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ABSTRACT 

 

ADULT ATTACHMENT AND RELATIONSHIP QUALITY IN PARENTS OF CHILDREN 

WITH ATTENTION DEFICIT HYPERACTIVITY DISORDER  

 

FATAHYAH YAHYA 

 

ABSTRACT 

This study aimed to explore the influence of adult attachment on relationship 

quality in parents of children with ADHD.  A mixed methods design was used to 

address the research objectives.  Study One (quantitative) explored the different 

pressures that having a child with ADHD places on parents with different 

attachment styles, and how the parents differ in their way of responding to such 

pressures based on their attachment styles. Two hundred and fifty four 

participants were employed: 101 parents of children with ADHD, and 153 

parents of children without ADHD.  Four established questionnaires were used:  

Connors Parental rating Scale (CPRS), Communication Pattern Questionnaire 

(CPQ), Experience in Close Relationship (ECR), and Dyadic Adjustment Scale 

(DAS).  The results showed that parents of children with ADHD reported greater 

marital conflict and worse dyadic adjustment than parents of children without 

ADHD. Moreover, behavioural problems in children with ADHD correlated 

negatively with interpersonal relationship in the parental couple. Finally, 

attachment style moderated the impact of ADHD symptoms on interpersonal 

problems in the couple.   

 

On the other hand, Study Two (qualitative) explored parents’ experiences of how 

the disorganised behaviour of children with ADHD or the normal naughtiness of 

children without ADHD had an impact on the relationship. The differences 

between parents with children with and without ADHD with regard to their 

attachment styles were also studied.  Forty eight participants extracted from the 
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Study One were participated in this Study Two.  The results through the thematic 

analyses indicated that parents of children with ADHD experienced the stress 

related to their children’s condition which was negatively affected their couple 

relationship.  Not only that, the parents with different attachment styles 

experienced differently in both group. In considering both studies, the qualitative 

themes may explain how attachment insecurity moderates the impact of having 

a child with ADHD on relationship variables. The theme may be particularly 

important, as it may have a negative influence on the interpersonal 

communication of the parents with insecurity attachment.  It is proposed that 

this research can make a contribution towards relevant intervention programs to 

facilitate support for parents of children with ADHD. 
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CHAPTER ONE - INTRODUCTION 

This chapter explains the problem under investigation, and justifies the research 

objectives, research hypotheses and research questions. 

 

Statement of the Problem 

Attention Deficit Hyperactivity Disorder (ADHD) 

Attention-Deficit Hyperactivity Disorder (ADHD) was identified almost 100 years 

ago (Green & Chee, 1997). It is one of the most commonly diagnosed childhood 

psychiatric disorders (Cunningham, Benness & Siegel, 1988; Buhrmester, 

Camparo, Christensen, Gonzalez & Hinshaw, 1992; Rowland et al., 2002), 

affecting approximately 3-5%, around 2 million children, in the United States 

(National Institute of Mental Health, 2004), and approximately 2-5% of all 

children in the world (Green & Chee, 1997). 

 

The disorder constitutes a chronic neuro-biological condition characterised by 

developmentally inappropriate attention skills, impulsivity and/or hyperactivity 

(DSM-IV; American Psychiatric Association, 1994). Symptoms include: 

inattention, hyperactivity and impulsivity, which commonly begin to appear in a 

child’s early life, with impulsiveness and hyperactivity occurring first, followed 
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later by inattention (National Institute of Mental Health, 2004). The main 

symptoms of ADHD are more common among: boys than among girls, 

preadolescents than among adolescents; and urban than among rural children 

(Hinshaw, 1994). The DSM-IV-Academic Psychiatric Association (1994) identifies 

three subtypes of ADHD to be used by professionals when diagnosing: the 

predominantly hyperactive-impulsive type that does not show significant 

inattention; the predominantly inattentive type that does not show significant 

hyperactive-impulsive behaviour; and the combined type that displays both 

inattentive and hyperactive-impulsive symptoms.  

 

According to the National Institute of Mental Health (2004), inattention refers 

to: difficulty in paying attention, listening to instructions, and concentrating, 

becoming bored with a task after only a few minutes; poor handwriting, 

coordination and movement planning; finding it very difficult to learn, and 

sometimes daydreaming the time away. Impulsivity refers to: appearing 

immature; acting without thinking; lacking awareness and sensitivity to those 

around them; being argumentative or over-reacting to minor problems; rushing 

into a task and moving from one unfinished task to another. Hyperactivity 

means: having difficulty waiting in turn; over-activity or restlessness; aggression; 

engaging in dangerous activities without considering the consequences; talking 

excessively and maybe having difficulty playing quietly. More ADHD symptoms 

will be discussed in the next section. 

 

All children are sometimes hyperactive, demonstrating the behaviours discussed 

above. However, ADHD may be suspected if the child demonstrates behaviour 

that is very difficult to manage, along with poor social relationships and poor 

concentration, which is affecting school performance. In this case, it is important 

that the child receives a thorough examination and appropriate diagnosis by a 

qualified professional, (National Institute of Mental Health, 2004). 
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We cannot change the inborn predisposition, since ADHD is present at birth 

(Green & Chee, 1997). However, we can modify the home environment to help 

these ADHD children behave and achieve to their maximum potential. A 

potential mediator between children who have ADHD and the home 

environment is the attachment style of their parents within the couple 

relationship. Attachment Theory holds that an infant needs to develop a 

relationship with at least one primary caregiver for social and emotional 

development to occur normally. However, Attachment Theory also extends to 

adult romantic relationships (Hazan & Shaver, 1987). Four styles of attachment 

have been identified in adults: secure, anxious-preoccupied, dismissive-avoidant 

and fearful-avoidant. These correspond approximately to the four main infant 

classifications: secure, insecure-ambivalent, insecure-avoidant and 

disorganised/disoriented.  

 

It is argued in this thesis that identifying the relevant attachment styles of the 

parents and also the pattern of their conflict resolution within the couple 

relationship could be helpful in managing ADHD children in the family 

environment. The following section discusses ADHD symptoms and Attachment 

Theory.  

 

Thompson et al. (1996) argues that the predominant characteristics of ADHD 

include developing patterns of hyperactivity, impulsivity and inattention, which 

are manifested in inappropriate circumstances in terms of both time and place. 

Other studies confirm this, and add that ADHD is looked upon as one of the 

patterns of chronic ill health most prevalent among children (American Academy 

of Paediatrics, 2000).  

 

Hyperactivity, or motor excess, is perhaps the most conspicuous of these 

primary symptoms (Warner-Rogers, 1998). It can take many forms but the most 

noticeable include a tendency to excessive body movement and vocal responses 

(Green & Chee, 1997). Sufferers often fidget or wriggle in their seat (Serfontein, 
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1990). They also tend to move from their seats when expressly asked not to, 

often disturbing others in the process. This is part of a pattern of attention-

seeking behaviour that also includes restlessness and a tendency to over-react. 

These symptoms are usually held to be the behaviour patterns of the ADHD 

subgroups that provoke the most annoyance (Green & Chee, 1997). 

 

The most marked characteristic of impulsivity among children with ADHD is 

impatience; in particular, having difficulty in delaying a response in specific 

circumstances. This can involve being unable to wait their turn, such as by 

interrupting or shouting out answers to incomplete questions or by intruding 

into other people’s space (Serfontein, 1990). They will often make comments out 

of turn or simply interrupt. They may seek to open conversations at 

inappropriate times (Warner-Rogers, 1998).  

 

Finally, inattention manifests as a difficulty in remaining both attentive (Landau 

& Mc Aninch, 1993), and vigilant (Serfontein, 1990). Consequently, those who 

manifest this symptom shy away strongly from activities that require them to 

apply themselves in a sustained way, to concentrate closely, or to sustain their 

mental effort (Wood & Ploof, 1997). Studies indicate that ADHD children find it 

difficult to concentrate, and are prone to careless mistakes in their school work. 

There is also a tendency to flit from one activity to another without completing 

any of them (Warner-Rogers, 1998). The DSM-IV (American Psychiatric 

Association, 1994) identifies three subtypes of ADHD: (1) Combined Type: both 

inattention and hyperactivity-impulsivity symptoms; (2) Inattentive Type: 

inattention but not hyperactivity-impulsivity symptoms; and (3) Hyperactive-

Impulsive Type: hyperactivity-impulsivity but not inattention symptoms. 

 

ADHD tends to occur alongside other disorders, such as Coordination Problems 

(Serfontein, 1990), Conduct Disorder or Oppositional Defiant Disorder (Pelham, 

Gnagy, Greemslade & Milich, 1992; and Warner-Rogers, 1998) and Learning 
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Disorders (DuPaul & Stoner, 2003; and Taylors, 1994). These disorders are 

viewed as symptoms of ADHD at the secondary level. Coordination is associated 

with fine motor skills. Children with coordination problems find it difficult to 

learn ‘fiddly’ tasks. They tend to have trouble with hopping, skipping and 

jumping, kicking and catching (Serfontein, 1990). Conduct Disorder involves a 

pattern of behaviour that is persistent and repetitive. It can include cheating and 

stealing, telling lies, using threatening behaviour and violating others’ space 

(Green & Chee, 1997). Oppositional Defiant Disorder refers to a pattern 

behaviour that is negative, hostile and defiant. It often involves a loss of temper 

and getting into arguments. Children with this disorder can deliberately set out 

to annoy others (American Psychiatric Association, 1994). This kind of behaviour 

pattern can often continue into adolescence (Tanock, 1998). Finally, Learning 

Difficulties refer particularly to problems that children encounter in the 

classroom, such as with reading and writing (Taylor, 1994).  

 

From a mental health perspective, ADHD is regarded as a condition with a 

neurological basis due to an imbalance in the brain’s neurotransmitter chemicals, 

noradrenaline and dopamine (Green & Chee, 1997). Brain cells communicate via 

neurotransmitters.  The normal function of the brain is generally to take and look 

at all the important information.  The parts of the brain will interact together to 

give a properly coordinated response.  The process end up with the frontal lobe 

takes an overview of the middle management decisions, approving or 

disapproving on the grounds of appropriateness, priorities, future implications 

and their effect on others (Green & Chee, 1997).  However, for a person with 

ADHD, it seems that the information rushes in without much filtering, the 

information is integrated, but action is often taken before the frontal lobe has 

approved the decision.  In other words, the messages are not being sent quickly 

enough from neuron to neuron as this imbalance is mostly found in those parts 

of the brain responsible for self-monitoring and ‘putting the brakes’ on unwise 

behaviour(Green & Chee, 1997). This can be called a ‘filtering problem’. It has 
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been suggested that people with ADHD have an altered biochemistry of the 

frontal lobes, which govern attention, emotional responses and activity levels. In 

a person with ADHD, areas in the frontal lobes appear to be slightly smaller and 

contain less glucose (energy for the brain). Evidence indicates that, as a result, 

there is possibly less electrical energy and blood flow. This may explain a 

breakdown in the ability to self-regulate those areas of behaviour determined by 

the frontal lobes (Green & Chee, 1997). 

 

Previous research also suggests a genetic component to ADHD. Rowland et al. 

(2002) found that 34–40 percent of clinical participants with ADHD reported a 

family history of ADHD, compared to only 8% of the community participants 

without ADHD. According to Green & Chee (1997), research has shown that if 

one of the identical twins suffers from ADHD, the chance for the other to have 

the same symptom is 90 per cent.  The same situation apply to the non- identical 

twins who will have the same risk of ADHD if any brothers or sisters in the family 

are suffering from ADHD, as the risk between siblings is somewhere between 30 

percent and 40 percent (Green & Chee, 1997).   

 

Non-genetic factors may also be important. Some researchers have suggested 

that exposure to toxins such as lead, or periods of oxygen deprivation during 

birth may affect dopamine-rich areas of the brain. In support to this theory, 

Whittaker et al. (1997) found that hyperactivity and inattention are more 

common in children whose mothers smoked during pregnancy, who have been 

exposed to large amounts of lead, and in children who experienced a lack of 

oxygen during the neonatal period. 

 

According to Rowland et al. (2002), even though genetic factors are probably 

responsible for a large portion of ADHD, non-genetic or environmental factors 

still deserve attention. Environmental factors are more likely to be preventable 

and interventions can be provided. Understanding the interaction between 
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genetics and environment may help identify those populations most at risk for 

ADHD and therefore warrant the need for intervention. 

 

Closely associated with aggressive behaviour is hyperactivity behaviour, which is 

one of the main features of ADHD. The hyperactivity by itself could be a minor 

problem, but when impulsivity is added, then the behaviour becomes more 

difficult to manage. Hyperactivity symptoms include restlessness, fidgeting, and 

difficulty in remaining seated. No amount of reasoning tends to help the 

condition. According to Green & Kit (1995), children with ADHD just ‘shoot 

straight from the hip’ without thinking of the consequences. In other words, they 

do not really set out to get into trouble. Green and Kit (1995) add that these 

children with ADHD symptoms are quite aware of what is right and wrong, but it 

does not register until a millisecond after they have reacted and by then it is too 

late. Often, these children are genuinely upset at what they have done but they 

find it difficult to learn from it for future behaviour, resulting in the same 

behaviour being repeatedly enacted. The symptom of inattentiveness makes the 

children lose their focus of their attention quickly; they are easily bored and 

distracted and my jump from one task to another without completing any. 

  

Socially inappropriate behaviour, intolerance of routine practices, and 

argumentative behaviour were also reported in the behaviour of children with 

ADHD and are said to cause stress and conflict to the parents. These findings are 

consistent with previous research such as Barkley (1998) who found that children 

with ADHD are at an increased risk of interpersonal problems such as peer 

rejection, a lack of emotional self-regulation, and misconduct, which places 

stress on the parental relationship. 

 

Poor impulsive control exacerbates the hyperactivity of ADHD children, making 

them both physically and verbally accident-prone. Generally, children with ADHD 

want to be popular and accepted by people around them as other normal 
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children are. However, they do not seem to know how to do this successfully. 

They tend to misread the accepted social cues by saying or doing something 

inappropriate. Impulsive children seem unable to think before they act. They 

tend to blurt out inappropriately, and often display emotions without restraints 

(National Institute of Mental Health, 2004). In addition, they cope poorly with 

unexpected surprises. They require routine and must know the plan at the start 

of every activity in their daily life. As the children grow older, argumentative 

behaviour becomes increasingly prevalent, with many questions and arguments 

in which they insist on specific answers that fall in line with their desires. 

According to Costello et al. (2003), children with ADHD are at higher risk of 

conduct disorder and anti-social behaviour. 

 

According to Barkley (1998) and Biederman et al. (1995), children with ADHD are 

significantly more impaired in their adaptive functioning than children without 

ADHD, with aggressive behaviours and conduct problems being consistently 

reported as some of the primary problems associated with ADHD. Hyperactive 

children seem to be constantly in motion, or ‘on the go’ in terms of constantly 

talking, running around, and touching or playing with anything in sight (National 

Institute of Mental Health, 2004). Inattentive children have a hard time focusing 

on one thing at a time and may get bored with a task after only a few minutes 

(National Institute of Mental Health, 2004).  

 

Parents of Children with ADHD 

Several studies support the view that parents of children with ADHD experience 

a negative impact on every aspect of their daily and social life. To begin with, 

ADHD is associated with a disturbance of the parental relationship (Befera & 

Barkley, 1985; Cantwell, 1972; Gillberg, Carlstrom, Rasmussen, & Waldenstron, 

1983). Parents of children with ADHD have been shown to experience more 

parenting stress, demonstrate less warmth and responsiveness, and have greater 
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conflict with their children, than parents of children without ADHD (e.g., 

(Johnston & Mash, 2001; Pfiffner, Mc Burnett, Rathouz, & Judice, 2005). They 

experience highly elevated levels of conflict due to the ADHD symptoms, 

resulting in significant problems in managing the behaviour (Barkley, 1998; 

Buhrmester, Camparo, Christensen, Gonzalez, & Hinshaw, 1992; Cunningham, 

Benness, & Siegel, 1988; Power et al., 2002).  As a result of these stresses and 

conflicts, parents of ADHD children are at greater risk of conflict and divorce, and 

many marriages are at risk (Barkley, Fischer, Edelbrock, & Smallish, 1991).  

 

Barkley, Fischer, Edelbrock and Smallish (1991) found that many mothers of 

hyperactive children separated from or divorced their partners more than 3 

times. Nearly two thirds of parents questioned had divorced, separated or 

experienced marital disturbance, and nearly half had received treatment and 

therapy for depression as a result of their child’s ADHD.  

 

Clearly, the condition has a devastating effect on family home life. Goldstein et 

al. (2007) examined family stressors in a large, representative sample of 258 3-

year-old children classified as hyperactive and oppositional defiant and as ‘non-

problem’. The findings indicate that parents of both types of hyperactive children 

tend to report more couple conflict and negative life events than couples of non-

problem children.  

 

There is no known research on attachment theory, particularly on how the 

couple’s attachment styles influence relationship quality and   marital conflict in 

parents of children with ADHD.  The previous research has only shown the effect 

of children with ADHD on parental relationships.  Thus, further steps are needed, 

not only to acquire a better understanding of the previous findings, but to create 

a stable family structure with a healthy relationship between both parents. In 

relation to constructing a healthy relationship, a growing sense of attachment 

towards one another is necessary. The attachment framework may give better 
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insights into mutual support in the parental relationship. A strong parental 

relationship will be a mechanism for the child to receive a proper support from 

their parents emotionally and physically.  Thus, the framework provided by 

Attachment Theory is potentially useful for this research study, in order to gain 

an understanding of the parental couple’s relationship, including the way in 

which adults function in terms of their interpersonal relationships. 

 

Attachment Theory 

At the broadest level, attachment can be understood as an emotional bond to 

another person. An attachment relationship refers to a tie of affection that 

bonds someone with an attachment figure, principally the primary caregiver 

(Bowlby, 1969). John Bowlby, who developed the theory, defined attachment 

as “any form of behavior [sic] that results in a person attaining or retaining 

proximity to some other differentiated and preferred individual, usually 

conceived as stronger and/or wiser” (Bowlby, 1973, p. 292). Growing babies 

gradually develop an internal working model of the self and of others, 

particularly their caregivers. Cues help infants to learn which kinds of behaviour 

are acceptable and which not. They might, for example, be swiftly picked up by 

their caregivers whenever they cry. This kind of behaviour is biologically rooted 

and activated by environmental cues, such as the need for protection and care. 

It can be said that, for the new-born, attachment behaviour is part of a 

genetically programmed survival function (Bell & Ainsworth, 1972). It is further 

argued that Attachment Theory helps to explain the inner mechanisms of social 

bonding, the way in which past experiences influence the establishment of 

relationships with others, and the role that attachment plays as a buffer 

against stress (Mikulincer & Shaver, 2007).  
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John Bowlby (1969, p. 194) describes attachment as a ‘lasting psychological 

connectedness between human beings’. It is a theory that emerged from his 

observations of children and their caregivers at times when the child exhibits 

‘distressful behaviour’ in a ‘strange situation’, particularly when the child is 

separated from its caregiver. The relationship model can be considered as either 

‘secure’ or ‘insecure’. Bowlby held that the early bonds that children form with 

their caregivers continue to have a great impact that continues through life. 

Subsequently, Ainsworth et al. (1978), an American psychologist, expanded on 

Bowlby’s original work by devising an assessment technique called the Strange 

Situation for empirically assessing parent-child attachment. Ainsworth et al. 

(1978) proposed three major styles of attachment, namely, secure, anxious-

ambivalent, and avoidant. Such attachment behaviour patterns can start to 

develop from the earliest months of life and affect the child significantly because 

they spend their life in more or less close proximity to their mother (Bowlby, 

1969). By the end of the child’s first year of life, attachment behaviour patterns 

become more organised.  

 

The attachment system is activated particularly in response to stress, such as 

whilst the child is frightened or in pain. In such stressful circumstances, the 

child seeks proximity to the primary caregiver and is comforted (Ainsworth, 

1991; Hazan & Shaver, 1994). Consequently, a relationship forms whereby 

behaviour such as smiling and crying serve to bring about the sought proximity 

– an attachment system which ensures a sense of security (Bowlby, 1969). 

Furthermore, the experience of love and care from the primary caregiver 

emboldens the child to be more playful and sociable during its early childhood. 

This represents a secure attachment prototype (Ainsworth, 1967). As a 

corollary, where a primary caregiver is absent, or otherwise deprives the child 

of love and adequate care, they may experience anxiety. This insecurity can 

take the form of anxious or avoidant attachment. In anxious attachment, the 

child is pre-occupied about the presence of the primary caregiver. This pre-
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occupation can be manifested by the child visually checking, calling, or moving 

to re-establish contact, as well as manifesting clinging-type behaviour. In 

contrast, avoidant attachment is characterised by the child using defensive 

strategies and, despite wanting and needing the caregiver’s attention, seeking 

to avoid them.  

 

Attachment theorists recognise that attachment development is also 

determined by the infant's temperament. Personality traits and temperament 

play an active role in the dynamics of establishing this relationship. Care-giving 

is described as sensitive to the extent that the caregivers modify their 

behaviour to fit the needs of the baby, incorporating the child’s temperament 

(Seifer & Schiller, 1995). Bowlby (1969) proposes that an attachment 

relationship is moulded by the level of responsiveness of the caregiver, and by 

the extent to which the child’s needs and expectations are met. As a 

consequence of parent-child interactions, the child establishes mental images 

or internalised working models. These will include universalised expectations 

and beliefs about the nature of the world, about the self and others, and about 

the nature of relationships (Main, Kaplan & Cassidy (1985); Collins & Read, 

1994). 

 

These internal working models comprise emotions, verbal and non-verbal 

behaviour patterns, and also memory and cognition about the self, others, and 

the pattern of relationships (Main, Kaplan & Cassidy, 1985). If the attachment 

figure responds to the other person’s needs and provides care and love, the 

individual is able to develop a coherent model of the self and others as 

loveable. This helps the individual to gain a sense of security and safety which, 

in turn, helps the individual to handle the stress that occurs in times of danger 

and the other difficulties that life throws up.  
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As early experiences differ from individual to individual, so do different 

individuals from different working models. Attachment styles and the nature 

and quality of future relationships are determined partly as the result of mental 

images of both the self and others. Individuals who sensed that they were 

being rejected as children may go on to develop insecure attachment 

relationships with significant people in their later life. In contrast, individuals 

who had positive experiences of relationships may develop a sense of security 

that allows them to seek such relationships in the future (Hazan & Shaver, 

1994). Insecure individuals may demonstrate a similar insecurity in the pattern 

of their adult relationships to that of their infant relationships. Those who are 

anxiously attached, for example, tend to exhibit a preoccupation with intimacy 

and constantly display proximity-seeking behaviour. Avoidant attachment, on 

the other hand, is related to restricted closeness to others (Mikulincer & 

Shaver, 2007). However, previous relationships do not always have a defining 

impact, since the type of interactions one has with others later in life may bring 

about change (Bowlby, 1969). Thus, Attachment Theory may help to clarify 

sources of social support; provide a background for understanding 

interpersonal relationship problems; and identify coping mechanisms. 

 

Attachment Theory suggests that an attachment figure serves three basic 

functions: proximity seeking, safe haven, and secure base (Hazan & Shaver, 

1994). It is of great value to understand how these secure base and safe haven 

functions of the attachment figure occur, as similar patterns are found in other 

forms of intimate partner attachments in later life (Mikulincer & Shaver, 2007), 

as will be described below. 

 

Ainsworth (1991) and Hazan and Shaver (1994) consider proximity seeking to 

be the primary strategy by which a young child ensures the fulfilment of their 

survival needs, particularly those for food, protection and care. By being close 
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to the caregiver, the infant fulfils these needs and is able to feel secure and 

comfortable.  

 

In moments of perceived danger or in unfamiliar situations, the primary 

caregiver performs another function, that of providing a safe haven, with the 

child checking whether the attachment figure is available and able to offer 

support. At such moments, a present and responsive attachment figure fulfils 

the function of providing the child with a safe haven. Subsequently, within 

patterns of adult attachment, the partner in an intimate relationship can also 

fulfil this safe haven function (Collins, Guichard, Ford & Feeney, 2006). Fulfilling 

such a role in adult life includes being available for the partner and providing 

open communication, specifically in demonstrating an interest in the fears, 

problems and concerns of their partner. This confirms the ability of the partner 

to handle stressful events and their willingness to affirm the partner’s worth. It 

is achieved most obviously by maintaining physical closeness and by showing 

affection and help in times of need (Collins, Guichard, Ford & Feeney, 2006). 

 

Finally, the safe and secure environment created by the attachment figure is 

referred to as a secure base (Bowlby, 1969). Where this occurs, the child is able 

to explore and interact with the social and physical world of their close 

environment, whilst constantly checking that the primary caregiver is available 

and close by. In the early developmental years, such exploration is likely to 

occur in the playground and at home. Later, school and work provide new 

opportunities, whilst the intimate partner is able to provide the secure base 

needed by the individual (Hazan & Shaver, 1994). This role of providing the 

secure base in intimate relationships may include giving the partner 

encouragement to tackle new challenges, as well as taking an interest in and 

sometimes sharing the partner’s goals, plans, and hopes for the future. A sense 

of trust in the partner’s ability to overcome problems may be communicated, 

instrumental support can be offered, and sensitivity and acceptance shown 
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towards the partner’s failures. Thus the partner is supported in their personal 

growth (Collins & Feeney, 2004). 

 

This section discusses the psychological processes that relate to the functioning 

of the various attachment styles, along with individual variances – all of which 

can play a role in managing interpersonal relationship problems. 

 

Attachment Styles 

First, Ainsworth’s (1979) categorisation, which was developed using the 

Strange Situation paradigm, will be explained. This will be followed by a 

description of how this is reflected in adult attachment styles as proposed in 

Hazan and Shaver’s (1987) model, as well as in the four-category model of 

Bartholomew and Horowitz (1991). This will help to provide an understanding 

of conflict management in the stressful circumstances of dealing with children 

with ADHD symptoms. 

 

Ainsworth (1967) and Ainsworth et al. (1978) found evidence for three specific 

attachment styles, namely secure, anxious-ambivalent, and avoidant. To 

explore their attachment relations, she used the Strange Situation paradigm in 

a study test of 49- to 51-week-old babies. In the course of the experiment, 

children were at first placed in a room with their mother. Then the mother left 

the room, and a stranger entered and interacted with the children. 

Subsequently the mother re-appeared. Securely attached babies were 

observed to greet the mother positively upon her return (Ainsworth & Bell, 

1970). Anxious-ambivalent babies, on the other hand, displayed repeated 

protests or tears at the separation from their mother, and were not easily 

comforted on her return. The reunion evinced conflicting feelings, with the 

infant both seeking proximity with the mother and rejecting her. Avoidant 

babies, though, presented little or no distress when separated from their 

mother, and avoided contact with her when she returned. Rather, they tended 
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to direct their attention towards their toys (Ainworth, 1979, Ainsworth & Bell, 

1970). 

 

Other researchers have suggested that there are four, not three, attachment 

styles. Main and Solomon (1990) added a fourth attachment style which they 

called ‘disorganised-insecure attachment’. In this form of attachment, children 

experience either the loss of the primary caregiver or an abusive relationship 

with them. Here, contradictory forms of behaviour were detected in the infants 

when being reunited with the mother. These included falling on the floor when 

approaching the caregiver, or even suddenly freezing. Responses like these 

could indicate unresolved feelings and incoherent thinking patterns towards 

the caregiver, which could have come about as a result of trauma and loss. An 

abusive or a depressed caregiver could contribute to a disruption of the child’s 

formation of a secure relationship. 

 

These characteristics of attachment relationship, which have been observed in 

previous studies, echo the relationship prototypes between the child and the 

primary caregiver; that is, the child’s responses and interactions towards the 

arriving caregiver are determined by their previous experiences with them. As 

mentioned above, Bowlby (1969) proposed that attachment relationships and 

attachment styles could have a life-long, lasting impact, with the main 

influence being most apparent in intimate relationships. These intimate 

relationships, which contribute to the individual’s wider sphere of relations, 

have been the focus of much recent research.  

 

In 1987, Shaver and Hazan (1989) were the first to apply Bowlby’s Attachment 

Theory to the question of romantic attachment. Attachment styles in adult 

romantic relations were investigated by Hazan and Shaver (1987). Referring to 

Ainsworth’s categorisation, they formulated three attachment styles for such 

adult relationships. Utilising self-report measures of adult attachment patterns, 
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which they developed, individuals were assessed as having either secure, 

anxious-ambivalent or avoidant attachment styles. Later, Bartholomew and 

Horowitz (1991) detailed adult attachment styles and attachment relationships 

with a two-dimensional model, namely the mental model of self (a person’s 

positive or negative view about themselves), and the corresponding mental 

model of others. This was based on underlying views held by the subjects, both 

about themselves and about others.  

 

This model adds a new category when compared to that developed by Hazan 

and Shaver’s (1987) model, namely ‘fearful attachment’ in which individuals 

have a negative view both of themselves and of others. However, this model 

retains the basic categorisation presented by Ainsworth (1967, 1979) and 

Hazan and Shaver (1987), although under the variant titles of preoccupied and 

dismissing attachment styles.  

 

Bartholomew and Horowitz’s (1991) model recognises four attachment styles, 

which depend on internal working models. The secure style involves a positive 

view both of self and others, being comfortable with intimacy and autonomy in 

relationships. The preoccupied style, which involves a negative view of self and 

a positive view of others, as well as dependence in their intimate relationships, 

and a hyper sensitivity to stress cues. The dismissing style involves a positive 

view of self but a negative view of others; it resists intimacy in relationships 

and seeks counter-dependence. Individuals with this attachment style desire to 

be independent in their relationships and want others to be similarly self-

reliant.  

 

The fearfulness style is characterised by a negative view both of self and 

others, a fear of intimacy and a tendency to social avoidance. These four types 

of attachment can also be formulated in respect of the anxiety and avoidance 

dimensions of attachment (Brennan & Shaver, 1998). Those with low levels of 



18 

 

anxiety and avoidance are labelled as ‘secure’. Those high in anxiety and low in 

avoidance are ‘pre-occupied’. Others, who show high levels in avoidance but 

low anxiety, are ‘dismissing’. Finally, those showing high levels both of 

avoidance and anxiety are ‘fearful’.  

 

Table 1.1: Attachment Categories in Infancy and Adulthood 

 Researchers Attachments Classifications 

Infant -
Caregiver 
Attachment 

Ainsworth et al. 
(1978) 

Secure 
Anxious-Ambivalent Avoidant 
 

Main & Solomon 
(1990) 

Disorganised-Insecure Attachment 

 
Adult-Adult 
Attachment 

 
Hazan & Shazer 
(1987) 

 
Secure 
Anxious-Ambivalent Avoidant 
 

Bartholomew (1990) Secure 
Pre-Occupied (Anxious-Ambivalent) 
Dismissing (Avoidant) 
Fearful (Avoidant) 

 

In sum, some of the literature on attachment studies recognises three categories 

of attachment, namely secure, anxious/ambivalent, and avoidant. Others 

recognise four, namely secure, pre-occupied, dismissing, and fearful. The 

relationship between the three and four category models is represented in 

Figure 1.1 and Figure 1.2 below. 
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Figure 1.1: Four-Category Model of Adult Attachment Styles 
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Figure 1.2: Four Internal Working Models 
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Shaver and Hazan (1989) found many similarities between childhood and adult 

attachments styles and propose that Attachment Theory and styles are 

applicable to adults. Feeney et al. (1999), on the other hand, points to the 

variances, arguing that childhood attachments are usually complementary rather 

than reciprocal, and that there is a sexual component to adult attachments. This 

does not necessarily invalidate the application of Attachment Theory to adult 

couple relationships as the three basic functions, proximity seeking, safe haven, 

and secure base, are evident in adult romantic relationships as well as in child-

parent relationships. 

 

Kobak and Sceery (1988) found that the four attachment styles respond 

differently to distressing situations, which may activate the person’s internal 

working models of attachment (Pistole & Arrcale, 2003). This means that when 

individuals are facing difficulties or conflictual situations or having stressful 

moments, these prototypical four attachment behaviours, stemming from 

different working models of attachment, may manifest in response to the 

partners’ availability, interaction and level of commitment in the relationship 

(Collins & Feeney, 2000; Simpson, Rholes & Philips, 1996). The four styles will 

most likely influence how individuals deal and cope with their attachment needs 

(Simpson, Rholes & Philips, 1996). The four styles will now be described in adult 

relationships. 

 

Secure Attachment Style 

According to Attachment Theory, individuals who received consistent and 

responsive care-giving early in life are reported to develop a secure attachment 

pattern, categorised as a positive view of both self and others (Bartholomew, 

Henderson, & Dutton, 2001). Secure individuals are not threatened by closeness, 

and are characterised as being ‘safe havens and secure bases’ for each partner 

and as being comfortable with autonomy within their intimate relationships 

(Bartholomew, Henderson, & Dutton, 2001; Pistole & Arricale, 2003). Their 
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relationships are characterised by greater longevity, trust, commitment and 

interdependence (Feeney, Noller & Callan, 1994). Because of that, secure 

individuals tend to be satisfied and comfortable with intimacy, are confident that 

they are valued by others, and are able to rely on others for support (Collins & 

Feeney, 2000; Pistole & Arricale, 2003).  

 

Preoccupied Attachment Style (Anxious-Ambivalent) 

Adults with a preoccupied, anxious-ambivalent attachment pattern are 

hypothesised as having a history of inconsistent and insensitive care-giving in 

their early life. They tend to develop a preoccupied pattern of attachment, and 

show a negative view of the self and a positive view of others (Bartholomew et 

al., 2001). Individuals with a preoccupied insecure attachment style are found to: 

become highly dependent on their partners (Bartholomew, 1994; Collins & 

Feeney, 2000; Bookwala, 2002); be overly sensitive towards their partners 

(Pistole & Arricale, 2003); be anxious and fearful about the relationship (Griffin & 

Bartholomew, 1994); demand attention (Griffin & Bartholomew, 1994; 

Bookwala, 2002); cling to their partners (Pistole & Arricale, 2003); and be angry 

and aggressive when they believe that their partners are not readily available or 

sufficiently responsive to them (Griffin & Bartholomew, 1994; Mayseless, 1991). 

This type of attachment is characterised by individuals’ making unrealistic 

demands of support from their partners (Griffin & Bartholomew, 1994), and 

being overly concerned about rejection (Collins & Feeney, 2000). They are also 

not able to trust their partners to be available to them because they do not 

expect consistent responsiveness from their partners (Griffin & Bartholomew, 

1994). Hence, they believe that they are not worthy of being loved and cared for 

(Morris, 1982). 
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Dismissing-Avoidant Attachment Style 

Individuals exhibiting the dismissing-avoidant attachment pattern are found to 

have experienced rejecting or unresponsive attachment figures, although still 

have developed a relatively positive view of self, but a negative view of others 

(Bartholomew, Henderson, & Dutton, 2001). Dismissing individuals do not trust 

others and avoid close relationships (Bartholomew & Horowitz, 1991; Mayseless, 

1991). They distance themselves from their partners (Pistole & Arricale, 2003), 

and see closeness in relationships as relatively unimportant (Collins & Feeney, 

2000). They are also suspicious about close relationships (Bookwala, 2002). 

 

Fearful-Avoidant Attachment Style 

Individuals who experienced uncaring and unavailable care-giving from their 

parents in their early life tend to exhibit the fearful-avoidant attachment pattern, 

showing a negative view of self and others (Bartholomew, Henderson, & Dutton, 

2001). They desire intimacy and acceptance from others, but are uncomfortable 

with their intimate relationships (Griffin & Bartholomew, 1994; Bartholomew 

Henderson, & Dutton, 2001; Hazan & Shaver, 1987; Bookwala, 2002). Therefore, 

they maintain a comfortable distance from intimate relationships because their 

fear of rejection (Ward, Hudson, & Marshall, 1996; Collins & Feeney, 2000), and 

make efforts to ensure that their partners are not able to separate from them 

(Collins & Feeney, 2000; Bartholomew, Henderson, & Dutton, 2001). 

 

Attachment style may influence how a person deals with stress, and what 

strategy of emotional regulation they will adopt. The link between attachment 

style, conflict management, and the quality of the marriage relationship for the 

parents of children with ADHD may be decisive in helping to create an 

understanding of the process of stress management within Attachment Theory. 

Consequently, this section will focus on a review of the distinct differences in 

the regulation of emotion and coping when individuals are exposed to stress. 

Prior relationships with attachment figures that either provided or failed to 
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provide the safe haven function could determine the individual’s mode of 

coping. Individuals with access to secure attachment figures may find greater 

social support which could ease the effect of stress. However, those with only 

insecure attachment figures may not easily access the support that would help 

them to manage the stress. 

 

With reference to attachment-related stress and conflict management 

differences between secure and insecure individual, Mikulincer and Shaver 

(2007) suggest an emotion-regulation model that might explain recurrent 

patterns of interaction between attachment styles, and the different ways of 

coping with stress. They argue that stress could trigger the attachment system, 

and that the different attachment styles prompt different ways of coping. 

There are three modules to this model (Mikulincer & Shaver, 2007). First, 

following an appraisal of the threat, the attachment system is activated and 

proximity is sought; second, an effective strategy is employed to ensure the 

provision of security from the attachment figure or attachment representation; 

and, third, secondary strategies are employed, including hyper-activation and 

deactivation, which develop as a response to the unavailability or 

unresponsiveness of previous attachment figures. 

 

According to this emotion-regulation model, when danger appears, the subject 

decides whether or not the situation represents a threat. If a threat is 

perceived, the attachment system is activated. The individual goes on to 

determine the availability and responsiveness of an attachment figure. In 

circumstances where an individual has earlier discovered refuge in interactions 

with an attachment figure, they can more readily seek support from that 

attachment figure again; alternatively they can use the recollection of secure 

relationships as a form of support.  
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On the other hand, if someone finds that an attachment figure is not available, 

or has memories of unreliable attachment figures, secondary strategies, such 

as hyper-activation or deactivation, are brought into play.  

 

Those with a high level of attachment anxiety employ such hyper-activation 

strategies as ‘catastrophising’, referring to the appraising of threats based on 

earlier bad experiences. The pattern of previous relationships prompts a 

preoccupation with the issue of the attachment figure’s support and attention 

and, consequently, these individuals can become intrusive, aggressive, and 

coercive in their relationships. Mikulincer and Shaver (2007) suggest that 

hyper-activation strategies and anxious attachment impact negatively on a 

person’s self-image. The use of such strategies by anxious individuals tends to 

draw attention to the extent to which they are vulnerable to rejection, and 

judge it negatively. The level of proneness to anxiety found in anxious-

ambivalent individuals can limit their ability to perceive different ways of 

looking at a situation, and thereby hinder their ability to move into other mood 

states (Mikulincer & Shaver, 2007). Consequently they find it hard to maintain 

emotional stability and psychological adjustment. 

 

In contrast, avoidant individuals, who employ deactivating strategies, possess a 

negative view of others. They are likely to use avoidance as a coping strategy 

(Mikulincer, Florian, & Weller, 1993). They tend to distance themselves and 

thereby direct their attention elsewhere, thus hoping to deflect threat-related 

cues. By trying to maximise psychological distance, they hope to avoid rejection 

in their attachment relationships. Consequently, in contrast to anxious 

individuals, they can remain aloof from emotional intimacy, self-disclosure, and 

interdependence (Mikulincer & Shaver, 2007). Despite showing less 

defensiveness and vulnerability in relationships, such people are still prone to 

an impaired ability to form close relationships. 
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Such differences in strategies for emotional regulation in the context of close 

relationships may also be a gauge of an individual’s means of coping with other 

sources of stress, such as conflict, and how they might make use of social 

support. It is consequently important to discern whether specific differences in 

strategies in respect of attachment and the regulation of emotion make a 

difference in terms of psychopathology.  

 

Theoretical Rationale of Attachment Theory 

In the past decade, Attachment Theory has been used in a number of studies as a 

theoretical background for studying and understanding intimate relationships 

(Collins, 1996; Shaver & Hazan, 1988; Simpson, 1990). It has been found that 

attachment patterns that individuals exhibit in their interactions with intimate 

partners predict the nature and quality of their close relationships (Shaver & 

Hazan, 1993). Furthermore, different attachment styles were found to play an 

important role in the way in which individuals deal with threatening or 

challenging life experiences, including anxiety-provoking conflictual situations 

between the partners (Ognibene & Collins, 1998). Attachment patterns underlie 

the use of various coping strategies that individuals employ in dealing with 

conflict provoking circumstances, and determine whether conflict resolution will 

be successful or unsuccessful, involving possible instances of negative behaviour 

(Ognibene & Collins, 1998). Thus, it is important to understand how individuals’ 

working models of attachment are associated with their conflict coping 

strategies, because these strategies may have implications for the psychological 

and physical well-being of individuals, as well as the success of their intimate 

relationships (Ognibene & Collins, 1998). Henceforward, ‘couple’ will be used to 

refer to both spouse and non-married partner relationships, to distinguish it 

from the child-parent relationship. 
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Attachment Style and Marital Quality 

Attachment behaviour is thought to be universal and unrelated to age or gender. 

Research suggests that gender is not dominant in predicting quality of marriage 

(Gallo & Smith, 2001). This means that the attachment styles of both sexes have 

equal impact on a couple’s perception of the quality of marital relationships. 

Moreover, Shi (2003) found that there are no gender differences regarding 

attachment styles and conflict resolution patterns, suggesting that going through 

similar life experiences during childhood will have similar consequences for both 

men and women (Brennan & Shaver, 1995; Carnelly & Janoff-Bulman, 1992; 

Hazan & Shaver, 1987).  

 

Attachment style has been found to influence the quality of relationship 

between couples and spouses. This is due to the fact that secure attachment 

between couples involves their ability to move freely between the relationships 

of ‘dependent’ and ‘depended-on’ whilst retaining a corresponding empathy 

with the partner’s thoughts and feelings (Fisher, 1990). Secure attachment in 

early life establishes a set of attachment behaviours that provide for satisfying 

relationships in the future (Thompson, Stevenson, & Sonuga-Barke, 1996; 

Simpson, Rholes, & Phillips, 1996). Marital relationships are of better quality 

(Bartholomew & Horowitz, 1991; Collins & Read, 1990; Simpson, Rholes & 

Phillips, 1996; Hazan & Shazer, 1987) and of greater duration (Feeney, Noller, & 

Callan, 1994; Hazan & Shaver, 1987). Research shows that securely attached 

couples have a lower divorce rate (Brennan & Shaver, 1990) and higher marital 

satisfaction (Banse, 2004) and hold more positive perceptions of their partners 

(Young & Acitelli, 1998). However, unsecure attached couples, such as 

preoccupied, dismissive, and fearful, are associated with lower levels of marital 

satisfaction (Banse, 2004).  
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Preoccupied couple attachment characteristically includes role-reversal and 

inconsistency, which brings about a high level of conflict and unconcealed 

disagreement within the relationship (Fisher, 1990). Preoccupied attachment 

couples worry too much that partners will leave them. On the other hand, 

dismissing couple attachment involves the strong denial of the need for 

dependency. Consequently, the dismissing individual learns to detach from 

feelings of dependency and vulnerability. As a result, such individuals can often 

appear hyper-independent and self-sufficient (Fisher, 1990). Dismissive 

attachment couples feel uncomfortable with the intimacy relationship.  

 

Both preoccupied and dismissing couple attachment tends to be significantly 

conflictual in nature whereby the preoccupied partner expresses the highest 

level of discontent, and the dismissing partner is convinced that the key problem 

within the relationship is the very discontentment sensed by the other partner 

(Fisher, 1990). On the other hand, in circumstances where a secure partner is 

paired with either a preoccupied or a dismissing partner, it appears possible for 

the insecure partner to interact with greater flexibility and balance. 

 

Finally, fearful attachment couples are scared of intimate relationships 

(Mikulincer & Shaver, 2007). In addition, behaviours associated with the anxious-

ambivalent style are also characterised by relationally aggressive behaviour that 

often pushes the partner away (Brennan & Shaver, 1990). However, they are 

open to self-disclosure, while the anxious-avoidant style unsurprisingly reports 

less disclosure (Gillath et al., 2006).  

 

When couples experience insecure attachment, they also share a lack of 

flexibility, mutuality and the characteristic of reversible bi-directionality that can 

be found among couples with secure attachment. For this reason, there occurs a 

fear of intimacy and lack of mutual support (Brennan & Shaver, 1990). The 

function of support, which is central in attachment, is crucial in how the parents, 
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as a team, deal with their children with ADHD. The following section argues that 

Attachment Theory is a useful framework within which communication in ADHD 

families can be studied. 

