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 ABSTRACT 

AIM  

To study the prevalence of Adult ADHD in Substance Use Disorder patients and to study the Characteristics in Substance Use 

Disorder patients with and without Adult ADHD. 

 

METHODS  

The study was conducted in the Psychiatry Department of Mansoura University Hospital, Egypt. Both inpatients and outpatients 

who screened positive for any one of the substances like Alcohol, Opioids, Amphetamine or Cannabis were approached to enter the 

study. Out of these, those patients who gave informed consent and satisfied the inclusion and exclusion criteria and met the DSM IV 

TR diagnosis for substance use disorder for dependence or abuse, entered the study and completed the patient intake form; 100 such 

consecutive patients were screened for symptoms of Adult ADHD by administering the first six questions of Part A of Arabic version 

of Adult ADHD self-report scale–VI.I (ASRS- VI.I) symptom checklist. Only the first six questions which are found to be the most 

predictive of symptoms were included for screening. Those patients who answered positive for four or more questions were further 

interviewed using Diagnostic Interview of Adult ADHD (DIVA) to make a diagnosis of Adult ADHD in these patients; 97 patients 

completed all the parts of study questionnaire. The prevalence of the Adult ADHD inpatients with substance use disorders was 

calculated and relationship between the groups - Substance use disorder with ADHD (SUD with Adult ADHD) and Substance use 

disorders without ADHD (SUD without Adult ADHD) were studied and results statistically analysed using SPSS software. 

 

RESULTS  

The prevalence of Adult ADHD among the substance use disorder patients was found to be 27.8%, which constituted 

approximately more than one-fourth of the study population. The groups did not differ significantly in terms of socio-demographic 

profile. The SUD with Adult ADHD had significantly mean early age of onset 20 years Vs 32 years in the other group. This group also 

had mean longer duration of substance use 12.37 Vs 4.31 years and higher relapse rate 3.91 times compared to 1.11 times in SUD 

without Adult ADHD group. 

 

CONCLUSION  

The prevalence of Adult ADHD in Substance use disorder patient is high. Comorbid Adult ADHD in substance use disorder 

patients prolongs the course of substance use disorder and contributes to high relapse rates in these groups of patients. 
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INTRODUCTION 

Adult ADHD has only recently become the focus of widespread 

clinical attention.1 especially in developing countries. The data 

on prevalence of Adult ADHD are limited and it may affect up 

to 5% of adult population.2  
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But the prevalence is much greater in the substance use 

disorder patients and many studies consistently show that.3,4 

15% to 25% of adults with a lifetime history of SUD may have 

ADHD.5 

The study of comorbidity between SUD and Adult ADHD is 

relevant to both research and clinical practice and 

understanding the relationship between two disorders is very 

essential. SUD patients with ADHD are reported to have worse 

treatment outcomes for both SUD.6 and ADHD.7 ADHD is 

associated with more severe and longer duration of SUD, lower 

remission rates and more difficulty in SUD treatments.8,9,10,11 

Adults with both ADHD and SUD have been reported to have 

earlier onset of substance abuse relative to adults without 

ADHD.12  
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The identification of specific risk factors of SUD within 

ADHD may permit targeted treatments for both disorders at 

earlier stages of their expression, potentially dampening the 

morbidity, disability and poor long-term prognosis in 

adolescents and adults with this comorbidity.13,14 

Hence, we did a cross-sectional analysis and studied the 

groups, SUD with and without ADHD to determine how the 

groups differed in terms of their socio-demographic profile 

and some of the characteristics which can determine the 

severity and chronicity of the substance use disorder patients. 

 

METHODS 

Subjects 

The study was conducted from February to August 2015 and 

was approved by the Ethical Committee. Patients attending the 

outpatient and inpatient unit in the Psychiatry Department of 

Mansoura University Hospital, Egypt, who screened positive 

for one or more of the substances like Alcohol, Opioids, 

Amphetamine, stimulants, Cannabis were approached to 

participate in the study. Written informed consent was 

obtained from all the participants. The patients were 

interviewed by a trained professional and those who satisfied 

the inclusion criteria, age between 18 to 65 years and current 

DSM IV TR diagnosis of substance use disorders and exclusion 

criteria, not affected by any severe mental or neurological 

disorders like psychosis, affective disorders, Dementia, 

Parkinson’s, entered the study.  

100 consecutive patients were enrolled into the study and 

requested to complete all parts of the patient intake form 

which consisted of demographic data, details regarding their 

substance use, screening questions for Adult ADHD from the 

Arabic version of the Adult ADHD self-report scale.15 The 

patients were further subjected to Diagnostic Interview for 

ADHD in Adults (DIVA) for making a final diagnosis. Out of 100, 

97 patients completed all parts of the study. Three patients 

dropped out due to non-availability of an informant to 

complete DIVA and due to physical health reasons. 

