address? Parking? Bus stop?
= How soon can | get an appointment?

« Are you able to prescribe medication If needed?

ALTERNATIVE
THERAPY
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Appendix Q

Interview Guide

“Grand Tour” Question

My understanding is that you have ADD or ADHD. I would like to understand what some of
your challenges have been in the first year of being a mother to this child and how you feel
having ADHD may have affected your experiences with these challenges. Can you recall some

challenges and how you felt you coped with them or managed them?

DEPENDING ON RESPONSES TO GRAND TOUR QUESTION

I. Probes related to challenges identified by participant and/or suggested by interviewer.

A. Challenges with establishing routines for self-care

1. What was your experience with establishing routines for yourself?
(eating, sleeping, household tasks, shopping, getting to work)
2. If you were to place yourself on a scale from “1” feeling challenged, but coping well with
it to “5” feeling overwhelmed by the challenge, where would you place yourself? (Refer
to scale for each of these challenges or overall experience, depending on response to #1)
(Show participant Appendix ....Coping with Challenges Scale)
3. Ifindicates she has routines for self — additional probes
How did you do it?
b. Any barriers?
c. Did you have support — if so what kind?
d. How old was your baby when you feel you had routines to care for self?
e. How easy/hard is it to maintain your routines?
4. Do you feel having ADD or ADHD may have contributed to the way you experienced

this challenge and coped with it? If so, in what way?

B. Challenges with establishing routines for baby care

1. What was your experience with establishing routines for your baby?
(feeding, sleeping, play, getting to daycare)

2. If you were to place yourself on a scale from “1” feeling challenged, but coping well with
it to “5” feeling overwhelmed by the challenge, where would you place yourself? (Refer

to scale for each of these challenges or overall experience, depending on response to #1)
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(Show participant Appendix ....Coping with Challenges Scale)
If indicates she has routines for baby
How did you do it?
b. Any barriers?
c. Did you have support — if so what kind?
d. How old was your baby when you feel you had routines for caring for baby?
e. How easy/hard is it to maintain routines?
Do you feel having ADD or ADHD may have contributed to the way you experienced

this challenge and coped with it? If so, in what way?

C. Other challenges with being a mother as identified by participant

(e.g. working, paying bills, getting to appointments, etc.)

1.
2.

5.

What was your experience like with this challenge?

If you were to place yourself on a scale from “1” feeling challenged, but coping well with
it to “5” feeling overwhelmed by the challenge, where would you place yourself? (Refer
to scale for each of these challenges or overall experience, depending on response to #1)
(Show participant Appendix ....Coping with Challenges Scale)

How did you cope with or manage this challenge?

Do you feel having ADD or ADHD may have contributed to the way you experienced
this challenge and coped with it? If so, in what way?

Did you have support? — if so what kind?

I1. Probes Related to Maintaining Self-Esteem, Sense of Self-Competency

1.

Do you remember how felt about yourself when you were experiencing this (these)
challenge(s)?
Do you remember how felt about yourself after resolving this (these) challenge(s)?
Do you feel that having ADD or ADHD affects your role as a mother to this child?
a. Can you explain?
Many women compare themselves to other mothers and feel better or worse about how
they are coping and managing. Did you compare yourself?
a. If so, how did you feel you compared?
b. Do you feel believe this is related to having ADHD or not related to it?

What are the strengths that you feel you bring to your role as a mother to this child?
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II1. Probes Related to Support(s) Mother Received for Caring for Self/Child in 1** Year

A. Personal Supports

1. Did you receive any support for caring for yourself and your baby in your baby’s 1*
year?
a. If so, what types of support did you receive?
(List, if necessary: partner, mother, sister, friend, doula, support group, la leche league,
lactation counselor, on-line support, therapist, medication)
b. What was helpful and not helpful about the supports you received?

2. Do you feel any of your supports addressed challenges you experienced as a mother who
has ADD or ADHD?

3. Ifyou could imagine the perfect type and amount of support for you in your baby’s first

year, what would it look like?

B. Medication

1. Did you take medication for ADHD prior to pregnancy, during pregnancy, and/or in your
baby’s first year?
a. Ifyes, was it helpful and in what way?
b. Did it influence your choice of infant feeding?
c. Ifitdid affect your choice, what helped you to make your decision?
2. Did you take medication for anxiety or depression during your pregnancy and/or in your
baby’s first year?
a. Ifyes, was it helpful and in what way?
b. Did it affect your choice of infant feeding?

c. Ifitdid affect your choice, what helped you to make your decision?

IV. WHAT DID I MISS?

Is there anything else that feels important about your experience that you would like to share

with me?
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Coping with Challenges Scale

Challenge:

How much of a challenge was it for you?

1 2 3 5
Little bit A lot Huge
How do you feel you coped with it?