 

Having discussed how the four attachment styles influence marital quality within 

the couple relationship, the following section considers the effect of the four 

styles on the overall quality and conflict management of the couple relationship.  

 

Attachment Styles and Conflict   

Partners display mutual positive engagement by doing the following: disclosing 

their feelings and positions; compromising and negotiating by seeking areas of 

agreement; integrating the other’s opinions; and expressing their caring and 

empathy during conflict resolution (Christensen & Pasch, 1993). These 

behaviours promote mutual understanding, enabling partners to develop and 

deepen their relationships. They help to maintain feelings towards partners, 

encourage couples to weigh and select a positive manner in which to convey 

messages, and encourage the other to remain engaged during conflict resolution 

(Fowers, 1998). 

 

Previous studies have supported the relationship between attachment styles and 

couple conflict and conflict management (Corcoran & Mallinckrodt, 2000; 

Creasey, Kershaw, Boston, 1999; Creasey & Hesson-Mclnnis, 2001; Levy & Davis, 

1988; Pistole, 1989). Marital conflict resolution is of particular interest to family 

researchers and marriage therapists because of its long-established relation to 

marital satisfaction (Heavey, Christensen & Malamuth, 1995; Roberts, 2000), 

through reducing marital distress (Fowers, 1998). In contrast, the attempt to 

resolve conflicts, including the seemingly negative arguments between partners, 

contributes greatly to marital satisfaction (Gottman, 1991, 1994; Roberts, 2000). 
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The most important marital interaction pattern considered by researchers in the 

past decade is the demand/withdraw pattern (Bradbury, Fincham & Beach, 

2000). Typically the wife demands change and emotional closeness and the 

husband avoid or disengage from this process. The husband’s level of withdrawal 

is positively related to the wife’s level of demand (Gottman & Lavenson, 2000; 

Heavey, Christensen & Malamuth, 1995; Klinetob & Smith, 1996). This pattern is 

negatively related to marital satisfaction at early, middle, and later stages of 

relationships (Belsky & John, 1994; Carstensen, Gottman & Levenson, 1995; 

Cohan & Bradbury, 1997; Gottman, Coan, Carrere & Swanson, 1998), and 

eventually leads to failed marriages (Gottman, 1991, 1994; Pasch & Bradbury, 

1998).  

 

There is crucial evidence that parents of ADHD children are more likely to 

experience parenting stress and marital distress than parents of children without 

ADHD. It should be noted that this finding, regarding the additional stress 

experienced by parents of ADHD children, is independent of the factors in 

marital relations highlighted by researchers such as Gottman and Lavenson 

(2000) and Bradbury, Fincham and Beach (2000), that is, the demand/withdrawal 

marital interaction pattern whereby the wife demands change and emotional 

closeness while the husband withdraws from this process. Individuals with 

different patterns of attachment will experience and deal differently with couple 

conflicts (Kobak and Hazan, 1991). The following section links conflict and 

conflict management styles with the four attachment styles. 

 

Adult attachment styles are also closely related to conflict resolution style. 

During stressful periods like couple conflict, partners may unconsciously bring 

their early childhood models and current relationship patterns to bear on the 

present situation, reacting in certain attachment behaviour patterns without 

realising it (Kobak & Duemmler, 1994). According to Pistole and Arrcale (2003), 

conflict and stressful situations within intimate relationships will automatically 

activate internal working models of attachment which will eventually lead to the 
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need for support from intimate partners or attachment figures (Kobak & 

Duemmler, 1994).  

 

Studies have examined the activation of the attachment system in adulthood at 

times of stress/distress (Mikulincer, Birnbaum, Woddies & Nachmias, 2000; 

Mikulincer, Gillath & Shaver, 2002). These studies were designed to explore 

whether adults continue to seek out a significant other at times of overwhelming 

stress or pressure, in order to gain relief and support in facilitating possible 

problem-solving routes. It has been repeatedly found that, under stress, all adult 

participants ‘underwent preconscious activation of the attachment system’ 

(Mikulincer, Shaver, & Pereg, 2003, p. 89). 

 

Results suggest that if men and women go through similar life experiences during 

childhood, both men and women demonstrate similar patterns of either secure 

or insecure attachment styles during conflict resolution (Brennan & Shaver, 

1995; Carnelly & Janoff-Bulman, 1992; Hazan & Shaver, 1987). Thus, creating a 

healthy and positive ‘attachment style’ is a pre-requisite for establishing a secure 

relationship with fewer conflict scenarios in the family atmosphere.  

 

According to Kobak and Hazan (1991), ‘secure attachment’ individuals are 

successful and proactive in conflict resolution, demonstrating positive conflict 

resolution behaviour (Shi, 2003). This includes exhibiting constructive 

approaches and strategies (Levy & Davis, 1988; Pistole, 1989) such as open and 

direct communication (Collins & Read, 1990), and the use of integrative problem 

solving techniques (Lopez & Brennan, 2000; Mikulincer & Nachshon, 1991). It 

includes positive verbal engagement (Collins & Read, 1990), in that they are less 

likely to exercise verbal aggression (Greasey, Kershaw & Boston, 1999; Senchak 

& Leonard, 1992). They also engage in mutual self-disclosure (Pistole, 1993; 

Gottman, 1994; Mikulincer & Nachshon, 1991), enjoying a healthy reciprocal 

understanding (Feeney, Noller & Callan, 1994). They are also reported to have an 
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ability to assess the conflict situation through their own self-worth and have 

trust in the relationship (Gaines et al., 1997; Pistole, Clark & Tubbs, 1995).  

 

Therefore, ‘secure-secure’ couples (in which both partners are securely attached) 

are successful in their conflict resolution style and enjoy high levels of 

relationship satisfaction (Hazan & Shaver, 1987; Corcoran & Malinckrodt, 2000), 

and relatively low divorce rates (Senchak & Leonard, 1992; Hill, Young & Nord, 

1994). Conversely, partners with an insecure attachment style are more prone to 

conflict, as argued below. 

 

According to Greasey, Kershaw and Boston (1999), ‘dismissive and fearful-

avoidant’ individuals are more likely to demonstrate a withdrawal pattern of 

communication during conflict resolution. Perceiving conflict as threatening 

(Pistole & Arricale, 2003), they withdraw in order to avoid the pain of rejection 

(Main & Weston, 1982; Pistole & Arricale, 2003). Avoidant individuals are 

reported to use less constructive approaches towards conflict (Levy & Davis, 

1988; Pistole, 1989), and less positive conflict resolution strategies (Simpson, 

Rholes, & Phillips, 1996). They portray low levels of confidence, and have 

difficulties in maintaining positive moods (Greasey, Kershaw & Boston, 1999). 

They are also the least likely to engage in compromise (Concoran & Mallinckrodt, 

2000).  

 

It is reported that partners with pre-occupied attachment styles are more likely 

to have conflict experiences, which may lead to divorce or separation during the 

child’s lifetime (DeKlyen, 1996). According to Corcoran and Mallinckrodt (2000), 

‘preoccupied attachment’ individuals may put pressure on their partners by their 

dominating style in the relationship. This is mainly due to a history of separation 

and divorce during their early life (DeKlyen, 1996). Their internal working model 

is filled with various negative thoughts and feelings about past attachment 

figures, and is easily activated during conflict (Hazan & Shaver, 1987; Bretherton, 
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1995; Simpson, Rholes, & Phillips, 1996). ‘Preoccupied’ individuals are reported 

to use less constructive approaches to conflict (Levy & Davis, 1988; Pistole, 

1989). They display a high level of hostility while trying to communicate during 

the conflict (Simpson, Rholes & Phillips, 1996). Full of anger, they experience 

considerable stress and anxiety while discussing problems (Pistole & Arrcale, 

2003; Simpsons, Rholes & Phillips, 1996), leading to poor conflict resolution 

(Simpsons, Rholes, & Phillips, 1996).  

 

ADHD and Attachment Styles 

Although Attachment Theory seems to be interesting and relevant to family and 

couple communication relationships, very little research has related it to ADHD, 

particularly how parents react to their children with the disorder. There is also 

evidence that attachment styles are closely related to the quality of family life 

and the shared life of a couple (Mikulincer & Florian, 1999; Collins & Read, 1990; 

Feeney, Noller, & Callan, 1994), and are important to the parent-child 

relationship (Haight, Black, Workman & Tata, 2001; & Downs, Costin & 

McFadded, 1996). However, there is no known research on parental couple 

attachment, particularly on how the couple’s attachment styles influence conflict 

resolution and communication in the family atmosphere.  

 

Numerous researchers have focused more on the needs of the parents than on 

the ADHD child in order to identify ways in which to reduce the parents’ stress 

while they are dealing with the frustrating behaviour of their ADHD children 

(Smelter et al., 1996; Armstrong, 1996). It is timely for research to focus on the 

family dynamics, particularly the attachment style between the parents and the 

ADHD children, rather than on the behaviour of the children alone (Bretherton, 

1992).  
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The parent-child attachment style is strongly influenced by the severity of the 

child’s ADHD. Conversely, it has been suggested that family variables, such as 

marital discord and poor parenting styles (Lyons-Ruth, 1996; Patterson, 1986; 

Webster-Stratton, 1990), tend to be associated with disruptive or aggressive 

behaviour in children. Therefore, one of the purposes of this research is to 

provide an alternative way of viewing problem behaviour in children that is 

embedded in Attachment Theory. More specifically, the aim is to explain how 

parent-child and couple attachment styles may provide a context for explaining 

problem behaviour in children that might otherwise be interpreted in respect of 

the severity of ADHD. 

 

Communication in Families with a Child who has ADHD, 

from an Attachment Perspective 

The framework provided by Attachment Theory is potentially useful for 

understanding both the parent-child relationship and the parental couple 

relationship, including the conflict that can exist between parents. Above, the 

four main style of attachment that a child may have with attachment figures 

were described: secure, ambivalent-insecure and avoidant-insecure (Ainsworth 

et al., 1978; Main & Solomon, 1990), with a fourth style, disorganised/ 

disoriented attachment, identified by Main and Solomon (1986). Additionally, 

these styles of attachment were argued to be also applicable to adults, 

particularly through the work of Shaver and Hazan (1989), with Bartholomew 

(1990) proposing four adult attachment styles: secure, preoccupied, dismissing, 

and fearful. Thus, Attachment Theory can potentially provide a unique 

understanding of the way in which adults function in terms of their interpersonal 

relationships.  
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Main Objectives of the Investigation 

The aim of the study is to explore how Attachment Theory can inform the way 

couples deal with the particular difficulties involved in raising a child with ADHD. 

In particular, the study aims to explore the different types of pressure that 

having a child with ADHD places on parents, and how the parents with different 

attachment styles differ in their way of responding to such pressure. In other 

words, this study aims to explore the importance of the couple as the core of the 

family system; its critical importance in caring for children, and how exactly this 

relationship (couple) may be disrupted by having to care for a child with ADHD.   

 

The aim of the first study was to investigate the stressful effects of having an 

child with ADHD on the relationship and the protective role of a secure 

attachment, while the aim of the second study was to explore how parents of 

children with experience these difficulties particularly regarding their 

relationships, and how such experiences differed from those of parents with 

children without ADHD. In order to achieve these objectives, two samples will be 

studied: a clinical sample comprised parents of children with ADHD, and a 

community sample comprised parents of children who did not have ADHD. Both 

quantitative and qualitative methods we were employed. 

 

Hypotheses to Be Tested in the Quantitative Study 

1. Parents of children with ADHD will report greater marital conflict and 

worse dyadic adjustment than parents of children without ADHD.  

2. More severe behavioural problems in children with ADHD will be 

correlated with higher interpersonal conflict and worse dyadic 

adjustment in the parental couple.  

3. The correlation between problems in the couple relationship and 

behavioural problems in the child will be higher in the clinical sample.  
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4. Parental attachment style will moderate the impact of having a child with 

ADHD on interpersonal problems in the couple. 

5. Parental attachment style will moderate the impact of ADHD symptoms 

on interpersonal problems in the couple. 

 

Research Questions to Be Explored in the Qualitative 

Study 

1. How do parents of children with ADHD experience the stress related to 

their children’s condition, and any perceived effects it may have on the 

relationship? 

2. How do parents of children without ADHD experience the stress related 

to their children’s ordinary naughtiness, and any perceived effects this 

may have on the relationship?  Do their experiences differ from those of 

the clinical group?   

3.  3a. Do parents with different attachment styles have different 

experiences, and  

3b.   how do these experiences differ across attachment styles in the two 

groups? 

 

General Methodology 

A mixed methods design was used. Quantitative and qualitative data were 

collected and were described as different studies: Study One and Study Two. 

However, both studies address the same research objectives.  

According to Jick (1979), a mixed methods approach provides a balance between 

the strengths and weaknesses of both quantitative and qualitative research. The 

quantitative can serve as a check on the researcher’s interpretations of the 
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qualitative data, while the qualitative assists in understanding the real story 

behind the scene which is not necessarily discoverable through numeric 

measures. In this research, the relationship between ADHD symptoms and the 

attachment style of the parental couple was measured quantitatively. However, 

parental experiences of the stress related to their children’s ADHD behavior was 

studied qualitatively.  

In its capacity to answer different questions, the mixed methods approach 

provides a better understanding of the problem than if either quantitative or 

qualitative methods are used alone. Thus, mixed methods research is practical in 

the sense that the researcher is free to use all methods possible to address a 

research problem; it resolves the problems by using both numbers and words; 

and it employs skills in both listening and recording behaviours.  It was also part 

of the triangulations as explained in details in the general discussion chapter.   
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CHAPTER TWO – STUDY ONE 

 

 

The aim of conducting this study was to test the following research hypotheses: 

 

1. Parents of children with ADHD will report greater marital conflict and 

worse dyadic adjustment than parents of children without ADHD.  

2. More severe behavioural problems in children with ADHD will be 

correlated with higher interpersonal conflict and worse dyadic adjustment 

in the parental couple.  

3. The correlation between problems in the couple relationship and 

behavioural problems in the child will be higher in the clinical sample.  

4. Parental attachment style will moderate the impact of having a child with 

ADHD on interpersonal problems in the couple. 

5. Parental attachment style will moderate the impact of ADHD symptoms on 

interpersonal problems in the couple. 
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Methodology 

This section provides an explanation of the research design and the participants 

in the present study, as well as the procedures and analysis of this research.  

 

Research Design  

A correlational design was used in this research to identify how the disorganised 

behaviour of children with ADHD, or the normal naughtiness of children without 

ADHD, influence the relationships between the  parents in terms of the dyadic 

relationship and conflict pattern strategies.  Moreover, this study aimed to 

identify how the attachment style of the parents in couple relationships 

influences their children with ADHD and children without ADHD in terms of the 

severity of the child’s ADHD symptoms.  

 

 ADHD Symptoms were Independent Variables (IV), with Interpersonal 

Relationship Problems and the Attachment Styles being the Dependent Variables 

(DV).  Interpersonal Relationship Problems involved Marital Conflict and Marital 

Satisfaction. In addition, a regression study was also used, in which having a Child 

with ADHD and ADHD Symptoms constituted the IV, while the Interpersonal 

Relationship Problems were the DV. 

 

The Conners Parental Rating Scale (CPRS; Conners, 1969) was used to measure 

the ADHD symptoms of the children, while the Communication Pattern 

Questionnaires (CPQ; Christensen & Sullaway, 1984) was used to measure the 

marital conflict, and the Dyadic Adjustment Scale (DAS; Spanier, 1976) was used 

to measure the marital quality, and the Experience in Close Relationship (ECR; 

Brennan & Shaver, 1998) was used to measure the attachment styles.  The 

measures are explain in further detail in the measures section of this chapter.   



39 

 

Participants   

Participants were divided into two groups: the clinical group, comprising parents 

of children with ADHD, and the community group, comprising parents of children 

without ADHD. ‘Parents’ refers to the mother or the father only of the children 

with and without ADHD. For the clinical group, both partners were invited to 

take part in this study. However, only one spouse participated in this research. 

On the other hand, only one partner from the community group was invited to 

participate, due to the time constraints, as explained in the limitation section of 

this study.  

 

Parents of Children with ADHD  

One-hundred-and-one (101) parents of children with ADHD (clinical sample) and 

153 parents of children without ADHD (community sample) participated in this 

study. Calculations using G-Power software (Erdfelder, Faul, & Buchner, 1996) 

suggest that this number would be sufficient for all analyses to be conducted. To 

detect medium size effects (.05), G-Power indicated that a sample of 210 was 

required in t-tests to address Hypothesis 1; a sample of 138 was required for 

correlations to address Hypothesis 3; and a sample of 138 was required for 5 

predictors, including variables that were controlled for, to address Hypothesis 4.  

Of all five hypotheses presented in this research, both the clinical and 

community sample, with a total number of 254, were applicable only to 

Hypotheses 1, 3, and 4.  On the other hand, hypothesis 2 was applicable to the 

clinical sample only, with 101 numbers of participants as mentioned earlier.  The 

one hundred clinical participants were sufficient numbers as the clinical 

participants were among those vulnerable groups that were difficult to 

approach.  As with hypothesis 2, hypothesis 5 was also initially applicable to the 

clinical sample.  However, due to the no moderation effect found while 

conducting the regression analysis, I decided to employ both the clinical and 

community sample to test the hypothesis. 
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All clinical participants who participated in this study were recruited from three 

registered charities and welfare organisations in the UK that had been successful 

in helping ADHD children and their families.  The first organisation is the Britain’s 

leading proponents of a dietary approach to the problem of hyperactivity, and it 

has helped thousands of children since its foundation in 1977.  The second 

organisation is also one of the most active support groups for families and 

children with ADHD.  Moreover, the third organisation which has been led by a 

very experienced and qualified coordinator, has been offering for free a variety 

of services to all members on a regular basis: services such as Child Adult 

Coaching, Parental Coaching, Social Skills Programmes for Children with ADHD, 

Behaviour and Anger Management, Mentoring, Training Consultancy, Advice and 

Direction on other Relevant Agencies, Presentations to other Professionals, and 

School Staff Training.    

At the beginning of the research, one thousand (1000) self-report questionnaires 

were sent out.  For the first organization, about 40% questionnaires were sent at 

two separate times with a month gap between each other, with only twenty four 

being returned.  For the second organization, about 50% questionnaires were 

sent directly to the participants phase by phase after receiving the Informed 

Consent Sheet distributed through the organization, with only twenty nine being 

returned.  For the third organization, about 10% questionnaires were given 

directly to the participants while attending the related program.  The participants 

who already participated in the research by filling up the questionnaire were also 

helped to distribute the questionnaires to the other potential participants within 

their contact.  About forty eight were returned.  Altogether, one hundred and one 

(101) were returned.    

 

The low response rate was from the first and the second organisation, where 

either the Informed Consent Sheet or the questionnaires were sent to the 

participants through this second organisation.  It is possible that the 

questionnaires did not reach the potential participants. I received three blank 
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questionnaires from the participants under the first organisation’s contact, 

stating that they were not entitled to participate because their children had no 

ADHD symptoms.  It could be that the participants’ details, including the address 

file, had not been updated by the organisation. On the other hand, a high 

response rate was received from the third organisation where I managed to meet 

the most of the participants face by face.  However, this was done nearly at the 

end of the data collection stage, which prohibited me from employing the same 

encouraging approach as another organisation to obtain more participants for my 

research. This was discussed in detail in the general discussion chapter.    

The minimum age of the whole group of participants was 21 years, and the 

maximum was 62. The majority was female (61.4%), while 38.6% were male. In 

terms of ethnicity and citizenship, 96.0% were White British. In terms of marital 

status, 67.3% were married, 16.8% were divorced, 11.9% were single and 4.0% 

were separated. They possessed a varied educational background: 16.7% had 

postgraduate qualifications, 22.9% had undergraduate qualifications, 26.0% had 

A Levels and GCSEs, and only 8.3% had no qualifications at all. In terms of 

gender, all children were male except one, with the minimum age of the child 

being 3 and the maximum age being 23 years old.  

Table 2.1, 2.2, 2.3, and 2.4 present descriptive statistics for the demographic 

variables of the clinical participants.  
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Table 2.1: Descriptive Statistics for Demographic Variables of the                                               
Clinical Participants 

 
Age 

 

 
N 

 
Minimum 

 
Maximum 

 
Mean 

 
SD 

 
Participants Age 

 
101 

 

 
21 

 

 
62 

 

 
41.56 

 
 

 
6.75 

 
Children Age 

 

 
101 

 
3 

 
23 

 
10.76 

 
4.18 

 

 

 

 

Table 2. 2: Descriptive Statistics for Demographic Variables of the                          
Clinical Participants (Marital Status) 

 
Marital  
Status 

 

 
Frequency 

 
Percent 

 
Single 

 
12 

 

 
11.9 

 
 

Married 
 

68 
 

 
67.3 

 
 

Divorced 
 

 
17 

 

 
16.8 

 
 

Separated 
 

 
4.0 

 

 
4.0 
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Table 2. 3: Descriptive Statistics for Demographic Variables of the                         
Clinical Participants 

  
Demographic 

Variables 

Marital Status  
 

Percents 

 
 

Total  

 
Single 
  
  

 
Married/ 

Cohabiting 

 
Divorced 

  

 
Separated 

Age 
 20-29  
 30-39 
 40-49 
 50-59 
 60 onwards 

Total 

 
0 
5 
5 
2 
0 

12 

 
3 

22 
34 
7 
2 

68 

 
0 
3 

12 
2 
0 

17 

 
0 
3 
1 
0 
0 
4 

 
3.0 

32.9 
51.5 
11.0 
2.0 

100.0 

 
3 

33 
52 
11 
2 

101 

Gender 
 Male 
 Female 

Total 

 
3 
9 

12 

 
30 
38 
68 

 
6 

11 
17 

 
0 
4 
4 

 
38.6 
61.4 

100.0 

 
39 
62 

101 

Ethnicity 
 White 
 Non-White 

Total 

 
11 
1 

12 

 
67 
1 

68 

 
15 
2 

17 

 
4 
0 
4 

 
96.0 
4.0 

100.0 

 
97 
4 

101 

Nationality 
 British 
 Non-British 

Total 

 
12 
0 

12 

 
64 
4 

68 

 
16 
0 

16 

 
4 
0 
4 

 
96.0 
4.0 

100.0 

 
96 
4 

101 

Educational 
Background 
 Postgraduate 
 Undergrad 
 A Levels 
 GCSE 
 No Qualificat. 

Total 

 
 

0 
1 
3 
4 
1 
9 

 
 

15 
18 
15 
15 
3 

66 

 
 

1 
3 
5 
5 
3 

17 

 
 

0 
0 
2 
1 
1 
4 

 
 

16.7 
22.9 
26.0 
26.0 
8.3 

100.0 

 
 

16 
22 
25 
25 
8 

96 

Child Age 
 0-10 
 11-20 
 21-onwards 

Total 

 
7 
5 
0 

12 

 
40 
25 
3 

68 

 
7 

10 
0 

17 

 
3 
1 
0 
4 

 
56.5 
40.6 
3.0 

100.0 

 
57 
41 
3 

101 

Child Gender 
 Male 
 Female 
   Total 

 
11 
1 

12 

 
61 
7 

68 

 
16 
1 

17 

 
2 
2 
4 

 
89.1 
10.9 

100.0 

 
90 
11 

101 
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Table 2.4: Descriptive Statistics for Demographic Variables of the                  
Clinical Participants 

  
Attachment Styles 

 
Total 

 
Demographic  
Variables 

 
Secure 

 
Dismissing 

 
Pre-

Occupied 

 
Fearful 

 
Age 
  20-29  
  30-39 
  40-49 
  50-59 
  60 Onwards 
Total 

 
 

 
 

1 
8 

12 
4 
1 

26 

 
 

0 
12 
21 
1 
0 

34 

 
 

1 
11 
12 
1 
0 

25 

 
 

1 
2 
7 
5 
1 

16 

 
 

3 
33 
52 
11 
2 

101 

 
Gender 
   Male 
   Female 
Total 

 

 
 

12 
14 
26 

 
 

13 
21 
34 

 
 

7 
18 
25 

 
 

7 
9 

16 

 
 

39 
62 

101 

 
Ethnicity 
   White 
   Non-White 
Total  
 

 
 

25 
1 

26 

 
 

32 
2 

34 

 
 

22 
3 

25 

 
 

16 
0 

16 

 
 

95 
6 

101 

 
Nationality 
   British 
   Non-British 
Total 

 

 
 

26 
0 

26 

 
 

31 
2 

33 

 
 

24 
1 

25 

 
 

15 
1 

16 

 
 

97 
4 

101 

 
Marital Status 
   Single 
   Married 
   Divorced 
   Separated 
Total 

 

 
 

1 
25 
0 
0 

26 

 
 

5 
22 
6 
1 

34 

 
 

3 
11 
8 
3 

25 

 
 

3 
10 
3 
0 

16 

 
 

12 
68 
17 
4 

100 
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Educational  
Background 
   Postgraduate 
   Undergrad 
   A Levels 
   GCSE 
   No Qualification 
Total 

 

 
 
 

3 
6 
8 
8 
1 

      26 

 
 
 

5 
10 
8 
7 
2 

32 

 
 
 

5 
3 
7 
6 
3 

24 

 
 
 

3 
3 
2 
4 
2 

14 

 
 
 

19 
22 
25 
25 
8 

96 

 
Child Age 
   0-10 
   11-20 
   21 Onwards 
Total 

 

 
 

16 
8 
2 

26 

 
 

22 
12 
0 

34 

 
 

13 
12 
0 

25 

 
 

6 
9 
1 

16 

 
 

57 
41 
3 

101 

 
Child Gender 
   Male 
   Female 
Total 

 

 
 

22 
4 

26 

 
 

31 
3 

34 

 
 

22 
3 

25 

 
 

15 
1 

16 

 
 

90 
11 

101 
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Parents of Children without ADHD 

The community sample was recruited from the Luton area. In particular, the 

sample was collected from the three schools located in Luton area, Andale 

Shopping Mall, and Luton Salvation Army.  The sample from the Salvation Army 

was collected among members who attended the children programme organised 

by the centre with no known mental health problems. The Salvation Army do 

indeed help homeless people and people with emotional and mental health 

issues, but this was completely separate to members attending the children’s 

programme.   

The minimum age of the whole group of participants was 23 years, and the 

maximum was 52 years. The majority of participants were female (57.5%), while 

42.5% were male. In terms of ethnicity and citizenship, 44.4% were White and 

55.6% were Non-White; 54.9% were British and 45.1% were of Non-British 

nationality. In terms of marital status, 66.0% were married, 22.2% were divorced, 

6.5% were single, and 5.2% were separated. Like the clinical group, they 

possessed a variety of educational backgrounds: 17.0% had postgraduate 

qualifications, 30.1% had undergraduate qualifications, 23.5% had reached A 

Level education, 14.4% had reached GCSE level, and 15.0% had no qualifications. 

In terms of gender, the majority (130) of the children were male except 23, with 

the minimum age of the children being 3 and the maximum age being 14 years 

old.  

Table 2.5, 2.6, 2.7, and 2.8 present descriptive statistics for the demographic 

variables of the clinical participants. 
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Table 2.5: Descriptive Statistics for Demographic Variables of the                    
Community Participants (Age) 

 
Age 

 
N 

 
Minimum 

 
Maximum 

 
Mean 

 
Std 

Deviation 
 

 
Participants Age 
 

 
153 

 
23 

 
52 

 
37.14 

 
6.68 

 
Children Age 
 

 
153 

 
3 

 
14 

 
7.31 

 
2.27 

 

 

Table 2.6: Descriptive Statistics for Demographic Variables of the                    
Community Participants (Marital Status) 

 
Marital Status 

 

 
Frequency 

 
Percent 

 
Single 

 

 
10 

 
6.5 

 
Married 

 

 
101 

 
66.0 

 
Divorced 

 

 
34 

 
22.2 

 
Separated 

 

 
8 

 
5.2 
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Table 2.7: Descriptive Statistics for Demographic Variables of the                    
Community Participants 

 
Demographic 

Variables 

Marital Status  
 

Percents 

 
 

Total  
 
Single 
  
  

 
Married/ 

Cohabiting 

 
Divorced 

  

 
Separated 

Age 
 20-29  
 30-39 
 40-49 
 50-59 
 60 onwards 

Total 

 
3 
3 
3 
1 
0 

10 

 
17 
46 
34 
4 
0 

101 

 
4 

14 
16 
0 
0 

34 

 
1 
4 
3 
0 
0 
8 

 
16.5 
43.8 
36.6 
3.3 
0.0 

100.0 

 
25 
67 
56 
5 
0 

153 

Gender 
 Male 
 Female 

Total 

 
5 
5 

10 

 
39 
62 

101 

 
14 
20 
34 

 
7 
1 
8 

 
42.5 
57.5 

100.0 

 
65 
88 

153 

Ethnicity 
 White 
 Non-White 

Total 

 
5 
5 

10 

 
46 
55 

101 

 
16 
18 
34 

 
1 
7 
8 

 
44.4 
55.6 

100.0 

 
68 
85 

153 

Nationality 
 British 
 Non-British 

Total 

 
5 
5 

10 

 
56 
45 

101 

 
19 
15 
34 

 
4 
4 
8 

 
54.9 
45.1 

100.0 

 
82 
67 

153 

Educational 
Background 
 Postgraduate 
 Undergrad 
 A Levels 
 GCSE 
 No Qualificat. 

Total 

 
 

1 
4 
4 
1 
0 

10 

 
 

21 
26 
22 
14 
18 

101 

 
 

1 
14 
10 
6 
3 

34 

 
 

3 
2 
0 
1 
2 
8 

 
 

17.0 
30.1 
23.5 
14.4 
15.0 

100.0 

 
 

26 
46 
36 
22 
23 

153 

Child Age 
 0-10 
 11-20 
 21-onwards 

Total 

 
10 
0 
0 

10 

 
91 
10 
0 

101 

 
33 
1 
0 

34 

 
8 
0 
0 
8 

 
92.8 
7.3 
0.0 

100.0 

 
142 
11 
0 

153 

Child Gender 
 Male 
 Female 
Total 
 

 
9 
1 

10 

 
89 
12 

101 

 
26 
8 

34 

 
6 
2 
8 

 
85.0 
15.0 

100.0 

 
130 
23 

153 
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    Table 2.8: Descriptive Statistics for Demographic Variables of the Community 
Participants 

  
Attachment Styles 

 
Total  

 
Demographic 
Variables 

 
Secure 

 
Dismissing 

 
Pre-

Occupied 

 
Fearful 

 
Age 
  20-29  
  30-39 
  40-49 
  50-59 
  60 Onwards 
Total 
 

 
 

8 
19 
17 
1 
- 

45 

  
 

7 
18 
13 
2 
- 

40 

 
 

7 
18 
14 
2 
- 

41 

 
 

3 
12 
12 
0 
- 

27 

 
 

25 
67 
56 
5 
5 

153 

 
Gender 
  Male 
  Female 
Total 
 

 
 

22 
23 
45 

 
 

13 
27 
40 

 
 

16 
25 
41 

 
 

14 
13 
27 

 
 

65 
88 

153 

 
Ethnicity 
  White 
  Non-White 
Total 
 

 
 

18 
27 
45 

 
 

17 
23 
40 

 
 

19 
22 
41 

 
 

14 
13 
27 

 
 

68 
85 

153 

 
Nationality 
  British 
  Non-British 
Total 
 

 
 

25 
20 
45 

 
 

19 
21 
40 

 
 

22 
19 
41 

 
 

18 
9 

27 

 
 

84 
69 

153 

 
Marital Status 
  Single 
  Married 
  Divorced 
  Separated 
Total 
 

 
 

2 
28 
12 
3 

45 

 
 

2 
24 
12 
2 

40 

 
 

4 
30 
5 
2 

41 

 
 

2 
19 
5 
1 

27 

 
 

10 
101 
34 
8 

153 
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Educational 
Background 
  Postgraduate 
  Undergrad 
  A Levels 
  GCSE 
  No Qualification 
Total 
 

 
 
 

9 
13 
13 
5 
5 

45 

 
 
 

5 
8 
9 
9 
9 

40 

 
 
 

10 
16 
7 
3 

           5 
41 

 
 
 

2 
9 
7 
5 
4 

27 

 
 
 

26 
         46 

36 
22 
23 

153 

 
Child Age 
  0-10 
  11-20 
  21 Onwards 
Total 
 

 
 

43 
2 
- 

45 

 
 

37 
3 
- 

40 

 
 

37 
4 
- 

41 

 
 

25 
2 
- 

27 

 
 

142 
11 
- 

153 

 
Child Gender 
  Male 
  Female 
Total 
 

 
 

34 
11 
45 

 
 

39 
1 

40 

 
 

34 
7 

41 

 
 

23 
4 

27 

 
 

130 
23 

153 
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Measures 

There were four measures used in this study:  the Connors Parental Report Scale 

(CPRS; Conners, 1969); the Communication Pattern Questionnaire (CPR; 

Christensen & Sullaway, 1984); the Experience in Close Relationship (ECR; 

(Brennan & Shaver, 1998); and the Dyadic Adjustment Scale (DAS; Spanier, 

1976).  CPQ and DAS measured the relationship scales and variables of the study; 

CPQ measured marital conflict and DAS measured marital quality in the 

relationship. 

These four measures completed by both the clinical and community participants 

have been used in previous studies on children with ADHD, attachment styles; 

demand/withdraw communication, and marital and couple relationships. They 

have been found to have high reliability and validity. A description of each 

measure follows. 

 

Self-Report Questionnaire  

Conners Parental Rating Scale (Conners, 1969) 

No area of psychopathology has produced more rating scales than the study of 

behaviour problems and hyperactivity in children (Barkley, 1990). The utilisation 

of rating scales to quantify direct observation can filter, define and identify 

behavioural characteristics, and compare them to a normal population (Barkley, 

1990). A diagnosis of ADHD is usually based on a history of characteristic 

behaviour patterns in a child that appear early, or persist. A commonly employed 

method for gathering such information is for adults to use rating scales to 

describe the behaviour that they observe.  

 

In regard to the evaluation of children with ADHD, the use of such well-

standardised scales relating to the consistency, frequency and intensity of such 

behaviour provides a way to compare a child with ADHD against the behaviour 
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that is typical of a child who behaves normally (Barkley, 1990). One such 

observation instrument, the Conners Parental Rating Scale or CPRS (Conners, 

1990), asks an observer – usually the caregiver or parent – to rate specific types 

of behaviour or the reactions of their child. Therefore, in this study, the CPRS was 

also used to measure children’s naughtiness that representing the community 

sample. The CPRS has been shown to be a sensitive indicator of children with 

ADHD (Cohen, 1988; Barkley, 1990).   

 

ADHD symptoms along with other pathological symptoms (e.g. depressive 

symptoms) form a continuum: that is, children without ADHD, without the 

disorder, may still present some symptoms to a low degree that do not justify a 

diagnosis. Also, most of the ADHD symptoms are normal child behaviours 

exhibited too much or in inappropriate contexts. So CPRS largely measures 

normal child behaviours – it is beyond a certain score on the scale that the child’s 

behaviour is classified as pathological.  Using CPRS also gave the opportunity to 

find any undiagnosed cases of ADHD that may have existed in the community 

sample and excluded them from that sample. 

 

The CPRS was considered initially because it is in common use in the NHS for the 

diagnosis of ADHD, and was then selected for use in research on the basis of the 

strong support for it in the literature, as outlined above. 

 

One of the advantages of using the CPRS is that as a questionnaire, it is 

inexpensive, and requires relatively little time to administer (Barkley, 1990). It 

has normative data for establishing statistical deviance, and enables the 

collection of data on behaviour that occurs frequently and may be missed by 

one-on-one type assessment measures. It also incorporates the opinions of 

significant people in the child’s natural environment, such as those who provide 

the child’s care, management and therapeutic treatments (Barkley, 1990).  The 

original 93-item CPRS (Conners, 1970) was revised and shortened in 1978 to 48 
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items. However, the CPRS-48 item retained strong psychometric properties as 

the CPRS-93 items (Conners, 1989).  This has been proved by Goyette, Conners 

and Ulrich (1978) who administered the CPRS to the parents of 570 children. For 

both the 93-item CPRS and the 48-item CPRS, a Pearson product moment 

correlation was conducted to examine whether parent ratings of their ADHD 

child’s behaviour demonstrated a significant relationship to each other on the 

Hyperactive Index. An item analysis of parent ratings revealed a total score 

product-moment correlation between parents (that is, inter-rater parent 

correlation) for the Hyperactive Index significant at the p<.001 level. This result 

indicated that both the 93-item and the 48-item CPRS address a similar function, 

with the 48-item CPRS being less complex and easier to complete (Solanto & 

Conners, 1982).  

 

The CPRS-48 (Conners, 1969) is found to be one of the most frequently used 

ADHD rating scales for children aged 3 to 17 years. It contains 48 items within six 

subscales: Conduct Problems i (CPRS-CP1) = Item numbers 2, 8, 14, 19, 20, 21, 

23, 27, 34, and 35; Conduct Problems ii (CPRS-CP2) = Item numbers 22, 33, and 

39; Learning Problems (CPRS-LP) = Item numbers 10, 25, 31, and 37; 

Psychosomatic Symptoms (CPRS-P) = Item numbers 32, 41, 43, 44, and 48; 

Impulsive-Hyperactivity (CPRS-IH) = Item numbers 4, 5, 11, and 13; and Anxiety 

(CPRS-A) = Item numbers 12, 16, 24, and 47 (Goyette, Conners, & Ulrich, 1978). 

Ratings are coded as follows: 0 = Not at all, 1 = Just a little, 2 = Pretty much, or 3 

= Very much. Tests of internal reliability, test-retest reliability and factor analysis 

were performed.  

 

Results show that Cronbach’s alpha ranged from .60 to .75 for the subscales, 

while the correlation coefficients after re-testing ranged from .84 to 0.99 (Pal, et 

al., 1999).  In this study, Cronbach’s coefficient alpha for the 48-item scale of the 

CPRS in total is .930 for the clinical sample (that is, parents of children with 
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ADHD), while for the community sample (parents of children without ADHD), the 

corresponding figure is .913.  

 

Table 2.9: Cronbach’s coefficient alpha for the six subscales of the 48-item CPRS 

CPRS Sub-Scales Clinical sample Community sample 

Conduct Problems i 
(CPRS-CP1) 

.84 
 

.91 
 

Conduct Problems ii 
(CPRS-CP2) 

.65 .77 

Learning Problems 
(CPRS-LP) 

.64 .58 

Psychosomatic 
Symptoms (CPRS-P) 

.76 .77 

Impulsive-Hyperactivity 
(CPRS-IH) 

.72 .56 

Anxiety 
(CPRS-A) 

.65 .44 

 

 

The British Psychological Society suggests that an acceptable level of reliability 

for psychometric tests is .80 for Ability/Aptitude Tests and .70 for Personality 

Tests. Thus, in the above table, six out of twelve subscales have an acceptable 

level of reliability.  

 

Communication Pattern Questionnaire (Christensen & Sullaway, 

1984) 

In this study, the Communication Patterns Questionnaire (CPQ; Christensen & 

Sullaway, 1984; Christensen & Heavey, 1993) was used as a self-report measure 

of problem-solving communication. It is an assessment tool designed to evaluate 

an individual’s perceptions of interaction patterns of problem-solving behaviour 

that occurs in spousal relationships. The measure has been used previously as a 

retrospective self-report measure of demand/withdrawal communication 

patterns (Caughlin & Huston, 2002).  
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From the viewpoint of the researcher, parents of children with ADHD are likely to 

experience the stress of handling their children with hyperactivity symptoms, 

which will eventually affect their relationship.  With regard to the socialisation 

process, the mother and the father will demonstrate different behaviours while 

resolving stress in the relationship.  Therefore, the demanding and withdrawing 

communication pattern measures were thought to be the best measures not 

only to identify the encouraging behaviours in minimising the stress in the 

relationship, but to gain a better understanding of the source of the stress in the 

relationship. 

 

The CPQ is a 35-item questionnaire that assesses behaviour during three stages 

of problem-solving: when a problem arises, during discussion of a problem, and 

after discussion of a problem. Spouses indicate the extent to which each item 

reflects what typically occurs in their relationship on a Likert-type scale ranging 

from very unlikely (1) to very likely (9). It consists of six subscales that indicate 

the following items: Constructive Communication = (A2 + B2 + B4) – (B1 + B3 + 

B10A + B10B); Total Amount of Demand-Withdraw Communication = A3a + A3b 

+ B5a + B5b + B6a + B6b; Man Demand / Woman Withdraw Communication = 

A3a + B5b + B6a; Woman Demand / Man Withdraw Communication = A3b + B5b 

+ B6b; Roles in Demand-Withdraw Communication = (A3b – A3a) + (B5b – B5a) + 

(B6b – B6a); and Mutual Avoidance and Withholding = A1 + C2 + C4.  

 

The Constructive Communication subscale of the CPQ (CPQ-CC) consists of the 

sum of three items assessing constructive communication behaviour, minus the 

sum of four items assessing destructive communication behaviour. The three 

items assessing constructive communication behaviour are: (a) mutual discussion 

– both members try to discuss the problem, (b) mutual expression – both 

members express their feelings to each other, and (c) mutual negotiation – both 

members suggest possible solutions and compromises. The four items assessing 

destructive communication are: (a) mutual blame – both members blame, accuse 
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and criticise each other; (b) mutual threat – both members threaten each other 

with negative consequences; (c) verbal aggression – the man calls the woman 

names, swears at her, or attacks her character; and (d) verbal aggression – the 

woman calls the man names, swears at him, or attacks his character.  

 

Five sub-scales on the CPQ assess the demand/withdraw interaction pattern: 

CPQ-TDWDC, CPQ-MDWWDC, CPQ-WDMWDC, and CPQ-RDWDC. Three of these 

items measure the extent to which the self is the demander and the partner is 

the withdrawer, and the other three items assess the reverse, namely that the 

partner is the demander and the self is the withdrawer. For example, the self-

demand/partner-withdraw items are: ‘I try to start a discussion while my partner 

tries to avoid a discussion’; ‘I nag and demand while my partner withdraws, 

becomes silent, or refuses to discuss the matter further’; and, finally, ‘I criticise 

while my partner defends him/herself’.  

 

Data relating to reliability and validity were presented by Christensen (1988). 

There was a relatively high agreement between partners’ independent reports 

for these three stages (r’s above .70). The mutual constructive communication 

and demand/withdrawal communication subscales were significantly related to 

marital adjustment in the expected direction.  

Experience in Close Relationship (Brennan & Shaver, 1998) 

ECR (Brennan & Shaver, 1998) is a frequently-used questionnaire that measures 

adult attachment dimensions (Yang et al., 2008). It has 36 items designed to 

measure attachment-related avoidance and anxiety. Avoidance (ECR-

AVOIDANCE) items are 18 odd numbers: 1, 3, 5, 7, 9, 11, 13, 15, 17, 19, 21, 23, 

25, 27, 29, 31, 33, and 35, with 9 reversed key items: 3, 15, 19, 25, 27, 29, 31, 33, 

and 35. Anxiety (ECR-ANXIETY) items are 18 even numbers: 2, 4, 6, 8, 10, 12, 14, 

16, 18, 20, 22, 24, 26, 28, 30, 32, 34, and 36, with 1 reversed key item number: 

22.  
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If participants did not have a partner, they were instructed to refer questions to 

their most recent partner, following Hazan and Shaver’s (1987) approach.  

Participants were asked to rate how well each statement describes their typical 

feelings in their relationships on a 7-point Likert-scale ranging from 1 = strongly 

disagree, to 7 = strongly agree. Scores are from 18-126, and the midpoint is 72, 

which determines if the person is high or low in either the avoidance or the 

anxiety dimension. Higher scores on the avoidance and anxiety subscales indicate 

higher attachment Avoidance and Anxiety respectively (Brennan & Shaver, 1998). 

ECR was used in this research because it not only measured the attachment 

dimension, but also the four attachment styles of the participants. Four types of 

attachment style may be assessed based on these two attachment dimensions. 

Scores are from 18-126, and the midpoint is 72.  Low scores in both avoidance 

and anxiety indicate a Secure type of attachment; low scores in avoidance but 

high scores in anxiety indicate a Preoccupied type of attachment; low scores in 

anxiety and high scores in avoidance indicate a Dismissing type of attachment; 

and high scores in both anxiety and avoidance indicate a Fearful type of 

attachment. The details were shown in the previous chapter (Figure 2).  Two 

attachment dimensions (anxiety, avoidance) was used as continuous variables in 

my Study One of the quantitative study that means every participant gives a 

score on each of these two variables. Therefore I did not have attachment 

categories for Study One. 