 

Screening for Substance Abuse 

Alcohol was measured by enzymatic method by oxidation to 

acetaldehyde with NADH+, a reaction catalysed by alcohol 

dehydrogenase ADH.16 

For qualitative assessment of opiate, cocaine 

(Benzylecgonine) and amphetamine in urine, an initial 

immunoassay screening test was carried on with a cut-off of 

(300 ng/mL, 300 ng/mL and 500 ng/mL) respectively, and 

confirmatory test of gas chromatography-mass spectroscopy 

(GC-MS) was done if needed.17 

For opiate, urine is treated first with acid to hydrolyse the 

glucuronides and with hydroxylamine, and then extracted 

with solid-phase extraction column. For cocaine, derivatives of 

benzoylecgonine after extraction from urine were analysed 

with deuterated internal standard in the selected ion-

monitoring mode. 

 

Assessment Measures 

Screening for Adult ADHD was done by Arabic version of Adult 

ADHD self-report scale-VI.I (ASRS-VI.I) symptom checklist. 

Only the first six questions which are found to be the most 

predictive of symptoms were included for screening.18,19 

Diagnostic interview for ADHD in Adults (DIVA 2.0) is a 

structured interview for ADHD in adults.20,21 It is divided into 

three parts that are each applied to both childhood and 

adulthood, the criteria for Attention deficit (A1), the criteria 

for Hyperactivity-Impulsivity (A2), the age of onset and 

impairment accounted for by ADHD symptoms. The patients 

were diagnosed as having Adult ADHD if they scored six or 

more for each of the symptom domains of Attention deficit (A) 

and Hyperactivity-Impulsivity (HI) in childhood and during 

adult life with evidence of life-long persistent course with 

impairment in at least two situations and these symptoms not 

explained by another psychiatric disorder. 

 

Statistical Analysis 

Statistical analysis was done using IBMSPSS 23 program and 

methods according to Landau and Everitt (2004).22 

 

RESULTS 

Out of the 97 participants who completed the study, 27 were 

diagnosed to have comorbid Adult ADHD. A cross-sectional 

prevalence rate was calculated to be 27.8%. The group SUD 

with ADHD had 27 subjects and without ADHD had 70 

subjects. The two groups were then compared and statistically 

analysed. 
 

 

Groups SUD without ADHD SUD with ADHD Total P 
No. of Patients 70 27 97  
Male/Female 66/4 24/3 90/7 0.451 

Age (+SD) in years 38.09+5.84 34.17+5.84 40.92 + 5.84 0.8459 

Residence 
Urban 19 (27.1 %) 17 (63.0%) 39 (45.4%) 0.2721 

Suburban 13 (18.6 %) 7 (25.9%) 20 (23.3%) 0.3743 
Rural 38 (54.3 %) 3 (11.1%) 37 (43.0%) 0.1024 

Education 

Primary 6 (8.6%) 1 (3.7 %) 7 (8.1%) 0.1701 
Preparatory 38 (54.3%) 4 (14.8%) 38 (44.2%) 0.2414 
Secondary 20 (28.6%) 19 (70.4%) 40 (46.5%) 0.2723 
University 6 (8.6%) 3 (11.1%) 11 (12.8%) 0.4814 

Marital status 
Married 32 (45.7%) 5 (18.5%) 34 (39.5%) 0.2518 

Unmarried 10 (14.3%) 10 (37.0%) 22 (25.8%) 0.3619 
Divorced 28 (4.0%) 12 (44.4%) 40 (46.5%) 0.8732 

Employment 
Employed 29 (41.4 %) 23 (85.2%) 54 (62.8%) 0.5424 

Unemployed 41 (58.6%) 4 (14.8%) 42 (48.8%) 0.2432 

Socioeconomic status 
Low 32 (45.7%) 1 (3.7.9 %) 29 (33.7%) 0.012* 

Average 33 (47.1%) 11 (40.7%) 43 (50 %) 0.812 
High 5 (7.1%) 15 (55.5%) 24 (16.3%) 0.032* 

Table 1 
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Table 1 shows the comparison between two groups. The groups had excess of male subjects and few females but the difference 

not statistically significant. The groups were comparable in terms of age, area of residence, level of education and marital status; 

45.7% of patients from SUD without ADHD belonged to low socioeconomic status and 55.5% of SUD with ADHD were from high 

socioeconomic status and the result was statistically significant at 95% confidence interval. 
 

Groups SUD without ADHD SUD with ADHD Total P 
Age of onset of SUD in years 32.77+6.25 20.15+2.1 31.44 +4.2 0.006* 

Duration of SUD in years 4.31+4.1 12.37+6.07 8.09+5.5 0.012* 
Average number of hospitalization 1.55+0.83 3.15+1.94 2.38+1.04 0.278 

Hospitalization days 66.67+33.6 92.63+15.36 84.99+25.48 0.456 
Average relapse times 1.11+1.2 3.91+1.4 1.89+1.25 0.056* 

Total duration of abstained days 67.5+33.31 89.66+15.69 84.37+24.5 0.545 
Mean days of abstinence in each abstinent period 54+29.48 19.84+11.2  0.169 

Table 2 
 

Table 2 shows the comparison of the two groups, SUD with 

and without ADHD on the characteristics which can determine 

the onset and longitudinal course of the illness. SUD with 

ADHD group had an early age of onset of substance use 20.15 

years when compared to SUD without ADHD who had a mean 

age of onset at 32.77 years. 