1 2 3 5

Coped well Coped, but it was hard Overwhelmed
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Appendix R
Informational and Demographic Questions Form

1) What is your age?

2) What is your baby’s age in months?

3) How old were you when you were diagnosed with ADD or ADHD?

4) Check which type of ADHD (if known)
Inattentive type Hyperactive type
Combined inattentive and hyperactive type
5) What professional made the ADD or ADHD diagnosis? (check one)
physician psychologist other mental health provider

other

6) Circle any of the following diagnoses you received during this pregnancy
Anxiety Depression
7) Circle any of the following diagnoses you received during your baby’s 1* year

Anxiety Depression

8) When your baby was born:

How many adults (18 years or older) lived in your household?

How many children (less than 18 years old) lived in your household?

9) What was your marital status at the time of your baby’s birth?
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11) How do you identify your racial/ethnic heritage? (Policy, Management and Budget Offices,
Office of Civil Rights, 2005)
Check as many as apply

American Indian or Alaska Native
Asian
Black or African American
Hispanic or Latino
Native Hawaiian or Pacific Islander
_ White
Additional

12) What is the highest year or level of education that you completed?
______Some high school
____ High School graduate or GED
Some college or technical school
Associates degree
Bachelor degree
Graduate or professional degree
13) What is your annual family income?
_$20,000 or less
~$20,000 - $50,000
850,000 - $75,000
875,000 - $100,000
__$100,000 or more

I don’t know or prefer not to answer

Policy, Management and Budget Offices, Office of Civil Rights (2005). Ethnicity and race identification. U.S. Office
of Personnel Management guide to personnel data standards, Standard Form 181, 42 U. S. C. Section 2000e-16,
NSN 7540-01-099-3446. Retrieved from http://www.doi.gov/pmb/eeo/index.c
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Appendix S

Scoring Rubric of Adult ADHD Self-Report Scale ASRS-v1.1©

Table S1

Scoring Rubric of ASRS-vI.1©

Questions 1 2 3 4 5
How often do you/did you....

Have trouble wrapping up the final details of a project once the challenging parts are X X X
done?

Have difficulty getting things in order when you had to do a task that required X X X
organization?

Have problem remembering appointments or obligations? X X X
Avoid or delay getting started when you had a task that required a lot of thought? X X
Fidget or squirm with your hands of feet when you had to sit down for a long time? X X
Feel overly active and compelled to do things, like you were driven by a motor? X X

Note. Score I=never; 2=rarely; 3=sometimes; 4= often; 5=very often. Scores marked with “X” meet threshold for
that question. Adapted from “The World Health Organization Adult ADHD Self-Report Scale (ASRS): a short
screening scale for use in the general population,” by Kessler et al., 2005, Psychological Medicine, 35(2), 245-256.
Also adapted from “Adult ADHD Self-Report Scale (ASRS-v1.1) Symptom Checklist Instructions.” by Pete Quily.
Retrieved from http://www.addcoach4u.com/documents/adultadhdscreenertest1.pdf
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Appendix T

Quantitative Study Scoring of ASRS-v1.1© (Kessler et al., 2005)

Table T1

Quantitative Study: Before Pregnancy or Children Scoring of ASRS-vI.1©

Questions 1 2 3 4 5

How often do you/did you.... n=(%) n=(%) n=(%) n=(%) n=(%) N=
Have trouble wrapping up the final details of a 7 26 20 5 1 59
project once the challenging parts are done? (11.9) (44.1) (339 (8.5 (1.71)

Have difficulty getting things in order when 13 30 10 5 1 59
you had to do a task that required (22.0) (50.8) (16.9) (8.5) (1.7)
organization?

Have problem remembering appointments or 20 47.5( 8 3 0 59
obligations? (33.9) 28.0) (13.6) (5.1) (0)

Avoid or delay getting started when you had a 5 29.3 26 7 3 59
task that required a lot of thought? (8.6) (17.0) (44.8) (12.1) (5.2)
Fidget or squirm with your hands of feet when 12 424 9 7 6 59
you had to sit down for a long time? (20.3) (25.0) (15.3) (11.9) (10.2)

Feel overly active and compelled to do things, 15 339 14 7 3 59
like you were driven by a motor? (25.4) (20.0) (23.7) (11.9) (5.1)

Note. Score I=never; 2=rarely; 3=sometimes; 4= often; 5=very often. Shaded scores met the criteria threshold for
that question. Adapted from “The World Health Organization Adult ADHD Self-Report Scale (ASRS): a short
screening scale for use in the general population,” by Kessler et al., 2005, Psychological Medicine, 35(2), 245-256.
Also adapted from “Adult ADHD Self-Report Scale (ASRS-v1.1) Symptom Checklist Instructions.” by Pete Quily.
Retrieved from http://www.addcoach4u.com/documents/adultadhdscreenertest1.pdf