 

According to Crowell, Fraley & Shaver (1999), and Wei, et al. (2007), the two 

scales demonstrated coefficient alphas of above .90, which determined its 

reliability both in terms of internal-consistency and test-retest reliability, and had 

high construct, predictive and discriminant validity.  In this study, the alpha value 

for the clinical sample for the 18-item Avoidance scale is .907 while for the 18-

item Anxiety scale it is .924. For the community sample, the alpha value of the 

18-item Avoidance scale is .782 while for the 18-item Anxiety scale is .906.  
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Dyadic Adjustment Scale (Spanier, 1976) 

The Dyadic Adjustment Scale (DAS) was used in the present study to assess the 

degree of satisfaction, consensus, cohesion and affectional expression in the 

couple’s relationships.  DAS is a frequently-used instrument that measures 

marital satisfaction (Follette & Pagel, 1986; Halford & Osgarby, 1993; Hartman & 

Daly, 1983).  DAS has also been found to distinguish between couples with better 

adjustment and those with more dissatisfaction with their relationship (Brock & 

Joanning, 1983; Crane, Allgood, Larson, & Griffing, 1990; & Spanier & Thompson, 

1982). 

 

The benefit of using the DAS is that it can be used both as an overall measure of 

the relationship adjustment of the couple as well as for a specific subscale 

(Spanier, 1976). Used widely by researchers in more than 1.000 studies (Spanier, 

1985), with both clinical and non-clinical samples of cohabiting, engaged and 

married couples, the DAS was found to be a reliable, valid and relevant measure 

(Spanier, 1976). Numerous studies have affirmed DAS as a valid measure of the 

functioning of relationships by finding correlations in the expected directions 

with other measures of relationship functionality and satisfaction, establishing 

high criterion-related, construct and content validity (Spanier, 1985; Spanier, 

1988). 

 

The Dyadic Adjustment Scale (DAS; Spanier, 1976) is a 32-item self-administered 

questionnaire that assesses marital quality across four subscales: Dyadic 

Satisfaction (DAS-S), Dyadic Consensus (DAS-CON), Dyadic Cohesion (DAS-COH) 

and Dyadic Affectional Expression (DAS-AE).  Table 2.10 presents the details of 

the item numbers related to the each subscales and the range of scores. 
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Table 2.10: Dyadic Adjustment Scale (DAS) Subscales 

The Sub-Scales of the 
Dyadic Adjustment Scale (DAS) 

Item Numbers Range of 
Scores 

 
Dyadic Satisfaction 

(DAS-S) 
 

 
16, 17, 18, 19, 20, 21, 22, 23, 

31 and 32 (10 Items) 

 
0-50 

Dyadic Consensus 
(DAS-CON) 

 

1, 2, 3, 5, 7, 8, 9, 10, 11, 12, 
13, 14 and 15 (13 Items) 

0-65 

Dyadic Cohesion 
(DAS-COH) 

 

24, 25, 26, 27 and 28 
(5 Items) 

0-24 

Dyadic Affectional Expression 
(DAS-AE) 

 

4, 6, 29 and 30 
(4 Items) 

0-12 

 
DAS has a total score range of 0 to 151. High scores indicate better dyadic 

adjustment in the relationship (Spanier, 1976).   A score equal to or greater than 

97 has been established as a cut-off for differentiating distressed from non-

distressed partners (Spanier, 1976). 

 

DAS-S measures attitude towards divorce; the tendency to leave the house after 

a fight; feelings of regret about marrying; issues of quarrelling, getting on each 

other’s nerves, and doing well in the relationship; feeling confident in one’s 

spouse; kissing one’s spouse; degree of happiness; and commitment to the 

future of the relationship (Spanier, 1976).  A higher score on this subscale 

indicates higher levels of dyadic satisfaction.  DAS-CON concerns those items that 

deal with the individual’s perception of the couple’s agreement on a variety of 

daily basic relationship issues (Spanier, 1976).  This subscale examines the 

perceived level of agreement regarding everyday life routines such as finances, 

recreation, religion, friends, conventionality, philosophy of life, dealing with 

parents and in-laws, aims and goals, time together, making major decisions, 

household tasks, leisure time activities, and career decisions (Spanier, 1976).  

Individuals who are able to agree more on these matters score higher on dyadic 

consensus. 
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DAS-COH examines the couple’s sense of sharing positive emotional connections 

with each other in the relationship (Spanier, 1976).  This subscale represents the 

individual’s perceptions of the couple regarding: interests and the level of 

harmony within the relationship such as engaging in outside interests together, 

having stimulating exchanges of ideas, laughing together, calmly discussing 

something, and working together on project. Individuals who are able to share 

more on these activities score higher on dyadic cohesion.  Finally, DAS-AE 

addresses the individual’s perceptions of the couple’s agreement on the 

demonstration of affection, sexual relations, not showing love, and being too 

tired for sex (Spanier, 1976).  Individuals who rate these matters positively score 

higher on dyadic affectional expression.   

 

Spanier (1976) reported an impressive internal consistency with an alpha 

reliability of .96 for the total scale score of overall marital adjustment. The four 

subscales have fair to excellent internal consistency ranging from .94 to .73; 

Satisfaction = .94, Consensus = .90, Cohesion = .86, and Affection = .73. Content 

validity was determined by three judges who retained items that they considered 

relevant to marital adjustment with reference to the definitions of the four 

factors. Spanier (1976) also reported criterion validity as satisfactory, with each 

item significantly correlating with the external criterion of marital status. Thus, 

apart from its having a very good reliability, having four marital satisfaction sub-

scales measured at one time was the most preferred reason for using it in this 

research.  In the present study, Cronbach’s coefficient alpha is .821 for the 

clinical sample, and .600 for the community sample.  

 

This concludes the discussion of the four self-report questionnaires used in this 

study. The following section discusses the procedures. 
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Procedure 

Due to the vulnerability of the participants with children having ADHD, I could not 

make direct contact with them.  At the beginning of the study in December 2009, 

thirty ADHD charity organisations around United Kingdom were contacted to get 

in touch with the participants.  However, only three ADHD charity organisations 

were willing to arrange participants for my research.  Moreover, notices were 

placed on the university boards and all appropriate places around the town 

centre asking anyone for with related criteria to participate.  However, there was 

no response.  A group account recruiting participants in the Face Book was also 

created, and eleven members in the Face Book friend’s list agreed to participate, 

but no returned questionnaires received. As a result, the clinical sample for this 

research was recruited from only three ADHD charity and welfare organisations.  

 

The procedures for distributing questionnaires varied from one organisation to 

another.  Initially, a formal letter was sent to all three organisations after 

receiving positive feedback from them. The reason for conducting the project, 

and the ultimate aim of the research was written clearly in the letter.  The 

invitation was made to any families with children with ADHD registered with that 

particular organisation to participate in the research, which involved the 

completion of questionnaires on ADHD severity, marital conflict, marital quality 

and adult attachment style by the parents. Questionnaires were sent by post, and 

took about half an hour to complete.   

The first organisation requested to be sent only the Informed Consent Sheet first 

to them to be distributed to the participants.  The Informed Consent Sheet was 

sent, together with the self-addressed return envelope and postage, to the 

participants through the organisations. The letter was also inserted, together 

with the Informed Consent Sheet, inviting both single parents and couples to 

participate.  The research detailing the completion time and also the 

confidentiality of the research were also explained in the letter. For those who 
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agreed to participate, they would receive a questionnaire by post with self-

addressed envelopes.  It was also explained that all information provided would 

be treated in strict confidence by the two researchers (researcher and her 

supervisor).  Not only this, but the participants were also informed that the data 

would only be used for academic purpose. Even if they initially accepted, they 

would have the right to change their mind and withdraw from the study at any 

point if they decided to do so.   For both parents to take part, the completion of 

two consent forms individually was needed.  

 

The process was quite complicated, due to the confidentiality and ethical 

procedure, as families with ADHD were considered to be vulnerable, and 

protected and registered under certain charitable organisations to protect their 

rights. The informed consent sheet was sent out phase by phase through this 

first organisation, with only 100 copies each time, and a month gap between one 

another, as requested by the organisations.  In this case, questionnaires only 

been sent to the participants who return back the informed consent sheet 

indicating their willingness to participate in the research.   

 

Furthermore, the second organisations requested both the informed consent 

sheet and the questionnaires to be given to them to be distributed to the 

participants.  The same letter as for the first organisation was also inserted, 

together with the informed consent sheet and the questionnaires, inviting both 

single parents and couples to participate.  The research details, the completion 

time and also the confidentiality of the research were explained in the letter.  

Two informed consent sheets and two questionnaires were put in one pack for 

one family, together with the self-addressed return envelopes, and postage to be 

returned to the researcher.  There were four self-addressed return envelopes 

placed inside each pack; one for the informed consent sheet and another one for 

the questionnaires for each spouse.   Recipients were asked to complete and 

return the enclosed informed consent sheet and the questionnaires using the 
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separate envelopes provided. The separate self-addressed return envelopes for 

both informed consent sheet and the questionnaires, for both spouses, were to 

ensure the confidentiality of the answers given by each spouse, especially items 

related to marital conflict and marital quality. Those who were willing to 

participate in the research were asked to return the questionnaires, together 

with the informed consent sheet.    

 

However, the last organisation invited me to attend their monthly activity, where 

I had the opportunity to distribute the questionnaires directly to the participants.  

Not only this, but I was visiting the centre every week for about a month, waiting 

for the potential participants who visited the centre. Some of the participants 

helped me to pass through the questionnaires to those parents with children 

with ADHD that they were in contact with.  The response rate was high from this 

organisation. 

 

Thus, informed consent sheets were received from all participants who had 

participated in this research.  According to the Council for International 

Organisations of Medical Sciences (CIOMS), Informed Consent is ‘a decision to 

participate in research made by a competent individual who has received the 

necessary information; has adequately understood the information; and after 

considering the information, has arrived at a decision without having been 

subjected to coercion, undue influence, inducement or intimidation’ (Andanda, 

2005, p. 16).   

 

All participants were allocated numbers in place of their names, to ensure 

confidentiality, due to the sensitivity of the participants’ condition of having 

‘abnormal’ children. Moreover confidentiality was required because, in 

answering questions about the effect of having children with ADHD on their 

marital relationship, disclosure of other sensitive, marital issues may arise. 
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Several difficulties were encountered during the data collection process, which 

eventually delayed the process.  Firstly, the questionnaires reached the second 

organisation when they just moved to the new place; the email giving 

information about their new address was received just after the questionnaires 

were posted to them. Therefore, the whole bundles of questionnaires had to be 

re-sent to the new address, after waiting for them to be returned. 

 

Secondly, the Royal Mail suddenly increased the postage rate according to 

envelope weight and size.  Due to there being insufficient postage for the 

envelope size and its weight, the organisations faced difficulty in distributing 

questionnaires to participants.   I managed to resolve the difficulty by sending 

extra postage to the organisations, not only to be put on the envelopes to be 

sent to the participants, but also to be put inside the pack for the self-addressed 

envelopes to be returned back to me.  Using the code number created at the 

beginning of the process after receiving the informed consent, helped me to 

trace the questionnaires I should receive from the participants that I had sent the 

questionnaire to.  Employing the same procedure, I re-sent the postage to the 

related participants to redress any extra new costs.  At the same time, I made an 

initiative to apologise to several participants who had made the effort to put 

extra postage of their own on the return envelopes.  Not only this, but I was 

notified by the Royal Mail office to go and collect the questionnaires from them 

at extra cost, owing to insufficient postage.  Thus, the whole data collection 

process for the clinical group took almost one and half years to complete.   

 

In contrast to the clinical group, approaching the parents of children without 

ADHD representing the community group to participate in this research led to 

fewer hurdles. This was because the participants were able to be contacted 

directly, and they were not among those in the vulnerable group that it was 

difficult to approach.  Thus, the process of the data collection among participants 

in the community group went very well. One hundred and fifty five 
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questionnaires were distributed face to face to the participants by convenience 

sampling throughout the Luton area; all 153 questionnaires were returned within 

two months, beginning early January and ending at the end of February 2011. 

 

Ethical Issues in the Study 

As a researcher, my first ethical concern should be to respect the autonomy and 

dignity of participants.  It is my responsibility to protect and promote these rights 

in my research activities. ‘Psychologists value the dignity and worth of all persons 

equally, with sensitivity to the dynamics of perceived authority or influence over 

others and will particular regard to people’s rights including those of privacy and 

self-determination’ (British Psychological Society, 2010, p.8).  This can be more 

difficult than it sounds, because it can be difficult to anticipate how participants 

will react to a study.  It is usually easy to recognize when someone’s physical 

safety is threatened, but it is often difficult to recognize when a person’s 

emotional well-being is at risk.   

 

I was aware of the problems that questioning participants about sensitive issues 

may steer up uncomfortable memories and feelings experiences in participants 

with bad experiences.  For example, some vulnerable participants with bad 

relationship experiences may feel a bit distressed as a result of the study. This 

distress may become evident during the interview and also afterwards, when the 

interviewee leaves the place of the interviews. Therefore, minimizing any 

procedures that have the potential to make participants feel badly is very 

important.  ‘Psychologists need to be sensitive to the potential impact of their 

interventions, for example to the possibility of individual distress that may be 

caused unwittingly, to the danger of ‘normalizing’ unhelpful behaviours or to 

creating self-doubt’ ((British Psychological Society, 2010, p.11 & p.12). 

 

To address participant distress during the interviews I took the following actions.  

First, before the interview session.  I had clearly explained the details and the 
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reason of inviting them to participate in my research in the invitation letter. Not 

only that, I also stated clearly that all questionnaires should be completed 

anonymously and all information provided will be treated with the strictest 

confidence by the two researchers only; me and my supervisor.  ‘Researchers will 

respect the privacy of individuals, and will ensure that individuals are not 

personally identifiable’ (British Psychological Society, 2010, p.9).  This is to 

ensure the participant confidentiality, as participants would likely to be 

concerned if they discovered that their responses on a questionnaire were 

posted on the public.  ‘They will respect confidentiality, and will ensure that 

information or data collected about individuals are appropriately anonymised 

and cannot be traced back to them by other parties, even if the participants 

themselves are not troubled by a potential loss of confidentiality’ (British 

Psychological Society, 2010, p.9).  Even if they initially accept, they have the right 

to change their mind and withdraw from the study at any point, if they wish to 

do so.  Finally, before the interview begins, I provided them with the informed 

consent to ensure that participants’ rights are respected.  It involves giving them 

a written document that contains a description of the procedures and then 

asking them to sign it. 

 

Second, during the interview session.  I was vigilant for signs of distress during 

the interview session. I intended to pause for a few minutes, reassure 

participant, ask participant how they feel and what they want to do or cancel the 

interview if participant was distressed. In the actual session, there were times 

when the participants paused especially while disclosing about their child’s 

difficult conditions that had affected their marital relationship.  Understanding 

that difficult situation and the emotional state of the participants, I paused for a 

few minutes by not asking any further questions, I only waited them to cool 

down their emotions. 
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Finally, after the interview session.  I was aware that it could be negative 

implications in the mental health of the individual, current relationship, and 

relationship with the children including the child with ADHD. Therefore, I did all I 

could to avoid them. I provided them my contact number and encouraged them 

to contact me if they had further concerns or questions.  I also gave them the 

contact number of my supervisor if they need any further information; also I 

gave them the contact details of the local counseling agencies if they wanted to 

talk to someone professional related to the difficulties they probably face related 

to the study. I believe these should be supporting tools for them if they 

experienced emotional disturbances after taking part of the study.  However, 

none of them called me or my supervisor, and I did not hear that they had issues 

after taking part of the study. 

 

Data Analysis 

The results of the questionnaire study presented frequencies and descriptive 

statistics for the demographic variables.  Correlation was used to explore the 

relationships between the measures of the four questionnaires: Connors 

Parental Report Scale (CPRS); Communication Pattern Questionnaire (CPR); 

Experience in Close Relationship (ECR); Dyadic Adjustment Scale (DAS). In 

addition, the regression method was used to explore the moderating effect of 

ECR (Experience in Close Relationship) on CPRS, CPR, and DAS, and the 

moderating effect of having a child with or without ADHD on CPQ 

(Communication Pattern Questionnaire) and DAS (Dyadic Adjustment Scale). .  
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Results 

Participants for both clinical and community group in the present study 

completed four questionnaires: CPRS, CPQ, ECR and DAS which measure ADHD 

symptoms, marital conflict, attachment styles and marital quality respectively.     

Table 2.11 presents the descriptive statistics of all variables in the study. 

 



69 

 

Table 2.11: Descriptive Statistics for All Variables in the Questionnaires 

 GROUP N Mean SD 

CPRS CLINICAL 101 79.08 22.44 
 COMMUNITY 152 12.37 11.40 

CPRS-CP1 CLINICAL 101 18.44 6.22 
 COMMUNITY 153 2.39 3.78 

CPRS-LP CLINICAL 101 9.25 2.23 
 COMMUNITY 153 1.72 1.80 

CPRS-P CLINICAL 101 4.38 3.43 
 COMMUNITY 153 .27 .95 

CPRS-IH CLINICAL 101 9.44 2.37 
 COMMUNITY 153 2.20 1.87 

CPRS-CP2 CLINICAL 101 3.78 2.16 
 COMMUNITY 153 .31 .65 

CPRS-ANX CLINICAL 101 5.35 2.94 
 COMMUNITY 153 .99 1.08 

CPQ-CC CLINICAL 101 3.04 12.64 
 COMMUNITY 153 6.33 13.36 

CPQ-TDWDC CLINICAL 101 25.09 10.55 
 COMMUNITY 153 23.90 10.15 

CPQ-MDWWDC CLINICAL 101 12.18 6.17 
 COMMUNITY 153 11.81 6.38 

CPQ-WDMWDC CLINICAL 101 12.91 6.07 
 COMMUNITY 153 12.09 6.15 

CPQ-RDWDC CLINICAL 101 .73 6.22 
 COMMUNITY 153 .28 7.34 

CPQ-MAWH CLINICAL 101 12.37 6.31 
 COMMUNITY 153 12.63 7.30 

ECR-AVOIDANCE CLINICAL 101 56.27 23.64 
 COMMUNITY 153 67.55 21.54 

ECR-ANXIETY CLINICAL 101 66.51 26.01 
 COMMUNITY 153 80.33 24.82 

DAS-S CLINICAL 101 29.02 11.59 
 COMMUNITY 153 31.00 10.37 

DAS-CON CLINICAL 101 39.72 13.45 
 COMMUNITY 153 40.58 15.22 

DAS-COH CLINICAL 101 13.57 6.41 
 COMMUNITY 153 14.48 6.21 

DAS-AE CLINICAL 101 7.06 2.70 
 COMMUNITY 153 7.81 3.04 
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Results for Hypothesis 1 

According to Hypothesis 1, parents of children with ADHD report greater marital 

conflict and worse dyadic adjustment than parents of children without ADHD.  

The ANOVA analysis using the Univariate procedure in SPSS was used to explore 

if there was a significant difference in the relationship variables between the 

clinical and the community group.  All the completed questionnaires were 

entered into Statistical Package for Social Sciences (SPSS), version 17.0.   The 

result showed there was no significant difference in any of the interpersonal 

relationship variables. However, the result was different after we controlled for 

both attachment avoidance and anxiety by using ANOVA.  Invariant analysis 

showed that there were significant differences in the marital conflict variables; 

CPQ-CC, CPQ-TDWDC, and CPQ-WDMWDC.  There were also significant 

differences in the marital quality variables; DAS-S, DAS-COH, and DAS-AE.  

 

Initially, before controlling for attachment anxiety and avoidance, I had a strange 

finding: the clinical sample had lower anxiety and avoidance than the community 

sample.  It is likely that this explains why I did not find any interpersonal stress 

differences between the two samples either in that initial analysis. Anxiety and 

avoidance are not stress factors in themselves, but they are unhelpful strategies 

in dealing with stress that have been potentially established under non-optimal 

caregiving conditions in one’s childhood.  Stress could originate in having a child 

with ADHD but it could also come from other sources and one possible source 

could be the individual’s relationship history as evidenced by attachment anxiety 

and avoidance scores.   An explanation of this finding may be that the 

community sample was taken from Luton which is a socio-economically deprived 

community, while the clinical sample was taken from the organization that 

provided support to them.   Relationship controlling from anxiety and avoidance I 

only compared the groups on relationship stress coming from having a child with 

ADHD and not from the life-long relational issues of the participants.  Table 2.12 

presents the univariate analysis of the study.  
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Table 2.12: Univariate Analysis Between Clinical and Community Group                   
(After Controlling both Attachment Avoidance and Anxiety) 

Dependent 
Variables 

Means F P 

Clinical Community 

CPQ-CC 3.04 6.33 12.84 .000 

CPQ-TDWDC 25.09 23.89 6.05 .015 

CPQ-
WDMWDC 

12.91 12.09 4.55 .034 

DAS-S 29.02 31.00 10.52 .001 

DAS-COH 13.57 14.48 6.00 .015 

DAS-AE 7.06 7.81 11.49 .001 

 

The table shows that the clinical sample demonstrated a lower score in one 

positive conflict variable, CPQ-CC, and a higher score in CPQ-TWDWC and CPQ-

MDWDC.  In addition, a clinical sample also demonstrated a lower score in three 

marital quality measures, DAS-S, DAS-COH and DAS-AE.    
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Results for Hypothesis 2 

According to Hypothesis 2, more severe behavioural problems in children with 

ADHD will correlate with higher interpersonal conflict and worse dyadic 

adjustment in the parental couple.  The correlation methods were used to 

address this hypothesis.  For the purposes of consistency, descriptions of 

correlations were defined according to the guidelines for conventional practice, 

as outlined by Cohen & Cohen (1983).  According to these guidelines, effect sizes 

for correlations may be distinguished as follows: r ≤ .2- classified as weak, .30 ≤ r 

≤ .50 is classified as moderate, and r ≥ .50 classified as strong.   

 

The result showed that there was no significant correlation between CPRS and 

any relationship variables.  However, after both attachment avoidance and 

attachment anxiety were controlled for using partial correlation, CPRS did not 

correlate with any DAS variables, but it did correlate with two of the CPQ 

variables: CPQ-TDWDC (r=-.21, p= .033), CPQ-WDMWDC (r=-.22, p= .027).  Their 

correlation with CPQ-MAWH was marginally non-significant (r=-.191, p=.058).  

The result also showed that both ECR-AVOIDANCE and ECR-ANXIETY 

demonstrated moderately positive correlation with four of the Conflict Variables: 

CPQ-TDWDC, CPQ-MDWWDC, and CPQ-MAWH.  ECR-AVOIDANCE demonstrated 

strongly negative correlation with CPQ-CC.  In addition, ECR-AVOIDANCE 

demonstrated moderately negative correlation with one of the DAS variables 

(DAS-COH) and strong negative correlations with the rest three DAS Variables 

(DAS-S, DAS-CON, and DAS-AE).  On the other hand, ECR-ANXIETY correlated 

moderately and negatively with DAS-CON and DAS-COH, and negatively and 

weakly with DAS-S and DAS-AE.  All four DAS variables demonstrated a 

correlation almost with all the CPQ scales.  They demonstrated a strongly 

positive correlation with one of the CPQ scales which is CPQ-CC.  However, only 

DAS-CON, DAS-COH, and DAS-AE demonstrated a negatively moderate 

correlation with the other four CPQ Scales: CPQ-TDWDC, CPQ-MDWWDC, CPQ-

WDMWDC, and CPQ-MAWH. The DAS-S also correlated moderately negative 
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with the other three CPQ scales: CPQ-TDWDC, CPQ-MDWWDC, and CPQ-

WDMWDC.  However, DAS-S correlated strongly and negatively with the CPQ-

MAWH. 
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Table 2.13: Correlations of Study Variables for Clinical Sample (Before Controlling the Attachment Variables) 

 
Scale 
(N=101)* 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
8 

 
9 

 
10 

 
11 

 
12 

 
13 

 
14 

 
15 

 
16 

 
17 

 
18 

 
19 

1.CPRS 1 
 

                  

2. CPRS- 
CP1 

 
.85** 

1       
 

           

3.CPRS- 
LP 

 
.72** 

 
.57** 

1                 

4.CPRS- 
P 

 
.60** 

 
.34** 

 
.35** 

1                

5. CPRS- 
IH 

 
.60** 

 
.52** 

 
.63** 

 
.19 

1               

6. CPRS- 
CP2 

 
.76** 

 
.66** 

 
.44** 

 
.53** 

 
.30** 

1              

7.CPRS- 
ANX 

 
.63** 

 
.29** 

 
.39** 

 
.47** 

 
.25* 

 
.41** 

1             

8.CPQ- 
CC 

 
.05 

 
.03 

 
.03 

 
.03 

 
.14 

 
.01 

 
.09 

1            

9.CPQ- 
TDWC 

 
-.11 

 
-.09 

 
-.13 

 
-.09 

 
-.15 

 
-.08 

 
-.09 

 
-.65** 

 
1 

          

10.CPQ- 
MDWWDC 

 
-.05 

 
-.05 

 
-.09 

 
-.01 

 
-.11 

 
-.04 

 
-.07 

 
-.61** 

 
.86** 

 
1 

         

11.CPQ- 
WDMWDC 

 
-.13 

 
-.11 

 
-.14 

 
-.15 

 
-.15 

 
-.09 

 
-.09 

 
-.51** 

 
.85** 

 
.48** 

 
1 
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12.CPQ- 
RDWDC 

 
-.08 

 
-.05 

 
-.04 

 
-.13 

 
-.04 

 
-.05 

 
-.03 

 
.11 

 
-.02 

 
-.52** 

 
.49** 

 
1 

       

13.CPQ- 
MAW 

 
-.07 

 
-.08 

 
-.12 

 
.05 

 
-.18 

 
.02 

 
-.04 

 
-.77** 

 
.59** 

 
.57** 

 
.45** 

 
-.13 

 
1 

      

14.ECR- 
AVOIDANCE 

 
.08 

 
.06 

 
.05 

 
.06 

 
-.04 

 
.07 

 
.13 

 
-.51** 

 
.39** 

 
.36** 

 
.29** 

 
-.089 

 
.43** 

 
1 

     

15.ECR- 
ANXIETY 

 
.15 

 
.14 

 
.09 

 
.19 

 
.05 

 
.06 

 
.06 

 
-.44** 

 
.40** 

 
.33** 

 
.37** 

 
.031 

 
.44** 

 
.18 

 
1 

    

16.DAS- 
S 

 
.06 

 
.08 

 
-.04 

 
-.08 

 
.12 

 
.02 

 
.03 

 
.61** 

 
-.41** 

 
-.39** 

 
-.31** 

 
.09 

 
-.51** 

 
-.60** 

 
-.25** 

1  
 

  

17.DAS- 
CON 

 
-.05 

 
-.04 

 
-.15 

 
-.11 

 
.03 

 
.03 

 
-.04 

 
.58** 

 
-.40** 

 
-.44** 

 
-.26** 

 
.180 

 
-.42** 

 
-.53** 

 
-.31** 

 
.72** 

1   

18.DAS- 
COH 

 
.00 

 
.02 

 
-.16 

 
.00 

 
.03 

 
-.03 

 
-.01 

 
.53** 

 
-.36** 

 
-.33** 

 
-.29** 

 
.05 

 
-.48** 

 
-.40** 

 
-.30** 

 
.62** 

 
.70** 

 
1 

 

19.DAS- 
AE 

 
-.01 

 
-.04 

 
-.17 

 
-.04 

 
.10 

 
.03 

 
.02 

 
.52** 

 
-.37** 

 
-.36** 

 
-.28** 

 
.09 

 
-.36** 

 
-.50** 

 
-.27** 

 
.76** 

 
.66** 

 
.63** 

 
1 

* = p < 0.01, ** = p < 0.05 
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Table 2.14: Correlations of Study Variables for Clinical Sample (After Controlling the Attachment Variables) 

 
Scale 
(N=101)* 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
8 

 
9 

 
10 

 
11 

 
12 

 
13 

 
14 

 
15 

 
16 

 
17 

1.CPRS 1 
 

                

2. CPRS_CP1  
.85 

1       
 

         

3.CPRS_LP  
.71 

 
.57 

1               

4.CPRS_P  
.59 

 
.32 

 
.34 

1              

5. CPRS_IH  
.61 

 
.52 

 
.63 

 
.19 

1             

6. CPRS_CP2  
.76 

 
.66 

 
.44 

 
.52 

 
.30 

1            

7.CPRS_ANX  
.63 

 
.28 

 
.39 

 
.50 

 
.25 

 
.40 

1           

8.CPQ-CC  
.18 

 
.14 

 
.11 

 
.16 

 
.20 

 
.10 

 
.21 

1          

9.CPQ-TDWC  
-.21** 

 
-.19 

 
-.21 

 
-.21 

 
-.20 

 
-.15 

 
-.18 

 
.50 

 
1 

 
 

       

10.CPQ-MDWWDC  
-.13 

 
-.12 

 
-.15 

 
-.10 

 
-.12 

 
-.10 

 
-.14 

 
-.47 

 
.83 

 
1 

       

11.CPQ-WDMWDC  
-.22** 

 
-.19 

 
-.20 

 
-.25 

 
-.20 

 
-.15 

 
-.16 

 
-.36 

 
.83 

 
.37 

 
1 

      

12.CPQ-RDWDC  
-.10 

 
-.10 

 
-.05 

 
-.14 

 
-.05 

 
-.05 

 
-.02 

 
.11 

 
-.02 

 
-.56 

 
.56 

 
1 
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13.CPQ-MAW  
-.19 

 
-.18 

 
-.22 

 
-.05 

 
-.23 

 
-.04 

 
-.13 

 
-.65 

 
.43 

 
.43 

 
.28 

 
-.14 

 
1 

    

14.DAS-S  
.16 

 
.17 

 
-.00 

 
-.02 

 
.14 

 
.09 

 
.14 

 
.41 

 
-.19 

 
-.19 

 
-.13 

 
.06 

 
-.30 

 
1 

 
 

  

15.DAS-CON  
.03 

 
.02 

 
-.13 

 
-.05 

 
.02 

 
.09 

 
.04 

 
.37 

 
-.18 

 
-.25 

 
-.05 

 
.18 

 
-.17 

 
.57 
 

1   

16.DAS-COH  
.08 

 
.08 

 
-.14 

 
.08 

 
.04 

 
.02 

 
.05 

 
.35 

 
-.17 

 
-.16 

 
-.12 

 
.04 

 
-.29 

 
.49 
 

 
.62 
 

 
1 

 

17.DAS-AE  
.07 

 
.02 

 
-.16 

 
.03 

 
.11 

 
.09 

 
.10 

 
.29 

 
-.16 

 
-.17 

 
-.09 

 
.07 

 
-.10 

 
.65 
 

 
.50 

 
.52 

 
1 

* = p < 0.01, ** = p < 0.05 
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Result for Hypothesis 3 

According to Hypothesis 3, the correlation between problems in the couple 

relationship and behavioural problems in the child will be stronger in the clinical 

sample.  Correlation was used to address this hypothesis. It was predicted that 

the correlation would be stronger in the clinical sample. The results 

demonstrated that the correlations were only statistically significant in the 

clinical sample, but not in the community sample.  There was no correlation 

found in the community sample, even though after controlling the attachment 

variables.  Therefore, there were no differences in the correlations between both 

groups.  Table 2.15 represents the Correlations of Study Variables for Community 

Group after controlling the attachment variables.  Please see Table 2.13 and 

Table 2.14 for the Correlations of Study Variables for Clinical Sample before and 

after controlling the attachment variables.   
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Table 2.15:  Correlations of Study Variables for Community Group (After Controlling Attachment Variables) 

 
Scale 
(N=153)* 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
8 

 
9 

 
10 

 
11 

 
12 

 
13 

 
14 

 
15 

 
16 

 
17 

 
18 

 
19 

1.CPRS 
 

 
1 

                  

2.CPRS_ 
CP1 

 
.88** 

1       
 

           

3.CPRS_ 
LP 

 
.82** 

 
.68** 
 

1                 

4.CPRS_ 
P 

 
.58** 

 
.48** 

 
.26** 

1                

5.CPRS_ 
IH 

 
.80** 

 
.66** 

 
.74** 

 
.27** 

1               

6.CPRS_ 
CP2 

 
.64** 

 
.55** 

 
.47** 

 
.56** 

 
.36** 

1              

7.CPRS_ 
ANX 

 
.70** 

 
.48** 

 
.49** 

 
.45 

 
-46** 

 
.47** 

1             

8.CPQ- 
CC 

 
.02 

 
.01 

 
-.01 

 
-.04 

 
.06 

 
-.03 

 
.08 

1            

9.CPQ-
TDWC 

 
.06 

 
.03 

 
.08 

 
.04 

 
-.01 

 
.03 

 
.12 

 
-.55** 

 
1 

          

10.CPQ-
MDWWDC 

 
.00 

 
.02 

 
.01 

 
-.03 

 
-.09 

 
.03 

 
.14 

 
-.45** 

 
.81** 

 
1 
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11.CPQ-
WDMWDC 

 
.09 

 
.03 

 
.12 

 
.09 

 
.08 

 
.02 

 
.05 

 
-.44** 

 
.80** 

 
.31** 

 
1 

        

12.CPQ-
RDWDC 

 
.07 

 
.01 

 
.09 

 
.10 

 
.14 

 
-.01 

 
-.09 

 
.02 

 
-.04 

 
-.61** 

 
.57** 

 
1 

       

13.CPQ-
MAW 

 
.03 

 
.01 

 
.05 

 
.07 

 
-.04 

 
.05 

 
-.06 

 
-.69** 

 
.46** 

 
.40** 

 
.34** 

 
-.07 

 
1 

      

14.ECR- 
AVOIDANCE 

 
.05 

 
.00 

 
.12 

 
.06 

 
.05 

 
.02 

 
.03 

 
-.11 

 
.17* 

 
.18* 

 
.09 

 
.09 

 
.21 

 
1 

     

15.ECR- 
ANXIETY 

 
.02 

 
-.04 

 
.01 

 
.01 

 
.07 

 
.04 

 
-.03 

 
-.01 

 
.00 

 
.01 

 
-.01 

 
-.01 

 
.05 

 
.02 

 
1 

    

16.DAS-S  
.09 

 
.12 

 
.02 

 
.00 

 
.11 

 
.09 

 
.10 

 
.57** 

 
-.30** 

 
-.24** 

 
-.25** 

 
-.01 

 
-.47** 

 
-.14 

 
-.06 

 
1 

 
 

  

17.DAS- 
CON 

 
.11 

 
.16 

 
.06 

 
.04 

 
.09 

 
.09 

 
.09 

 
.41** 

 
-.30** 

 
-.28 

 
-.20* 

 
.07 

 
-.36 

 
-.09 

 
-.06 

 
.72** 

1   

18.DAS-
COH 

 
.04 

 
.07 

 
.02 

 
.00 

 
.02 

 
.09 

 
.07 

 
.58** 

 
-.39** 

 
-.24** 

 
-.39** 

 
-.11 

 
-.53** 

 
-.09 

 
-.045 

 
.56** 

 
.77** 

 
1 

 

19.DAS- 
AE 

 
.06 

 
.08 

 
.03 

 
.01 

 
.07 

 
.07 

 
.06 

 
.43** 

 
-.30** 

 
-.29** 

 
-.20* 

 
.08 

 
-.39** 

 
-.13 

 
-.02 

 
.89** 

 
.72** 

 
.59** 

 
1 

* = p < 0.01, ** = p < 0.05 
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Result for Hypothesis 4 

Hierarchical multiple regression analyses were conducted to test the fourth 

hypothesis, which proposed that attachment style will moderate the relationship 

between having a child with ADHD and the interpersonal problem in the couple.  

In this hierarchical multiple regression, potential predictors were entered in 

steps.  The Group was entered in the first step, then ECR-AVOIDANCE was added 

in the second step, and the interaction ECR-AVOIDANCE and Group were added 

in the final step.   

 

I did not apply the mean-centering for the Hierarchal Multiple Regression.  

Although the practice of mean-centering has been advocated by some authors 

(Aiken and West, 1991), it has been questioned by others (Echambadi & Hess, 

2004).  The latter have claimed that mean-centering neither improves the 

accuracy of numerical computation of statistical parameters, nor does it change 

the sample accuracy of main effects, simple effects, and/or interaction effects.  

On the basis of this controversy, I decided not to conduct the mean-centering in 

my analysis. 

 

The findings show that attachment style moderated the impact of having a child 

with ADHD on interpersonal problems in the couple.  In particular, ECR-

AVOIDANCE moderated the impact of having a child with ADHD on CPQ-CC, DAS-

S, DAS-CON, DAS-COH, and DAS-AE.  On the other hand, EXR-ANXIETY moderated 

the impact of having a child with ADHD on CPQ-CC, CPQ-TDWDC, CPQ-

MDWWDC, CPQ-WDMWDC, CPQ-MAWH, and DAS-COH.  The findings also show 

that attachment style moderated the impact of having a child with ADHD on 

interpersonal problems in the couple after controlling the child age.  In 

particular, ECR-AVOIDANCE moderated the impact of having a child with ADHD 

on CPQ-CC, DAS-S, and DAS-CON.  On the other hand, EXR-ANXIETY moderated 

the impact of having a child with ADHD on CPQ-CC, CPQ-TDWDC, and CPQ-

WDMWDC.   
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Table 2. 16:  Hierarchical Multiple Regression of Predictors with                     
Attachment Avoidance (ECR-AVOIDANCE) 

Dependent 
Variable 

Independent 
Variables 

Betaª pª R² Adj 
R² 

∆F  df p 

 

 

 

Constructive 
Communication 

(CPQ-CC) 

 
 
 

Step 1:        
Group 

                     
-.12 

     
.051 

.02 .01 3.8  1, 252 .051 

Step 2:        
Group          

Attachment 
Avoidance 

                        
-.19  

        
.28 

    
.003 

    
.000 

.09 .08 19.7  1, 251 <.001 

Step 3:       
Group            

Attachment 
Avoidance   

Group* 
Attachment 
Avoidance 

           
.28 

               
-.12      

 

 -.49 

     
.107  

    
.153 

      

.004 

.12 .11 8.4  1, 250 .001 

 

 

 

Dyadic 
Satisfaction 

(DAS-S) 

Step 1:        
Group 

                
-.09 

    
.156 

.01 .00 2.0  1, 252 .156 

Step 2:        
Group           

Attachment 
Avoidance 

                
-.18  

            
-.36 

    
.004  

    
.000 

.13 .12 34.1  1, 251 <.001 

Step 3:       
Group            

Attachment 
Avoidance   

Group* 
Attachment 
Avoidance 

 

 

 

           
.46    

            
-.14              

 

-.66  

    
.006  

    
.075     

 

.000 

.18 .17 16.6  1, 250 <.001 
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Dyadic 
Consensus 

(DAS-CON) 

Step 1:        
Group 

                
-.03 

    
.648 

.00 -.00 .21  1,252 .648 

Step 2:        
Group           

Attachment 
Avoidance 

                
-.09  

            
-.27 

    
.135   

    
.000 

.01 .06 18.7  2, 251 <.001 

Step 3:       
Group            

Attachment 
Avoidance   

Group* 
Attachment 
Avoidance 

            
.39    

            
-.11  

 

-.50 

    
.026        

    
.192   

 

.003 

.10 .09 8.9  3, 250 <.001 

 

 

 

Dyadic 
Cohesion 

(DAS-COH) 

Step 1:        
Group 

                
-.07 

    
.264 

.01 .00 1.3  1, 252 .264 

Step 2:        
Group           

Attachment 
Avoidance 

               
-.13    

            
-.23 

    
.050   

    
.000 

.05 .05 12.8  1, 251 <.001 

Step 3:       
Group            

Attachment 
Avoidance   

Group* 
Attachment 
Avoidance 

           
.27    

            
-.09  

 

-.42 

 

    
.123  

    
.274   

 

.016 

.08 .06 5.8  1, 250 <.001 

 

 

 

Dyadic 
Affectional 
Expression 

Step 1:        
Group 

               
-.13 

     
.044 

.02 .01 4.1  

 

1, 252 .044 

Step 2:        
Group           

Attachment 
Avoidance 

               
-.19  

-.28 

    
.002  

.000 

.09 .08 20.5  1, 251 <.001 
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(DAS-AE) Step 3:       
Group            

Attachment 
Avoidance   

Group* 
Attachment 
Avoidance 

           
.20    

            
-.15  

 

-.41 

     
.247  

    
.075 

 

.015 

 

.11 .10 5.9  1, 250 <.001 

*  ª means - Beta and p refer to the final model 
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Table 2. 17: Hierarchical Multiple Regression of Predictors with Attachment 

Avoidance   (ECR-AVOIDANCE) After Controlling the Child Age 

Dependent 
Variable 

Independent 
Variables 

Betaª pª R² Adj R² ∆F df p 

 
 
 
Constructive 
Communication 
 
(CPQ-CC) 
 
 
 

Step 1:        
Child Age 

 
-.08 

 
.262 

01 .01 3.6 1,252 .059 

Step 2:        
Group           
Attachment  
Avoidance 

 
 .33 
 
-.11 

  
.067 
 
.177 

.09 .08 10.4 2,250 <.001 

 
Step 3:      
Group *  
Attachment 
Avoidance 

 
 
 
 
-.50 

 
 
 
 
.003 

 
.12 

 
.11 

 
8.8 

 
1,249 

 
.001 

 
 
 
Dyadic 
Satisfaction 
 
(DAS-S) 

Step 1:                  
Child Age 

 
-.08 

 
.234 

.01 .01 2.8 1,252 .098 

Step 2:             
Group 
Attachment 
Avoidance 
 
Step 3:       
Group * 
Attachment 
Avoidance 
 

 
.50 
 
-.14 
 
 
 
 
-.67 

 
.003 
 
.089 
 
 
 
 
.000 

.13 
 
 
 
 
.19 

.12 
 
 
 
 
.17 

17.1 
 
 
 
 
17.1 

2,250 
 
 
 
 
1,249 

<.001 
 
 
 
 
<.001 

 
Dyadic 
Consensus 
 
(DAS-CON) 

Step 1:              
Child Age 

 
-.13 

 
.055 

.01 .01 3.4 1,252 .065 

Step 2:             
Group  
Attachment 
Avoidance 
 
Step 3:          
Group * 
Attachment 
Avoidance 

 
.47 
 
-.10 
 
 
 
 
-.52 

 
.009 
 
.238 
 
 
 
 
.002 

.08 
 
 
 
 
.12 

.07 
 
 
 
 
.10 

9.2 
 
 
 
 
9.6 

2,250 
 
 
 
 
1,249 

<.001 
 
 
 
 
<.001 

        

*  ª means - Beta and p refer to the final model 
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Figure 2.1 to Figure 2.5 demonstrate that Attachment Avoidance plays a role as a 

moderator in the relationship between having a child with ADHD and 

interpersonal problems in the couple.  The figures were produced using the 

ModGraph-1 programme by Paul E. Jose (2008).  The ModGraphh-1 computed 

cell means for the graphical display of moderational analyses. 

The statistical information obtained from typical multiple regression output was 

entered in order to compute the equations that yield cell means necessary for 

the graphical display of statistical interactions using the Modgraph software.  The 

menu of the ‘Continuous Data Entry’ menu was selected in the beginning.  There 

were four labels in the Chart Levels; 1) the descriptive label that goes at the top 

of the graph (e.g., Attachment Avoidance as a Moderator); 2) the X axis label 

which is the main effect (e.g., Having a Child with ADHD); 3) the Y axis label 

which is the dependent variable (e.g., Conflict Constructive Communication); and 

4) the name of the moderating variable (e.g., Attachment Avoidance). The rest of 

the menu requires that one input information taken from the regression analysis 

output; the unstandardized regression coefficient (B), the mean, and the 

standard deviation of the main effect, the moderating variable, the interaction 

term, and the constant.  
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Figure 2.1: Attachment Avoidance as a Moderator in the Relationship Between 

Having a Child with ADHD and Conflict Constructive Communication 

 

Figure 2.1 shows a moderation effect of Attachment Avoidance in the 

relationship between Having a Child with ADHD and Conflict Constructive 

Communication (CPQ-CC). ‘Having a Child with ADHD’ was the Independent 

Variable (IV), while ‘Conflict Constructive Communication’ was the Dependent 

Variable (DV).  ECR-AVOIDANCE appeared to moderate the impact of having a 

Child with ADHD on CPQ-CC only in the condition of High Avoidance. In other 

words, Having a Child with ADHD was found to be affected by CPQ-CC in the 

condition of High Avoidance, but it was found to be unaffected by CPQ-CC in the 

condition of Low Avoidance.  On the other hand, Not having a Child with ADHD 

was found to be unaffected by CPQ-CC in the condition of either Low or High 

Avoidance. Therefore, the hypothesis that Attachment Avoidance would 

moderate the relationship between Having a Child with ADHD and interpersonal 

problems in the relationship (CPQ-CC) is supported. 