The total duration of substance use among SUD with ADHD 

was 12.37 years, which was longer than 4.31 years in patients 

with SUD without ADHD. 

SUD with ADHD had more relapse rate. They relapsed on 

an average 3.91 times compared to 1.11 times in SUD without 

ADHD. 

The two groups were also compared for the average 

number of hospitalization and average total number of days 

spent in hospital. The SUD with ADHD had an increased 

number of hospital admissions 3.15 Vs 1.55 times and more 

days spent in hospital 92.63 Vs 66.67 days, but the difference 

was not statistically significant. 

The SUD with ADHD had a shorter abstinent duration per 

abstinent period; 19.84 Vs 54 days in the SUD without ADHD 

group. 

 

DISCUSSION 

The current findings indicate the prevalence of comorbid 

Adult ADHD among SUD patients in our study population was 

much higher 27.8% compared to the prevalence rate in the 

general population. This prevalence rate was comparable to 

the result of the recent meta-analysis by Van Emmerik-Van 

Oortmersser et al 2013 (Based on 12 studies in adult 

treatment seeking SUD patients).23 which reported the pooled 

Adult ADHD prevalence rate at 23.3%. The results are also 

comparable to another study conducted in Egypt by A. 

Abdelkarim et al 2013.24 which quoted a prevalence rate of 

35.3%. The slight variations in the prevalence rate could be 

attributed to the different diagnostic instruments used to 

make a diagnosis of Adult ADHD in SUD patients. 

Our study showed no significant difference between the 

two groups in terms of age, area of residence, educational 

level, marital status or employment, but SUD with ADHD was 

more prevalent in the high socioeconomic status. Previous 

studies have shown that Adult ADHD was more prevalent in 

high income countries 4.2% and lower prevalence in lower 

income countries.19 and other studies show that there is no 

difference between SUD with and without ADHD in terms of 

their socioeconomic status.25 The result needs further 

evaluation and research to determine if the socioeconomic 

status is a determinant for increased Adult ADHD prevalence 

in SUD patients. 

The mean age of onset in SUD with ADHD was 20 years, 

which replicate the findings by Wilens et al 2004.4 who 

showed that the age of onset was 19 years in their study 

population. But the mean age of onset in SUD without ADHD 

patients in our study was 32 years compared to 22 years by 

Wilens et al 2004.4 Hence in our study group SUD with ADHD 

patients had started abusing substances 10 years earlier than 

their counterparts without ADHD. 

The total duration of substance use was significantly much 

longer in SUD with ADHD subjects, 12 years at the time of 

presentation compared to 4 years in the SUD without ADHD. 

This is similar to the findings by Wilens et al 2004.4 who found 

that the duration of the substance abuse was longer in adults 

with ADHD than in those without. 

One of the important result of the study is that the SUD 

with ADHD had a higher relapse rate 3.91 times compared to 

1.11 times in the other group, which was statistically 

significant. This proves that the symptoms of inattention, 

hyperactivity and impulsiveness play a major role in SUD 

patients to determine their compliance to treatment and high 

rate of relapse in this group of patients. 

The average number of hospitalizations was more, 3.15 

times in SUD with ADHD subjects compared to 1.55 time in 

those without ADHD. Though the difference is not significant 

it was similar to other studies.24 which showed higher number 

of hospital admissions in SUD with ADHD group compared to 

those without. 

Patients in SUD with ADHD group were abstinent for an 

average 19.84 days per abstinent period compared to 54 days 

in the other group. Though the result not significant which may 

be due to small sample size, gives an indication of the chronic 

nature of SUD in this group. 
 

LIMITATIONS 

The findings of this study needs to be viewed in light of some 

of the methodological limitations. We had a small sample size. 

The SUD category represented broad range of substance use 

from alcohol use to substance dependence and we would not 

be able to differentiate the effect of Adult ADHD in accordance 

to the substance used. The diagnosis obtained by structured 

interview were based on the retrospective recall of illness such 

as the age of onset and duration of illness, which are subject to 

recall bias. Another limitation is the cross-sectional design of 

the study, which prevents us from making a causal inferences 

on the association that we found. 
 

CONCLUSION 

Despite these limitations, our study data supports the previous 
studies which clearly indicate high prevalence rate of Adult 
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ADHD in SUD patients. The comorbidity of Adult ADHD clearly 
influences the onset and course of the substance use in these 
individuals leading to prolonged course of the disorder and 
higher relapse rates, hence posing greater challenges for 
management and increasing burden on the mental health 
resources. There is an urgent need for all mental health 
professionals to routinely screen all the substance use 
disorder patients for symptoms of Adult ADHD and focus on 
treatment of both the disorders concurrently to achieve 
greater benefits in treating substance use disorders. 
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