Table T2 - Next page
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Appendix T (continued)

Quantitative Study Scoring of ASRS-v1.1© (Kessler et al., 2005)

Table T2

Quantitative Study: Since Your First Baby was Born Scoring of ASRS-v1.1©

Questions 1 2 3 4 5

How often do you/did you.... n=(%) n=(%) n=(%) n=(%) n=(%) N=
Have trouble wrapping up the final details of a 4 9 20 22 4 59
project once the challenging parts are done? (6.8) (153) (339 ((373) (6.9)

Have difficulty getting things in order when you had 4 12 17 18 8 59
to do a task that required organization? (6.8) (20.3) (28.8) (30.5) (13.6)
Have problem remembering appointments or 3 12 30 6 8 59
obligations? (5.3) (20.3)) (50.8) (10.2) (13.6)
Avoid or delay getting started when you had a task 3 6 19 19 12 58
that required a lot of thought? (5.3) (10.26) (32.2) (32.2) (20.3)
Fidget or squirm with your hands of feet when you 8 22 14 10 5 59
had to sit down for a long time? (13.6) (37.3) (23.7) (16.9) (8.5)

Feel overly active and compelled to do things, like 12 17 16 6 8 59
you were driven by a motor? (20.3) (28.8) (27.1) (10.2) (13.6)

Note. Score I=never; 2=rarely; 3=sometimes; 4= often; 5=very often. Shaded scores met the criteria threshold for
that question. Adapted from “The World Health Organization Adult ADHD Self-Report Scale (ASRS): a short

screening scale for use in the general population,” by Kessler et al., 2005, Psychological Medicine, 35(2), 245-256.
Also adapted from “Adult ADHD Self-Report Scale (ASRS-v1.1) Symptom Checklist Instructions.” by Pete Quily.
Retrieved from http://www.addcoach4u.com/documents/adultadhdscreenertest1.pdf
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Appendix U

> 50% of Aggregated Scores That Met ASRS-v1.1© Threshold for Possible ADHD Diagnosis

Table Ul

Quantitative Study Aggregated Scores Threshold for Possible ADHD Diagnosis

Before After
Children Birth of Child

N=59 n= (%) n= (%)
Question 1 26 (44) 46 (78)
Question 2 16 (27) 43 (73)
Question 3 11(19) 44 (75)
Question 4 10 (17) 31 (53)
Question 5 13 (22) 15 (25)
Question 6 10 (17) 14 (24)

Note. Shaded = >50% of respondents met threshold for ASRS-v1.1 criteria diagnosis for this question.
Before the pregnancy or birth of children, aggregate scores did not meet ASRS-v1.1 criteria. After birth,
> 50% of aggregate scores met the threshold of a minimum of 4 questions for a possible ADHD
diagnosis. 2-3 Respondents have an ADHD diagnosis and 3 Respondents “suspect” they have an ADHD
diagnosis. Greatest increase in # respondents who met measure after birth of baby: Question 1 (134%);
Question 2 (146%); Question 3 (156%); Question 4 (136%). Minimal change: Question 5 (13%);

Question 6 (17%).

Table U2

Qualitative Study Aggregated Scores Threshold for Possible ADHD Diagnosis

Before After
Children Birth of Child
N=9 n= (%) n= (%)
Question 1 8 (88) 9 (100)
Question 2 7 (77) 6 (67)
Question 3 5(56) 6 (67)
Question 4 6 (67) 6 (67)
Question 5 8 (88) 6 (67)
Question 6 4 (45) 5(56)

Note. Shaded =>50% of respondents met threshold for ASRS-v1.1 criteria diagnosis for this question.
Before and after birth of child, >50% aggregate score met criteria of at least 4 positive responses to
ASRS-v1.1 questions for possible ADHD diagnosis. Before pregnancy and birth of children >50% of
aggregate score met criteria for five out of six questions; after birth of children, all six questions met
criteria. Increased average score from before to after birth of child: Question 1 (112%); Question 3
(111%); Question 6 (111%). Decreased average score: Question 2 (|, 10%); Question 5 ({21%). No

change: Question 4.
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Appendix V
Qualitative Study Scoring of ASRS-v1.1© (Kessler et al., 2005)
Table V1