 
 
 
 

Having Not Having 

Having a Child with ADHD 
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Figure 2.2: Attachment Avoidance Moderates the Effect of                                       
Having a Child with ADHD on Dyadic Satisfaction  

 

Figure 2.2 shows a moderation effect of Attachment Avoidance in the 

relationship between Having a Child with ADHD and Dyadic Satisfaction (DAS-S). 

‘Having a Child with ADHD’ was the Independent Variable (IV), while ‘Dyadic 

Satisfaction’ was the Dependent Variable (DV).  ECR-AVOIDANCE appeared to 

moderate the impact of Having a Child with ADHD on DAS-S only in the condition 

of High Avoidance. In other words, Having a Child with ADHD was found to be 

affected by DAS-S in the condition of High Avoidance, but it was found to be 

unaffected by DAS-S in the condition of Low Avoidance.  On the other hand, Not 

Having a Child with ADHD was found to be unaffected by DAS-S in the condition 

of either Low or High Avoidance. Therefore, the hypothesis that Attachment 

Avoidance would moderate the relationship between Having a Child with ADHD 

and interpersonal problems in the relationship (DAS-S) is supported. 

 

 

 

Having a Child with ADHD 
Not Having Having 

D
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d
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n
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Figure 2.3:  Attachment Avoidance Moderates the Effect of                                   
Having a Child with ADHD on Dyadic Consensus  

 

 

Figure 2.3 shows a moderation effect of Attachment Avoidance in the 

relationship between Having a Child with ADHD and Dyadic Consensus (DAS-

CON). ‘Having a Child with ADHD’ was the Independent Variable (IV), while 

‘Dyadic Consensus’ was the Dependent Variable (DV).  ECR-AVOIDANCE 

appeared to moderate the impact of Having a Child with ADHD on DAS-CON only 

in the condition of High Avoidance. In other words, Having a Child with ADHD 

was found to be affected by DAS-CON in the condition of High Avoidance, but it 

was found to be unaffected by DAS-CON in the condition of Low Avoidance.  On 

the other hand, Not Having a Child with ADHD was found to be unaffected by 

DAS-CON in the condition of either Low or High Avoidance. Therefore, the 

hypothesis that Attachment Avoidance would moderate the relationship 

between Having a Child with ADHD and interpersonal problems in the 

relationship (DAS-CON) is supported. 

  

 

Having a Child with ADHD 

Having Not Having 

D
ya

d
ic

 C
o

n
se

n
su

s 



90 

 

 

Figure 2.4: Attachment Avoidance Moderates the Effect of                                   
Having a Child with ADHD on Dyadic Cohesion 

 

Figure 2.4 shows a moderation effect of Attachment Avoidance in the 

relationship between Having a Child with ADHD and Dyadic Cohesion (DAS-COH). 

‘Having a Child with ADHD’ was the Independent Variable (IV), while ‘Dyadic 

Cohesion’ was the Dependent Variable (DV).  ECR-AVOIDANCE appeared to 

moderate the impact of Having a Child with ADHD on DAS-COH only in the 

condition of High Avoidance. In other words, Having a Child with ADHD was 

found to be affected by DAS-COH in the condition of High Avoidance, but it was 

found to be unaffected by DAS-COH in the condition of Low Avoidance.  On the 

other hand, Not Having a Child with ADHD was found to be unaffected by DAS-

COH in the condition of either Low or High Avoidance. Therefore, the hypothesis 

that Attachment Avoidance would moderate the relationship between Having a 

Child with ADHD and interpersonal problems in the relationship (DAS-COH) is 

supported. 

 

 

Having a Child with ADHD 

Not Having Having 
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Figure 2.5: Attachment Avoidance Moderates the Effect of                                        
Having a Child with ADHD on Dyadic Affectional Expression 

 

Figure 2.5 shows a moderation effect of Attachment Avoidance in the 

relationship between Having a Child with ADHD and Dyadic Affectional 

Expression (DAS-AE). ‘Having a Child with ADHD’ was the Independent Variable 

(IV), while ‘Dyadic Affectional Expression’ was the Dependent Variable (DV).  

ECR-AVOIDANCE appeared to moderate the impact of Having a Child with ADHD 

on DAS-AE only in the condition of High Avoidance.  In other words, Having a 

Child with ADHD was found to be affected by DAS-AE in the condition of High 

Avoidance, but it was found to be unaffected by DAS-AE in the condition of Low 

Avoidance.  On the other hand, Not Having a Child with ADHD was found to be 

unaffected by DAS-AE in the condition of either Low or High Avoidance. 

Therefore, the hypothesis that Attachment Avoidance would moderate the 

relationship between Having a Child with ADHD and interpersonal problems in 

the relationship (DAS-AE) is supported. 
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In short, Figure 2.1 to Figure 2.5 shows that the interpersonal relationship scales: 

CPQ-CC, DAS-S, DAS-CON, DAS-COH, and DAS-AE found to be affected by Having 

a Child with ADHD only in the conditions of High Avoidance. However, those five 

scales were found to be unaffected by Having a Child with ADHD in the condition 

of Low avoidance.  On the other hand, those interpersonal relationship scales 

was found to be unaffected by Not Having a Child with ADHD either in the 

condition of Low or High Avoidance.  Thus, the difference between the 

moderating effect of High, Medium, and Low Attachment Avoidance on the 

impact of Having a Child with ADHD was bigger compared to the difference 

between the moderating effect of High, Medium and Low Attachment Avoidance 

on the impact of Not Having a Child with ADHD. 

 

Table 2.17 shows the same hierarchical multiple regressions.  The same 

procedure for the hierarchical multiple regressions was then repeated with the 

ECR-ANXIETY replacing the ECR-AVOIDANCE in the second block. The table 

indicates that the Group, which is ECR-ANXIETY, is the predictor.  All predictors 

are significant at the 1% level. 
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Table 2. 18: Hierarchical Multiple Regression of Predictors with the Attachment 
Anxiety (ECR-ANXIETY) 

Dependent 
Variable 

Independent 
Variables 

Betaª pª R² Adj 

R² 

∆F)  Df p 

 

 

Conflict 
Constructive 
Communication 

(CPQ-CC) 

Step 1:        
Group 

          -
.12 

  
.051 

.02 .01 3.8  1, 252 .051 

Step 2:        
Group           

Attachment 
Anxiety 

          -
.17    

           
-.18 

  
.008  

   
.005 

.05 .04 8.1 1, 251 <.001 

Step 3:       
Group            

Attachment 
Anxiety   

Group* 
Attachment 
Anxiety 

      
.39     

          -
.01    

 

-.59 

  
.030  

  
.940     

 

.001 

.09 .08 10.9  1, 250 .059 

 

 

 

Conflict Total 
Demand and 
Withdrawal 
Communication 

(CPQ-TDWDC) 

Step 1:        
Group 

      
.06 

   
.367 

.06 .00 .82  1, 252 .367 

Step 2:        
Group           

Attachment 
Anxiety 

      
.10  

      
.17 

  
.115  

   
.008 

.18 .02 7.2  1, 251 <.001 

Step 3:       
Group            

Attachment 
Anxiety   

Group* 
Attachment 
Anxiety 

 

          -
.46  

      
.00  

 

.58 

  
.014  

   
.992  

 

.001 

.26 .06 10.4  1, 250 <.001 
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Conflict Man 
Demand and 
Woman 
Withdraw 
Communication 

 

(CPQ-
MDWWDC) 

Step 1:        
Group 

       
.03 

  
.642 

.00 -.00 .22  1, 252 .642 

Step 2:        
Group           

Attachment 
Anxiety 

      
.07  

       
.14 

  
.312  

   
.032 

.02 .01 4.7  1, 251 <.001 

Step 3:       
Group            

Attachment 
Anxiety   

Group* 
Attachment 
Anxiety 

          -
.36  

       
.01  

 

.44 

  
.054  

   
.929  

 

.016 

.04 .03 5.9  1, 250 <.001 

 

 

Conflict Woman 
Demand and 
Man Withdraw 
Communication 

(CPQ-
WDMWDC) 

Step 1:        
Group 

      
.07 

  
.297 

.00 .00 1.1  1, 252 .297 

Step 2:        
Group           

Attachment 
Anxiety 

      
.10  

      
.15 

  
.109       

  
.023 

.03 .02 5.2  1, 251 <.001 

Step 3:       
Group            

Attachment 
Anxiety   

Group* 
Attachment 
Anxiety 

 

 

 

 

           
-.40    

          -
.01  

 

.52 

  
.032     

   
.912  

 

.004 

.06 .05 8.4  1, 250 <.001 
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Conflict Mutual 
Avoidance and 
With Holding 

(CPQ-MAWH) 

Step 1:        
Group 

           
-.02 

  
.763 

.00 -.00 .1  1, 252 .763 

Step 2:        
Group           

Attachment 
Anxiety 

       
.03    

      
.20 

  
.603   

  
.002 

.04 .03 9.9  1, 251 <.001 

Step 3:       
Group            

Attachment 
Anxiety   

Group* 
Attachment 
Anxiety 

          -
.45    

      
.05  

 

.49 

  
.017   

  
.514  

 

.006 

.07 .06 7.6  1, 250 <.001 

 

Dyadic Cohesion 

(DAS-COH) 

Step 1:        
Group 

          -
.07 

  
.264 

.01 .00 1.3  1, 252 .264 

Step 2:        
Group           

Attachment 
Anxiety 

          -
.11      

           
-.16 

  
.084  

  
.014 

.03 .02 6.2  1, 251 <.001 

Step 3:       
Group            

Attachment 
Anxiety   

Group* 
Attachment 
Anxiety 

      
.24     

          -
.05     

 

-.36 

  
.202  

  
.543  

 

.047 

.04 .03 3.9  1, 250 <.001 

*  ª means - Beta and p refer to the final model  
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Table 2. 19:  Hierarchical Multiple Regression of Predictors with Attachment 
Anxiety (ECR-ANXIETY) After Controlling the Child Age 

 

Dependent 
Variable 

Independent 
Variables 

Betaª pª R² Adj R² ∆F df p  

 
 
 
Constructive 
Communication 
 
(CPQ-CC) 
 
 
 

Step 1:        
Child Age 

 
-.05 

 
.495 

.01 .01 3.6 1,252 .059  

Step 2:        
Group           
Attachment  
Anxiety 

 
.41 
 
-.01 

 
.026 
 
.941 

.05 .04 4.6 2,250 <.001  

 
Step 3:      
Group * 
Attachment 
Anxiety 

 
 
 
 
-.58 

 
 
 
 
.001 

 
.09 

 
.07 

 
10.
5 

 
1,249 

 
.047 

 

 
 
 
Conflict Total 
Demand and 
Withdrawal 
Communication 
 
(CPQ-TDWDC) 

Step 1:                  
Child Age 

 
.05 

 
.450 

.01 .00 2.1 1,252 .148  

Step 2:             
Group 
Attachment 
Anxiety 
 
Step 3:       
Group * 
Attachment 
Anxiety 
 

 
-.48 
 
-.00 
 
 
 
 
.57 

 
.011 
 
990 
 
 
 
 
.002 

.04 
 
 
 
 
.04 

.02 
 
 
 
 
.06 

3.4 
 
 
 
 
9.9 

2,250 
 
 
 
 
1,249 

<.001 
 
 
 
 
<.001 

 

 
Conflict Woman 
Demand and 
Man Withdraw 
Communication 
 
(CPQ-
WDMWDC) 

Step 1:              
Child Age 

 
.03 

 
.688 

.01 .00 1.4 1,252 <.001  

Step 2:             
Group  
Attachment 
Anxiety 
 
Step 3:          
Group * 
Attachment 
Anxiety 

 
-.41 
 
-.01 
 
 
 
 
.51 

 
.030 
 
.912 
 
 
 
 
.005 

.03 
 
 
 
 
.06 

.01 
 
 
 
 
.04 

2.6 
 
 
 
 
8.1 

2,250 
 
 
 
 
1,249 

<.001 
 
 
 
 
<.001 

 

         

*  ª means - Beta and p refer to the final model 
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Figure 2.6 to Figure 2.11 demonstrate that Attachment Anxiety plays a role as a 

moderator in the relationship between the groups and interpersonal problem in 

the couple.  The figures were also produced by using the ModGraph-1 

programme by Paul E. Jose (2008).    
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Figure 2.6:  Attachment Anxiety Moderates the Effect of Having a Child with 
ADHD on Conflict Constructive Communication 

 

Figure 2.6 shows a moderation effect of Attachment Anxiety in the relationship 

between Having a Child with ADHD and Conflict Constructive Communication 

(CPQ-CC). ‘Having a Child with ADHD’ was the Independent Variable (IV), while 

CPQ-CC was the Dependent Variable (DV).  ECR-ANXIETY appeared to moderate 

the impact of Having a Child with ADHD on CPQ-CC only in the condition of High 

Anxiety.  In other words, Having a Child with ADHD was found to be affected by 

CPQ-CC in the condition of High Anxiety, but it was found to be unaffected by 

CPQ-CC in the condition of Low Anxiety.  On the other hand, Not Having a Child 

with ADHD was found to be unaffected by CPQ-CC in the condition of either Low 

or High Anxiety. Therefore, the hypothesis that Attachment Anxiety would 

moderate the relationship between Having a Child with ADHD and interpersonal 

problems in the relationship (CPQ-CC) is supported.  

 

 

 

 

 

Having a Child with ADHD 
Not Having Having 
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Figure 2.7: Attachment Anxiety Moderates the Effect of Having a Child with 
ADHD on Conflict Total Demand and Withdraw Communication 

 

Figure 2.7 shows a moderation effect of Attachment Anxiety in the relationship 

between Having a Child with ADHD and Conflict Total Demand and Withdraw 

Communication (CPQ-TDWDC). ‘Having a Child with ADHD’ was the Independent 

Variable (IV), while CPQ-TDWDC was the Dependent Variable (DV).  ECR-ANXIETY 

appeared to moderate the impact of Having a Child with ADHD on CPQ-TDWDC 

only in the condition of High Anxiety.  In other words, Having a Child with ADHD 

was found to be affected by CPQ-TDWDC in the condition of High Anxiety, but it 

was found to be unaffected by CPQ-TDWDC in the condition of Low Anxiety.  On 

the other hand, Not Having a Child with ADHD was found to be unaffected by 

CPQ-TDWDC in the condition of either Low or High Anxiety. Therefore, the 

hypothesis that Attachment Anxiety would moderate the relationship between 

Having a Child with ADHD and interpersonal problems in the relationship (CPQ-

TDWDC) is supported. 
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Figure 2.8: Attachment Anxiety Moderates the Effect of Having a Child with 
ADHD on Conflict Man Demand Woman Withdraw Communication 

 

Figure 2.8 shows a moderation effect of Attachment Anxiety in the relationship 

between Having a Child with ADHD and Conflict Man Demand Woman Withdraw 

Communication (CPQ-MDWWDC). ‘Having a Child with ADHD’ was the 

Independent Variable (IV), while CPQ-MDWWDC was the Dependent Variable 

(DV).  ECR-ANXIETY appeared to moderate the impact of Having a Child with 

ADHD on CPQ-MDWWDC only in the condition of High Anxiety.  In other words, 

Having a Child with ADHD was found to be affected by CPQ-MDWWDC in the 

condition of High Anxiety, but it was found to be unaffected by CPQ-MDWWDC 

in the condition of Low Anxiety.  On the other hand, Not Having a Child with 

ADHD was found to be unaffected by CPQ-MDWWDC in the condition of either 

Low or High Anxiety. Therefore, the hypothesis that Attachment Anxiety would 

moderate the relationship between Having a Child with ADHD and interpersonal 

problems in the relationship (CPQ-MDWWDC) is supported. 
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Figure 2.9: Attachment Anxiety Moderates the Effect of Having a Child with 
ADHD on Conflict Woman Demand Man Withdraw Communication 

 

Figure 2.9 shows a moderation effect of Attachment Anxiety in the relationship 

between Having a Child with ADHD and Conflict Woman Demand Man Withdraw 

Communication (CPQ-WDMWDC). ‘Having a Child with ADHD’ was the 

Independent Variable (IV), while CPQ-WDMWDC was the Dependent Variable 

(DV).  ECR-ANXIETY appeared to moderate the impact of Having a Child with 

ADHD on CPQ-WDMWDC only in the condition of High Anxiety.  In other words, 

Having a Child with ADHD was found to be affected by CPQ-WDMWDC in the 

condition of High Anxiety, but it was found to be unaffected by CPQ-WDMWDC 

in the condition of Low Anxiety.  On the other hand, Not Having a Child with 

ADHD was found to be unaffected by CPQ-WDMWDC in the condition of either 

Low or High Anxiety. Therefore, the hypothesis that Attachment Anxiety would 

moderate the relationship between Having a Child with ADHD and interpersonal 

problems in the relationship (CPQ-WDMWDC) is supported. 
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Figure 2.10:  Attachment Anxiety Moderates the Effect of Having a Child with 
ADHD on Conflict Mutual Avoidance and With Holding 

 

Figure 2.10 shows a moderation effect of Attachment Anxiety in the relationship 

between Having a Child with ADHD and Conflict Mutual Avoidance and 

Withholding (CPQ-MAWH). ‘Having a Child with ADHD’ was the Independent 

Variable (IV), while CPQ-MAWH was the Dependent Variable (DV).  ECR-ANXIETY 

appeared to moderate the impact of Having a Child with ADHD on CPQ-MAWH 

only in the condition of High Anxiety.  In other words, Having a Child with ADHD 

was found to be affected by CPQ-MAWH in the condition of High Anxiety, but it 

was found to be unaffected by CPQ-MAWH in the condition of Low Anxiety.  On 

the other hand, Not Having a Child with ADHD was found to be unaffected by 

CPQ-MAWH in the condition of either Low or High Anxiety. Therefore, the 

hypothesis that Attachment Anxiety would moderate the relationship between 

Having a Child with ADHD and interpersonal problems in the relationship (CPQ-

MAWH) is supported. 
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Figure 2.11: Attachment Anxiety Moderates the Effect of Having a Child with 
ADHD on Dyadic Cohesion  

 

Figure 2.11 shows a moderation effect of Attachment Anxiety in the relationship 

between Having a Child with ADHD and Dyadic Cohesion (DAS-COH). ‘Having a 

Child with ADHD’ was the Independent Variable (IV), while DAS-COH was the 

Dependent Variable (DV).  ECR-ANXIETY appeared to moderate the impact of 

Having a Child with ADHD on DAS-COH only in the condition of High Anxiety.  In 

other words, Having a Child with ADHD was found to be affected by DAS-COH in 

the condition of High Anxiety, but it was found to be unaffected by DAS-COH in 

the condition of Low Anxiety.  On the other hand, Not Having a Child with ADHD 

was found to be unaffected by DAS-COH in the condition of either Low or High 

Anxiety.  Therefore, the hypothesis that Attachment Anxiety would moderate the 

relationship between Having a Child with ADHD and interpersonal problems in 

the relationship (DAS-COH) is supported. 

 

In short, Figure 2.6 to Figure 2.11 show that the interpersonal relationship scales: 

CPQ-CC and DAS-COH, CPQ-TDWDC, CPQ-MDWWDC, and CPQ-WDMWDC, CPQ-

WDMWDC, and CPQ-MAWH were found to be affected by Having a Child with 
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ADHD only in the conditions of High Anxiety.  However, those scales were found 

to be unaffected by Having a Child with ADHD in the condition of Low Anxiety.   

On the other hand, those interpersonal relationship scales were found to be 

unaffected by Not Having a Child with ADHD in the condition of either Low or 

High Anxiety.  Thus, the difference between the moderating effect of High, 

Medium, and Low Attachment Anxiety on the impact of Having a Child with 

ADHD was bigger compared to the difference between the moderating effect of 

High, Medium and Low Attachment Anxiety on the impact of Not Having a Child 

with ADHD. 

 

Result for Hypothesis 5 

According to Hypothesis 5, parental attachment style will moderate the impact 

of ADHD symptoms on interpersonal problems in the couple.  The result of the 

hierarchical multiple regressions shows that attachment styles did not play a role 

as a moderator in the relationship between ADHD symptoms and interpersonal 

problems in the couple with ADHD.  However attachment styles moderated the 

relationship between ADHD symptoms and interpersonal problems in both 

sample of children with and without ADHD.  In particular, ECR-AVOIDANCE 

moderated the impact of ADHD Symptoms in the children with ADHD on CPQ-CC 

and DAS-S. On the other hand, ECR-ANXIETY moderated the impact of ADHD 

Symptoms in the children with ADHD on CPQ-CC, CPQ-TDWDC, and CPQ-MAWH. 

 

Table 2.18 shows the hierarchical multiple regressions.  In the hierarchical 

multiple linear regression, relationship variables were entered as dependent 

variables one by one.  Of the independent variables, CPRS was entered first, and 

then ECR AVOIDANCE was added in the second block, and the interaction CPRS 

and ECR AVOIDANCE were added in the final block.  All predictors are significant 

at the 1% level. 
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Table 2. 20: Hierarchical Multiple Regression of Predictors with the          
Attachment Avoidance (ECR-AVOIDANCE) 

Dependent 
Variable 

Independent 
Variables 

Betaª pª R² Adj 

R² 

∆F  df p 

 

 

 

Constructive 
Communication 

(CPQ-CC) 

Step 1:        
CPRS        

              
-.10 

  
.142 

.01 .01 2.2  1, 251 .142 

Step 2:        
CPRS           

Attachment 
Avoidance 

              
-.14  

               
-.26 

  
.024  

   
.000 

.08 .07 17.8  1, 250 <.001 

Step 3:        
CPRS            

Attachment 
Avoidance   

CPRS* 
Attachment 
Avoidance 

         
.33 

             
-.06 

 

-.51 

  
.057    

   
.527  

 

.004 

.11 .10 8.6  1, 249 .017 

 

 

Dyadic 
Satisfaction 

(DAS-S) 

Step 1:        
CPRS 

              
-.05 

  
.453 

.00 -.00 .56 1, 251 .453 

Step 2:        
CPRS           

Attachment 
Avoidance 

              
-.11  

             
-.34 

  
.072  

  
.000 

.11 .11 31.2  1, 250 <.001 

Step 3:        
CPRS            

Attachment 
Avoidance   

CPRS* 
Attachment 
Avoidance 

            
.48    

              
-.08  

 

-.64 

  
.004    

   
.361     

 

.000 

 

.16 .15 14.7  1, 249 <.001 

*  ª means - Beta and p refer to the final model 
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Figure 2.12 to Figure 2.13 demonstrate that Attachment Avoidance plays a role 

as a moderator in the relationship between the ADHD Symptoms and 

interpersonal problem in the couple.  The figures were produced by using the 

ModGraph-1 programme by Paul E. Jose (2008).  
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Figure 2.12: Attachment Avoidance as a Moderator in the Relationship between 
the ADHD symptoms and Conflict Constructive Communication 

 

Figure 2.12 shows a moderation effect of Attachment Avoidance in the 

relationship between ADHD Symptoms and Conflict Constructive Communication 

(CPQ-CC). ‘ADHD Symptoms’ was the Independent Variable (IV), while ‘Conflict 

Construction Communication’ was the Dependent Variable (DV). The ‘Low’ 

scores in the IV were an indication of Low ADHD Symptoms and the ‘High’ scores 

were an indication of High ADHD Symptoms. ECR-AVOIDANCE appeared to 

moderate the impact of ADHD Symptoms on CPQ-CC only in the condition of 

High Avoidance.  In other words, High ADHD Symptoms was found to be affected 

by CPQ-CC in the condition of High Avoidance, but it was found to be unaffected 

by CPQ-CC in the condition of Low Avoidance.  On the other hand, Low ADHD 

Symptoms was found to be unaffected by CPQ-CC in the condition of either Low 

or High Avoidance.  Therefore, the hypothesis that Attachment Avoidance would 

moderate the relationship between ADHD Symptoms and interpersonal 

problems in the relationship (CPQ-CC) is supported. 

 

 

 

ADHD Symptoms  
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Figure 2.13:  Attachment Avoidance as a Moderator in the Relationship between 
the ADHD symptoms and Dyadic Satisfaction 

 

Figure 2.13 shows a moderation effect of Attachment Avoidance in the 

relationship between ADHD Symptoms and Dyadic Satisfaction (DAS-S). ‘ADHD 

Symptoms’ was the Independent Variable (IV), while ‘Dyadic Satisfaction’ was 

the Dependent Variable (DV). The ‘Low’ scores in the IV was an indication of Low 

ADHD Symptoms and the ‘High’ scores was an indication of High ADHD 

Symptoms. ECR-AVOIDANCE appeared to moderate the impact of ADHD 

Symptoms on DAS-S only in the condition of High Avoidance.  In other words, 

High ADHD Symptoms was found to be affected by DAS-S in the condition of High 

Avoidance, but it was found to be unaffected by DAS-S in the condition of Low 

Avoidance.  On the other hand, Low ADHD Symptoms was found to be 

unaffected by DAS-S in the condition of either Low or High Avoidance.  

Therefore, the hypothesis that Attachment Avoidance would moderate the 

relationship between ADHD Symptoms and interpersonal problems in the 

relationship (DAS-S) is supported. 
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In short, Figures 2.12 and Figure 2.13 show that the interpersonal scales CPQ-CC 

and DAS-S were found to be affected by High ADHD Symptoms only in conditions 

of High Avoidance.  However, those two scales were found to be unaffected by 

High ADHD Symptoms in the condition of Low Avoidance.   On the other hand, 

those two interpersonal relationship scales was found to be unaffected by Low 

ADHD Symptoms in the condition of either Low or High Avoidance. Interestingly, 

the difference between the moderating effect of High, Medium, and Low 

Attachment Avoidance on the impact of High ADHD Symptoms was bigger 

compared to the difference between the moderating effect of High, Medium and 

Low Attachment Avoidance on the impact of Low ADHD Symptoms. 

Table 2.19 shows the same hierarchical multiple regressions.  The same 

procedure for the hierarchical multiple regressions was then repeated with the 

ECR-ANXIETY replacing the ECR-AVOIDANCE in the second block. The table 

indicates that the Group, which is ECR-ANXIETY, is the predictor.  All predictors 

are significant at the 1% level.  
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Table 2. 21: Hierarchical Multiple Regression of Predictors with the Attachment 
Anxiety (ECR-ANXIETY) 

Dependent 
Variable 

Independent 
Variables 

Betaª pª R² Adj 

R² 

∆F   Df p 

 

 

Conflict 
Constructive 
Communication 

(CPQ-CC) 

Step 1:        
CPRS 

          
-.10 

  
.142 

.01 .01 2.2  1, 251 .142 

Step 2:        
CPRS           

Attachment 
Anxiety 

          
-.12    

           
-.16 

  
.052    

   
.011 

.03 .03 6.6  1, 250 <.001 

Step 3:       
CPRS 

Attachment    
Anxiety   

CPRS* 
Attachment 
Anxiety 

      
.50      

      
.08    

 

  -.67 

   
.006    

  
.372  

 

 .000 

.08 .07 13.5  1, 249 .382 

 

 

 

Conflict Total 
Demand and 
Withdrawal 
Communication 

(CPQ-TDWDC) 

Step 1:        
CPRS 

      
.04 

  
.518 

.00 -.00 .42  1, 251 .518 

Step 2:        
CPRS           

Attachment 
Anxiety 

      
.07  

      
.16 

  
.264   

   
.013  

.03 .02 6.3  1, 250 <.001 

Step 3:       
CPRS           

Attachment 
Anxiety   

CPRS* 
Attachment 
Anxiety 

          
-.43  

           
-.04 

 

.53 

  
.020  

   
.700  

 

.004 

.06 .05 8.4  1, 249 <.001 
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Conflict Mutual 
Avoidance and 
With Holding 

(CPQ-MAWH) 

Step 1:        
CPRS 

          
-.03 

  
.656 

.00 -.00 .21 1, 251 .646 

Step 2:        
CPRS  

Attachment     
Anxiety 

       
.01  

      
.20 

  
.895   

  
.002 

.04 .03 9.7 1, 250 <.001 

Step 3:       
CPRS            

Attachment 
Anxiety   

CPRS* 
Attachment 
Anxiety 

          
-.49   

      
.00  

 

.53 

  
.008   

   
.971  

 

.004 

.07 .06 8.3  1, 249 <.001 

*  ª means - Beta and p refer to the final model 

Figure 2.14 to Figure 2.16 demonstrate that Attachment Anxiety play a role as a 

as a moderator in the relationship between the ADHD Symptoms and 

interpersonal problem in the couple. 
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Figure 2.14:  Attachment Anxiety as a Moderator in the Relationship between the 
ADHD symptoms and Conflict Constructive Communication 

 

Figure 2.14 shows a moderation effect of Attachment Anxiety in the relationship 

between ADHD Symptoms and Conflict Constructive Communication (CPQ-CC). 

‘ADHD Symptoms’ was the Independent Variable (IV), while ‘Conflict 

Construction Communication’ was the Dependent Variable (DV). The ‘Low’ 

scores in the IV was an indication of Low ADHD Symptoms and the ‘High’ scores 

was an indication of High ADHD Symptoms. ECR-ANXIETY appeared to moderate 

the impact of ADHD Symptoms on CPQ-CC only in the condition of High Anxiety.  

In other words, High ADHD Symptoms was found to be affected by CPQ-CC in the 

condition of High Anxiety, but it was found to be unaffected by CPQ-CC in the 

condition of Low Anxiety.  On the other hand, Low ADHD Symptoms was found 

to be unaffected by CPQ-CC in the condition of either Low or High Anxiety.   

Therefore, the hypothesis that Attachment Anxiety would moderate the 

relationship between ADHD Symptoms and interpersonal problems in the 

relationship (CPQ-CC) is supported. 

 

 

ADHD Symptoms  
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Figure 2.15: Attachment Anxiety as a Moderator in the Relationship between the 
ADHD symptoms and Conflict Total Demand and With Draw Communication 

 

Figure 2.15 shows a moderation effect of Attachment Anxiety in the relationship 

between ADHD Symptoms and Conflict Total Demand and Withdraw 

Communication (CPQ-TDWDC). ‘ADHD Symptoms’ was the Independent Variable 

(IV), while ‘Conflict Total Demand and Withdrawal Communication’ was the 

Dependent Variable (DV). The ‘Low’ scores in the IV was an indication of Low 

ADHD Symptoms and the ‘High’ scores was an indication of High ADHD 

Symptoms. ECR-ANXIETY appeared to moderate the impact of ADHD Symptoms 

on CPQ-TDWDC only in the condition of High Anxiety.  In other words, High 

ADHD Symptoms was found to be affected by CPQ-TDWDC in the condition of 

High Anxiety, but it was found to be unaffected by CPQ-TDWDC in the condition 

of Low Anxiety.  On the other hand, Low ADHD Symptoms was found to be 

unaffected by CPQ-TDWDC in the condition of either Low or High Anxiety. 

Therefore, the hypothesis that Attachment Anxiety would moderate the 

relationship between ADHD Symptoms and interpersonal problems in the 

relationship (CPQ-TDWDC) is supported. 
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Figure 2. 16: Attachment Anxiety as a Moderator in the Relationship between the 
ADHD symptoms and Conflict Mutual Avoidance and With Holding 

 

Figure 2.16 shows a moderation effect of Attachment Anxiety in the relationship 

between ADHD Symptoms and Conflict Mutual Avoidance and Withholding (CPQ-

MAWH). ‘ADHD Symptoms’ was the Independent Variable (IV), while ‘Conflict 

Mutual Avoidance and With Holding’ was the Dependent Variable (DV). The 

‘Low’ scores in the IV was an indication of Low ADHD symptoms and the ‘High’ 

scores was an indication of High ADHD Symptoms.  ECR-ANXIETY appeared to 

moderate the impact of ADHD Symptoms on CPQ-MAWH only in the condition of 

High Anxiety.  In other words, High ADHD symptoms was found to be affected by 

CPQ-MAWH in the condition of High Anxiety, but it was found to be unaffected 

by CPQ-MAWH in the condition of Low Anxiety.  On the other hand, Low ADHD 

Symptoms was found to be unaffected by CPQ-MAWH in the condition of either 

Low or High Anxiety. Therefore, the hypothesis that Attachment Anxiety would 

moderate the relationship between ADHD Symptoms and interpersonal 

problems in the relationship (CPQ-MAWH) is supported. 
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In short, Figures 2.14 and Figure 2.16 show that the interpersonal scales: CPQ-CC, 

CPQ-TDWDC, and CPQ-MAWH were found to be affected by High ADHD 

Symptoms only in conditions of High Anxiety.  However, those three scales were 

found to be unaffected by High ADHD Symptoms in the condition of Low Anxiety.   

On the other hand, those three interpersonal relationship scales was found to be 

unaffected by Low ADHD Symptoms in the condition of either Low or High 

Anxiety. Interestingly, the difference between the moderating effect of High, 

Medium, and Low Attachment Anxiety on the impact of High ADHD Symptoms 

was bigger compared to the difference between the moderating effect of High, 

Medium and Low Attachment Anxiety on the impact of Low ADHD Symptoms. 

 

Discussion 

This study examines the different degree of pressure that having a child with 

ADHD puts on parents compared to those parents of children without ADHD. It 

also considers how such parents differ in their way of responding to such 

pressure, again based on their attachment styles.   
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Discussion for Hypothesis 1 

It was hypothesised that parents of children with ADHD would report greater 

marital conflict and lower dyadic adjustment than parents of children without 

ADHD.  The results from this research supported this hypothesis after 

attachment variables (ECR-AVOIDANCE and ECR-ANXIETY) were controlled for.  

Firstly, the parents of children with ADHD demonstrated a lower score on CPQ-

CC scale, higher score on CPQ-WDMWDC scale, and CPQ-TDWDC scale.  

Secondly, they also scored lower on the three scales of DAS-S, DAS-COH, and 

DAS-AE.  However the difference of scores for the rest of the scales; CPQ-

MDWWDC, CPQ-RDWDC, CPQ-MAWH, and DAS-CON were not statistically 

significant. 

 

First, in relation to CPQ-CC scale, no known research has related CPQ-CC 

specifically to the parents of children with ADHD or any other mental disorders 

or learning disabilities. However, this finding is consistent with previous research 

(Eldridge et al., 2007) which reports that distressed couples used less mutual 

constructive communication in the relationship.  The consistency is just because 

it refers to a distressed sample but not an ADHD sample.  Non-distressed couples 

were commonly engaged more in a constructive communication during the 

discussion.  In particular, distressed couples were more responsive to negative 

behaviours such as accusing, blaming, criticising, threatening and swearing than 

non-distressed couples.  In mutually constructive communication, partners 

discuss the problems, express their feeling and suggest possible solutions to the 

problems they were facing (Sadeghi et al., 2011).  This present research finding is 

also consistent with previous research (Frank et al., 2008) reporting couples in 

other populations, such as those with experience of domestic violence exhibited 

reduced constructive communication in the relationship.   

 

From an attachment perspective, the attachment behavioural system of 

individuals is activated in a stressful situation.  In this research, it may be the case 



117 

 

that the parents of children with ADHD were seeking support from their intimate 

partners when having to deal with their children with ADHD symptoms.  Perhaps 

they did not receive the support they expected.  This may be because their 

partners were also in the same stressed condition, and needed the support as 

well.  This led the communication to be less constructive.  According to 

Ainsworth (1985), adult attachment relationship is reciprocal, which serves as 

the major difference with the complementary parent-child attachment 

relationship.  Reciprocal attachment does not assign to or set in the role of 

‘attachment figure/caregiver’ or ‘attached individual/care giver’, with the two 

roles shifting rapidly between the partners (Bowlby, 1961).   Reciprocity in adult 

attachments is also associated with sexual bonds, companionship, experiences 

and competence (Weiss, 1974).  West & Sheldon, (1994) suggests three aspects 

of attachment pathology derived from Bowlby’s theory: compulsive self-reliance, 

compulsive care-giving and compulsive care-seeking.  On the other hand, the 

complementary attachment system in the parent-child relationship allows for 

the infant to use their caregiver as a ‘secure base’ to explore their environment, 

and during the time of danger or perceived threat (Bowlby, 1969), can be used as 

a source of comfort and protection (Ainsworth & Wittig, 1969).   

 

Second, in relation to the CPQ-WDMWDC scale, this scale assessed only one 

partner subjectively, and it was not an objective assessment to both partners. No 

other studies have related CPQ-WDMWDC scale specifically to parents of 

children with ADHD, or any other mental disorders and learning disabilities 

either.  Previous research (Eldridge et al., 2007) indicated that CPQ-WDMWDC 

pattern was related to the distress level of couples. 

  

It may be the case that having a child with ADHD makes women who usually are 

the main caregivers demand more support and as a response to that men may 

employ a sterettypical male defense – emotional withdrawal.  Due to differences 

in socialisation, boys and girls are often raised in a way that encourages them to 
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maintain very different attitudes and behaviour in relationships.  For example, 

women, are often socialised so as to become adept at close relationships, and 

are encouraged to develop and maintain intimate relations. Thus, in a stressed 

situation, they are more likely to continuously attempt to attain and maintain 

emotional and physically proximity to their partners and to develop a pattern of 

demanding communication (Christensen & Heavey, 1990).  On the other hand, 

boys are more often encouraged to be adventurous and to explore physical 

spaces (Christensen & Heavey, 1990).  Thus, their sense of self is developed 

around maintaining separation.  Consequently, in relationships, men are most 

often characterised as conflict-avoiding and withdrawing (Christensen & Heavey, 

1990).  As one partner acts in a demanding way, the other partner becomes 

defensive, and subsequently withdraws from communication (Pistole & Arricale, 

2003).  Thus, the attachment and socialisation process may create a tendency for 

women to be relatively demanding and men to be relatively withdrawing.  

However, because it increases stress, having children with ADHD will make the 

demand/withdraw communication pattern in the relationship stronger, with 

women becoming more demanding, and men becoming more withdrawing. 

However, it should be emphasised that this finding does not reflect a difference 

between mothers’ and fathers’ reports. What it does reflect is a difference 

between the clinical and community samples on woman-man communication as 

perceived and reported by participants overall.  

 

Third, the statistically significant difference in the CPQ-TDWDC scale confirmed 

the hypothesis.   This finding is consistent with the previous research (Andrew et 

al., 1990), which found that parents of children with ADHD exhibited more CPQ-

TDWDC than parents of children without ADHD.  Many CPQ-TDWDC differences 

could have been explained by differences in the CPQ-WDMWDC.  In the present 

research, it seems that one partner was demanding and the other withdrew, 

perhaps as a defensive response to the pressure posed on the couple by having 

to care for a child with ADHD.  During that interactive pattern, the person 
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seeking some type of change is labelled as the ‘demander’, as in order to achieve 

change; they must rely on their partner’s cooperation.  Therefore, demanders 

are likely to use pressure, criticism, complaint and demand in order to achieve 

the results that they want.  The other partner is labelled as the ‘withdrawer’ as 

their response to the partner’s demands is to increase emotional distance.    

 

According to the findings, women were more often described as having the 

demander’s role and men more often the withdrawer’s. As the CPQ-MDWWDC 

scale was not significantly different between the two groups.     Neither did the 

findings regarding the CPQ-RDWDC and CPQ-MAWH scales support the 

hypothesis. No known research has related the CPQ-RDWDC or CPQ-MAWH 

specifically to the parents of children with ADHD or any other disorders or 

learning disabilities.  

 

Despite the many studies relating to the quality of the marriage of parents of 

children with ADHD, no known studies have examined the marital quality of the 

parents of children with ADHD by using DAS. Furthermore, research assessing 

the dyadic relationship among parents of children without ADHD is limited, as 

only a few studies have categorised all four variables of the DAS as separate 

scores (South, Krueger, & Iacono, 2009;  Shek, & Cheung, 2008; Prouty,  

Markowski, & Barnes, 2000; Alavian et al.,   2006).   Mostly previous researchers 

used only the total score (Riggs, Cusimano, & Benson, 2011; Jenewein, et al, 

2008; Casten, 2004; Alder, 2010; Badr, Carmack, Kashy,  Cristofanilli, & 

Revenson, 2010; Solomon, Dekel, & Zerach, 2009; Solomon & Dekel, 2008). The 

present study addressed this gap. All four subscales of the DAS were used 

separately as distinct components on the dyadic scales.   

 

The statistically significant findings of DAS-S, DAS-COH, and DAS-AE scales 

confirmed the hypothesis. No known research has researched the DAS-S, DAS-
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COH, or DAS-AE specifically with parents of children with ADHD or any other 

disorders or learning disabilities.  

 

It could be that parents of children with ADHD who experienced stress from 

gaining  no solution as to how to deal with ADHD symptoms in their children  

reported less satisfaction in their relationship. Distressed couples might also 

experience less general agreement and harmony in the relationship. This may 

lead to them fighting and leaving the house after this, feeling regret at marrying 

and also thinking about divorce, as DAS-S items are related to those behaviours.   

Therefore, satisfaction will also be reduced in the relationship.  The sense of 

sharing positive emotional connections with each other by engaging in outside 

interests together, laughing and working together would be indirectly affected.  

In addition, the demonstration of affection would also been affected with less 

hugging, kissing, warm talking and tired for the sexual relationships. 

 

Finally,   parents of children with ADHD did not report poorer consensus.  No 

known research that related specifically to the parents of children with ADHD or 

any other mental disorders or learning disabilities has been done specifically 

using the DAS-CON scale.   DAS-CON scales measure the perception of the 

couple’s agreement on a variety of basic relationship issues such as finances, 

recreation, religion, friends and others, which were not related to the children’s 

condition. It is possible that those basic issues had already been well adjusted 

before the children were born.  Therefore it was not a major issue to make the 

two parental groups differ. 

 

Discussion for Hypothesis 2 

It was hypothesised that the severity of ADHD symptoms in the suffering child 

would be positively correlated with marital conflict and negatively correlated 

with dyadic relationship quality in the parental couple.  However, the results 
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suggested that the severity of ADHD symptoms in the children correlated 

negatively with the CPQ-WDMWDC and CPQ-TDWDC scales after both 

attachment variables (ECR-AVOIDANCE and ECR-ANXIETY) were controlled for. 

The severity of ADHD in the children did not correlate with the rest of the conflict 

scales; neither did it correlate with any of the four marital scales of DAS.  

 

No known research has related CPQ-WDMWDC specifically to ADHD severity or 

the severity of any other mental disorders or learning disabilities.  However, 

(Eldridge et al., 2007) reported that distressed couples were more susceptible to 

the CPQ-WDMWDC pattern. The consistency is just because it refers to a 

distressed sample but not an ADHD sample.  The finding relating to the CPQ-

TDWDC also is consistent with the previous research (Andrew & Christopher, 

1990) which found that the severity of ADHD symptoms was related to CPQ-

TDWDC.  None of those studies had taken into account (and controlled for) 

attachment style.  

 

There are several possible explanations for the apparently unexpected negative 

correlation between ADHD symptoms and marital conflict in the clinical sample.  

First,   it is possible that those parents of children with ADHD who participated in 

this research had received very good support from the ADHD welfare 

organisations that they registered in.  Empirical research has shown that the 

parent participation in self-help groups can reduce the severity of symptom 

severity in children with ADHD and increase parental competence (Daley & 

O’Brien, 2013). All the parents of children with ADHD who participated in this 

study were recruited from a registered charity and other welfare organisations in 

the United Kingdom that had been successful supporting children with ADHD and 

their families.    It is possible that parents of children with ADHD who 

participated in this research had received very helpful and practical training 

through such regular activity, and that this helped them to manage their 

interpersonal relationship better, notwithstanding the severity of ADHD 
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manifested by their children, particularly in relation to the specific demand-

withdraw pattern. As problematic attachment was controlled for, a positive 

effect of support on the secure individuals may have been easier to appear in 

correlational analysis, although no moderation effects of the two attachment 

dimensions were found (see results and discussion of Hypothesis 5). Though 

parents of children with ADHD may have been initially affected in their marital 

interaction as a result of the severe symptoms of ADHD in their children, they 

were able to resolve the conflicts effectively, which eventually contributed to the 

well-adjusted nature of their marital relationship.  Also parents of children with 

severe ADHD symptoms would be receiving financial support from the 

government.  This probably would reduce the financial burden and lessen the 

interpersonal problems in the relationship. 

 

If appropriately supported, having to deal with a child with severe ADHD can also 

provide important opportunities for partners to learn more about each other and 

more about themselves. This has the potential to strengthen and improve the 

level of understanding within the relationship and lead to open communication 

(Raush et al., 1974).   

The results of this study did not confirm the hypothesis that the severity of the 

ADHD symptoms in the children related to lower marital adjustment, as no 

correlation between symptom severity and DAS-S, DAS-CON, DAS-COH, and DAS-

AE scales was found. These results were inconsistent with the previous research 

(Zarei, Rostami, & Ghapanchi , 2010) which found that ADHD were related to 

marital dissatisfaction.  It is possible that this finding also reflect the support 

those parents received from their organisation, as that support may have 

prevented any negative effects of symptom severity in that area of the 

relationship. 
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Discussion for Hypothesis 3 

It was further hypothesised that the correlation between problematic child 

behaviour and problems in the couple’s relationship will be stronger in the 

clinical sample. The results did not confirm this hypothesis. On the contrary, the 

negative correlation between symptom severity and CPQ-WDMWDC and CPQ-

TDWDC scales was only found in the clinical group.    No correlation was found 

between the severity of ADHD symptoms in the children and the interpersonal 

relationship variables in the community group. As it was mentioned above the 

negative correlation between severity and the demand-withdraw pattern may 

have been the result of receiving charity support, a source of support that was 

not available to the community sample.   

 

There was no known research that compared the correlation between the 

severity of ADHD symptoms or other disorders in the children and the 

interpersonal relationship variables measured in this study.   

 

Discussion for Hypothesis 4 

It was hypothesised that parental attachment style will moderate the impact of 

having a Child with ADHD on the interpersonal problems of the couple. The 

prediction held true as both attachment dimensions (anxiety and avoidance) 

moderated the relationship between having a Child with ADHD and interpersonal 

problems in the couple relationship.  

 

In particular, ECR-AVOIDANCE moderated the impact of having a child with 

ADHD on the following relationship variables: CPQ-CC, DAS-S, DAS-CON, DAS-

COH, and DAS-AE. In addition, ECR-ANXIETY moderated that impact on CPQ-CC, 

CPQ-TDWDC, CPQ-MDWWDC, CPQ-WDMWDC, CPQ-MAWH, and DAS-COH. 

However, ECR-AVOIDANCE did not moderate the impact on CPQ-TDWDC, CPQ-

MDWWDC, CPQ-WDMWDC, CPQ-RDWDC, and CPQ-MAWH while ECR-ANXIETY 
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did not moderate the impact of CPQ-RDWDC, DAS-S, DAS-CON, and DAS-AE. 

 

No previous research has been conducted specifically into the moderating effects 

of attachment avoidance on the relationship between having a child with ADHD 

and constructive communication in the couple relationship. However, several 

studies reported that individuals with greater attachment insecurity use less 

constructive strategies during conflict, due to the greater difficulty in 

understanding their partner’s perspective, which causes them to withdraw from 

the relationship (Carnelley, Pietromonaco & Jaffe, 1994; O’Connell, Corcoran & 

Mallinckrodt, 2000; Pietromonaco & Greenwood, 2004). The consistency is just 

because it refers to a distressed sample but not an ADHD sample.  The present 

findings are aligned with these.  Having a child with ADHD may have an impact 

on CPQ-CC only in the condition of high avoidance. 

 

Attachment theory holds that an individual’s attachment system is activated 

during stressful situations. According to Cassidy and Kobak (1988), avoidant 

strategies may be motivated by the desire to suppress pain and distress due to 

the frustration of seeking proximity and support from the attachment figure. 

Accordingly, they may be referred to as deactivating strategies. According to 

Mikulincer, Shaver & Pereg (2003), a deactivating attachment strategy is a 

characteristic of individuals with high attachment avoidance that leads them to 

distance themselves from their partner in terms of managing their stress alone, 

as well as inhibiting emotions. By employing this strategy, avoidant individuals 

learn to downplay threats and cease to expect the availability and 

responsiveness of attachment figures, since focusing on threats or worrying 

about attachment-figure support reactivates the attachment system (Kobak et 

al., 1993). The reason for deactivating strategies is therefore to suppress the 

attachment system during distressing situations. This helps the individual to 

avoid the frustration and pain associated with attachment-figure unavailability 

(Mikulincer, Shaver, & Pereg, 2003). 
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In order to keep the attachment system deactivated, avoidant individuals 

attempt to block or inhibit emotional reactions against potential or actual threats 

to attachment–figure availability, such as rejection, betrayal, and separation, 

because such threats are directed towards attachment system activation 

(Malikulincer, Shaver & Pereg, 2003). ‘Avoidant’ individuals often deny or 

suppress emotion-related thoughts and memories; divert attention from 

emotion-related material; suppress emotion-related tendencies; and inhibit or 

mask verbal and nonverbal expressions of emotion (Kobak et al., 1993; 

Milikulincer, Shaver & Pereg, 2003). These inhibitory efforts are directed mainly 

at distress, anxiety, fear, sadness, shame, and guilt, as these feelings are 

associated with personal weakness or vulnerability. In addition, these inhibitory 

efforts may include anger, because anger may indicate emotional involvement in 

the relationship, and such involvement is incongruent with the avoidant 

individual’s strategy of independence and self-reliance (Cassidy, 1994). Avoidant 

individuals usually avoid or block the interaction by not engaging in active 

conversation or positive discussion (Bartholomew & Horowitz, 1991).  

 

It is understood that constructive communication requires: a higher level of 

interaction involving understanding of the other; positive self-disclosure; and a 

willingness to consider different opinions. Constructive communication also 

requires comfortable feelings towards others while interacting. However, 

avoidant parents of children with ADHD may not able to communicate 

constructively due to their defensive behaviour, including blocking the 

interaction, distancing themselves, and trying to resolve their stress alone. 

Avoidant individuals are also particularly bad at communicating negative 

feelings. According to Fraley and Shaver (1997), avoidant attached individuals 

tend to minimise, suppress or dismiss their negative emotions. Attachment 

avoidance is also believed to disturb coping processes, which increases the risk of 

developing other emotional problems (George & Solomon, 2008). Moreover, an 

avoidant parent of a child with ADHD may be perceived as even more 
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unavailable and unresponsive as he or she would often be in the stressful 

position of having to deal with the increased demands of the child .Avoidant 

parents may be engaged in the deactivation strategies described above by 

directing their attention to the suffering child, and distancing themselves from 

their intimate partner. According to Mikulincer, Orbach, & Iavnieli (1998), 

avoidant individuals react to stressful situations by inflating their positive self-

views and perceiving other people as negative and different from themselves. 

This avoidant behaviour in the parents of children with ADHD would have a 

negative impact on constructive communication, because positive constructive 

communication requires interaction and openness.  

 

It was also found that ECR-AVOIDANCE moderated the relationship between 

having a child with ADHD and the following relationship variables: DAS-S, DAS-

CON, DAS-COH, and DAS-AE. Marital satisfaction requires open communication, 

self-disclosure, and sharing of thoughts, feelings, and emotions. Mikulincer and 

Horesh (1999) report that avoidant individuals’ perception of others is coloured 

by the defensive projection of their own unwanted traits. This may have a 

negative effect on the marital relationship regarding all forms of dyadic 

adjustment: satisfaction, consensus, cohesion, and the expression of affection as 

these avoidant are strengthened when under stress.  

 

Previous research suggests that an individual with an avoidant attachment style 

is more likely to experience relational dissatisfaction than non-avoidant people 

(Brennan & Shaver, 1995; Collins & Read, 1990; Stackert & Bursik, 2003; Steuber, 

2005). DAS-S items deal with the degree of happiness and commitment in the 

relationship, such as intention to divorce, leaving the house after a fight, 

regretting marrying and quarrelling. Clearly, these crucial issues cannot be 

discussed openly and constructively in the relationship if the avoidant parents of 

children with ADHD are engaging in defensive behaviour and deactivation 

strategies. It is also understood that marital satisfaction requires the individual to 
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feel comfortable with emotional closeness and to communicate constructively 

(showing a higher level of interaction involving understanding of the other; 

positive self-disclosure; and a willingness to consider different opinions). As DAS-

S items deal with crucial issues in the relationship, open discussion is vital. 

However, avoidant parents of children with ADHD characteristics were unlikely 

to engage in this positive atmosphere of interaction and discussion due to their 

defensive behaviour.  

 

DAS-CON items deal with the individual’s perception of the couple’s agreement 

on a variety of basic relationship issues such as: finances, recreation, religion, 

friends, conventionality, philosophy of life, dealing with parents and in-laws, 

aims and goals, time together, making major decisions, household tasks, leisure-

time activities, and career decisions. In order to agree on these basic issues, 

couples need to be able to disclose to their spouse what they like and dislike. 

DAS-COH on the other hand examines the couple’s sense of sharing positive 

emotional connections with each other such as: engaging in outside interests 

together, having stimulating exchanges of ideas, laughing together, calmly 

discussing something, and working together on a project. These activities cannot 

be shared in the relationship if the avoidant parent of children with ADHD is not 

able to disclose their thoughts, feelings, and emotions. Finally, DAS-AE 

represents an individual’s perception of the couple’s agreement on: the 

demonstration of affection; sexual relations; not showing love; and being too 

tired for sex. In order to be positive on these matters, open discussion in the 

relationship is vital. 

 

Attachment theory holds that repeated rejection from attachment figures during 

infancy can contribute in a belief in avoidant individuals that achieving 

psychological closeness with attachment figures is futile. Instead of seeking 

support from their attachment figures during reunion, these babies continue to 

direct their attention to toys. Turning away from the attachment figures during 
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stressful situations is a way of managing the fear of losing the attachment figure. 

In an adult conflict resolution situation, the avoidant behaviour is transformed 

into a pattern of blocking, in which the avoidant individual avoids discussing any 

stressful issues. Due to their resignation, their belief that their partner will not be 

psychologically available to meet their needs – they tend to be cut off from their 

emotions during conflict (Simpson et al., 1996). According to Bartholomew and 

Horowitz (1991), highly avoidant individuals have a greater tendency than non-

avoidant individuals to elude intimacy, show discomfort with emotional 

closeness and seek a high level of self-sufficiency. Avoidant individuals tend to 

find ways, physically or emotionally, of disengaging themselves from the confines 

of a relationship (Bartholomew & Horowitz, 1991).  

 

ECR-AVOIDANCE did not moderate the impact on CPQ-TDWDC, CPQ-MDWWDC, 

CPQ-WDMWDC, CPQ-RDWDC, and CPQ-MAWH. This means that regardless of 

whether the parental attachment style showed high or low avoidance, the 

relationship between having a child with ADHD and those interpersonal 

problems variables was unaffected. Those five variables are the 

demand/withdraw communication variables.  As it was discussed above, the 

professional support that may have been offered to the clinical sample seemed 

to have a particular impact on the demand-withdraw pattern. That impact may 

also be reflected in the present findings, as avoidant parents with a child with 

ADHD seem not be disadvantaged in relation to that pattern.     

 

The other attachment dimension that was found to moderate the relationship 

between having a child with ADHD and interpersonal problems in the couple 

relationship is ECR-ANXIETY. First, ECR-ANXIETY moderated the relationship 

between having a child with ADHD and CPQ-CC. Studies have found that those 

high in attachment anxiety demonstrate less constructive communication 

strategies during conflict (O’Connell, Corcoran & Mallinckrodt, 2000; Levy & 

Davis, 1988; Simpson et al., 1996). It is possible that the ‘anxious’ parents of 
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children with ADHD symptoms engaged in less constructive communication 

because the condition of having children with ADHD symptoms makes them 

vulnerable, and less able to control their emotions during discussions. This is 

because hyper-activation is a characteristic of anxious individuals (Cassidy & 

Kobak, 1988). It also means that these individuals perceive stress as a threat and 

will be more likely to show emotional distress, even when confronted with minor 

stressors (Kobak et al., 1993).  

 

According to Corcoran and Mallinckrodt (2000), anxiously attached individuals 

have a strong tendency to exert pressure on their partners, dominate the conflict 

resolution processes, and make irrational demands. They tend to devalue 

themselves, exaggerating the self-appraisal process (Mikulincer & Florian, 1999). 

This is done by blocking, segregating, or linking memories of negative 

experiences (Shaver & Mikulincer, 2002). This strategy is sustained by negative 

beliefs about the self and the world (Collins & Read, 1994), and cognitive biases 

that over-generalise past attachment injuries, and inappropriately apply 

memories of injuries to new situations (Mikulincer, Shaver & Pereg, 2003). These 

beliefs are initially developed in the context of emotionally negative interactions 

with unavailable or unreliable attachment figures. In the present study, it could 

be the exaggeration of personal weaknesses, the coercive behaviour, and the 

promotion to self-devaluation that caused the anxious parents to engage in non-

constructive communication in the relationship when under the stress of having 

to care for an ADHD child.   

 

As reported above, ECR-ANXIETY also moderated the relationship between ADHD 

symptoms and CPQ-TDWDC, CPQ-MDWWDC, CPQ-WDMWDC, and CPQ-MAWH. 

This finding is consistent with previous research such as Creasey and Hesson-

McInnis (2001) who report that those with high anxiety tend to manifest 

withdrawal behaviour.  
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Attachment theory holds that attachment anxiety is closely related to demanding 

behaviour while avoidance is closely related to withdrawing (Pistole & Arricale, 

2003; Simpson, Rholes, & Phillips, 1996). Moreover, individuals with an anxious 

attachment style tend to: demand attention from their partner (Griffin & 

Bartholomew, 1994; Bookwala, 2002); cling to their partner (Pistole & Arricale, 

2003); be overly sensitive towards their partner (Pistole & Arricale, 2003); be 

angry and aggressive when they believe that their partner is not readily available 

or sufficiently responsive to them (Griffin & Bartholomew, 1994; Mayseless, 

1991); and be overly concerned about rejection (Collins & Feeney, 2000). 

 

Anxious parents of children with ADHD may experience anxiety regarding the 

psychological availability of their partner and this anxiety increases in situations 

of stress and conflict. They may feel unloved, uncared for, and rejected by their 

partner since their partner might be focusing more on the ADHD child who has 

increased care needs. There was a possibility for them to make an unrealistic 

demand for support from their partner which may exacerbate interpersonal 

problems in the couple relationship. Moreover, clinging behaviour may come 

across as controlling which could be damaging to the relationship in the long-

term. 

 

According to Mikulincer and Shaver (2007), a characteristic of the hyper-

activation strategies of anxiously attached individuals is a pre-occupation with 

the attachment figure, which can become intrusive, aggressive, or coercive. 

Because their past experiences have primed them to expect that this availability 

is unpredictable, anxious individuals tend to engage in angry, demanding, and 

hostile behaviour towards their partner (Pistole & Arricale, 2003; Simpson et al., 

1996). In the present study, the anxious parents of children with ADHD could be 

demonstrating coercive behaviour in the couple relationship as a result of feeling 

unloved and rejected due to spouse unavailability, as explained above.  
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ECR-ANXIETY was a moderator variable in the relationship between having a 

child with ADHD and only one dyadic adjustment scale, DAS-COH. This finding is 

consistent with previous research indicating that attachment styles moderate the 

relationship between depressive symptoms and marital adjustment (Heene, 

Buysse & Van, 2005; Scot & Cordova, 2002). Because anxious individuals have 

difficulties regulating their emotional expression and communication patterns  it 

may be the case that the anxious parents of children with ADHD, burdened by 

the additional stress of having to care for the child, would not have been able to 

communicate their needs appropriately to their relationship partners. 

Inappropriate communication in anxiously attached individuals is directly related 

to their fear of rejection and abandonment (Creasey & Hesson-McInnis, 2001). 

Moreover, they might also angrily withdraw from interaction - not engage in 

shared projects or interests as a way to exert pressure on their partners. Such 

pressure may also be exerted through their dominating and demanding 

interpersonal style (Corcoran & Mallinckrodt, 2000). The findings suggests that 

perhaps under the pressure of having to care for a child with ADHD anxious 

individuals find it even more difficult to connect emotionally with their partners. 

However, as it will be argued further below, other unmeasured variables 

correlated with attachment anxiety may be responsible for the moderating 

effects observed, e.g. depression. Research has shown that individuals suffering 

from depression, anxiety, or other forms of psychological distress often 

experience difficulties in their couple relationships (Beach, Jones, & Franklin, 

2009; Whisman, 2007).  More complex designs such as longitudinal studies need 

to be conducted in the future to clarify such potential confounding effects. 

  

Discussion for Hypothesis 5 

It was hypothesised that parental attachment style would moderate the 

relationship between ADHD symptom severity and interpersonal problems in the 

relationship of couples of children with ADHD. The results showed that neither 

ECR-AVOIDANCE nor ECR-ANXIETY moderated the relationship between ADHD 
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symptoms and interpersonal problems in the relationship of couples in the 

clinical sample.  

 

In other words, whether the participating parent exhibited an avoidant or an 

anxious attachment style, the relationship between the severity of ADHD 

symptoms within the child and interpersonal problems in the couple relationship 

remained unaffected. However, when the two groups were combined to re-test 

the hypothesis, attachment style was found to moderate the relationship 

between ADHD symptoms and interpersonal problems in the couple relationship. 

This may suggest that parental attachment style has a moderating effect only 

when milder symptoms at a non-clinical or subclinical level are taken into 

account or may be the consequence of using a relatively conservative statistical 

procedure, like moderated regression, in a relatively small sample like the clinical 

sample (Paunonen & Jackson, 1988).  Of course, results obtained from this 

combined analysis were consistent to those obtained under analyses that 

addressed Hypothesis 4, when the predictor variable was dichotomous rather 

than continuous. 

 

As a conclusion, the findings of the quantitative study from the Study One 

identified that attachment dimensions played a role on how having a child with 

ADHD affected various areas of the parental couple relationship.  In other words, 

the findings of Study One indicated that both attachment avoidance and 

attachment anxiety moderated the effect of having a child with ADHD on the 

interpersonal couple relationship scales.  However, any causal claims in relation 

to the links observed should be made with caution. Attachment anxiety and 

avoidance could themselves be affected by a current relationship in distress and 

having a child with ADHD, may be just one of the main reasons that couple 

relationships are put under strain. More complex longitudinal studies need to be 

conducted in the future to shed more light in the issue of causality. Although the 

statistical findings show that parents of a child with ADHD who are more 
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avoidant or more anxious are more likely to have relationship problems, Study 1 

did not exactly show how this may be happening. To have a deeper 

understanding into the couple relationship process I decided to conduct a 

qualitative study.   
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CHAPTER THREE – STUDY TWO  

 

The aim of conducting the semi-structured interviews was to answer the 

following research questions: 

 

1. How do parents of children with ADHD experience the stress related to 

their children’s condition, and any perceived effects it may have on the 

relationship? 

2. How do parents of children without ADHD experience the stress related 

to their children’s ordinary naughtiness, and any perceived effects this 

may have on the relationship?  Do their experiences differ from those of 

the clinical group?   

3. 3a. Do parents with different attachment styles have different 

experiences, and  

3b. how do these experiences differ across attachment styles in the two 

groups? 
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A qualitative method was employed in this study in order to obtain richer data 

not captured by the self-report measures used in the quantitative study (Study 

One), particularly concerning the parents’ subjective experiences about caring 

for a child with ADHD.  In other words, the aim of the qualitative study was to 

explore what difficulties parents of children with ADHD experience and if and 

how they perceive their child’s condition has an impact on their couple 

relationship? In addition I wanted to find out if parents with different 

attachment styles have different experiences of relationship and general 

difficulties referring to raising a child with ADHD.   

 

Methodology 

Research Design 

Forty eight semi-structured interviews were conducted in this study with twenty 

four participants from each groups; clinical and community.  Those who were 

interviewed were among those participants who had filled in the self-report 

measures during the Study One and agreed to take part in the interview. The 

rationale for choosing two groups was  to identify interpersonal processes (as 

shown through my themes) that were unique to dealing with ADHD children, as 

opposed to dealing with ordinary “hassles” faced by “all parents” (that is parents 

whose children do not suffer from ADHD or any other substantial health 

condition.  

 

According to Kvale (1996), one of the main aims of conducting a qualitative 

interview is to understand the meanings of central themes in the life experiences 

of the interviewees.  In order to understand the experiences of having children 

with ADHD, the use of interviews was thought to be the most appropriate 

method of gathering qualitative data which was not obtainable from the self-

report questionnaires.  
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The semi-structured interview differs from the structured interview as in the 

semi-structured interview, not all the questions are pre-determined. The 

researcher has a framework of topics to be explored but may raise new 

questions during the interview as a result of what the interviewee says. This is to 

enable participants to talk about particular issues in detail, thereby maximising 

the chance of collecting relevant data on the topic, less constrained by the 

researcher’s assumptions. Thus, semi-structured interviews are more flexible, in 

that they enable the interviewer to respond to the direction of the interview 

(Merriam, 2001). The interviewer needs to be aware of the possibility of the 

social desirability effects influencing participants’ responses. In order to minimise 

the social desirability effect in my research, all interviews were conducted with 

participants individually.  In addition, all participants were informed that the data 

would be strictly used only for academic purpose and their names would remain 

anonymous.  

 

A pilot study was conducted prior to the main study.  According to Bryman 

(2004), the role of piloting is to ensure that the research instrument as a whole 

functions well. I conducted the pilot study to test the design of the questions and 

identify any modifications that needed to be made before launching the 

research.    

 

 

 

 

 

 

Participants  

Criterion sampling was used in this research: that is, participants were selected if 

they met certain pre-defined criteria (Miles & Huberman, 1994). This method of 

sampling was chosen in order to study participants across all four attachment 
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styles: Secure, Dismissing, Pre-Occupied, and Fearful.  In particular, all 

participants were selected among all parents in each group who met the criteria. 

 

Individuals from both the clinical and the community group participated in this 

study. From each group, twenty four participants were selected, six with each 

attachment style. Thus, the total number of participants   was forty eight. Table 

3.1 presents the descriptive statistics for the demographic variables of the semi-

structured interview for the clinical sample (Participants’ age and children’s age). 

 

Table 3.1: Descriptive Statistics for Demographic Variables of the                          
Semi-Structured Interview for the Clinical Participants                                       

(Participants’ Age and Children’s Age) 

  
N 
 

 
Minimum 

 
Maximum 

 
Mean 

 
Std 

Deviation 

 
Participants’ 

Age 
 

 
24 

 
30 

 
61 

 
42.21 

 
8.22 

 
Children’s Age 

 

 
24 

 
5 

 
23 

 
12.50 

 
5.22 

 

Table 3.2 presents the descriptive statistics for demographic variables of the 

semi-structured interview for the clinical sample (Age, Gender, Ethnicity, 

Nationality, Marital Status, Educational Background, Child Age, Child Gender, and 

Organisations). 

 

 

Table 3.2: Descriptive Statistics for Demographic Variables of                                                    
Semi-Structured Interview for the Clinical Participants 

  
Attachment Styles 

 
Percents 

 

 
Total  
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Demographic 
Variables 

Secure Dismissing Pre-
Occupied 

Fearful 

 
Age 
 30-39 
 40-49 
 50-59 
 60 Onwards 
Total 
 

 
 

2 
2 
1 
1 
6 

  
 

3 
3 
0 
0 
6 

 
 

4 
2 
0 
0 
6 

 
 

0 
3 
3 
0 
6 

 
 

37.5 
41.7 
16.7 
4.2 

100.0 

 
 

9 
10 
4 
1 

24 

 
Gender 
 Male 
 Female 
Total 
 

 
 

1 
5 
6 

 
 

1 
5 
6 

 
 

2 
4 
6 

 
 

4 
2 
6 

 
 

33.3 
66.7 

100.0 

 
 

8 
16 
24 

 
Ethnicity 
 White 
 Non-White 
Total 
 

 
 

6 
0 
6 

 
 

5 
1 
6 

 
 

5 
1 
6 

 
 

6 
0 
6 

 
 

91.7 
8.3 

100.0 

 
 

22 
2 

24 

 
Nationality 
 British 
 Non-British 
Total 
 

 
 

6 
0 
6 

 
 

6 
0 
6 

 
 

6 
0 
6 

 
 

6 
0 
6 

 
 

100.0 
0 

100.0 

 
 

24 
0 

24 

 
Marital Status 
 Single 
 Married 
 Divorced 
 Separated 
Total 
 

 
 

0 
6 
0 
0 
6 

 
 

3 
2 
1 
0 
6 

 
 

0 
4 
1 
1 
6 

 
 

2 
2 
2 
0 
6 

 
 

20.8 
58.3 
16.7 
4.2 

100.0 

 
 

5 
14 
4 
1 

24 

 
Educational 
Background 
 Postgraduate 
 Undergrad 
 A Levels 
 GCSE 
 No Qualificat. 
Total 

 
 
 

1 
2 
2 
1 
0 
6 

 
 
 

0 
1 
1 
2 
1 
6 

 
 
 

2 
1 
1 
1 
1 
6 

 
 
 

1 
1 
1 
2 
1 
6 

 
 
 

17.4 
21.7 
21.7 
26.1 
13.0 

100.0 

 
 
 

4 
5 
5 
6 
3 

24 
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Child Age 
 0-10 
 11-20 
 21 Onwards 
Total 
 

 
 

3 
1 
2 
6 

 
 

2 
4 
0 
6 

 
 

1 
5 
0 
6 

 
 

2 
3 
1 
6 

 
 

33.4 
54.2 
12.5 

100.0 

 
 

8 
13 
3 

24 

 
Child Gender 
 Male 
 Female 
Total 
 

 
 

5 
1 
6 

 
 

5 
1 
6 

 
 

5 
1 
6 

 
 

5 
1 
6 

  
 

83.3 
16.7 

100.0 

 
 

20 
4 

24 

 

Table 3.3 presents the descriptive statistics for demographic variables of the 

semi-structured interview for the community participants (Participants’ age and 

children’s age). 

Table 3.3: Descriptive Statistics for Demographic Variables of the                                   
Semi-Structured Interview for the Community Participants                               

(Participants’ Age and Children’s Age) 

  
N 
 

 
Minimum 

 
Maximum 

 
Mean 

 
Std 

Deviation 

 
Participants’ 

Age 
 

 
24 

 
23 

 
52 

 
32.13 

 
6.38 

 
Children’s Age 

 

 
24 

 
4 

 
12 

 
6.62 

 
1.99 

 

 

Table 3.4 presents the descriptive statistics for demographic variables of the 

semi-structured interview for the community sample (Age, Gender, Ethnicity, 
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Nationality, Marital Status, Educational Background, Child Age, and Child 

Gender). 

 

Table 3.4: Descriptive Statistics for Demographic Variables of the                              
Semi-Structured Interview for the Community Participants 

  
Attachment Styles 

 
Percents 

 
Total  

 
Demographic 

Variables 

 
Secure 

 
Dismissing 

 
Pre-

Occupied 

 
Fearful 

 
Age 
 20-29 
 30-39 
 40-49 
 50-onwards 
Total 
 

 
 

3 
3 
0 
0 
6 

  
 

0 
6 
0 
0 
6 

 
 

2 
2 
1 
1 
6 

 
 

3 
3 
0 
0 
6 

 
 

33.4 
58.3 
4.2 
4.2 

100.0 

 
 

8 
14 
1 
1 

24 

 
Gender 
 Male 
 Female 
Total 
 

 
 

1 
5 
6 

 
 

0 
6 
6 

 
 

1 
5 
6 

 
 

0 
6 
6 

 
 

8.3 
91.7 

100.0 

 
 

2 
22 
24 

 
Ethnicity 
 White 
 Non-White 
Total 
 

 
 

4 
2 
6 

 
 

4 
2 
6 

 
 

5 
1 
6 

 
 

6 
0 
6 

 
 

79.2 
20.8 

100.0 

 
 

19 
5 

24 

 
Nationality 
 British 
 Non-British 
Total 
 

 
 

4 
2 
6 

 
 

4 
2 
6 

 
 

5 
1 
6 

 
 

6 
0 
6 

 
 

79.2 
20.8 

100.0 

 
 

19 
5 

24 

 
Marital Status 
 Single 
 Married 
 Divorced 
 Separated 

 
 

0 
6 
0 
0 

 
 

0 
5 
1 
0 

 
 

1 
5 
0 
0 

 
 

1 
4 
1 
0 

 
 

8.3 
83.3 
8.3 
0 

 
 

2 
20 
2 
0 
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 Total 
 

6 6 6 100.0 24 

 
Educational 
Background 
 Postgraduate 
 Undergrad 
 A Levels 
 GCSE 
 No Qualificat. 
Total 
 

 
 
 

1 
1 
4 
0 
0 
6 

 
 
 

1 
0 
2 
3 
0 
6 

 
 
 

0 
0 
5 
1 
0 
6 

 
 
 

0 
2 
2 
2 
0 
6 

 
 
 

8.3 
12.5 
54.2 
25.0 

0 
100.0 

 
 
 

2 
3 

13 
6 
0 

24 

 
Child Age 
 0-10 
 11-20 
 21-onwards 
Total 
 

 
 

6 
0 
0 
6 

 
 

6 
0 
0 
6 

 
 

6 
0 
0 
6 

 
 

5 
1 
0 
6 

 
 

95.8 
4.2 
0 

100.0 

 
 

23 
1 
0 

24 

 
Child Gender 
 Male 
 Female 
Total 
 

 
 

6 
0 
6 

 
 

6 
0 
6 

 
 

6 
0 
6 

 
 

6 
0 
6 

  
 

100.0 
0 

100.0 

 
 

24 
0 

24 

 

All clinical participants who participated in this study were recruited from three 

registered charities and welfare organisations in the UK that had been successful 

in helping ADHD children and their families.    All community participants were 

recruited in the Luton area. All were among those who already participated in 

the Study One and agreed to be interviewed. It may be seen that the clinical and 

community groups were broadly comparable, but that on average, the parents 

interviewed in the clinical group were slightly older, had more males, fewer 

ethnic minority, fewer married, and higher educational background participants 

than the community group. 
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Research Instruments   

Experience in Close Relationship Inventory (ECR)  

ECR was used to identify the attachment styles of the participants who were to 

be interviewed.  (See Study One for information on its validity and Appendix VIII 

for the full questionnaires).  

 

Semi-Structured Interview on Parental Experience  

The interview questions in this research were developed based on the literature 

review. The interview schedule consisted of six main questions in the interview, 

each of which had several probing sub-questions. As ADHD is characterized by 

hyperactivity which parents typically experience as stressful, the interview began 

with a general, open-ended question.  ‘How you cope with having a child with 

ADHD?’ (See Appendix IX for more details).  

   
Some were more specific and concerned with interpersonal conflict and the 

quality of the relationship between the parents. These questions explored the 

possibility that the marriage would be affected by their child’s behavior either 

negatively or positively. Probes were used both to encourage participants to 

elaborate on their responses and to explore in more depth issues raised by 

participants’ responses of which the researcher had little prior knowledge.  For 

example, ‘If yes, how?’.  More explicit information was gathered  by exploring 

the following areas possibly affected (negatively or positively): asking for, and 

providing support for sharing thoughts, feelings, plans etc; spending time 

together, leisure time; making decisions about the child; arguments; or exchange 

of physical affection / sex.   
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Procedure 

Procedure for the Pilot Study  

A pilot study using the semi-structured interview was conducted in February 

2010 over a period of two weeks. Due to the difficulties in recruiting parents of 

children with ADHD, the semi-structured interview was piloted among three 

parents who have children without ADHD only. The researcher was aware of the 

implications of not piloting the questions on the clinical sample.  One of them 

was that certain issues related to pathology (ADHD) might have been missed or 

ignored as related pathological participants may react differently during the 

interview, be upset by certain questions, give untrue answers to other questions.  

Such phenomena might have not been picked up by not piloting the pathological 

sample.  Compared to a predominantly white sample, culture may have played a 

role in the results I obtained from the pilot, in how the piloted participants 

responded to the study.    

 

Interviews were conducted individually in the University of Bedfordshire 

premises.  Beginning the sessions, the participants were given an explanation of 

the purpose and reason conducting the study which aimed to test the design of 

the questions to be presented to potential participants. Moreover, the nature 

and duration of the interview were also explained, followed by seeking the 

participants’ informed consent for the semi-structured interview. The interviews 

were tape-recorded with the permission of the participants.  The participants 

were informed that the data would be used only for academic purpose.  They 

were also informed that their names would remain anonymous to protect their 

identity and confidentiality, and the questions would involve issues related to 

their marital relationship.   
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There was no analysis conducted for the pilot study as it was done mainly to 

identify any modifications that needed to be made to the questions before 

launching the main study.  For researchers whose first language is not English, 

piloting the study was necessary for rehearsing the correct way of pronouncing 

things in order to avoid any misunderstanding during the actual interviews. 

Moreover, this rehearsal helped to build the confidence of the researcher.  In 

practice, none of the content of the questions was modified, only the structure 

and arrangement.   

 

All the questions for the interviews were the same for both clinical and 

community.  However, the phrase ‘children with ADHD’ for the clinical group was 

replaced with ‘children with naughty behavior’, for the community group.  Not 

only this, but the ‘ADHD symptoms’ for the clinical group was replaced with 

‘naughty behavior’ for the community group.  

 

The researcher presented the semi-structured interview questions generated 

from the literature review to the research participants with an open mind for 

modification.  A thorough literature review was conducted at the beginning of 

the research process, as it helps strengthen the study design (Creswell, 1994; 

Miles & Huberman, 1994; Yin, 1999).  The goal was for the research participants 

to utilize their expertise in modifying the interview guide to actually capture the 

situation being studied. 

 

Initially, the question ‘Do you think that your marital/couple relationship has an 

effect on your child with ADHD?’ was put first before the question on, ‘Do you 

think that having a child with ADHD has affected your marital/couple relationship 

in any way?’ However, after the piloting the study, the question on, ‘Do you think 

that having a child with ADHD has affected your marital/couple relationship in 

any way?’ was brought forward instead of the question on, ‘Do you think that 

your marital/couple relationship has an effect on your child with ADHD?’.  In my 
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opinion, ‘the child’s condition that affected the marital/couple relationship’ 

should be pointed out first, compared to ‘the marital/couple relationship that 

could affect the child’s condition’. This was due to the fact that the participants 

were among parents who would experience the difficulty behaviors within their 

children with ADHD symptoms.  Therefore, the possibility that the marriage 

would be affected by the children’s condition either negatively or positively was 

higher.  This did not mean to say that the marital/couple relationship that could 

affect the child’s condition was less important.  However, the arrangement of the 

questions became more organized by laying them out in this way.  

 

Questions that served as probes were added to enable the researcher to respond 

contingently to particular utterances by participants.  This was ‘How have you 

managed so well?’, if the participant answered ‘yes’ for the question on, ‘If you 

feel there is no impact at all, how has this been possible?  I know some couples 

do feel an impact’.  The rest of the questions remained the same.  The questions 

were then discussed with the director of the studies to get them finalized before 

using them for the main study. 

 

Procedure for the Main Study 

The main study for both clinical and community sample took nearly a year, from 

March 2010 until April 2011.  Beginning the sessions, the participants were given 

an explanation as to the purpose, reason, nature and duration of the interview, 

followed by seeking the participants’ informed consent for the semi-structured 

interview. The interviews were tape-recorded with the permission of the 

participants. 

 

Interviews were conducted with all participants individually, and the length of 

each interview was approximately one hour for each participant. The interviews 

for the clinical participants were conducted individually at a place convenient to 

them: for the clinical participants, the interviews were conducted generally at 
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their house or in the lecture room at the University of Bedfordshire; and for the 

community participants, interviews were conducted generally at the community 

centre, children centre, or schools.  (Please refer to the Appendix XI and Appendix 

XII for the details of the interview schedule).   

 

 

The participants were informed that the data would be used only for academic 

purpose and their names would remain anonymous to protect their identity. All 

participants were allocated numbers in place of their names to ensure 

confidentiality, due to the sensitivity of the participants’ condition of having 

‘abnormal’ children. Moreover confidentiality is required because in answering 

questions about the effect of having children with ADHD on their marital 

relationship, disclosure of other sensitive, marital issues may arise. 

 

An important lesson that was learnt through conducting this study was the effect 

of the counselling skills used during the sessions. The qualification as a registered 

counsellor under the Malaysian Counselling Board made it possible for me to 

elicit the participants’ trust and confidence in me during the interview. 

Approaching a vulnerable group is not as easy as approaching ordinary people, as 

they might become defensive, not only by the questions asked, but also by the 

way in which they are asked. The researcher was aware that she was dissimilar 

to them in terms of race, culture, and nationality, which could cause certain 

uneasy feelings if she has not attended to them appropriately. From the 

interviewer’s perspective, there was no challenge to their responses, no dwelling 

on the problems or difficulties that they were facing, and no attempt to resolve 

their difficulties for them or to offer advice.   

 

 

 



147 

 

It was decided to analyse the data, derived from semi-structured interviews, 

using methodology based on a practical thematic analysis framework for 

encoding qualitative information. More details about the thematic analysis are 

explained in the following section.  

 

Data Analysis  

Background of Analytic Method 

Data from the in-depth interviews were analysed through thematic analysis.  

According to Boyatzis (1998), thematic analysis is a process for encoding 

qualitative information that requires an explicit ‘code’ such as a list of themes or 

causal model of indicators. According to Braun and Clarke (2006: p. 79), 

‘thematic analysis is ‘a method for identifying, analysing and reporting patterns 

within data’, to be used with qualitative information’. In particular, thematic 

analysis is a process of putting the data in order and organising the data into 

themes (Braun & Clarke, 2006). This involves reading and re-reading the data so 

that the researcher can identify the patterns.  These regular re-occurring 

patterns produce a list of codes that interpret various aspects of the research 

objectives and interview questions (King, 2004). They relate directly to the goal 

of the study (Saldaña, 2011) and determine the themes (Braun & Clarke, 2006). 

Boyatzis (1998) explains that a theme describes and organises possible 

observations, which become a useful research tool that can potentially provide a 

rich, detailed and complex account of data (Braun & Clarke, 2006). It is however 

important for the themes to be stated as simply as possible during the first cycle 

of analysis, in order to condense and interpret the meaning, and to offer a 

possible explanation as to why something happened (Rubin & Rubin, 1995). Ryan 

and Bernard (2003) recommend finding themes in the data by looking at 

similarities and differences of participant expression, repeating ideas, and 
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theoretical issues suggested by the data such as interpersonal relationship and 

conflict. 

Coding is a process that takes place prior to identifying themes in the data. There 

is a difference between a code and a theme in that a theme is an outcome of 

coding (Saldaña, 2011). Rossman and Rallis (2003) explain the differences 

further: a code is a word phrase that describes the data whereas a theme is a 

phrase or sentence describing more specific patterns related to the research 

questions. Similarly, Boyatzis (1998: p. 4) describes a theme as ‘a pattern found 

in the information that at minimum describes and organises the possible 

observations and at maximum interprets aspects of the phenomenon’. Saldaña 

(2009, p. 3) defines a code as ‘most often a word or short phrase that 

symbolically assigns a summative, salient, essence-capturing, and/or evocative 

attribute for a portion of language-based or visual data’. For example, ‘child’s 

behaviour’ can be a code, but ‘the child’s behaviour as a source of stress’ is a 

theme. 

According to Boyatzis (1998), thematic analysis enables scholars, observers and 

practitioners to use a wide variety of types of information in a systematic 

manner. This increases the accuracy and sensitivity of their understanding, 

interpretations and observations about people, events, situations, and 

organisations. Boyatzis (1998) suggests three distinct stages in developing 

themes and codes: Stage I entails deciding on sampling and design issues; Stage II 

entails developing codes and themes; and Stage III entails validating and using 

the codes and themes. Boyatzis (1998) also explains that within the second 

stage, there are three different ways to develop a thematic code: (i) theory 

driven, (ii) prior data- or research-driven, and (iii) inductive using raw data from 

interview transcripts. On the other hand, Saldaña (2011) suggests a large list of 

coding methods which are divided into first cycle coding methods and second 

cycle coding methods. The first cycle coding methods are: 1. Grammatical 

Methods – Attribute Coding, Magnitude Coding, and Simultaneous Coding, 2. 
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Elemental Methods – Structural Coding, Descriptive Coding, In Vivo Coding, 

Process Coding, and Initial Coding, 3. Affective Methods – Emotion Coding, 

Values Coding, Versus Coding, and Evaluation Coding, 4. Literary and Language 

Methods – Dramaturgical Coding, Motif Coding, Narrative Coding, and Verbal 

Exchange Coding, 5. Exploratory Methods – Holistic Coding, Provisional Coding, 

and Hypothesis Coding, 6. Procedural Methods – OCM (Outline of Cultural 

Materials) Coding, Protocol Coding, and Domain and Taxonomic Coding, 7. 

Themeing the Data. The second cycle coding methods are: Pattern Coding, 

Focused Coding, Axial Coding, Theoretical Coding, Elaborative Coding, and 

Longitudinal Coding. 

Braun and Clarke (2006) suggest six steps in conducting thematic analysis: Step I - 

Familiarising with the data; Step II - Generating initial codes; Step III - Searching 

for themes; Step IV – Reviewing themes; Step V – Defining and naming themes; 

Step VI – Producing the report.  

According to Saldaña (2011), the particular research can guide the choice of 

coding method that is most appropriate for that particular research. It is 

suggested that the basic coding methods be combined, while remaining open to 

possibility of changing them if they are not generating substantive discoveries for 

the researcher (Saldaña, 2011). No single method can be claimed to be the best 

coding method because it will depend very much on the nature and the goals of 

the study (Saldaña, 2011). 

Accordingly, for both clinical and community sample of this study, thematic 

analysis was conducted mainly based on Braun and Clarke (2006) as explained 

above. The six steps suggested by Braun and Clarke (2006) were very helpful in 

providing an outline guide through the process.  The steps were very flexible as 

the analysis process was not simply moving from one phase to the next, but it 

involved moving back and forth between the entre data set as needed, to fit with 

the research questions. 
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However, the methods of Saldaña (2011) and Boyatzis (1998) were also found to 

be helpful. Therefore, the two methods by Saldaña (2011); Attribute, and Initial 

Coding were added up during the second step of Braun and Clarke (2006).  

Attribute Coding was used for managing and structuring the participants’ basic 

information that was presented in Tables 3.2 and 3.4 in this chapter. Only the 

basic demographics of the participants were recorded at this stage; the 

attachment styles were written up at the end when the data had been analysed 

into codes and themes. Attribute Coding is the notation, usually at the beginning 

of a data set rather than embedded within it, of basic descriptive information 

such as: the field-work setting, participant characteristics or demographics (age, 

gender, ethnicity, citizenship). The Initial Coding by Saldaña (2009) was found to 

be useful for keeping me focused, with a quick and spontaneous line by line 

coding without neglecting to pay attention to the dynamics of the data.  The 

Initial Coding by Saldaña (2009) was found to be more specific that strengthen 

the six steps of the Braun and Clarke (2006). 

Finally, one method of Code Validation and Reliability method by Boyatzis (1998) 

was used at the end of the coding process.  This means having another person 

applying the code or themes to the same material independently, and comparing 

the coding for agreements to ensure that the results generated would be useful. 

The type of inter-rater reliability that best suits the particular research needs to 

be ascertained. Consistency estimates (Stemler, 2004) were used in this 

research, based on the assumption that ‘it is not really necessary for two judges 

to share a common meaning of the rating scale, so long as each judge is 

consistent in classifying the phenomenon according to his or her own definition 

of the scale’ (Stemler, 2004, p. 6). The analyses of the interview data from the 

two groups were presented separately. These are explained in details in the 

following section. 
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Analysis for the Clinical Sample of the Current Data 

A. Preparation of the data 

In order to avoid bias, thematic analysis was applied without looking at the 

attachment styles of each participant. As mentioned in the previous section, the 

data were the semi-structured interviews which were tape-recorded and 

transcribed first by me to the best of my understanding, before giving it to 

professional transcribers.  Because English is not my first language, it was 

necessary to employ professional transcribers to minimise the chance of 

misunderstanding or misinterpreting of the data due to the language and accent 

barrier which could lead to incorrect transcribing and invalid analysis. After 

receiving the transcriptions from the professional transcribers, the transcripts 

were checked by me against the tape. Confidentiality of the data was ensured by 

the removal of participants’ details of at the beginning of the transcription 

process and their replacement by codes.  