Qualitative Study: Before Pregnancy or Children Scoring of ASRS-v1.1©

Questions 1 2 3 4 5

How often do you/did you.... n=(%) n=(%) n=(%) n=(%) n=(%) N=
Have trouble wrapping up the final details of a project 0 1 2 3 3 9
once the challenging parts are done? (11.1) (22.2) (33.3) (33.3)
Have difficulty getting things in order when you had 1 1 1 1 5 9
to do a task that required organization? (11.1) (11.1) (11.1) (11.1) (55.6)
Have problem remembering appointments or 0 4 1 2 2 9
obligations? (44.4) (11.1) (22.2) (22.2)
Avoid or delay getting started when you had a task 0 1 2 4 2 9
that required a lot of thought? (11.1) (22.2) (44.4) (22.2)
Fidget or squirm with your hands of feet when you 0 1 1 2 5 9
had to sit down for a long time? (11.1) (11.1) (22.2) (55.6)

Feel overly active and compelled to do things, like 0 4 1 1 3 9
you were driven by a motor? (444) (11.1) (11.1) (33.3)

Note. Score I=never; 2=rarely; 3=sometimes; 4= often; 5=very often. Shaded scores met the criteria threshold for
that question. Adapted from “The World Health Organization Adult ADHD Self-Report Scale (ASRS): a short
screening scale for use in the general population,” by Kessler et al., 2005, Psychological Medicine, 35(2), 245-256.
Also adapted from “Adult ADHD Self-Report Scale (ASRS-v1.1) Symptom Checklist Instructions.” by Pete Quily.
Retrieved from http://www.addcoach4u.com/documents/adultadhdscreenertest1.pdf

Table V2 — Next page
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Appendix V (continued)
Qualitative Study Scoring of ASRS-v1.1© (Kessler et al., 2005)
Table V2

Qualitative Study: Since Your First Baby was Born Scoring of ASRS-v1.1©

Questions 1 2 3 4 5

How often do you/did you.... n=(%) n=(%) n=(%) n=(%) n=(%) N=
Have trouble wrapping up the final details of a 0 0 2 2 5 9
project once the challenging parts are done? (22.2) (22.2) (55.6)
Have difficulty getting things in order when you 0 3 1 2 3 9
had to do a task that required organization? (33.3) (11.1) (22.2) (33.3)
Have problem remembering appointments or 0 3 4 0 2 9
obligations? (33.3) (444 (22.2)
Avoid or delay getting started when you had a task 1 0 2 4 9
that required a lot of thought? (11.1) (22.2) 44.4) (22.2)
Fidget or squirm with your hands of feet when you 1 1 1 4 2 9
had to sit down for a long time? (11.1) (11.1)  (11.1) (444) (22.2)

Feel overly active and compelled to do things, like 0 2 2 3 2 9
you were driven by a motor? (22.2) (22.2) (333) (22.2)

Note. Score I=never; 2=rarely; 3=sometimes; 4= often; 5=very often. Shaded scores met the criteria threshold for
that question. Adapted from “The World Health Organization Adult ADHD Self-Report Scale (ASRS): a short
screening scale for use in the general population,” by Kessler et al., 2005, Psychological Medicine, 35(2), 245-256.
Also adapted from “Adult ADHD Self-Report Scale (ASRS-v1.1) Symptom Checklist Instructions.” by Pete Quily.
Retrieved from http://www.addcoach4u.com/documents/adultadhdscreenertest1.pdf
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Appendix W
Qualitative Study: Co-morbidity and ADHD Medication

Table W1

Perinatal Symptoms Versus Diagnoses of Depression and Anxiety

Prenatal Postnatal
Other
Co-morbid Undiagnosed  Diagnosis Undiagnosed Diagnosis
1 Bi-polar - Anxiety & 0 - Depression -
OCD Depression Mild
[ — — — —
C J— — — —
4 - Anxiety 0 - e Anxiety
5  Autism & Anxiety & A-2"child =
Sensory Depression D-I"&2
Symptoms 2nd and 3" child
pregnancies
6 Sensory Anxiety & A- all children Anxiety — 5"
Symptoms Depression D-7"&2" child
All child
pregnancies
7 Bi-polar = - bp A
Sensory
8 Sensory = - Anxiety- 3 Adj. Disorder
pregnancy 2" child
Depression - all Anxiety -3
pregnancies child after 3
months
9 OCD - ——— e Depression
Symptoms 3" child

ADHD
Classification

Inattentive

Combined

Inattentive

Combined

Combined

Inattentive

Combined

Combined

Inattentive

Table W2 — Next page
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Table W2

Appendix W (continued)

Qualitative Study Frequency of ADHD Medication Use

Qualitative Study: Co-morbidity and ADHD Medication

Before pregnancy While trying to conceive During pregnancy During breastfeeding
1 Discontinued No No No
2 Yes No No No
3 Yes Off and on No No
4 No No No No — Physician advice
5 Discontinued No No No
6 Discontinued. No No No — Physician advice
7 Yes Yes No No

Pot Pot

8 Yes No Yes - Ritalin Yes — Ritalin
9 Yes Unknown No Anti-depressant after 3™ birth.
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