 

B. Coding the interviews  

Even though the data in the present study was from the semi-structured 

interviews transcripts, the thematic analysis was not entirely developed 

inductively using the data-driven approach as I worked with reference to my 

research questions appropriately.  The behaviour, feelings, and thoughts relating 

to raising a child with ADHD were coded from the data. During the code 

development process, I repeatedly read and re-read the data from the 

transcripts as an inductive approach to thematic analysis which enables codes 

and themes to emerge from the data. The coded data differs from the units of 

themes, which are often broader. Each participant’s transcripts were reviewed 

eight to ten times to gain an explicit understanding of the data related to the 

research questions. While generating the codes and themes in the initial stage, 

one page addressing the research questions was put aside to facilitate focusing 
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on finding the appropriate codes and themes related to the objective of this 

research to maintain one’s focus.   

Coding Phase One 

During the step of generating the initial codes, I worked systematically through 

the entire data set, one transcript at a time, giving full attention to each data 

item, and identifying the parents’ account of the behaviours of the children with 

ADHD, the feelings and thoughts of the parents of children with ADHD relating to 

raising a child with ADHD. The parents’ perceptions towards the behaviours of 

the children with ADHD were identified through the experiences disclosed by the 

parents.  Coding was done by highlighting to indicate potential themes, and 

ensuring that all data extracts were coded, before collating the extracts together 

within each code. Continuing the process of this stage, data from additional 

participants was used to generate different as well as similar codes related to the 

research questions. 

There were fifty five codes at the beginning were based on the parents’ account 

of the behaviours of the children with ADHD, feelings and thoughts of the 

parents of children with ADHD.   

 

For example the code Child Behaved Aggressively at School was derived from 

various transcripts: 

 

He had a terrible time at school… when he went to his first school; he went to his 

nursery as pre-school, and then he went on to full time school.  They didn’t take 

him in full time… for four months, um, was only on half days and then they would 

ring us up before the three hours was up, ‘come and get your son because he’s 

done this, he’s put a window through’ or ‘he’s weed over someone’ or ‘he’s done 

something like this’ whole list of things.  And he’s a very aggressive and violent as 

well, very aggressive and violent.  

(Participant Two) 
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The code Child Interrupting Behaviour While Parent Talking to Other People was 

coded because it was not only considered as inappropriate behaviour, but it was 

experienced by the parents most of the time regardless of situation.  It was 

based on several participants’ transcripts.  For example: 

 

‘…if you're talking to other people, he'd always be butting in... you know 

'Mummy, Mummy' when you're on the phone. I mean...while I'm talking to you, 

he's sitting opposite me and he's still talking to me if you know what I mean. He's 

erm...you'll be chatting away to somebody and normally you'd say wouldn't you 

'just a minute sweetheart, Mummy's talking', but if you said 'Mummy's talking' he 

would still carry on saying whatever he wanted to say. He could never...you 

know...things that might be personal to the family, you could be somewhere else 

and all of a sudden he'd blurt out..’  

(Participant Six) 

 

 

The transcription example that was coded as Child Needs Daily Routine was: 

 

‘They need a routine, they need to know that when they come home from school 

it’s homework, it’s tea time, it’s bed time, it’s breakfast time, etc.  With ADHD, 

um, which you’ll see in your studies, routine is paramount, they do not like being 

put out of routine if it is cereal for breakfast that’s what it is, and then if it is 

cooked breakfast like bacon, egg, etc in a weekend, that’s what it is.  You know, 

routine is paramount, you have to keep them in a routine’.  

(Participant One) 

 

‘He has to have routines so he has to have things set in a certain way as well.  If 

you break that routine or make a change then ohhhhh then all the fun starts’.   

(Participant Two)      
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The transcription example for the code Child’s Argumentative Behaviour was:  

 

‘He will argue and argue and argue and argue on the telephone until the 

grandmother puts the phone down, because she can’t take anymore.  She said 

no, and that’s the end of it, but he won’t accept it.  And he goes on and on and 

on.  And then when you say, I’m not listening anymore, that’s the end of it, after 

an hour or two, or three, then he’ll turn round and say, you never listen.  So it’s, 

yes, I’m listening, but I’m not accepting your argument, and this is my decision, 

and that’s the end of it.  But why?  But why?  But why?  I want a reason.  But 

why?  And then you give a reason.  But that’s not valid, I’m not accepting that 

reason.  And it’s, it just goes on’.  

(Participant Eleven) 

 

 

The code Couple Argued a Lot Because of the Child’s Condition was derived from 

various participants’ transcriptions.  For example: 

 

‘My husband and I have been married for twenty-seven years and we’re not an 

arguing couple.  We don’t argue, we don’t fight, we don’t fall out.  I know that 

sounds silly, but we don’t.  The main thing that we come to blows with is over our 

middle son, who has ADHD’.  

(Participant Seventeen) 

Coding Phase Two 

In this phase, I employed a process of coding reduction after sorting out the 

different codes into potential new codes that were based on the behaviours, 

feelings and thoughts that were pointed out most often by all participants.   In 

addition, a sequence of behaviours was also coded in this phase.  For example, 

the code: Child Behaved Aggressively at School, Child Behaved Aggressively to 

Older People not Just to Children, Child Pushed Sisters Down to the Stairs were 
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grouped into new code, Child Perceived as Aggressive. Not only that, some codes 

were subsumed under broader categories.  Besides, some codes were retained 

and some were removed.  In addition, some codes were collapsed into each 

other due to two separate codes being more coherent as one theme.   

 

In short, the process of comparing the similarities and the differences of the 

codes for each sample helped to identify the appropriate codes based on the raw 

transcript data. The same process was continued across the sub-sample. The 

process was followed by writing, re-writing and constructing a set of statements 

that differentiated the data samples.  

 

Table 3.5: Examples of Codes Reductions in the Coding Phase Two 

No
. 

Codes in the Coding Phase One Codes Reductions in the Coding 
Phase Two  

 
1 

Child Behaved Aggressively at School,   
Child Behaved Aggressively to Older 
People not Just to Children, and                                  
Child Pushed Sisters Down to the Stairs 

Grouped into, Child Perceived as 
Aggressive  

2 Child Spat at People and People’s 
Dinner, and   Child Outburst and 
Shouted Out Things to People in Public                                                                 

Subsumed under broader 
categories, Child Perceived as 
Rude Behaviour  

3 Couple Did Not Have Much Time 
Together Because Most of the Time was 
Spent with the Child 

Retained, and reworded into 
proper code, Couple Perceived as 
Less Time Spent Together 
because of the Child 

4 Child Jump Straight to the Deep End of 
the Swimming Pool, and                                         
Child Never Bother Consequences 

Collapsed into each other and 
combined into, Child Perceived as 
Acting without Thinking 
Behaviour  

5 Child Slow Learner Behaviour Removed due to not enough data 
to support 

6 Child  Inability to be Reasoning that Led 
to Argumentation all the Time 

Broken down into two codes, 
Child Perceived as Inability to be 
Reasoning, and Child Perceived as 
Argumentative 
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The Child Slow Learner Behaviour code was removed not only because one 

participant only mentioned about it.  My observations while conducting the 

interviews indicated that the hardest work that the participants experienced was 

the difficult behaviours of the children such as the aggressive behaviour.  It was a 

primary issue that needed more attention because it contributed to the parents’ 

stress, rather than the learning difficulties that became a minor issue as other 

parents with normal children also experienced it.  On the other hand, the reason 

for the separation of this code Child Inability to be Reasoning that Led to 

Argumentation all the Time was because Child Inability to be Reasoning was led 

to Child Argumentative Behaviour, and it was two different behaviours 

experienced by the parent.  In other words, it was a sequence of behaviours that 

was experienced by the parents. 

 

Coding Phase Three 

In this phase, I continued to employ a process of coding reduction.  However, in 

this phase the coding reduction was mainly to group the codes that were 

employed in the previous phase to become more specific and focus.  The 

grouping process in this coding phase was becoming more explicit and refined 

compared to that in the coding phase 2 that was quite general.  

For example: Child Perceived as Aggressive, Child Perceived as Hyperactive, Child 

Perceived as Acting without Thinking, Child Perceived as Repetitive Behaviour, 

Child Perceived as Inability to be Reasoning, Child Perceived as Rude, Child 

Perceived as Embarrassing Behaviour, and Child Perceived as Silly, were grouped 

into new code at this phase, Child Aggressive Behaviour is Experienced as 

Stressful to Parent.  The ‘aggressiveness’ was chose to be the new code instead 

of the ‘hyperactivity’ because the hyperactivity alone does not really bring stress 

to parent as it is quite normal behaviour within the children regardless of those 
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with or without ADHD.  In other words, the aggressive behaviour was putting 

more pressure and brings stress to the parent.  On the other hand, the Child 

Perceived as Acting without Thinking, Child Perceived as Repetitive Behaviour, 

and Child Perceived as Inability to be Reasoning were probably behaviours that 

was not very stressful to parents.  However, it was the indications that the 

aggressiveness element were inside those behaviours. Thus, the aggressive 

behaviour was confirmed to be the accurate code in this phase coded as Child 

Aggressive Behaviour is Experienced as Stressful to Parent. 

Another example of the grouping process employed in this phase related to the 

previous codes: Couple Perceived as Having Less Intimate Time Together Because 

of the Child, and Couple Perceived as Having Less Time Spent Together because of 

the Child were grouped into new explicit code which summarised both, Couple 

Less Intimate Time Together.  It was believed that intimate time together was 

important, as it was also an indication that quality time was spent together even 

though it was just a short period of time.  Not only this, but having intimate time 

together was in fact a normal need as everyone need to feel important and 

loved. In the stressful situation of having to deal and manage the child with 

ADHD, both couples need to support each other during the difficulty.  Yet an 

intimate relationship was relatively part of activities to show love, care and 

comfort towards each other.  Thus, the less intimate time together was relatively 

more stressful.   

Thus, only six codes were constructed in this coding phase (please see table 3.6 

for more details).  The first four codes were about the perception of parents’ 

feeling of stress towards the difficult behaviours of the child.  In addition, couples 

were also perceived to experience less intimate time together and also conflict in 

the relationship.  
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Coding Phase Four - The Identification of the Themes 

The data coded in the previous step resulted in a list of six codes. For example, all 

participants were disclosing about their children’s difficult behaviours related to 

ADHD symptoms that were coded in the previous phase as, Child Aggressive 

Behaviour is Experienced as Stressful to Parent, Child Socially Out of Tune is 

Experienced as Stressful to Parent, Child Routine Practice is Experienced as 

Stressful to Parent, and Child Argumentative Behaviour is Experienced as Stressful 

to Parent.  The children’s’ behaviours related to the ADHD symptoms were 

experienced as stressful most of the time by the parents.  In this stage, I began to 

confirm my initial understanding that the perception of the parent of children 

with ADHD in this research was the stress experience due to the behaviour 

within their children with ADHD symptoms.  The stress became the main point, 

and the source of the stress was obviously the difficult behaviours of their 

children.  Therefore, the perception of the parent related to ‘stress’ was the 

potential theme which could affect the interpersonal relationship between the 

couple. 

The process for this step concluded by reviewing and refining the codes that had 

been developed throughout the process to become a theme. At this stage, there 

were three themes identified with four sub-themes under the first theme.  Table 

3.6 below explains the new three coding of the coding phase four that was 

constructed based on the previous six coding of the coding phase three. Please 

see to table 3.6 for more details.   
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Table 3.6: Coding Phase Three and Four 

Previous Coding Phase Three New Coding Phase Four 

1. Child Aggressive Behaviour  Is 
Experienced As Stressful To 
Parent 

 

1.  Difficulties Managing Child 
Behaviours: 

i. Difficulties Managing 
Aggressive Behaviour 

 
ii. Difficulties Managing 

Socially Inappropriate 
Behaviour 

 
 

iii. Difficulties Managing 
Intolerant of the Routine 
Practice 
 

iv. Difficulties Managing 
Argumentative Behaviour 

 

2. Child Socially Out of Tune 
Behaviour  Is Experienced As 
Stressful To Parent 

 

3. Child Routine Practice Is 
Experienced As Stressful To 
Parent 

 

4. Child Argumentative Behaviour 
Is Experienced As Stressful To 
Parent 

 

5. Couple Less Intimate Time 
Together 

2. Insufficient Intimate Time 

 

6. Couple Conflict 3. Parental Conflict 

 

The first theme, ‘the stress’ was changed into more explicit theme in sentence, 

Difficulties Managing Child Behaviours. On the other hand, the first sub-theme of 

the first theme in this phase was refined from the first code of the previous 

coding phase three, Child Aggressive Behaviour that is Experienced as Stressful to 

Parent.  However, it was simplified into more accurate theme, Difficulties 

Managing Aggressive Behaviour.  It was considering the wildness elements 

within the children experienced by the parents in this research.   

 

Not only was this the second sub-theme of the first theme in this phase was 

refined based on the second code of the previous coding phase three, Child 

Socially Out of Tune Behaviour that is Experienced as Stressful to Parent.  Similar 

with the previous code, it was also modified into an appropriate sentence, 

Difficulties Managing Socially Inappropriate Behaviour.   
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In addition, the third sub-theme of the first theme was refined from the third 

code of previous the coding phase three, Child Routine Practice Behaviour that is 

Experienced as Stressful to Parent.  It was also changed into more accurate and 

proper sentence, Difficulties Managing Intolerance of Routine Practices.  The 

fourth sub-theme of the first theme, Child Argumentative Behaviour that is 

Experienced as Stressful to Parent was also refined from the fourth code of the 

previous coding phase three, and reworded into just Difficulties Managing 

Aggressive Behaviour.   

 

The fifth code of the previous coding phase three, Couple Less Intimate Time 

Together was modified into proper word to be the second theme at this phase, 

Insufficient Intimate Time.  Finally, the last code of the previous coding phase 

three, Couple Conflict was simplified into Parental Conflict and decided to be the 

third and the last theme of the research.  Parental Conflict was more accurate, as 

all participants were parent and the sources of the conflict were derived from 

their children. After finalising all the themes by finalising the name of each 

theme, I began to write its description and illustrate it with a few quotations 

from the original text to help communicate its meaning to the reader.  

 

Thus, the Research Question 1 was answered at this coding phase which 

concerned with ‘How do parents of children with ADHD experience the stress 

related to the condition and any perceived effects it may have on the 

relationship?’.  The descriptions of the themes employed in this phase and the 

related transcripts are as follows: 

 

Theme One - Difficulties Managing Child Behaviours 

There were four behaviours of children with ADHD that the parents experienced 

as difficult to manage.  These are aggressive behaviour, socially inappropriate 

behaviour, intolerance of the routine practices, and argumentative behaviour as 

explained in details below: 
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Sub-Theme One: Difficulties Managing Aggressive Behaviour 

There is evidence that the aggressive behaviour of children with ADHD goes 

beyond what is usual for normal children. It can be described as wild, as the 

children do not understand the concepts of ‘tiredness’ or ‘resting’ from their 

activity. Parents need to give their children attention most of the time, to ensure 

that no harmful consequences result from their children’s behaviour, which may 

leave parents feeling stressed, as the following quotes suggest.  

 

His behaviour is now getting worse, he is now doing this, he is now doing that, 

and he is now getting aggressive to his sisters, he is trying to push them down to 

the stairs, so you can’t leave them in the situation. 

 

.. He had a terrible time at school… when he went to his first school, he went to 

his nursery as pre-school, and then he went on to full time school.  They didn’t 

take him in full time… for four months, um, was only on half days and then they 

would ring us up before the three hours was up, ‘come and get your son because 

he’s done this, he’s put a window through’ or ‘he’s weed over someone’ or ‘he’s 

done something like this’ whole list of things.  And he’s a very aggressive and 

violent as well, very aggressive and violent. 

 

..so if he done something like broke a door off or something, because the house is 

pretty much destroyed now, every day I have to go, come back from work, and I 

have to fix something that’s been ripped off or broken. 

 

..He doesn’t worry about the consequences of things, you know. And I say he 

doesn’t care, whether he cares or not, I don’t know if he understands that either 

but he will still continue to do it whatever form of discipline or whatever you say 

to him he will just still continue to do it and he has to do it, and then he will stop.   

(Participant Two) 
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.. I’ve got CAMHS coming into my house to help out with Steven because of the 

aggression toward me. 

 

... he has no friends. He can’t communicate with anybody or get on with anybody, 

he just uses the aggression, like, the violence, and it is violence... I have to try and 

pin him down, but sometimes I can’t because he’s a lot stronger than me. An 

awful lot stronger. 

(Participant Twelve) 

 

He’s been in trouble with the police. He’s very violent as regards… not to people, 

well not to me and my husband and his sister, but his bedroom is just constantly 

smashed up, through the years, you know smashed wardrobes, windows, beds. 

You name it, he’s smashed it. Televisions, music centres. 

(Participant Twenty) 

 

 

.. He would be fidgeting all over the chair. He would never have his shoes on. The 

second he was in the car, the second he would sit down his shoes would be off 

and he'd be climbing on everything, he'd be in to everything. He wouldn't leave 

anything alone. You know his hands would be going all the time and his body 

would be fidgeting and he'd just be whoooaaa...you know. 

(Participant Eight) 

 

.. You don’t know no different, you wouldn’t know what it’s like to have, in 

brackets, a normal child because Jake was never normal, he was always ADHD, 

was always a live wire, always jumping around off the furniture etc etc..  So …not 

being funny, we wouldn’t know what it’s like to not have Jake.  You just deal with 

it.  Once you’re put in that situation, you have to deal with it, there is no other 

way.   

(Participant One) 
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Sub-Theme Two: Difficulties Managing Socially Inappropriate 

Behaviour 

The socially inappropriate behaviour of children with ADHD can be embarrassing 

to the parents. The focus has to be on the child’s attitude and behaviour most of 

the time, especially in social situations, which is very stressful for the parents and 

could affect their relationship indirectly, as the following quotes demonstrate.  

 

He’s very sexually aware as well… which can be embarrassing, you know because 

he wants to show everybody his body parts when we go out places.  

 

.. he spits a lot, he spits at, you know…  he spits at people. He spits in peoples’ 

dinners. 

 

.. It’s bad.  But he, he can’t help it… He goes through phases, he’ll start doing, 

well, like the spitting, he’ll have that, and then he’ll add something on to that. 

 

.. if someone falls down and hurt themselves, he would laugh at that.  You know 

whereas, we would be all concerned.  He doesn’t empathise with people’s 

situations, you know, he doesn’t feel sorry for them.  

 

(Participant Two) 

 

.. I suppose the hardest thing is when he used inappropriate behaviour in front of 

other people.  If that makes sense. Yes, people would become embarrassed. 

Perhaps not him, but other people and myself would become embarrassed and 

that would be that hardest thing to cope with. 

(Participant Six) 
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For me the most difficult are the facts that he’s very immature, so socially around 

children of his own age he seems, he seems quite different.  He talks a lot.  

Certain, certain behaviours that, I mean, I know every child is not perfect, but 

generally, like, with my daughter, if she’s going to misbehave she’ll misbehave in 

the house, she doesn’t misbehave outside.  But he doesn’t have that kind of 

boundary to know that this, some things it’s just not appropriate to do outside.  

You know, if there’s certain things you want to say, you have to, you just have to 

sort of keep them to yourself until it’s more appropriate.  And he will argue with 

me in public, so it can quite embarrassing.  And as I said, because he’s quite 

immature, friendships can be difficult for him 

 (Participant Fourteen) 

 

Sub-Theme Three: Difficulties Managing Intolerance of Routine 

Practices 

Routine practice is nevertheless very important to keep children with ADHD in a 

controlled situation.  

 

..the ADHD side of it with Jake is all about that routine again, you come back to 

routine, if anything is out of the routine then he is completely off the wall, 

basically he’s upset etc etc. 

 

.. They need a routine, they need to know that when they come home from school 

it’s homework, it’s tea time, it’s bed time, it’s breakfast time, etc.  Routine is 

paramount, they do not like being put out of routine if it is cereal for breakfast 

that’s what it is, and then if it is cooked breakfast like bacon, egg, etc in a 

weekend, that’s what it is.  You know, routine is paramount, you have to keep 

them in a routine. 

 (Participant One) 
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He has to have routines so he has to have things set… in a certain way as well. If 

you break that routine or make a change then ohhhhh [laughs] then all the fun 

starts. 

(Participant Two) 

 

Interviewer: What happens if you change his routine, daily routine? 

Participant Ten: He gets very confused and quite upset.  He can behave badly, 

you know, if he’s anxious or worried about something he behaves badly, he hits 

his sister, chucks stuff, he makes lots of funny noises.  So he doesn’t like it, you 

have to explain to him first lots of times what’s going to happen. 

(Participant Ten) 

.. Well we have to have quite a routine.  Have to explain things to him quite 

clearly.  Because if you don’t he just, he can’t cope very well, he doesn’t like 

change.  I spend a lot of time just talking to him.  You know, it works well 

sometimes if you offer rewards and things.  So, yeah, sometimes it’s just day to 

day, sometimes he’s so, so frustrated and so intent on just doing his own thing 

that nothing you do works.  But I just have to kind of leave it to it really. 

(Participant Ten) 

 

 

Sub-Theme Four: Difficulties Managing Argumentative Behaviour 

The children with ADHD also demonstrate argumentative behaviour as they grow 

older. 

 

..But he will argue and argue and argue and argue on the telephone until the 

grandmother puts the phone down, because she can’t take anymore.  She said 

no, and that’s the end of it, but he won’t accept it.  And he goes on and on and 

on.  And then when you say, I’m not listening anymore, that’s the end of it, after 

an hour or two, or three, then he’ll turn round and say, you never listen.  So it’s, 

yes, I’m listening, but I’m not accepting your argument, and this is my decision, 
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and that’s the end of it.  But why?  But why?  But why?  I want a reason.  But 

why?  And then you give a reason.  But that’s not valid, I’m not accepting that 

reason.  And it’s, it just goes on.. 

 

I’d get all sorts of threats, I’m not, have you cleaned your teeth today? No, I 

haven’t. Well will you please clean your teeth? Why should I? Because, you know, 

it’s good for your health, it’s something you, well, that we do. Keeps your teeth 

healthy and everything, don’t want toothache. Well if I don’t clean my teeth and I 

go into school, I’ll just tell them that, you know, mum didn’t say I had to clean my 

teeth. It’s your fault. Yeah, it was an awful lot of resentment, you know. 

(Participant Eleven) 

 

.. If you say something he tends to want to do the opposite. But eventually, I 

mean, if you, to be honest with you, I’ve learnt now to say what I’ve got to say 

and then leave it, and when you do that he normally comes round. If you stand to 

argue with Jonathon then it just prolongs things. Eventually he will always 

change his mind, and do what you’re asking him to do anyway, but initially if you 

ask him to do something then it’s, you know, he will sort of try and fight it. 

(Participant Fourteen) 

 

Theme Two – Insufficient Intimate Time 

Due to the extra attention and responsibility required towards children who have 

ADHD with difficult behaviour, parents have less time to spend together 

including time for having an intimate relationship. Most of their time is focused 

on the children with ADHD and certain areas of their lives have to be sacrificed. 

 

Saturday night. It’s the only time we put the children to bed at a regular time 

which is probably about half past eight and then our, height of our 

entertainment, as I say: we don’t smoke we don’t drink, we will have a Chinese on 
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the Saturday night, sit down and watch ‘Casualty’ on the telly. That is our time 

together. 

(Participant One) 

 

Researcher: Has it affected your sexual relationship as well because of Finley? 

Participant Two: Oh yeah, yeah definitely, I mean the obvious reasons like when 

you’re tired, you don’t get the opportunity I mean we, with all these children by 

the time, you’re absolutely tired then, you just want to go to bed, you know. But 

because then you have such a frustrating day you’re not in the right frame of 

mind, somehow, that’s the last thing on your mind.  

..He was sleeping in the bed with my husband, and there was no room for me, 

because when he’s asleep he’s like fighting every night and, you know he doesn’t 

sleep calmly, so I end up sleeping on the furniture, in the girls bedroom, all over 

the place, you know.  

 (Participant Two) 

 

It’s just the last couple of years that the relationship’s really broke down, like, 

because I haven’t got time for a relationship, because Steven takes all my time 

up. 

(Participant Twelve) 

 

.. he don’t sleep very well neither, so, the time we spend together is when he’s 

asleep really. 

(Participant Thirteen) 

 

.. we don’t very often have time together anyway.  Occasionally we might go out 

as a couple, but we don’t very often go out, because we have to judge how 

Thomas’ gonna be if we go out for dinner or anything, because we can’t be taking 

him to public places, cause he can’t behave.  So, we very rarely have time 
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together.  Our whole life is spent round the three other children really, so we 

haven’t got a lot of time to ourselves at all. 

(Participant Seventeen) 

 

Theme Three – Parental Conflict 

The emotional state of the parents can easily become distracted and 

communication can easily break down due to the disorganised behaviour of 

children with ADHD, which can lead to conflict between the parents. 

 

It’s very detrimental to the relationship, it’s very detrimental, and I can see um… 

from our part we have stayed together, we have stayed together but I can see if I 

wasn’t the person I was, I feel I was the stronger one in the relationship, if I 

wasn’t the one always looking for answer and help and support, then I think we, 

we would have split up, we would have split up by now, we would have split up 

with me taking the children. 

(Participant Two) 

 

If the child misbehaves I can get quite angry, for these good reasons obviously as 

a parent. But the thing is that, where we have arguments is when, for example, 

bad behaviour is not picked up and … argument does happen. The problem is, is 

that, you know, mothers are mothers, you know, unconditional love. And the 

problem is that unconditional love can cause more problems than it solves. 

(Participant Nine) 

 

My husband and I have been married for twenty-seven years and we’re not an 

arguing couple. We don’t argue, we don’t fight, we don’t fall out. I know that 

sounds silly, but we don’t. The main thing that we come to blows with is over our 

middle son, who has ADHD. 

(Participant Seventeen)  
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Table 3.7 summarised the codes constructed during the four phases of the 

coding process. 
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Table 3.7: Coding Phase One, Two, Three, and Four 

 
No. 
 

 
Coding Phase One 

 
Coding Phase Two 

 
Coding Phase 

Three 

 
Coding Phase Four 

 
1 
2 
 
3 
 
4 
5 
6 
7 
8 
9 
10 
11 
12 
 
13 

 
Child Behaved Aggressively At School 
Child Behaved Aggressively To Older People Not Just To 
Children 
Parents Experienced Child Turn To Aggressive If It Is Not His 
Way 
Child Pushed Sisters Down To The Stair 
Child Kicked People he doesn’t Like 
Child Destroyed the House 
Child Smashed Wardrobe, Bed, Windows, And Tv 
Child Stole The Car And Drove Down The Road 
Child Climbed Out The Window 
Child Controlled By Medication Otherwise Completely Wild 
Child Run Away From School 
Parents Thought The Hyperactivity Behaviour Of The Child Is 
Not Like A Normal Child 
Parents Experienced Difficulty To Manage The Child 
Physically 
 

 
Child Perceived As 
Aggressive  

 
Child Aggressive 
Behaviour  Is 
Experienced As 
Stressful To Parent 

 
Difficulties Managing 
Child Behaviours 
 

i. Difficulties 
Managing 
Aggressive 
Behaviour 

ii. Difficulties 
Managing 
Socially 
Inappropriate 
Behaviour 

iii. Difficulties 
Managing 
Intolerant of 
the Routine 
Practice 

iv. Difficulties 
Managing 
Argumentativ
e Behaviour 
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14 
15 
16 
17 
18 
19 
 
20 
21 
22 
23 
24 
25 
26 
 
27 
 
28 

 
Child Cannot Sit Still 
Child Fidgeted All Over The chair  
Child Hand Would Be Going All The Time  
Child’ Body Would Be Fidgeting All The Time 
Child Never Have His Shoes On 
Child Got Told Off Many Time About His Hyperactive 
Behaviour 
Child Got Warned Over His Hyperactive Behaviour 
Child Easily Get Tantrum, Temper And Outburst 
Child Jump Around Off The Furniture 
Child Thought To Be Very Naughty 
Parents Experienced Difficulty To Discipline The Child 
Parents Experienced Difficulty To Control The Child 
Parents Thought The Child’s Behaviour Is Just Like A 
Continuous Battle 
Parents Thought The Child Hyperactivity Behaviour Need 
Certain Strategies And Procedure To Manage 
Parents Feeling Stressful Emotionally Due To The Child 
Hyperactive Behaviour 
 

 
Child Perceived As 
Hyperactive 

 

 
29 
30 

  
Child Jump Straight To The Deep End Of The Swimming Pool 
Child Never Bother Consequences 
 

 
Child Perceived As 
Acting Without 
Thinking Behaviour 
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32 
33 

 
Child Shouted Out Things Twenty Times  
Child Did Things Many Times Repeatedly 

 
Child Perceived As 
Repetitive 
Behaviour 
 

 

 
34 

 
Child Inability To Be Reasoning That Led To Argumentation 
All The Time   

 
Child Perceived As 
Inability To Be 
Reasoning  
 

 

 
35 
36 

 
Child Spit At People And People’s Dinner 
Child Outburst And Shouted Out Things To People In Public 
 

 
Child Perceived As 
Rude  
 
 

 
Child Socially Out 
Of Tune Behaviour 
Is Experienced As 
Stressful To Parent 

 

 
37 
38 
39 
40 

 
Child Very Sexually Aware 
Child Argued With Parent In Public 
Child Behaved Inappropriately In Front Of Other People 
Child Interrupting Behaviour While Parent Talking To Other 
People  
 

 
Child perceived as 
embarrassing 
behaviour 

 

 
41 

 
Child Laughed When Someone Falls Down 

 
Child Perceived As 
Silly Behaviour 
 

 



173 

 

 
42 
43 
44 

 
Child Need Daily Routine 
Child Completely Off The Wall When Routine Changed 
Chid Gets Confused And Upset Without Routine  
 

 
Child Perceived As 
Need A Routine 

 
Child Routine 
Practice Is 
Experienced As 
Stressful To Parent 
 

 

 
45 
 
46 
47 

 
Child Inability To Be Reasoning That Led To Argumentation 
All The Time   
Child Arguing And Answering Back 
Child Cannot Stop Answering  

 
Child Perceived As 
Argumentative 
Behaviour 

 
Child 
Argumentative 
Behaviour Is 
Experienced As 
Stressful To Parent 
 

 

 
48 

 
Child Slow Learner (Removed) 

   

 
49 
 
50 
 
51 

 
Couple Did Not Sleep Together Because Of The Time 
Devoted To The Child 
Couple Did Not Sleep Together Because Of Child Used To 
Wake Up At Night  
Sexual Relationship Between The Couple Was Just Secondary 
As Child Demands More Attention 
 
 
 

 
Couple Perceived 
As Having Less 
Intimate Time 
Together  Because 
Of The Child 

 
Couple Less 
Intimate Time 
Together  

 
Insufficient Intimate 
Time 
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52 

 
Couple Did Not Have Much Time Together Because Most Of 
The Time Was Spent With The Child 
 

 
Couple Perceived 
As Having Less Time 
Spent Together 
Because Of The 
Child 
 

 

 
53 
54 
55 

 
Child Condition Affected The Couple Relationship 
Couple Argued A Lot Because Of The Child’s Condition 
Child’s Condition Caused Divorce In The Relationship 
 

 
Couple Perceived 
As Conflict Because 
Of The Child 

 
Couple Conflict 

 
Parental Conflict 
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Coding Phase Five - The Distinction between Strong and 
Less Strong Themes  
The themes were then categorised into Strong and Less Strong themes. Strong 

theme represents the explicit experiences of the participants, those utterances 

that very clearly explain the experiences, while Less Strong theme refers to less 

clear descriptions. The example referring to the Less Strong theme from the first 

sub-theme of the first theme; the Difficulties Managing Aggressive Behaviour, 

exemplified by the following quote: 

 

He has no friends, you know, nobody would want to be friends with him and this 

is, I’ve had this feedback myself, because he is quite… well to other parents he’s 

quite naughty. 

 (Participant Two) 

 

In this statement, the reason for not having friends was not mentioned. The 

statement also uses the word ‘naughty’ in a general way, with no specific 

characteristic of ‘naughtiness’ mentioned. However, the aggressive behaviour 

was captured because it was reported by most participants to be the most 

difficult behaviour to manage in children with ADHD symptoms. In addition, it 

was mentioned that aggressive behaviour in the children with ADHD symptoms 

often makes other children keep a distance.  In contrast:  

 

He would be fidgeting all over the chair. He would never have his shoes on. The 

second he was in the car, the second he would sit down his shoes would be off 

and he'd be climbing on everything, he'd be in to everything. He wouldn't leave 

anything alone. You know his hands would be going all the time and his body 

would be fidgeting and he'd just be whoooaaa...you know. 

(Participant Eight) 

 



176 

 

This statement captures very clearly how a child with ADHD behaves 

hyperactively in their daily life. They are not able to be seated and are ‘on the go’ 

most of the time.   

 

Another example of a Less Strong Theme, which pertained to the third theme, 

Parental Conflict, was as follows: 

 

We disagree sometimes on things, but that’s something private. We don’t… we’re 

a happy couple. We don’t quarrel or anything in front of our son. 

(Participant Twenty) 

 

Even though the participant admitted that there were disagreements within the 

relationship, he ended by saying that they were a ‘happy couple’, suggesting that 

he was trying to conceal the topic of arguments within the relationship and imply 

that the experience could be due to personal issues. This utterance was also 

relatively superficial compared to that of the following participant who 

addressed a similar theme of Parental Conflict in the marital relationship; it was 

categorised under Strong theme: 

 

My husband, John’s father, we separated three years ago. It wasn’t John’s fault, 

but we argued a lot over John. And so, yeah, it did affect, it did affect things 

because we disagreed on how to discipline him, how to, you know, how to, 

certain things, how to talk to him, and it caused a lot of problems. 

(Participant Ten) 
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Table 3.8 presents the distinction between the Strong and the Less Strong Theme 

for the clinical sample.  It was possible for the same participants to mention both 

Strong and Less Strong themes. For example, 18 participants mentioned the 

Strong theme of the sub-theme one, while only 13 participants mentioned the 

Less Strong theme of the same sub-theme one. However, the total number of 

participants mentioning sub-theme one, considering both the Strong and Less 

Strong categories were 22. This means that 9 participants mentioning the Strong 

category of sub-theme one was among the 13 participants that mentioned the 

Less Strong category of the same sub-theme one.  Table 3.8 presents the Coding 

Phase Five that distinguishes between Strong and the Less Strong Themes. 
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Table 3.8: Coding Phase Five – The Distinction between                                                 
the Strong and the Less Strong Themes 

 
 

THEMES 

 
TO

TA
L 

P
A

R
TI

C
IP

A
N

T 
 

 Strong/ 
Less 

Strong 

 
 
 
 

THEME ONE - 
 

Difficulties 
Managing Child 

Behaviours 

Sub-Theme 1 
Difficulties Managing Aggressive 

Behaviour 

Strong 18 

Less Strong 13 

Total 
Participant 

22 

Sub-Theme 2 
Difficulties Managing Socially 

Inappropriate Behaviour 

Strong 3 

Less Strong 0 

Total 
Participant 

3 

Sub-Theme 3 
Difficulties Managing Intolerance 

of Routine Practices 

More 3 

Less 1 

Total 
Participant 

4 

Sub Theme 4 
Difficulties Managing 

Argumentative Behaviour 

Strong 4 

Less Strong 3 

Total 
Participant 

6 

THEME TWO - Insufficient Intimate Time  Strong 5 

 Less Strong 7 

 Total 
Participant 

10 

THEME THREE – Parental Conflict Strong 6 

 Less Strong 6 

 Total 
Participant 

9 

TOTAL PARTICIPANT ON STRONG THEMES 40 

TOTAL PARTICIPANT ON LESS STRONG THEMES 30 

TOTAL ALL PARTICIPANTS 24 
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Coding Phase Six - The Grouping of Themes by Attachment 

Styles 

Continuing the process, I grouped the themes by attachment style. In 

categorisation by attachment styles, I mainly emphasised the differences 

including all themes together, and secondly I distinguished between Strong and 

Less Strong themes by attachment category.  It was possible for the same 

participant from the same attachment styles to mention both Strong and Less 

Strong themes. For example, 5 participants from the ‘secure attachment style’ 

category mentioned the Strong theme, sub-theme one, while only 1 participant 

from the same attachment style mentioned the Less Strong theme of the same 

sub-theme one. However, the total number of ‘securely attached’ participants 

mentioning sub-theme one, considering both the Strong and Less Strong 

categories, were 5. This means that the only participant mentioning the Less 

Strong category of sub-theme one was among the 5 participants that mentioned 

the Strong category of the same sub-theme one.    

Table 3.9 refers to twenty four participants from the clinical group with the four 

attachment styles, with six participants from each attachment style taking part in 

Study Two. Majority participants from the four attachment styles, reported 

experiencing stress due to managing their ADHD children’s aggressive behaviour, 

categorised as difficult behaviour. In addition, ten parents of children with ADHD 

across all four attachment styles reported difficulties in having intimate time 

together with their partner due to having an ADHD child. However, only secure, 

dismissing and pre-occupied attached participants experienced conflict in their 

marital relationship. Fearful attached participants did not report examples of 

conflict. Moreover, fearful participants did not report any difficult experiences in 

managing ADHD children in terms of their socially inappropriate behaviour and 

need for routine practices. They also did not report feeling distracted by the 

reduced time available for intimate relationships.  Thus, the Research Question 
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3a was addressed at this coding phase.   Research Question 3a concerned with, 

‘Do parents with different attachment styles have different experiences?’ 
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Table 3.9:  Coding Phase Six – The Grouping Themes by Attachment Style 

 
 

THEMES 

NUMBER OF PARTICIPANTS PER  
ATTACHMENT STYLES 

 

TO
TA

L 

P
A

R
TI

C
IP

A
N

TS
 

 

 
SECURE 

 
DISMISSING 

 
PRE-OCCUPIED 

 
FEARFUL 

  Strong /  
Less Strong 

 
 
 
 

THEME ONE - 
 

 Difficulties  
Managing Child 

Behaviours 

 
Sub-Theme 1 

Difficulties Managing 
Aggressive Behaviour 

 
 

 
Strong 

 
P2, P6, P7, P8, 

P20 
(5) 

 
P1, P10, P11, P12 

 
(4) 

 
P3, P9, P15, P23, 

P24 
(5) 

 
P18, P19, P21, 

P22 
(4) 

 
18 

Less Strong P2 
 

(1) 

P1, P11, P13 
 

(3) 

P15, P17, P23, 
P24 
(4) 

P5, P16, P18, P19, 
P21 
(5) 

13 

Total 
Number of 
Participants 

5 5 6 6 22 

 
Sub-Theme 2 

Difficulties Managing Socially 
Inappropriate Behaviour 

 
Strong 

 
P2, P6 

(2) 
 

 
P14 
(1) 

 
0 

(0) 

 
0 

(0) 

 
          3 

Less Strong 0 
(0) 

 

0 
(0) 

0 
(0) 

0 
(0) 

0 

Total 
Participants 

2 1 0 0 3 

 
Sub-Theme 3 

Difficulties Managing 
Intolerance of Routine 

Practices 

 
Strong 

 
P2 
(1) 

 

 
P1, P10 

(2) 

 
0 

(0) 

 
0 

(0) 

 
3 

Less Strong 0 
(0) 

P14 
(1) 

 

0 
(0) 

0 
(0) 

1 

Total 
Participants 

1 3 0 0 4 
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Sub Theme 4 

Difficulties Managing 
Argumentative Behaviour 

 
Strong 

 
0 

(0) 
 

 
P11, P14 

(2) 

 
P17, P24 

(2) 

 
0 

(0) 

 
4 

Less Strong 0 
(0) 

 

P10 
(1) 

P3, P24 
(2) 

0 
(0) 

3 

Total 
Participants 

0 3 3 0 6 

 
THEME TWO - Insufficient Intimate Time  

 
Strong 

 
P2 
(1) 

 

 
P1, P12 

(2) 

 
P17, P24 

(2) 

 
0 

(0) 

 
5 

 Less Strong P2 
(1) 

 

P10, P11, P13 
(3) 

P9, P24 
(2) 

P5 
(1) 

7 

 Total 
Participants 

1 5 3 1 10 

 
THEME THREE – Parental Conflict 

 
Strong 

 
P2, P4, P8, P20 

(4) 

 
P10 
(1) 

 
P17, P9 

(2) 

 
0 

(0) 

 
6 

 Less Strong P4, P6, P20 
(3) 

 

P1, P10 
(2) 

P9 
(1) 

0 
(0) 

6 

 Total 
Participants 

5 2 2 0 9 

 
TOTAL STRONG THEMES 

 
13 

 
12 

  
 11 

 
4 

 
40 

TOTAL LESS STRONG THEMES 
 

5 10 9 6 30 

 
TOTAL ALL PARTICIPANTS 

 

 
14 

 
19 

 
14 

 
7 

 
24 

*P - Participant
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C. Producing a Report 

After a set of fully worked-out themes was attained, the final analysis and write-

up then began. This involved reporting the way in which the data was processed 

during the analysis stage, until the stage of deciding upon the specific themes 

related to the research. 

 

D. Code Validation: Reliability 

An inter-rater for this research was selected from among friends who were also 

doing a PhD and therefore had a knowledge and understanding of qualitative 

research. At this stage, five transcripts were given to two independent inter-

raters.  Five transcripts represented twenty percents of the overall twenty four 

transcripts in this study.  Explanations were given to them about the objectives 

of this research.  The research questions were also explained to them clearly.  

After the transcripts were revised, they suggested similar themes in meaning 

with different words.  They pointed out that the ‘stress’, the ‘conflict, and also 

the issue of ‘no time together’.  They could see the source of the stress that the 

parents experienced was coming from the difficult behaviour of their children 

with ADHD symptoms.  Even though, the list of the difficult behaviours of the 

children that became the source of parental stress were varied between the two  

inter-raters, it was still valid considering that they only reviewed twenty percent 

of the transcripts from the whole twenty four transcripts of this research.  

However, most of them mentioned ‘Aggressive behaviour’, and ‘Socially 

inappropriate behaviour’. 
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Analysis for the Community Sample of the Current Data 

A similar process of analysis was constructed for the community group from the 

Preparation of the Data, Coding the Interviews, Producing a Report, until Code 

Validation and Reliability. It was also mainly based on Braun and Clarke (2006), 

with two methods by Saldaña (2011); Attribute, and Initial Coding added up 

during the second step of Braun and Clarke (2006), and one method of Code 

Validation and Reliability method by Boyatzis (1998) was used at the end of the 

coding process.  However, during the code development, there was no Coding 

Phase Five - The Distinction between Strong and Less Strong Themes.  This was 

because there were no differences in the transcriptions as all participants in the 

community group were disclosing their experiences explicitly. As similar with the 

clinical sample of the present study, thematic analysis were developed 

inductively using the data-driven approach, the data was from the semi-

structured interviews transcripts.  The behaviour, feelings, and thoughts relating 

to raising a child without ADHD were coded from the data.  

 

Coding Phase One 

There were thirteen codes at the beginning. The code of Child Tantrum was 

constructed based on several participants’ transcriptions.  For example: 

  

‘…she has a tantrum over the simplest little thing like that or socks that she wants 

to wear, like Peppa Pig socks and she doesn’t want to wear any other socks.  You 

know so, simple little things like that and she goes into a tantrum,..’ 

(Participant Six) 

 

‘..only the normal sort of odd tantrum, but if anything that’s just normal 

behavior’. 

(Participant Nine) 

 



185 

 

‘Sometimes if he doesn't get what he wants, he’ll have a tantrum or maybe at 

bath time.’ 

(Participant Eleven)   

 

The transcription example of the code Child Not Listening Behaviour is: 

 

‘Not listening to me.  When I tell her to do something or not to do something.  

Like if I want her to come to me and she just stands there and she doesn’t listen 

to me at all and she just ignores me altogether, that’s really frustrating.’ 

(Participant Thirteen) 

 

Parent Talked To The Child About Their Behaviour was coded based on several 

participants’ transcription.  For example: 

 

‘Get them to sit down for a few minutes and explain to him what he’s done 

wrong and why he shouldn’t do it.’ 

(Participant Twelve) 

 

 
The transcription example for the Parent Used ‘Naughty Step’ To The Child code 
is: 
 
 

‘At a time we have used the naughty step, but they normally get a couple of 

chances and then they’re taken away from what they do, but the youngest one is 

quite easy with… We follow the school routine where we count down from five 

and once we get to number one, that’s it, he gets whatever it is taken away or it’s 

timed out or things like that.’ 

(Participant Fifteen) 

 
 

 



186 

 

The transcription example for the code Parent Used ‘Time Out’ To The Child is: 

 

‘I use the time out step.  So if she’s naughty I explain to her… well I give her a 

warning first.  Explain to her what she’s doing is wrong.  If she carries on then I 

give her a little time out so she can think about it and then she normally comes 

back fine.’ 

(Participant Ten)  

 

The Children Behaviours Were Quite Stressful But Not Affecting The Marital 

Relationship was coded based on majority of the participants’ transcriptions.  For 

example: 

 

‘Interviewer: Do you think that such tantrum behaviour has affected your marital 

relationship in any way? 

Participant Eleven: No, no, not really, no.’ 

 

Interviewer: Do you think that your marital relationship has an effect on your 

child’s behaviour? 

Participant Eleven: No.   

 

Interviewer: What about in terms of spending time together, between you and  

your partner?  Is it affected, because of your child’s behaviour? 

Participant Sixteen: No.   

 

 
The transcription example for the code Children Behaviours Were Not Affecting 

The Sexual Relationship is: 

 

‘Interviewer: Any effect on your sexual relationship because of your child’s 

behaviour? 

Participant Eleven: Not really.’ 
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Coding Phase Two 

As with the coding phase two for the clinical group, I employed code reduction in 

this phase.  This was also based on the behaviours, feelings and thoughts that 

were pointed out most often by all participants.   The code reduction process in 

this phase included grouping and rewording the previous code into the new 

explicit new code. Only four codes were constructed at this phase from the 

overall thirteen codes at the beginning.  At this point, I decided to group the 

codes related to the behaviours of the children that were experienced by the 

parents.  For example, Child Behaved Naughty, Child Fighting With Siblings, Child 

Tantrum, Child Not Listening Behaviour,  and Child Behaved Annoyingly were 

grouped into one new code, Child Perceived As Naughty. Not only was that, the 

codes related to the parents’ perceptions of the children’s behaviours that were 

constructed in the previous coding phase one were also grouped together.  For 

example, Parent Talked To The Child About Their Behaviour, Parent Separated 

The Children Because Of The Fighting Behaviour, Parent Used ‘Naughty Step’ To 

The Child, Parent Used ‘Time Out’ To The Child, Parent Asked The Children To 

Stop The Naughty Behaviour, and Parent Asked The Children To Resolve The 

Problem On Their Own, were grouped into the new code, Parents Tried To 

Discipline The Children. 

 

In addition, two codes related to parents’ thoughts and feelings that were 

constructed in the coding phase one were retained, but reworded into an 

appropriate code.  The Children’s Behaviours Were Quite Stressful But Not 

Affecting The Marital Relationship was remained but re-worded into a proper 

code, Parents Perceived The Children’s Behaviours As Not Affecting The Marital 

Relationship.  Moreover, the Children’s Behaviours Were Not Affecting The 

Sexual Relationship was also remained with an appropriate code, Parents 

Perceived The Children’s Behaviours As Not Affecting The Sexual Relationship At 

All. 
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Coding Phase Three 

At this stage, I employed the code reduction process again.  However, this was 

mainly for the code grouping and refining process to become more specific and 

explicit as it was quite general in the previous phase. The majority of the 

participants experienced their children’s naughty behaviours.  However, the 

behaviours did not  affect the marital relationship between the couples, either in 

terms of the time they spent together or their sexual relationship.  Therefore, 

from the four codes constructed in the coding phase 2, I came to the point of 

only one code at this phase which is Child Naughty Behaviour Is Experienced As 

Manageable To Parent.   

 

Coding Phase 4 - The Identification of the Themes 

The data coded in the previous step resulted in only one code, Child Naughty 

Behaviour Is Experienced as Manageable to Parent. At this stage, I simplified it 

into and constructed it into one theme, Manageable Behaviour of Children’s 

Naughtiness. Parents from the community group admitted that their children 

were sometimes naughty, describing siblings fighting and tantrums; however it 

was manageable, with a variety of rules and punishments meted out by the 

parents, such as the ‘naughty step’ and ‘time out’. No marital conflict was 

reported as pertaining to participants’ experiences of their children’s 

naughtiness. Some parents experienced reduced time together with their 

spouse; however this was due to the extra time at work to which husbands 

(invariably) were committed. It had little to do with their children’s’ naughty 

behaviours. 

Well I just tell them to stop it basically and most of the time they do stop, you know if I 

tell them to do something then the majority of the time they do. If it gets a bit out of 

hand then I just separate them. 

(Participant Two) 
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I just talk to them throughout and be persistent and tell them whenever their behaviour 

is bad. Yes, just talking really and sometimes you have to do punishment. You know like 

when they are watching TV or you will go to your room if you don’t change your attitude. 

That’s what I do mainly. 

(Participant Three) 

 

whenever she gets naughty I do tend to… I’ve got like a glass door and you see through it 

so I just put her outside the door and let her scream and shout and do whatever. And 

then when she calms down, maybe five minutes later, then I take her back in and that 

tends to do the trick at the moment.  

(Participant Six) 

First of all I would talk to them. I wouldn’t shout or anything and use any aggressive 

behaviour myself, try to calm them down, explain them that it’s wrong and tell them like 

how to behave. What is right. 

(Participant Eight) 

 

I use the time out step. So if she’s naughty I explain to her… well I give her a 

warning first. Explain to her what she’s doing is wrong. If she carries on then I 

give her a little time out so she can think about it and then she normally comes 

back fine.  

(Participant Ten) 

 

Get them to sit down for a few minutes and explain to him what he’s done wrong 

and why he shouldn’t do it. 

(Participant Twelve) 
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At a time we have used the naughty step, but they normally get a couple of 

chances and then they’re taken away from what they do, but the youngest one is 

quite easy with… We follow the school routine where we count down from five 

and once we get to number one, that’s it, he gets whatever it is taken away or it’s 

timed out or things like that.  

(Participant Fifteen) 

 

..sometimes the little one attacks the middle one, pulls her hair. So, sometimes I 

pull her hair back to let her know that it hurts. Sometimes I just take her away 

from the situation and tell her that’s she’s being naughty. Iona sometimes winds 

her up to make her do things, so then I have to deal with her.  

(Participant Seventeen) 

If they’re naughty, me and my husband tend to just raise our voice, cause we find 

with different tones of voice then they understand, not shouting, just different 

pitch levels, then they understand not to like be so loud or to tidy up or to be nice 

to one another. Cause they do like to fight a little bit. 

(Participant Eighteen) 

 

Separate them if they’re fighting siblings. If they’re being too loud, try and find 

them something quiet to play with, like a puzzle, just to calm ‘em down or 

generally take them to the park. 

(Participant Nineteen) 

 

I let them sort it out between themselves normally. My kids are really good like 

that, they normally do. I don’t have to intervene.  

(Participant Twenty One) 
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I would ask them first to stop the behaviour that they were doing. If they didn’t 

respond after that, I would then take them away from whatever may have been a 

distraction and then, as a last resort, it’s onto the stairs for the naughty step. 

(Participant Twenty Three) 

 

The naughty step or time out, five minutes time out and say, “If you don’t do… if 

you don’t behave you won’t get treats.” 

(Participant Twenty Four) 

 

It is clear from these quotes that the parents of normal children have 

experiences that differ from those of the clinical group, in that they generally 

found the naughty behaviour of their children manageable, whereas the naughty 

behaviour of children with ADHD tended to be more unmanageable.   

 

First, there were no behaviours related to the difficult behaviours of the children 

without ADHD experienced by the parents in the community group as 

experienced by the parents in the clinical group.  The children in the community 

group were only perceived as naughty, as there were no elements of wildness or 

aggressiveness within their children experienced by the parents.  Both groups 

experienced children fighting with the siblings.  However, the situation was 

different, as the parents in clinical group experienced their child fighting with the 

siblings in a dangerous situation of pushing the sisters down to the stairs, 

whereby the parent in the community group just experienced their child having 

common fights with the siblings. 

 

Second, parents in the community group experienced stress due to the naughty 

behaviours within their children.  However, they did not perceive those 

behaviours as affecting their marital relationship or their sexual relationship.  

Finally, there was no conflict experienced by the community parents relating to 
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their children’s behaviours, since those behaviours were just normal naughtiness 

within a growing child and they were manageable. 

  

Thus, the Research Question 2 was answered in this coding phase which was 

concerned with, ‘How parents of children without ADHD experience the stress 

related to ordinary naughtiness and any perceived effects this may have on the 

relationship?, and Do their experiences differ from those of the clinical group?’. 

Table 3.10 presents the coding phase one, two and three. 
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Table 3.10: Coding Phases One, Two, Three, and Four 

 
No. 
 

 
Coding Phase One 

 
Coding Phase Two 

 
Coding Phase 

Three 

 
Coding Phase 

Four 

 
1         Child Behaved Naughty  
2        Child Fighting With Siblings  
3        Child Tantrum 
4        Child Not Listening Behaviour 
5        Child Behaved Annoyingly 

 

Child Perceived As Naughty 

 

Child Naughty 

Behaviours is 

Experienced As 

Manageable To 

Parent 

 

Manageable 

Behaviour of 

Children’s 

Naughtiness’ 

 
6         Parent Talked To The Child About Their Behaviour 
7        Parent Separated The Children Because Of The Fighting   
          Behaviour 
8        Parent Used ‘Naughty Step’ To The Child 
9        Parent Used ‘Time Out’ To The Child 
10      Parent Asked The Children To Stop The Naughty Behaviour 
11      Parent Asked The Children To Resolve The Problem On Their  
          Own 
 

 

Parents Tried To Discipline 

The Children 

 

    

12     The Children Behaviours Were Quite Stressful But Not 
          Affecting The Marital Relationship  
 

Parents Perceived The 

Children Behaviours As Not 

Affecting The Marital 
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Relationship 

 
13      The Children Behaviours Were Not Affecting The Sexual  
           Relationship 

Parents Perceived The 

Children  Behaviours As Not 

Affecting The Sexual 

Relationship 
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Coding Phase Five – The Grouping Themes by Attachment 

Style 

In continuing the process, I grouped the themes by the attachment styles. All 

participants in the community group across the four attachment styles were 

experienced a theme, Manageable Behaviour of Children’s Naughtiness. 

Table 3.10 relates to twenty four participants from the community group with 

the four attachment styles, with six participants from each attachment style 

taking part in Study Two. All twenty four participants, from the four attachment 

styles, reported experiencing their children’s naughtiness as manageable. In 

addition, none of the twenty four parents of children without ADHD reported 

having any significant difficulty in managing their children’s naughty behaviour. 

Neither did they report feeling distracted by the reduced time available for 

intimate relationships.   

In comparison with the clinical group, all twenty four participants from the four 

attachment styles, reported experiencing stress due to managing their ADHD 

children’s aggressive behaviour, categorised as difficult behaviour. In addition, 

ten parents of children with ADHD across all four attachment styles reported 

difficulties in having intimate time together with their partner due to having an 

ADHD child. However, only secure, dismissing and pre-occupied attached 

participants experienced conflict in their marital relationship. Fearful attached 

participants did not report examples of conflict. Neither did fearful participants 

report any difficult experiences in managing ADHD children in terms of their 

socially inappropriate behaviour and need for routine practices. Nor did they 

report feeling distracted by the reduced time available for intimate relationships.  

Thus, the Research Question 3b on, ‘How do these experiences differ across 

attachment styles in the two groups? was answered at this coding phase.    
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Table 3.11: Coding Phase Five – The Grouping Themes by Attachment Style 

 
 

THEMES 

 
NUMBER OF PARTICIPANTS PER  

ATTACHMENT STYLES 
  

TO
TA

L 
 

 
SECURE 

 
DISMISSING 

 
PRE-

OCCUPIED 

 
FEARFUL 

 
THEME ONE 

Manageable Behaviour 
of Children’s 
Naughtiness  

 
6 

P1, P6, P13, 
P15, P16, P18,   

 
6 

P2, P3, P5, P8, 
P9, P10,   

 

 
6 

P11, P14, P17, 
P20, P21, P22 

 
6 

P4, P7, P12, 
P19, P23, P24,   

 
24 

 
TOTAL 

 
6 

 
6 

 
6 

 
6 

 
24 

 
*P-Participant
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Discussion 

This study examines how parents of children with ADHD experience difficulties 

related to the condition and any effects it has on the marital relationship.  A 

comparison was made with the community group who deal with ordinary 

children without ADHD, to examine the different difficulties related to ordinary 

naughtiness and any effects it may have on the marital relationship.  The study is 

also concerned with whether parents with different attachment styles have 

different experiences in both groups. The results of these thematic analyses 

indicated the potential value of an attachment perspective in understanding the 

subjective experiences of the individual parents who participated in this 

research. Generally, the themes identified were the mechanisms through which 

ADHD in a child negatively affects the parental relationship, to the possible point 

of marital breakdown.  

 

Research question 1 was concerned with how parents of children with ADHD 

experience stress related to their children’s condition, and any perceived effects 

it may have on their relationship.  The findings of this study indicated that the 

behaviour of children with ADHD caused stress and marital conflict in the 

parents’ relationship. This study has identified four main behaviours of children 

with ADHD which were reported to be very difficult to manage and which led to 

stress for the parents. First is an aggressive behaviour, and second is socially 

inappropriate behaviour.  A child who is impulsive and socially immature can be 

rude and inappropriate in what they say (Green & Chee, 1997), without thinking 

about the implications.  Third is the intolerance of routine practices. An ADHD 

child likes to have a structured framework to direct their daily life. They cope 

poorly with unexpected surprises (Green & Chee, 1997). Structure is one of the 

most challenging works. It can be difficult to maintain the same routine every 

day, not only because it requires a lot of work, but also because some parents 

have other responsibilities to deal with and also other children to look after. 
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However, it needs to be done to minimise the chance of problem incidents 

occurring. However, this necessity can result in stress to the parents because 

other important family matters may have to be left until last.  Fourth is 

argumentative behaviour, which was considered rude and may cause stress to 

parents.  

 

The three main symptom behaviours of children with ADHD categorised by the 

National Institute of Mental Health include: inattention, hyperactivity, and 

impulsivity. These commonly begin to appear in a child’s early life and result in   

difficult behaviour patterns. It is clear from this study that some aspects of the 

behaviour patterns of children with ADHD result in extreme stress to their 

parents. These difficult behaviour patterns of children with ADHD can result in 

the parents becoming distracted from the marital relationship due the stressful 

feelings that emerge when a large amount of time and energy is put into 

managing their children with ADHD.  

 

The aggressive behaviour of the children with ADHD seems to be the most 

recurring behaviour, and reported to be very destructive. This finding is 

consistent with Kendall and Shelton (2003) who reported that aggressive 

behaviour in children with ADHD results in physical and emotional exhaustion in 

the parents. Breen and Barkley (1988) and Mash and Johnson (1983) found that 

mothers of children with ADHD displayed higher stress levels than mothers of 

normal children, due to the severity of their children’s aggression, conduct 

problems, and hyperactivity. 

 

Socially inappropriate behaviour, intolerance of routine practices, and 

argumentative behaviour were also reported in the behaviour of children with 

ADHD and said to cause stress and conflict to the parents. These findings are 

consistent with previous research such as Barkley (1998) who found that children 

with ADHD are at an increased risk of interpersonal problems such as peer 
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rejection, a lack of emotional self-regulation, and misconduct, which places 

stress on the parental relationship. 

 

Closely associated with aggressive behaviour is hyperactive behaviour, which is 

one of the main features of ADHD. The hyperactivity by itself could be a minor 

problem, but when impulsivity is added, then the behaviour becomes more 

difficult to manage, and this may cause stress to the parents.  Poor impulse 

control exacerbates the hyperactivity of ADHD children, making them both 

physically and verbally accident-prone. Generally, children with ADHD want to be 

popular and accepted by people around them as other normal children are. 

However, they do not seem to know how to do this successfully. They tend to 

misread the accepted social cues by saying or doing something inappropriate. 

Impulsive children seem unable to think before they act. These kinds of 

behaviours obviously bring stress to parents. 

  

The findings also indicate that parents experience time together with their 

partners as inadequate. The processes by which ADHD children affect the 

relationship between their parents have not been researched before. Intimacy 

undoubtedly plays an important role in maintaining such a relationship. But 

having children with ADHD could exhaust the parents to the extent that 

relationship intimacy is neglected. As Participant Two mentioned, she struggles 

to get a decent night’s sleep – working for most of the day, and rarely getting 

more than four hours of sleep a night and sleeping in her own bed. Such 

exhaustion was reported to reduce the opportunity for an intimate relationship. 

 

From an attachment perspective, individuals in adult intimate relationships seek 

the same sense of security and support from their partners as they did from their 

caregivers during their childhood (Hazan & Shaver, 1987). This desire for physical 

and emotional proximity is an important element in adult relationships (Hazan & 

Shaver, 1987), as it brings security, comfort, and support (Bartholomew & 
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Horowitz, 1991). Bonding within romantic love has been said to manifest in three 

behavioural systems: attachment, care-giving, and sex (Bowlby, 1982).  

 

The findings in this study also indicated that parents felt that their children 

contributed to parental conflict. This finding was consistent with previous 

research such as that of Shelton et al. (1998), who report that parents of children 

with ADHD experience more marital conflict than parents of children without 

ADHD. Similarly, Gadow et al. (2000) found more conflicting family environments 

in a clinical sample of children with ADHD compared to a community sample 

without ADHD.  

 

Previous research shows that stress in the parents of children with ADHD can 

lead to overt conflict (Barkley, Fischer, Edelbrock & Smallish, 1991). According to 

Rostain, Power and Atkins (1993), families of children with ADHD are at an 

increased risk of interpersonal conflict. Similarly, Brehm, Miller, Perlman and 

Campbell (2002) maintain that even though conflict occurs regularly in most 

close relationships, it tends to be worse in the relationships of parents with 

ADHD children.  

 

Attachment theory outlines various coping strategies that individuals use when 

dealing with conflict (Ognibene & Collins, 1998). Previous studies have supported 

the relationship between attachment styles and conflict (Corcoran & 

Mallinckrodt, 2000; Levy & Davis, 1988; Pistole, 1989), and conflict management 

(Creasey, Kershaw & Boston, 1999; Creasey & Hesson-Mclnnis, 2001; Corcoran & 

Mallinckrodt, 2000; Pistole, 1989). Thus, it is important to understand the 

individual’s working model of attachment, which includes beliefs, expectations 

and goals about the self and others (Pietromonaco & Feldman Barret, 2000). An 

individual’s working model of attachment is likely to shape their thoughts, 

feelings and behaviour during conflict (Ognibene & Collins, 1998). In other 

words, such a model of attachment is also associated with their conflict coping 
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strategies, and these strategies may have implications for the success of their 

intimate relationships (Ognibene & Collins, 1998). According to Simpson, Rholes 

and Phillips (1996), conflict may act as a stressor on the relationship and activate 

the attachment system. This was explained in the previous chapter’s discussion 

of Study One. 

 

Thus, the findings of the clinical sample interviews were not common to all 

parents who care for children, but indicate processes unique to distressed 

couples and possibly unique to parents with child with ADHD.  

 

Research question 2 was concerned with how parents of children without ADHD 

experience the stress related to their children’s ordinary naughtiness, and any 

perceived effects this may have on the relationship, and do their experiences 

differ from those of the clinical group.  The findings of this study indicated that 

the behaviours of children without ADHD were perceived as manageable and did 

not contribute directly to stress and marital conflict in the parents’ relationship. 

Mash and Johnson (1983) found that mothers of children without ADHD 

displayed lower stress levels than mothers of children with ADHD. The stress that 

the parents of normal children experience was a normal stress, due to dealing 

with the normal naughtiness of their growing children. The ADHD symptoms of 

hyperactivity, aggression and conduct disorder were not present. In addition, the 

community parents did not complain about the aggression and the discipline 

problems of their children in the same way.  The ‘naughty chair’ and ‘time out’ 

strategies are sufficiently effective for keeping the children in check when they 

displayed naughty behaviour.  The stress that the community parents 

experienced with their child was just a common stress.  Therefore, it did not 

affect their marital relationship, with no experience of being less intimate 

together, and conflict in the relationship which was different from the clinical 

group. 
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Research question 3 was concerned with whether parents with different 

attachment styles have different experiences, and how these experiences differ 

across attachment styles in the two groups, which is related to the third research 

question. The findings of this study for the clinical group indicated that secure, 

dismissing, pre-occupied and fearful participants exhibited explicit experiences 

on having children with ADHD that affected their marital relationship. However, 

dismissing attached participants demonstrated the most explicit experience on 

having children with ADHD that affected their marital relationship, with a high 

number of participants revealing all themes across both the Strong and Less 

Strong categories: Difficulties Managing Child behaviours, Insufficient Intimate 

Time, and Parental Conflict. In term of the first theme, Difficulties Managing 

Child behaviours, dismissing participants revealed all four difficult behaviours 

that related to all its four sub-theme:  Difficulties Managing Aggressive 

Behaviour, Difficulties Managing Socially Inappropriate Behaviour, Difficulties 

Managing Intolerant of the Routine Practice, and Difficulties Managing 

Argumentative Behaviour.  This suggests that dismissing participants in this 

research were able to fully experience and express the difficulties that they had 

with their ADHD children compared to secure participants. Several possible 

reasons for this are argued below.  

 

First, even though the number of dismissing participants reported more 

experiences throughout all three themes: Difficulties Managing Child behaviours, 

Insufficient Intimate Time, and Parental Conflict, that were affecting the marital 

relationship, compared to securely attached participants, the securely attached 

disclosed more on the Strong category of all the three themes as compared to all 

other attachment types of participants, including the dismissing participants.  

 

Securely attached people demonstrate high levels of communication, and 

present warmth, confidence (Locke, 2008) and open-mindedness (Mikulincer, 

1997). They also tend to hold optimistic beliefs during threatening situations 
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(Bowlby, 1973). It is possible that securely attached participants in this research 

experience themselves as individuals with confidence and autonomy. They will 

therefore strongly express themselves openly and not report unfavourably on 

their relationship, their partner or spouse, or even their children’s condition. 

However, they may also have wanted to share their own experiences with the 

hope of finding a solution along the way, since attachment security is associated 

with constructive, problem-focused methods and coping strategies (Bowlby, 

1973, Mikulincer & Florian, 1998). Moreover, by disclosing the issues explicitly, 

particularly those relating to the difficulties of managing children with ADHD, 

those with a secure attachment style demonstrated an awareness of their 

realities and the difficulties they are facing. In sum, they were not merely 

disclosing their real experiences; they disclosed their experiences explicitly with 

the highest number of Strong themes accumulated. 

 

Second, the theme, Difficulties Managing Intolerance of the Routine Practices 

(Third sub-theme of the first theme), appears stronger among dismissing 

participants than the secure participants. With regard to the marital status of the 

participants, dismissing attached participants were more likely to be single or 

divorced, while securely attached participants were most likely to be married. 

Arguably, those who are single or divorced have a greater workload in order to 

manage their daily life as everything need to be done alone compared to married 

couple who have a partner helping them out with their daily chores. Therefore, 

the single or divorced participants with the dismissing attached styles who were 

managing their life alone may have had more difficulty in maintaining their daily 

routine, and this would indirectly affect the routine of their ADHD children. In 

contrast, those participants who are married were more likely to maintain their 

children’s routine due to an extra ‘pair of hands' assisting them in handling their 

daily chores; they are thus less likely to experience their children’s intolerance 

towards routine practices.  
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Third, in comparison to the securely attached participants, the theme Difficulties 

Managing Argumentative Behaviour (the fourth sub-theme of the first theme) 

appears more prevalent compared to secure participants which caused 

difficulties to the marital relationship. This could due to the profile of the 

children with ADHD in this study: there were more children within the teenaged 

age range with dismissing attached parents than with those parents with the 

securely attached style. It is postulated that the teenaged group with ADHD tend 

to argue more compared to younger children. 

 

Fourth, the second theme, Insufficient Intimate Time appears stronger among 

dismissing participants compared to secure attached participants and other 

participants with pre-occupied and fearful attachment styles. It is possible that 

having children with ADHD, and trying to manage their difficult behaviour 

invokes difficult feelings among securely attachment participants, and they may 

avoid talking about them as a defence mechanism. Bowlby’s concept of defence 

mechanism involves unconscious internal processes that distort information and 

memory in order to protect the self from painful feelings in relationships. Specific 

defence mechanisms are connected to behavioural functioning (Cramer, 2006).  

 

Bartholomew (1990) postulated that those who view the self and others 

positively engage more in behaviour that reflects intimacy than those with 

negative views of others. Similarly, Brennan, and Shaver (1998) found that 

avoidance is negatively associated with intimacy in relationships and with 

enjoyment of affectionate pre-sexual activities such as cuddling, kissing and 

holding hands. In contrast, anxiety is positively associated with feelings of 

estrangement and emotional detachment during sex (Hazan & Shaver, 1994). In 

this research, dismissing parents of ADHD children made a high number of 

mentions of how distracted they were, reducing their time for intimacy in the 

marital relationship. 
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Finally, the third theme Parental Conflict appears stronger among securely 

attached participants compared to those in the dismissing group as well as those 

participants with other attachment styles. Secure individuals tend to be more 

satisfied and comfortable with intimacy, are confident that they are valued by 

others, and are able to rely on others for support (Collins & Feeney, 2000; Pistole 

& Arricale, 2003). Secure participants in this study may also be described as 

autonomous, as they may describe their attachment relationships freely, 

demonstrating an emotional openness toward attachment experiences. 

Autonomous individuals illustrate balanced and coherent pictures of attachment 

experiences in both positive and negative aspects of their relationship (Main & 

Goldwyn, 1993).  

 

Securely attached parents of children with ADHD may also expect their partner 

to be responsive and available to them, but they may not be overly concerned 

with their partner’s availability, and may not perceive conflict as a threat in the 

relationship. Therefore, individuals with secure attachment styles tend to 

communicate with their partner openly during conflicts (Kobak & Duemmler, 

1994). However, individuals with either dismissing or Pre-occupied attachment 

styles perceive conflict as a threat to the relationship, for different reasons. For 

dismissing individuals, conflict is perceived as a threat because it thwarts their 

preference for independence and self-reliance. Pre-occupied individuals, on the 

other hand, are pressured to engage in behaviours that are connected to 

establishing emotional closeness, which contradicts their need for 

independence. However, Pre-occupied individuals may also respond to conflict 

by displaying intense emotions and focus excessively on their own concerns;, and 

they may have difficulty attending to the information conveyed by their partners. 

Finally, individuals with a Fearful attachment style show aspects of both 

dismissing and Pre-occupied attachment. Therefore they may perceive conflict as 

a threat for both reasons outlined above.  
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With regard to the participants with other attachment styles in this research, the 

first theme, Difficulties Managing Children Behaviours appears weaker and less 

prevalent among pre-occupied participants.  They discussed only the aggressive 

and argumentative aspects of the behaviour thorough the first and the fourth 

sub-theme of the first theme, Difficulties Managing Aggressive Behaviour and 

Difficulties Managing Argumentative Behaviour. Neither was there any 

discussion about the rest of the child difficult behaviours:  Difficulties Managing 

Socially Inappropriate Behaviour and Difficulties Managing Intolerance of the 

Routine Practice Behaviour. It should be noted that not all the symptoms of 

ADHD are necessarily manifested by children with ADHD symptoms 

simultaneously; rather they can occur individually or in phases or in different 

combinations.  

 

According to the DSM-IV (American Academy of Paediatrics, 2000), there are 

three subtypes of ADHD: the predominantly hyperactive-impulsive type which 

does not show significant inattention; the predominantly inattentive type which 

does not show significant hyperactive-impulsive behaviour; and the combined 

type which displays both inattentive and hyperactive-impulsive symptoms. In the 

present study, hyperactivity was related to aggressive and argumentative 

behaviour; impulsivity was related to argumentative behaviour; and 

inattentiveness was related to intolerance towards routine practices. It is 

possible that the Pre-occupied participants have not yet experienced the other 

two behaviours within their children: socially inappropriate behaviour and 

intolerance towards routine practices simply because their children were not 

behaving in these ways. 

 

On the other hand, the fearful attached participants indicated less prevalent 

experiences on having children with ADHD that affected their marital 

relationship. All themes appear weaker among fearful participants compared to 

the rest of the participants with different attachment styles.  Fearful participants 
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tended to report only on the behaviour of their ADHD children which brought 

stress to their relationship. However, of all the four difficult behaviours of 

children with ADHD, only aggressive behaviours were discussed in the first sub-

theme of the first theme, Difficulties Managing Aggressive Behaviour. None of 

the fearful attached participants reported conflict in their marital relationship. 

Interestingly, Fearful attached participants reported reduced intimate time 

together, but there was only one mention, and it was in the Less Prevalent 

category theme.  

 

The fearful attached participants in this research could be defensive and 

reluctant to discuss their experiences further because they probably feel that 

intimacy is not really important in their relationship. As a result, they may not 

have realises the possible direct effect that has on their relationship. They desire 

intimacy and acceptance by others, but are uncomfortable with their intimate 

relationships (Bartholomew, 1994; Bartholomew et. al. 2001; Hazan & Shaver 

1987; Bookwala, 2002). In addition, Fearful individuals are likely to avoid 

intimacy in the relationship to minimise the possibility of being rejected 

(Bartholomew, 1990; Collins & Feeney, 2000; Ward et al., 1996), and strive to 

ensure that their partners do not separate from them (Collins & Feeney, 2000; 

Bartholomew et. al., 2001). Bartholomew (1990) also contends that because of 

their negative perceptions of others – a characteristic of the Fearful attachment 

style – these individuals are less comfortable with physical closeness than 

securely attachment individuals.  

 

In term of the gender, there were 3 males and 3 females in fearful attached 

participants compared to secure, dismissing and pre-occupied attached 

participants who had 5 females in each attachment style and only 1 male 

participated. Research findings found that females are more likely than males to 

place a high priority on intimate couple relationships (Feeney & Noller, 1996). 

Women tend to be more emotionally involved and desire emotional closeness in 
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their intimate relationships than males (Feeney, Noller, & Callan, 1994). Males 

tend to experience more discomfort with closeness and intimacy than females, 

while females tend to demonstrate greater confidence in self and others (Feeney 

& Noller, 1996). 

 

However, these findings should be interpreted with caution. First, the sample 

consisted only of White British participants which limit generalisability of these 

finding to other populations. Second, the stability of attachment style under the 

stress of having children with ADHD may affect responses. Third, the relatively 

short time used for interview sessions made it difficult for the researcher to 

capture every important item of information needed for the research. Moreover, 

this was the first time that the researcher had conducted such an interview 

which might have led to technical mistakes in terms of the way the questions 

were asked, the selection of words, and also the responses given to the 

participants during interview. 

 

For the community group, all secure, dismissing, pre-occupied and fearful 

participants exhibited in explicit experiences on having children without ADHD 

that affected their marital relationship. Most of the participants in the 

community group across all four attachment styles agreed that their children at 

some points demonstrated naughty behaviours such as fighting with siblings and 

also tantrums.  However, these behaviours were perceived as normal and under 

control as all children are sometimes naughty and hyperactive.   
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CHAPTER FOUR – GENERAL DISCUSSION AND 

CONCLUSION  

 

A mixed-method design was used in this research.  The main aim of quantitative 

method employed in this research was to identify causal relationship between 

variables.  In addition, a qualitative method was employed in order to obtain 

richer data not captured by the self-report measures used in the quantitative 

study (Study One), particularly concerning parents’ subjective experiences in 

caring for a child with ADHD.   

 

According to Greene & Caracelli (1997), a mixed method is also considered as 

method triangulation or methodological triangulation, which can refer to the use 

of either different data collection methods or different research designs (Lincoln 

& Guba, 1985).  Researchers using within method triangulation use at least two 

data-collection procedures from the same design approach (Kimchi et al., 1991).  

Researchers using between or across method triangulation employ both 

qualitative and quantitative data collection methods in the same study (Cobb, 

2000; Lincoln & Guba, 2000; Mitchell; 1986Denzim, 1970).  An example is the 

combination of participants’ interviews and questionnaires in the same study 

(Denzim, 1970).  Although some researchers argue that qualitative and 
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quantitative paradigms differ epistemologically and ontologically, the 

counterargument is that the two approaches are similar in their objectives, 

scope, and nature of inquiry across methods and paradigms (Dzuree & Abraham, 

1993).     

 

Mathison (1988) has suggested that good research practice obligates the 

researcher to triangulate, in order to enhance the validity of the research 

findings.  ‘Regardless of which philosophical, epistemological, or methodological 

perspectives an evaluator is working from, it is necessary to use multiple 

methods and sources of data in the execution of a study in order to withstand 

critique by colleagues’ (Mathison, 1988, p.13). 

 

The intent of using triangulation in research is to strengthen the design in order 

to increase the ability to interpret the findings (Polit & Hungler, 1995).  It also 

serves to decrease, negate, or counterbalance the deficiency of a single strategy 

(Thurmond, 2001).  Data from different sources can be used to corroborate, 

elaborate or illuminate the research in question (Rossman and Wilson, 1994). For 

this reason, triangulation is used for the purposes of results verification and to 

overcome bias and validity (Oppermann, 2000; Fielding and Fielding, 1986; Flick, 

2002). 

 

In general, the advantage of triangulation is that it contributes to better 

understanding of the phenomenon.  Not only this, but triangulation may 

enhance the completeness and confirmation of data in the research findings on 

qualitative research.  Thus, the use of both quantitative and qualitative strategies 

in the same study is a viable option in obtaining complementary findings and 

strengthening research results (Thurmond, 2001).   
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In particular, the advantage to data triangulation is the nature and amount of 

data generated for interpretation purposes (Banik, 1993).  On the other hand, 

the purpose of using multiple investigators is to decrease the potential of bias in 

gathering, reporting, coding or analysing of the data (Denzin, 1970), and to 

contribute to internal validity (Boyd, 2000). Having more than one investigator 

on the team has the potential for keeling the team honest, therefore increasing 

the credibility of findings (Lincoln & Guba, 1985).  Furthermore, using more than 

one theoretical perspective of hypothesis can decrease the alternative 

explanations of a phenomenon (Mitchell, 1986).  One of the greatest benefits of 

theoretical triangulation is that it provides a broader, deeper analysis of the 

findings (Banik, 1993).   

 

Both qualitative and quantitative studies are designed ‘to understand and 

explain behaviour and events, their components, antecedents, corollaries, and 

consequences’ (Dzuree & Abraham, 1993, p. 76).  Therefore, blending elements 

of one with the other is possible (Lincoln & Guba, 2000).  This blending allows the 

best representation of both world views (Lincoln & Guba, 2000).  Qualitative 

input may help to explain the success of interventions when the numbers fail to 

answer the question (Polit & Hungler, 1995).  In other words, methodological 

triangulation have the potential to  expose unique differences or meaningful 

information that may have remained undiscovered with the use of only one 

approach or data collection technique in the study.  Similarly, quantitative data 

can enhance understanding by revealing outliers or unique individual cases 

(Duffy, 1987).  Hinds (1989) noted that combining qualitative and quantitative 

methods ‘increases the ability to rule out rival explanations or observed change 

and reduces scepticism of change-related findings’ (p.442).  ‘The rationale for 

this strategy is that the flaws of one method are often the strengths of another: 

and by combining methods, observers can achieve the best of each while 

overcoming their unique deficiencies’ (Denzim, 1978, p. 302).  
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Triangulation may also have disadvantages.  According to Thurmond (2001), the 

increased amount of time needed in comparison to single strategies.  

Triangulation may lead to the difficulty of dealing with the vast amount of data, 

potential disharmony based on investigator biases, conflicts because of 

theoretical frameworks and lack of understanding as to why triangulation 

strategies were used.   

 

As indicated in the methodology section of the Chapter Three, the rationale for 

employing this mixed-method was to obtain richer data that was not captured by 

the self-report measures used in Study One, particularly about the parents’ 

individual experiences of having children with ADHD.  These mixed methods of 

gathering data have allowed for multiple perceptions and explorations to be 

collated, in order to ensure the verification of the results. 

 

This research does not employ other researchers to assist in this research.  

However, inter-coder reliability was used during the final stage of thematic 

analysis.  Not only this, but the data from the interviews session was transcribed 

by professional transcribers, and it was then cross-checked by the researcher 

herself during the processes of analysis and interpretation. These have been 

explained in detail in the analysis section of Chapter Three.   

 

 

Overall Findings 

The findings of the Study One supported the hypothesis   that the parents of 

children with ADHD reported greater marital conflict and lower dyadic 

adjustment than parents of children without ADHD.  In particular, parents of 

children with ADHD demonstrated less constructive communication (low score 

on CPQ-CC), higher demand and withdraw patterns of communication (high 

score on CPQ-TDWDC, and CPQ-WDMWDC), and less marital quality (low score 
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on DAS-S, DAS-COH, and DAS-AE) compared to parents of children without 

ADHD.  

 

The findings of the Study One also supported the hypothesis that the severity of 

ADHD symptoms in the children correlated with marital conflict in the parental 

relationship but that the correlation was negative.  In particular, ADHD 

symptoms in the children were found to correlate negatively with the demand 

and withdraw communication pattern (CPQ-TDWDC and CPQ-WDMWDC).  

However, the findings of this study did not support the hypothesis that the 

correlation between problems in the couple relationship and behavioural 

problems in the child would be higher in the clinical sample. There was no 

difference in the correlation found between both clinical and community group. 

 

The findings of the Study One also supported the hypotheses that parental 

attachment style would moderate the impact of having a child with ADHD on the 

interpersonal problems of the couple.  In particular, attachment avoidance 

moderated the impact of having a child with ADHD on CPQ-CC, DAS-S, DAS-CON, 

DAS-COH, and DAS-AE, and attachment anxiety moderated the impact of having 

a child with ADHD on CPQ-CC, CPQ-TDWDC, CPQ-MDWWDC, CPQ-WDMWDC, 

CPQ-MAWH, and DAS-COH.  In addition, parental attachment style was 

moderated the relationship between symptom severity and interpersonal 

problems in the two groups of couple of children with and without ADHD.  In 

particular, attachment avoidance moderated the impact of ADHD symptoms in 

children with ADHD on CPQ-CC and DAS-S. On the other hand, attachment 

anxiety moderated the impact of ADHD symptoms in children with ADHD on 

CPQ-CC, CPQ-TDWDC, and CPQ-MAWH.  In other words, having a child with 

ADHD or ADHD symptoms may have a negative impact on interpersonal 

problems relationship only where high avoidance or high anxiety are present.   
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The findings of the Study Two explored the first research question of how the 

parents of children with ADHD experience their couple relationship in the 

context of caring for a child with ADHD. Thematic analysis revealed different 

sources of difficulty coming from the children’s difficult behaviours, mainly the 

following:  Aggressive Behaviour, Socially Inappropriate Behaviour, Intolerance of 

Routine Practices, and Argumentative Behaviour. Most importantly, the parents 

of children with ADHD reported that their child contributed to their parental 

conflict, and the intimate time together with their partners was distracted.   
 

The findings of the Study Two also addressed the second research question, 

indicating that the parents of children without ADHD did not experience stress 

related to their children’s ordinary naughtiness, and they did not perceive any 

effects on their relationship.  In other words, the parents of children without 

ADHD perceived the normal naughtiness of their children as manageable, and did 

not contribute directly to stress and marital conflict in the parents’ relationship.  

Finally, the findings of the Study Two also addressed the third research question 

that the parents with different attachment styles have different experiences, and 

these experiences differ across attachment styles in the two groups. 

 

The findings of this research from the quantitative study of the Study One and 

the qualitative study of the Study Two seemed to support each other in some 

way.   Indeed, the findings of the qualitative study, along with the themes 

identified, have helped to acquire a better understanding of the findings in 

relation to each hypothesis in the quantitative study. 

 

The quantitative study suggested that parents of children with ADHD were more 

stressed than parents of children without ADHD.  The qualitative study also 

suggested the specific areas of difficulties that the parents of children with ADHD 

experienced.  For example, the themes for the clinical group indicated the areas 

of a problem child’s difficult behaviours, such as aggressive behaviour, socially 
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inappropriate behaviour, intolerance of routine practice and aggressive 

behaviour.  The themes for the clinical group also indicated a lack of intimate 

time together among parents of children with ADHD, and the parental conflict in 

the relationships.   

 

It may be the case that the parents of children with ADHD in this research with 

the specific difficult areas mentioned earlier may experience various effects in 

their relationships. They may engage less in constructive communication, as they 

may neither be able to discuss the problems in a constructive way, nor express 

their feeling in an appropriate way due to their stress of managing the difficult 

behaviours in their child that they were probably facing.  It may also be the case 

that the parents of children with ADHD did not receive the support from their 

intimate partner, as they might have expected.  This may be because their 

partners were also in the same stressed condition, and needed the same 

support.  This led the communication to be less constructive, since adult 

attachment relationship is reciprocal.  The lack of intimate time together may 

also make the parents of children with ADHD appear to be less constructive in 

their communication.  This could be due to a lack of emotional feeling that may 

strengthen their relationship in a positive way. 

 

Moreover, it may be the stress of managing their child difficult behaviours that 

make parents of children with ADHD demonstrate more demanding behaviours, 

for example, the pressure and the complaints behaviour while attempting to 

engage in a problem solving discussion of dealing with children with ADHD 

symptoms. They may also attempt to avoid, or even withdraw from the 

discussion. Furthermore, insufficient intimate time together may lead to their 

being less in general agreement and harmony, or sharing positive emotional 

connections with each other within the relationship.  Not only this, but their 

demonstration of affection may also been affected. However, the theme for the 

community group indicated that the child’s naughty behaviours were 
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manageable, and indeed, did not contribute to any difficulties in the couple’s 

relationship.  Therefore, the parents of children without ADH demonstrated less 

stress in the relationship, as compared to those with children with ADHD.  

 

The quantitative study also suggested that the severity of ADHD symptoms in the 

children correlated with marital conflict in the parental relationship, but that the 

correlation was negative.  In particular, ADHD symptoms in the children were 

found to correlate negatively with the demand and withdraw communication 

pattern (CPQ-TDWDC and CPQ-WDMWDC).  In other words, those parents 

having children with severe ADHD in this research were more likely to have 

fewer interpersonal problems.  Qualitative study also suggests the specific areas 

of difficulty that the parents of children with ADHD experienced; child difficult 

behaviours reduced intimate time together and conflict.  However, parents with 

children with higher ADHD symptoms might have managed the issues more 

effectively.  

 

Due to the condition of having to deal with children with ADHD, the parents of 

children with ADHD in this research were probably forced to find professional 

support related to ADHD issues.  They might have consulted the mental health 

professional regularly in order to get a proper treatment for their child.  They 

might also have consulted with the professional counsellors related their child 

condition with might affected their marital relationships.  Furthermore, they may 

have attended programmes and activities organised by the ADHD charity and 

organisations to make them better and stronger parents in dealing with the 

ADHD symptoms in their child.  Not only this, but ADHD organisations would 

probably be more vigilant in identifying parents with children with more severely 

ADHD symptoms, for extra help and support. These kinds of help and support 

would probably increase the communication level between the couples 

constructively.  In other words, the extra support that they probably received 

might improve the conflict and intimate time together in their relationship. 
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Moreover, the parents of children with ADHD in this research may feel the need 

to be together to deal with ADHD issues.  This might increase their level of 

tolerance and understanding between each other, with less demanding and 

withdrawing in the relationship.  As explained in the discussion section of the 

Study One, it is possible that in situations where parents have to deal with 

chronic problem of severe ADHD, other minor problems become less important, 

and the bonding between the couple, and their level of mutual understanding in 

the relationship may be strengthened, which may eventually minimize conflict in 

the relationship. Thus, attachment theory has helped partners, researchers and 

others to understand one of the sources of this conflict, as well as individual 

differences in dealing with conflict in the relationship. In this research, ADHD 

symptoms in the child became a source of conflict in the couple’s relationships. 

 

Quantitative study suggested that parental attachment style moderates the 

impact of having a child with ADHD on the interpersonal problems of the couple. 

The quantitative study also suggests that parental attachment style will 

moderate the impact of ADHD symptoms on the interpersonal problems of the 

couple. These findings suggest that managing a child with ADHD can, indeed, 

have negative impact on the couple relationship.  In other words, the ADHD 

symptoms in the children with ADHD contributed to stress in the parents, which 

was in turn likely to affect the relationship in the condition of insecurity 

attachment.  However, attachment security may protect the parents of children 

with ADHD from such impact.  

 

While quantitative studies show impact or influence, qualitative studies may 

provide insights into how such influence is achieved. Qualitative studies 

investigate process rather than cause and effect relationships.  In particular, the 

themes identified in Study Two may suggest ways in which caring for an ADHD 

child has a negative impact on the parental relationship. Study One has shown 
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that there was such an impact.  This may be due to the emotional burden of 

managing difficult behaviours in children with ADHD, and the obstruction of 

intimacy or the conflict as shown in the qualitative study, which mostly affect 

avoidant and anxiously attached parents.   

 

The current qualitative study shows that the difficulties managing their child 

difficult behaviours in the specific areas identified by the relevant themes. 

Insufficient intimate time together and conflict also influenced the couple’s 

relationships of highly avoidance in parents of children with ADHD (dismissive 

and fearful).  

 

The themes   Difficulties Managing Aggressive Behaviours, Intolerance of Routine 

Practices, and Argumentative Behaviour; and Insufficient Intimate Time appear to 

be more prevalent in parents with dismissive-avoidant attachment, as compared 

to parents with other attachment insecurity or secure parents in this research.    

It may be the case that having insufficient time together with their spouse may 

exacerbate the avoidant patterns of dismissing and fearful individuals, creating 

further emotional distancing in the couple. In other words, the deactivating 

strategies of the parents may become stronger under the demands of the child 

with ADHD. This may explain the moderating effects of attachment avoidance on 

relationship variables such as constructive communication and dyadic 

adjustment.  

 

On the other hand, the qualitative themes may explain how attachment anxiety 

moderates the impact of having a child with ADHD on relationship variables such 

as constructive communication, conflict demand and withdraw communication, 

and dyadic cohesion. The theme indicating insufficient intimate time together 

may be particularly important, as it may have a negative influence on the 

interpersonal communication of the parents with pre-occupied-anxious 

attachment.   
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The theme Parental Conflict appears to be more prevalent among parents with 

pre-occupied-anxious attachment, as compared to parents with other 

attachment insecurity in study.  It may be the case that in spending insufficient 

emotionally intimate time with their spouse, the pre-occupied-anxious parents of 

children with ADHD may exacerbate their anxious pattern and their feelings of 

being unloved and rejected by their partners, leading to more conflict and 

anxiety. This may explain the moderating effects of attachment anxiety on the 

impact of having a child with ADHD on constructive communication, cohesion, 

and demand and withdraw pattern.  

 

Limitations of the Study 

This study has several limitations. The first limitation concerns the participants of 

this research.  First, the parents for both clinical and community sample in this 

study represented only one parent, either the biological mother or biological 

father of the child.   Therefore, the attachment style and the interpersonal 

problems in the relationships were captured only from one side of the couple.  

Second, the community sample  constitute of  people who were in the middle of 

doing something; sending and picking up their children to/from school, waiting 

for their friends or spouses in the shopping mall, waiting for the programme to 

start.  They might have been rushing to fill up the questionnaires due to 

situations which might eventually affect the answers given in the questionnaires.  

However, this could not be controlled, as all of them agreed to participate and 

were willing to spend their time on the questionnaires in the first place. 

The second limitation is related to the non-response bias issue.  The clinical 

sample of this study does not, for instance, represent a cross-section of the 

general population of couples within the community.  Even though the clinical 

sample included individuals with a range of ages, gender and educational 

backgrounds, all of the participants were specifically parents of children with a 
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diagnosed ADHD, with no other disorders and learning disabilities.  They were 

also registered under ADHD organisations and charities around the United 

Kingdom.  Consequently, the findings of this study cannot be applied to parents 

of non-diagnosed children with ADHD, or other disorders and learning 

disabilities, or to those who are not registered as members of ADHD 

organisations. Nor can they be applied to those who are registered with ADHD 

organisations outside the UK, as the programme and activities organised by 

other ADHD organisations in different countries may vary.   

The third limitation is related to the demographic profile differences between 

the clinical and the community group in terms of ethnicity and nationality 

background.  The majority of the participants from the clinical group were White 

British; while only 44.4% was White and 54.9% were British for the community 

group. As mentioned earlier in the participant section of this study, all clinical 

participants were recruited through the charity organisations, while the 

community participants were recruited throughout the Luton area.  With regard 

to this situation, the clinical participants were quite limited in terms of the 

ethnicity and nationality, as it was only given by the charity organisation, while 

the community participants were quite varied in term of ethnicity and 

nationality.   

 

Ethnicity can have important effects on health.  Research shows that white 

natives tend to relate better than members of non-white ethnic minorities to 

health professionals, including researchers, particularly when health 

professionals are also white (Harriss, 2007). Research has shown that cultural 

differences may affect the amount and type of service users' self-disclosure or 

help-seeking behaviour. Since the community sample had a much greater 

number of ethnic minority members than the clinical sample some bias due to 

interviewer effects may have been present in the findings.  However, because I 

am not a white British may be ethnic minority women were more comfortable 

with me to discuss sensitive family issues, which means that I may have reduced 
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the biases in that way. On the other hand, some white may have felt less 

comfortable to speak with me and therefore may have been reluctant to give me 

certain information. Therefore, the findings of this study cannot be applied to 

various ethnicity and nationality background.  Not only that, the findings of this 

research also cannot be generalized to the wider populations of parents having a 

child with ADHD registered under ADHD organisations and charities around the 

United Kingdom.    

 

A further limitation related to the participants is the low response rate of the 

clinical sample in this research.  As explained in the Study One Chapter, about 

one thousand (1000) self-report questionnaires were sent out, and only one 

hundred and one (101) were returned.  This means only a ten percent response 

rate from the overall questionnaires sent out.  First, about forty percent 

questionnaires (400) were sent through the first organization to be distributed to 

the participants registered under their organization.  These were sent phase by 

phase, and only twenty four (24) were returned.  Second, about fifty percent of 

the questionnaires (500) were sending directly to the participants after receiving 

the Informed Consent distributed by the second organization.  These were also 

sent phase by phase, and only twenty nine (29) were returned.  Third, about ten 

percent of questionnaires (100) were given directly to the participants while 

attending the related program organized by the third organization.  On top of 

this, the participants of the third organization who were already filling up the 

questionnaires also helped to distribute the questionnaires to other potential 

participants in their contact.  About forty eight (48) were returned.  Altogether, 

one hundred and one (101) were returned, and almost fifty percent (50%) of the 

overall responses were from the third organization.  

It is possible that the questionnaires and the Informed Consent did not reach 

potential participants through the first and the second organisation.  It could also 

be the case that participants’ details, including the address were not updated by 
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the organisation. The three blank questionnaires from the participants under the 

first organisation’s contact stated that they were not entitled to participate 

because their children had no ADHD symptoms that could be proved.  On the 

other hand, the high response rate of the third organisation may be due to the 

ability to meet the participants face by face.  Therefore, the questionnaires went 

to potential participants directly.   

 

The knowledge and information on how to reach the targeted participants were 

quite limited, probably due to less experience and the different nationalities I 

have.  I depended considerably on the organisation to get the participants.  I 

understand that they belong to a vulnerable group, whose business is private and 

confidential.  Therefore, I never expected to be able to join the program 

organised by an ADHD organisations.  Finally, after the main organiser of the third 

organisation had invited me to their program, and the response was very good, I 

began to realise that I could have been doing that in the beginning of my data 

collection.  However, it was too late, because my data collection period was 

already coming to the end.  The whole data collection took me almost one and 

half years, with only 101 participants (which also included 48 semi-structured 

interviews for both clinical and community sample, and 152 participants for the 

community sample).  Interestingly, forty eight samples from the third 

organisation were collected in only the last two months of my data collection 

period, whereas a further  fifty three samples were collected from  the beginning 

until the end of the data collection period,  which amounted to almost one and 

half years in total.  

The very low response rate from the clinical sample may mean that only 

individuals with low or high in distress have answered my questionnaires. If only 

the very distressed parents have taken part in this study, then it may be the case 

that I did not compare parents with children with ADHD with parents with 

children without ADHD, but highly distressed parents with children with ADHD 

and parents with children without ADHD.  
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On the other hand, the clinical sample was from a support group. Maybe these 

parents were the least stressed, best supported, and better able to deal. If that 

was the case, the sample was not representative, then the differences between 

children with and without ADHD would be even larger and the moderation 

effects would be different.   

 

Not only that, the community sample of this study was recruited form Luton, an 

area with high socio-economic deprivation. Refer here to the fact that the 

community sample had higher scores of avoidance anxiety than the clinical. This 

means in some respects, the community sample was more distressed than the 

clinical sample (Please refer to the findings of Study One that led me to control 

for the attachment avoidance and anxiety while analysing the data). This also 

may mean that even if I found differences of ADHD related distress (where that 

distress is higher in the clinical sample) with a more representative community 

sample these differences may have been even greater. Therefore, the findings of 

this research cannot be generalized to the wider populations all parents having a 

child with ADHD as the clinical sample in this research were also registered under 

ADHD organisations and charities around the United Kingdom.   

 

The second limitation is the questionnaires used in this research.  First, the 

stability of attachment style under the stressful situation of having children with 

ADHD may affect responses. Second, although theory and prior research suggest 

that attachment styles should play an important role in couples’ responses to 

relationship conflicts, attachment is unlikely to be the only personality 

characteristic influencing how couples responds to conflict.  Third, there were 

four questionnaires used in this research, with approximately 2500 words in 

eleven pages.  This could affect the quality and authenticity of the answers, as 

participants were believed to be very busy in handling their everyday life with 
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their hyperactive children.  Perhaps they were fully focused on the 

questionnaires only in the first few pages.   

 

Fourth, the ECR used to measure the attachment style in this study is also subject 

to self-report bias, as many participants may wish to describe themselves as 

feeling comfortable with intimate relationships due to the possible stigma 

associated with attachment insecurity.  Fifth, from the researcher’s point of view, 

the CPQ items used to measure the conflict in the relationship were quite 

personal, involving asking for very particular behaviours during the problems, 

during and after the discussion about the relationship problem.  It has been 

informed clearly in the Informed Consent Sheet that they have the right to 

change their mind and withdraw from the study at any point, if they wish to do 

so.     However, it may have been the case that participants who agreed to 

participate in the research might not wish to share their conflict with others, and 

that this would lead them simply to place a mark without thoroughly reading and 

understanding the question.   

 

Sixth, the DAS-S items dealt with the degree of commitment in the relationship 

such as the intention to divorce, leaving the house after a fight, regretting 

marrying and quarrelling.  These particular issues are sensitive to some people.  

Therefore, there could be participants who did not answer them genuinely, as 

they took the items as too personal.  During the initial stage of collecting data, 

the researcher encountered three participants in the clinical sample who agreed 

to participate in the study.  However, after receiving the questionnaires they 

then changed their mind to withdraw from the research.  The reason given was 

they felt unhappy after seeing the questions, particularly those who had just got 

divorced and would have to remember stressful moments while answering 

particular questions.  Thus, I believe, there could be other participants who were 

facing the same situations, as the participants’ marital status in this study from 

divorced, to single, to separate.  They could simply proceed to answer the 
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questions which would affect the answer indirectly.  However, this situation 

could not be controlled for as they had already given their informed consent.  

This research aimed to explore how the parents as a couple differed in their 

response to different types of pressure affecting their relationship, based on 

their attachment styles.   Therefore, it was important to enhance the CPQ and 

DAS questionnaires that measured the interpersonal problems in their 

relationship.  Even though some participants experienced an uneasy feeling 

while filling in the questionnaire; however, the outcome of the research would 

nonetheless be beneficial to people related to it. 

 

The final limitation of this study is related to the background of the researcher 

herself.  This is the first time the researcher had conducted such an interview 

where English was not her first language, and this might have led to possible 

technical mistakes without the researcher realising it.  These technical mistakes 

could cause the participants to answer the questions less genuinely than might 

be expected. It could be in terms of the way the questions were asked, the 

selection of words, and also the responses given to the participants during the 

interview.  Even though the study was pilot and the researcher had a strong 

background in counselling which was believed to be very helpful during the 

interview session, it might nevertheless not determine the real feelings behind 

the scene, due to the different culture and ethnicity. The very short time used for 

interview sessions nevertheless made it difficult for the researcher to capture 

every important item of information needed for the research.   
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Implications  

The findings of this study may lead to the identification of helpful and unhelpful 

interpersonal strategies used by parents of children with ADHD. It is proposed 

that this research can make a contribution towards relevant intervention 

programs to facilitate support for parents of children with ADHD by emphasizing 

the importance of the attachment. In particular the findings of this research 

might inform interventions to enhance relationship satisfaction in parents of 

children with ADHD, and the behavior of the children with ADHD will be 

improved as an implication of their parents’ relationship satisfaction.   

 

It is important to find suitable professionals and an appropriate way to support 

parents of children with ADHD.  Those focusing on conflict resolution and marital 

quality such as the family counselors and therapists would be a suitable person 

to involve in such interventions.  With the understanding about the nature of the 

attachment theory, and its relation to the interpersonal communication in the 

relationship, it is very useful to deal with the clients among parents having a child 

with ADHD for better satisfaction in the relationship by identifying their 

attachment styles.  It can be done during the counselling sessions.  It is hoped 

that after the marital satisfaction in the relationship is improved, the ways of 

dealing with the children with ADHD also would be improved, that could result 

the changing behaviour of the children along the way.   

 

The anxious individuals should be made to feel that their partner cares about 

them even when they have to spend too much time with the needy child.   These 

anxious couples should be helped by making such arrangements so that they 

spend more time together as the insufficient intimate time together was found 

to be one of the themes in my qualitative study.  This could be done by several 

ways, such as taking time of child care in order to feel less guilty about it.  Hiring 

specialized baby-sitter for an evening session also could be one of the 

alternatives so that they have time together. These could be the alternatives to 
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help the anxious individual not to feel neglected by their partners. This is not an 

experimental study but correlational causal inferences that should be made very 

conservatively. A stressful and unsupportive relationship may change the 

individual’s attachment style and so do a supportive and a satisfying one.  This 

means that any couples in my study that was described as being highly anxious 

may be due to the fact that the relationship was not supportive, not the other 

way around.  The ECR used in this study does not measure attachment in a 

specific (e.g. current) relationship but what “usually happens” in the intimate 

relationships of the person. However, many participants may have been with the 

same partner for a long time so memory of the past may be fading. 

 

For the avoidant individual, it is important that they open up themselves so that 

the therapist should help them remove the worries in side themselves.  Not only 

that, the partner also should be made understand that if avoidant partners do 

not open up it is because they worry about rejection a  bit , not because they do 

not care. 

 

On the other hand, there are several categories of intervention programs that 

may serve to benefit parents having children with ADHD symptoms, such as 

Universal Interventions.  This intervention should be directed at the general 

population of parents having children with ADHD, based on the belief that 

everyone with a child with ADHD will benefit.  A variety of services should also be 

offered to understand the difficult behaviours of the child with ADHD symptoms, 

and to improve interpersonal communication and strengthen relationship 

bonding.  

 

A further intervention is that of Selective Interventions.  This intervention should 

be geared to subgroups whose risk might be seen as above average.  In 

particular, these subgroups might be parents experiencing high levels of stress 

and conflict in the relationships related to ADHD symptoms in their children.  
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These interventions should also be employed as being psychologically vulnerable 

parents of children with ADHD with anxious and avoidant attachment.  This 

group needs crucial support, as these seem to be affected by having a child with 

ADHD, where constructive communication, demand and withdraw 

communication and dyadic adjustment seem to be strongly affected by 

attachment insecurity.  

 

Intervention approaches should be either through the parent and family skill 

training, parent’s in-home support, or professional family therapy session. The 

parent’s in-home support may be suitable for Selective Intervention, which 

includes regular visits by counsellors, family therapist and family workers, to 

achieve a better level of help and support. For example, the counsellors and the 

family education programmes may encourage and advise the parents of children 

with ADHD to have a more intimate time together, as this appears to be 

catastrophic processes. 

 

Not only that, but the appropriate way of identifying vulnerable parents without 

stigmatising and discriminating be addressed by professionals in terms of 

interventions.  This may in turn help parents in these specific areas of 

vulnerability. 

 

Future Research 

In order to bring the research forward, it is suggested to conduct a longitudinal 

research in the future.  It is to explore how attachment variables can predict 

relationship adjustment and child adjustment overtime and also involving both 

groups of clinical and community in the research. 

In relation to the limitation of study discussed earlier, the clinical participants of 

this research were only 101.  Even though the calculations on G-Power software 
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suggested that this number would be sufficient for all analyses to be conducted 

to detect medium size effects (.05), it is better for future research to have more 

participants in order to detect high size effects.  As mentioned in the general 

discussion about the possible reasons of the low response rate of this research, 

attending related a program organised for the parents of children with ADHD is 

highly recommended in order to get a better response rate among them. 

Moreover, the parents for both groups participated in this study only 

representing one spouse of either mother or father of the child.  Therefore, it is 

also suggested for the future research to encourage both the biological mother 

and the father of the child to participate in the research.  Quantitatively, how the 

parents as a couple or as individuals differ in their way of responding to such 

pressure of having a child with ADHD based on their attachment styles may be 

explored from both side of the spouse.  Qualitatively, the impact that children 

with ADHD have on the relationship of the parents, and the impact that the 

parents have on the relationship of the child, and also the different experiences 

that may differ across attachment styles in the two groups, clinical and 

community, could also be researched from both spouses.  
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APPENDICES 

APPENDIX I – Letter to Organisations 

 

 

Dr Antigonos Sochos 

Senior in Psychology 

      Division of Psychology 

      University of Bedfordshire 

       Park Square, Luton LU1 3JU 

     Tel:  (01234) 400 400 Ext 2037 

 

20 October 2009 

 

Dear Sir/Madam, 

 

I am writing to you in relation to a research project we are currently conducting in 

the Division of Psychology, University of Bedfordshire, with families with 

children suffering from Attention Deficit Hyperactivity Disorder.  The project 

intends to investigate the link between marital conflict and children’s adjustment 

and ADHD severity as well as the potential moderating effect of parental 

attachment style.  Its ultimate aim is a better understanding of interpersonal issues 

involved in the care of children with ADHD and the development of more 

effective interventions supporting their families.  The project is funded by the 

Malaysian Government and will eventually lead to the submission of a PhD thesis 

by Mrs. Fatahyah Yahya, a trained counselor and Lecturer in the University of 

Malaysia Sarawak.  I am the supervisor of this project. 

 

I was wondering whether any of the families registered with you would wish to 

participate in this research.  Participation will involve the completion of 

questionnaires on ADHD severity, marital conflict, and adult attachment style by 

the parents and possibly a semi-structured interview with both parents and 

children.  Questionnaires will be exchanged by post and will require about half an 

hour to complete.  On the basis of the questionnaires, some parents and children 

will be selected for a parental interview lasting about forty min with each parent 

and about an hour with the child.  Interviews will be arranged at the participants’ 

convenience and may involve two or more visits by the interviewer, should the 

families request so. 

 

If you think that the families registered with you may benefit from this research in 

any direct or indirect way and you wish to help us inform them about the study, 

please do let me know.  Of course, a full written consent will be required from 

every participant, should the parents wish to take part.                   
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Many thanks for your attention 

 

 

 

Best regards, 

 

Dr Antigonos Sochos 
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APPENDIX II – Notice to the Public 

 

 

 

PARTICIPANTS IN A RESEARCH STUDY ON ADHD ARE NEEDED 

 

If you are a parent of a child with Attention Deficit Hyperactivity Disorder, we 

would like to invite you to take part in our research study.   

 

The aim of the study is to explore 

 how parents deal with their child’s ADHD, as individuals and as couples 

 whether and how the condition affects the marital relationship (or 

partnership) 

 what kind of additional support they would like to have in dealing with 

ADHD     

 

The study is conducted by researchers in the Division of Psychology, University 

of Bedfordshire.  For more information and to let us know you may be interested, 

please contact 

 Dr Antigonos Sochos:  antigonos.sochos@beds.ac.uk; tel: 01234 400 400 

ext 2037; Division of Psychology, University of Bedfordshire, Park 

Square, Luton LU1 3JU  

 Mrs. Fatahyah Yahya:  fatahyah.yahya@beds.ac.uk  

 

The study will involve the completion of questionnaires by post and for some 

participants an additional interview with parents and child.   

 

All information collected will be strictly confidential and you would be able to 

withdraw at any point, regardless of your initial decision to take part. 

 

We are looking forward to hearing from you   

 

Dr Antigonos Sochos, Senior Lecturer in Psychology, University of Bedfordshire 

Mrs Fatahyah Yahya, Qualified Counselor & Doctoral Candidate, University of 

Bedfordshire 

  

mailto:antigonos.sochos@beds.ac.uk
mailto:fatahyah.yahya@beds.ac.uk
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APPENDIX III – Letter to Participants (with Questionnaires) 

 

 

Dr Antigonos Sochos 

      Senior Lecturer in Psychology 

      Division of Psychology 

      University of Bedfordshire 

       Park Square, Luton LU1 3JU 

      Tel:  (01234) 400 400 Ext 2037 

01 February 2011  

 

Dear Sir/Madam, 

 

I am writing to you in relation to a research project we are currently conducting in 

the Division of Psychology, University of Bedfordshire.  The project concerns 

parents of children suffering from Attention Deficit Hyperactivity Disorder.   

 

We would like to hear the experiences of parents, particularly how their child’s 

condition has affected their own relationship.  Research studies suggest that 

parental couples in that situation sometimes feel too stressed to communicate well 

with and be supportive of each other; however, other times their relationship is not 

affected.  We would like to find out to what extend negative or positive 

consequences for the relationship occur and if they do, when and why they occur.   

 

The two main researchers in the project will be Fatahyah Yahya and myself.  

Fatahyah  is a Lecturer in the University of Malaysia Sarawak and a doctoral 

candidate in the Division of Psychology, University of Bedfordshire and I am a 

senior lecture in psychology in the University of Bedfordshire.  We both have an 

interest in ADHD children and their families and we hope that the findings of the 

study will contribute towards improving the support provided to these families.    

 

If you wish to take part in the study please complete and return the enclosed 

Informed Consent Form and the Questionnaires using the separate envelopes 

provided.  Both single parents and couples are invited to participate.  Completion 

should not take more than 25 minutes.  If both parents are to take part, please 

complete two consent forms and two questionnaire sets separately.   

 

All questionnaires should be completed anonymously and all information 

provided will be treated with the strictest confidence by the two researchers.  Even 

if you initially accept, you have the right to change your mind and withdraw from 

the study at any point, if you wish to do so.      
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Many thanks for your support 

 

 

 

Best regards, 

 

Dr Antigonos Sochos  
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APPENDIX IV – Letter to Participants (without 

Questionnaires) 

 

 

Dr Antigonos Sochos 

      Senior Lecturer in Psychology 

      Division of Psychology 

      University of Bedfordshire 

       Park Square, Luton LU1 3JU 

      Tel:  (01234) 400 400 Ext 2037 

10 December 2009 

 

Dear Sir/Madam, 

 

I am writing to you in relation to a research project we are currently conducting in 

the Division of Psychology, University of Bedfordshire.  The project concerns 

parents of children suffering from Attention Deficit Hyperactivity Disorder.   

 

We would like to hear the experiences of parents, particularly how their child’s 

condition has affected their own relationship.  Research studies suggest that 

parental couples in that situation sometimes feel too stressed to communicate well 

with and be supportive of each other; however, other times their relationship is not 

affected.  We would like to find out to what extend negative or positive 

consequences for the relationship occur and if they do, when and why they occur.   

 

The two main researchers in the project will be Fatahyah Yahya and I.  Fatahyah  

is a Lecturer in the University of Malaysia Sarawak and a doctoral candidate in 

the Division of Psychology, University of Bedfordshire and I am a senior lecture 

in psychology in the University of Bedfordshire.  We both have an interest in 

ADHD children and their families and we hope that the findings of the study will 

contribute towards improving the support provided to these families.    

 

If you wish to take part in the study please complete and return the enclosed 

Informed Consent Form, using the envelope provided.  Both single parents and 

couples are invited to participate.  Completion should not take more than 25 

minutes.  If both parents are to take part, please complete two consent forms 

individually.   

 

If you wish to participate in the study, you will soon receive a questionnaire by 

post and be asked to complete it and return it to us.  Self-addressed envelopes will 

be provided.  All questionnaires should be completed anonymously and all 

information provided will be treated with the strictest confidence by the two 

researchers.  Even if you initially accept, you have the right to change your mind 

and withdraw from the study at any point, if you wish to do so.      
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Many thanks for your support 

 

 

 

Best regards, 

 

Dr Antigonos Sochos 
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APPENDIX V – Informed Consent Form 
 

------------------------------------------------------------------------- 

INFORMED CONSENT FORM 
------------------------------------------------------------------------ 

 

Division of Psychology, University of Bedfordshire 
Research Project:  Parents of Children with ADHD 

 
Main Researcher: Mrs Fatahyah Yahya 

Academic Supervisor: Dr Antigonos Sochos 
 
I have read and understood the aims of the above study.   
I understand that participation in the study is absolutely voluntary, the data 
provided will be treated with the strictest confidence, and that I can withdraw at 
any time I wish.   
 
 
Please tick the appropriate box. 
 
I wish to participate in the study [   ]   
  
I don’t wish to participate in the study  [   ] 
 
Signature     _____________________________________________________ 
 
 
 
If you wish to participate, please provide us with the details you feel necessary.  
Please return the questionnaires to us in the envelopes provided.  
Name:         _____________________________________________________         
 
Address:     _____________________________________________________      
                      
Telephone: _____________________________________________________  
 
Email:         _____________________________________________________       
 
 

Please send this form in the envelope provided.  No postage is necessary.  
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APPENDIX VI – Instruction for Completing the 

Questionnaires 

 

 

INSTRUCTIONS FOR COMPLETING THE QUESTIONNAIRES 

 

 

 

Thank you for participating in our research.   

 

Please complete the questionnaire in private, without discussing your answers 

with anyone before you return the envelope.  If your partner takes part in the study 

also, complete the questionnaires without discussing your answers with him/her 

and return them using the separate enveloped provided.  The reason for this is that 

we wish to obtain your own personal views, avoiding the inevitable influences 

that conversations with others often entail.  Of course feel free to discuss anything 

you wish after the questionnaires are returned.     

 

If you have separated from the other parent of the child with ADHD, answer the 

relevant questions referring to the time you were together.  If you are currently in 

a new long-term important relationship that you feel relevant to discuss please let 

us know and we will send you an additional questionnaire to fill out about that 

relationship as well.    

 

Please note that there are no right or wrong answers.  All views and experiences 

are equally valued.  

 

 

Thank you very much for your support.  
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APPENDIX VII – Demographic Information Form 

 

 
Please give us the following information about yourself 
 
Age:  ..................... 
 
Gender: Male  [   ] Female [   ]  
 
Ethnicity:  White  [   ]  Bangladeshi  [   ]  Pakistani  
[   ]  

Indian  [   ]    Chinese  [   ]    Black African   
[   ]   

Black Caribbean [   ]    Black Other:  .......................             
Other: .......................  Mixed: ....................... 

 
Nationality: British  [   ] Non-British  [   ]  
 
Marital Status Single [   ] Married/Cohabiting[   ]      Divorced [   ]    Separated 
[   ] 
Long term relationship (1 year or more) living in separate household [   ]    

  

If you are divorced or separated, when did you separate from your partner?  

(Month, Year)…………………. 
 
Educational Status (your highest qualification) 
Postgraduate [   ]      Undergraduate   [   ]     A Levels  [   ]    
GCSE [   ]         No qualifications [   ]  
 
 
Please give us the following information about your child with ADHD (If 
more than one of your children suffer, please provide more than one pieces 
of information)  
 
 
Age of the child: ………….. 
 
Gender of the child:  Male [   ] Female [   ]  
 

When was that diagnosis given (Month/Year):……………..  
 
Who diagnosed the child? ………….. 
 
What exactly was the diagnosis?   
Attention Deficit  Hyperactivity Disorder (ADHD) [   ]   
Attention Deficit Disorder (ADD) [   ] 
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Has there any of the following diagnoses been given, in addition? 
Oppositional Defiant Disorder(ODD) [   ]   Obsessive Compulsive Disorder (OCD) 
[   ] Bipolar-Manic Depressive Disorder   [   ]   Tic and Tourette Syndrome  [   ] 
Other ........................ 
 
Does the child have any siblings?   Yes [   ]   No [   ] 
 
If yes how many? ......................... 
 

What is this child’s order of birth?  ...........................  
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APPENDIX VIII – Questionnaires 

 

CONNORS PARENTAL REPORT SCALE (CPRS; CONNERS, 1969) 

 
Please indicate to what extend your child with ADHD presents the 

following behaviours. Please tick the appropriate box. 
 

 Behaviours Not 
at All 

Just 
a Little 

Pretty 
Much 

Very 
Much 

1. Picks at things (nails, fingers, hair, clothing)     

2. Sassy to grown-ups     

3. Problems with making or keeping friends     

4. Excitable, impulsive     

5. Wants to run things     

6.  Sucks or chews (thumb, clothing, blankets)     

7. Cries easily or often     

8. Carries a chip on his shoulder     

9. Daydreams     

10. Difficulty in learning     

11. Restless in the ‘squirmy’ sense     

12. Fearful (of new situations, new people or 
places, school) 

    

13. Restless, always up and down and on the go     

14. Destructive     

15. Tells lies or stories that are not true     

16. Shy     
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17. Gets into more trouble than others of the 
same age 

    

18. Speaks differently from others of the same 
age (baby talk, stuttering, hard to 
understand) 

    

19. Denies mistakes, or blames others     

20. Quarrelsome     

21. Puts and sulks     

22. Steals     

23. Disobedient or obeys but resentfully     

24. Worries more than others (about being 
alone; illness or death) 

    

25. Fails to finish things     

26. Feelings easily hurt     

27. Bullies others     

28. Unable to stop a repetitive activity     

29. Cruel     

30. Childish or immature (wants help he 
shouldn’t need, cling, needs constant 
reassurance) 

    

31. Distractibility or attention span a problem     

32. Headaches     

33. Mood changes quickly and drastically     

34. Doesn’t like or doesn’t follow restrictions     

35. Fights constantly     

36. Doesn’t get along well with brothers or 
sisters 

    

37. Easily frustrated in efforts     
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38. Disturbs other children     

39. Basically an unhappy child     

40. Problems with eating (poor appetite, up 
between bites) 

    

41. Stomach aches     

42. Problems with sleep (can’t fall asleep, up 
too early, up at night) 

    

43. Other aches and pains     

44. Vomiting or nausea     

45. Feels cheated in family circle     

46. Boasts and brags     

47. Lets self be pushed around     

48. Bowel problems (frequently loose, irregular 
habits, constipation) 
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COMMUNICATION PATTERN QUESTIONNAIRE (CPRS; CHRISTENSEN 

& HEAVEY, 1993) 

 
We are interested in how you and your partner typically deal with 
problems in your relationship. Please rate each item on a scale of 
1=very unlikely to 9=very likely. 
 

A. WHEN SOME PROBLEM IN THE RELATIONSHIP ARISES, 
 

Very  Very 
Unlikely  Likely 

1. Both members avoid discussing the problem 1  2  3  4  5  6  7  8  9 
 

2. Both members try to discuss the problem  1  2  3  4  5  6  7  8  9 
 

3. Man tries to start a discussion while Woman  
tries to avoid a discussion    1  2  3  4  5  6  7  8  9 
 

4. Woman tries to start a discussion while Man 
tries to avoid a discussion     1  2  3  4  5  6  7  8  9 

 

B. DURING A DISCUSSION OF A RELATIONSHIP PROBLEM, 
 
1. Both members blame, accuse, and criticize  

each other      1  2  3  4  5  6  7  8  9 
 

2. Both members express their feelings to  
each other      1  2  3  4  5  6  7  8  9 
 

3. Both members threaten each other with  
negative consequences    1  2  3  4  5  6  7  8  9 

 
4. Both members suggest possible solutions  

and compromises     1  2  3  4  5  6  7  8  9 
 

5. Man nags and demands while Woman withdraws,  
becomes silent, or refuses to discuss the matter  
further       1  2  3  4  5  6  7  8  9 
Woman nags and demands while Man withdraws,  
becomes silent, or refuses to discuss the matter  
further       1  2  3  4  5  6  7  8  9 
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6. Man criticizes while Woman defends herself  1  2  3  4  5  6  7  8  9 
Woman criticizes while Man defends himself 1  2  3  4  5  6  7  8  9 
 

7. Man pressures Woman to take some action or  
stop some action, while Woman resists   1  2  3  4  5  6  7  8  9 
Woman pressures Man to take some action or  
stop some action, while Man resists   1  2  3  4  5  6  7  8  9 

 
8. Man expresses feelings while Woman offers  

reasons and solutions     1  2  3  4  5  6  7  8  9 
Woman expresses feeling while Man offers  
reasons and solutions     1  2  3  4  5  6  7  8  9 
 

9. Man threatens negative consequences and  
Woman gives in or backs down   1  2  3  4  5  6  7  8  9 
Woman threatens negative consequences and  
Man gives in or backs down    1  2  3  4  5  6  7  8  9 
 

10. Man calls Woman names, swears at her, or  
attacks her character     1  2  3  4  5  6  7  8  9 
Woman call Man names, swears at him, or  
attack his character     1  2  3  4  5  6  7  8  9 
 

11. Man pushes, shoves, slaps, hits, or kicks Woman 1  2  3  4  5  6  7  8  9 
Woman pushes, shoves, slaps, hits, or kicks Man 1  2  3  4  5  6  7  8  9 

 
 

C. AFTER A DISCUSSION OF A RELATIONSHIP PROBLEM. 
 

1. Both feel each other has understood his/her  
position      1  2  3  4  5  6  7  8  9 

 
2. Both withdraw from each other after the  

discussion       1  2  3  4  5  6  7  8  9 
 

3. Both feel that the problem has solved  1  2  3  4  5  6  7  8  9 
 

4. Neither partner is giving to the other after the  
discussion      1  2  3  4  5  6  7  8  9 

 
5. After the discussion, both try to be especially  

nice to each other     1  2  3  4  5  6  7  8  9 
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6. Man feels guilty for what she said or did while  
Woman feels hurt     1  2  3  4  5  6  7  8  9 
Woman feels guilty for what he said or did while  
Man feels hurt      1  2  3  4  5  6  7  8  9 

 
7. Man tries to be especially nice, acts as if things  

are back to normal, while Woman acts distant 1  2  3  4  5  6  7  8  9 
Woman tries to be especially nice, acts as if things  
are back to normal, while Man acts distant  1  2  3  4  5  6  7  8  9 
 

8. Man pressures Woman to apologies or promise  
to do better while Woman resists   1  2  3  4  5  6  7  8  9 
Woman pressures Man to apologies or promise  
to do better while Man resists   1  2  3  4  5  6  7  8  9 

 
9. Man seeks support from others (parent, friend,  

children)      1  2  3  4  5  6  7  8  9 
Woman seeks support from others (parent, friend,  
children)      1  2  3  4  5  6  7  8  9 
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EXPERIENCE IN CLOSE RELATIONSHIP (ECR; BRENNAN ET. AL., 1998) 

 
The following statements concern how you feel in romantic 
relationships. We are interested in how you generally experience 
relationships, not just in what is happening in a current relationship. 
Respond to each statement by indicating how much you agree or 
disagree with it. Write the number in the space provided, using the 
following rating scale:  
 

1 2 3 4 5 6 7 

Disagree 
Strongly 

  
Neutral/ 
Mixed 

  
Agree 

Strongly 

 
 Items 1 2 3 4 5 6 7 

1.  I prefer not to show a partner how I feel 
deep down 

       

2. I worry about being abandoned        

3. I am very comfortable being close to 
romantic partners 

       

4. I worry a lot about my relationships        

5. Just when my partner starts to get close to 
me I find myself pulling away 

       

6. I worry that romantic partners won't care 
about me as much as I care about them       

       

7. I get uncomfortable when a romantic 
partner wants to be very close 

       

8. I worry a fair amount about losing my 
partner 

       

9. I don't feel comfortable opening up to 
romantic partners 

       

10. I often wish that my partner's feelings for 
me were as strong as my feelings for 
him/her 

       

11. I want to get close to my partner, but I 
keep pulling back 

       

12. I often want to merge completely with 
romantic partners, and this sometimes 
scares them away 
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13. I am nervous when partners get too close 
to me 

       

14. I worry about being alone        

15. I feel comfortable sharing my private 
thoughts and feelings with my partner 

       

16. My desire to be very close sometimes 
scares people away 

       

17. I try to avoid getting too close to my 
partner 

       

18. I need a lot of reassurance that I am loved 
by my partner 

       

19. I find it relatively easy to get close to my 
partner 

       

20. Sometimes I feel that I force my partners 
to show more feeling, more commitment 

       

21. I find it difficult to allow myself to depend 
on romantic partners 

       

22. I do not often worry about being 
abandoned 

       

23. I prefer not to be too close to romantic 
partners 

       

24. If I can't get my partner to show interest in 
me, I get upset or angry 

       

25. I tell my partner just about everything        

26. I find that my partner(s) don't want to get 
as close as I would like 

       

27. I usually discuss my problems and 
concerns with my partner 

       

28. When I’m not involved in a relationship, I 
feel somewhat anxious and insecure 

       

29. I feel comfortable depending on romantic 
partners 

       

30. I get frustrated when my partner is not 
around as much as I would like 

       

31. I don't mind asking romantic partners for 
comfort, advice, or help 

       

32. I get frustrated if romantic partners are 
not available when I need them 

       

33. It helps to turn to my romantic partner in 
times of need 

       

34. When romantic partners disapprove of 
me, I feel really bad about myself 
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35. I turn to my partner for many things, 
including comfort and reassurance 

       

36. I resent it when my partner spends time 
away from me 
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DYADIC ADJUSTMENT SCALE (DAS; SPANIER, 1976) 

 
Most persons have disagreements in their relationship.  Please 
indicate below the approximate extent of agreement or 
disagreement between you and your partner for each item on the 
following list. Place a checkmark (/) to indicate your answer. 
 

 Always 
Agree 

Almost  
Always  
Agree 

Occasion
ally  

Disagree 

Frequent
ly 

Disagree 

Almost  
Always 

Disagree 

Always 
Disagree 

1. Handling family finances       

2.  Matters of recreation       

3. Religious matters       

4. Demonstrations of 
affection 

      

5. Friends       

6. Sex relations       

7. Conventionality (correct 
or proper behaviour) 

      

8. Philosophy of life       

9. Ways of dealing with 
parents and in-laws 

      

10. Aims, goals, and things 
believed important 

      

11. Amount of time spent 
Together 
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12. Making major decisions       

13. Household tasks       

14. Leisure time interests and 
Activities 

      

15. Career decisions       

 All the 
time 

Most 
of the 
time 

More 
often 
than 
not 

Occasi
onally 

Rarely Never 

16. How often do you discuss 
or have you considered 
divorce, separation or 
terminating your 
relationship? 

      

17. How often do you or your 
partner leave the house 
after a fight? 

      

18. In general, how often do 
you think that things 
between you and your 
partner are going well? 

      

19. Do you confide in your 
partner? 

      

20. Do you ever regret that 
you married (or lived 
together) 

      

21. How often do you or your 
partner quarrel? 

      

22. How often do you or your 
partner “get on each 
others’ nerves”? 
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23. Do you kiss your partner? 
Everyday [  ] Almost Every Day [  ] Occasionally [  ]       Rarely [  ]      Never [  ] 
  
24. Do you and your partner engage in outside interests together? 
All of Them [  ]   Most of Them [  ] Some of Them [  ]  
Very Few of Them [  ]              None of Them [  ] 
 
 

HOW OFTEN WOULD YOU SAY THE FOLLOWING EVENTS OCCUR 
BETWEEN YOU AND YOUR MATE?  TICK YOUR ANSWER. 
 
25. Have a stimulating exchange of ideas? 
Never      [  ]  Less than Once a Month [  ]  
Once or Twice a Month [  ]  Once or Twice a Week [  ]  
Once a Day    [  ]  More often   [  ]  
 
26. Laugh together? 
Never      [  ]  Less than Once a Month [  ]  
Once or Twice a Month [  ]  Once or Twice a Week [  ]  
Once a Day    [  ]  More often   [  ] 
 
27. Calmly discuss something? 
Never      [  ]  Less than Once a Month [  ]  
Once or Twice a Month [  ]  Once or Twice a Week [  ]  
Once a Day    [  ]  More often   [  ] 
 
28. Work together on a project? 
Never      [  ]  Less than Once a Month [  ]  
Once or Twice a Month [  ]  Once or Twice a Week [  ]  
Once a Day    [  ]  More often   [  ] 
 

THESE ARE SOME THINGS ABOUT WHICH COUPLES SOMETIMES 
AGREE AND SOMETIMES DISAGREE. INDICATE IF EITHER ITEM BELOW 
CAUSES IFFERENCES OF OPINION OR HAVE BEEN PROBLEMS IN YOUR 
RELATIONSHIP DURING THE PAST FEW WEEKS. CHECK “YES” OR 
“NO”. 
 
29. Being too tired for sex. Yes / No  
30. Not showing love.  Yes / No  
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31. The dots on the following line represent different degree of happiness in your 
relationship. The middle point, “happy”, represents the degree of happiness of 
most relationships. Please tick the dot which best describes the degree of 
happiness, all things considered, in your relationship. 
     
                                                                                                    
__________________________________________________________________ 
Extremely         Fairly     A Little      Happy Very    Extremely Perfect 
Unhappy           Unhappy         Unhappy     Happy        Happy  

 
 
 
32. Which of the following statements best describes how you feel about the 
future of your relationship?  (Check the statement that best applies to you). 
 
___ 1.I want desperately for my relationship to succeed, and would go to almost 
any length to see that it does. 
 
___ 2.I want very much for my relationship to succeed, and will do all I can that it 
does. 
 
___ 3.I want very much for my relationship to succeed, and will do my fair share 
to see that it does. 
 
___ 4.It would be nice if my relationship succeeded, but I can’t do much more 
than I am doing to help it succeed. 
 
___ 5.It would be nice if my relationship succeeded, but I refuse to do any more 
than I am doing now to keep the relationship going. 
 
___ 6.My relationship can never succeed, and there is no more that I can do to 
keep the relationship going. 
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APPENDIX IX – Semi-Structured Interview Questionnaires 
for Clinical Participants 

 
 

1. How do you cope with having a child with ADHD?   
a. How satisfied are you with how you manage? 
b. In your opinion, how does your partner cope with it?  
c. How satisfied is he/she? 

   
2. Do you think that having a child with ADHD has affected your 

marital/couple relationship in any way? 
a. If yes, how?  The interviewer will explore the following areas that 

the marriage will be possibly affected (negatively or positively): 
i. Asking for and providing support  

ii. Sharing thoughts, feelings, plans etc. 
iii. Spending time together, Leisure time; 
iv. Making decisions about the child; 
v. Arguments; 

vi. Exchange of physical affection / sex 
b. What do you think/feel about such an impact? 
c. Do you intend to do anything to improve the situation (when 

negative impact is the case) – if yes, what? 
d. If you feel there is no impact at all, how has this been possible?  I 

know some couples do feel an impact, how have you managed so 
well? 

 
3. How does your partner feel about all this?  (Similar questions as in 

Question 2, this time referring to the partner). 
  
4. Do you think that your marital/couple relationship has an effect on your 

child with ADHD?  If so, how?   
 

[Interviewer will focus on effects on different areas of child functioning]: 
Do you think there is any effect on: ADHD symptoms, behavior in school, 
academic progress, relationships with other children, and relationships with 
siblings?  
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[Interviewer will also focus on how different aspects of the couple’s life may 
affect aspects of the child’s behavior].  Only the relevant aspects will be 

investigated. 
   
Negative aspects of marital/couple interaction: 
Do you think that your arguing as a couple has an effect? 
Do you think that your distancing as a couple has an effect? 
Do you think that your inability to make decisions has an effect? 
 
Positive aspects of marital/couple interaction: 
Do you think that your spending time together in the weekends has had an 
effect? 
Do you think that discussing things openly has had an effect?  

  
5. How does your partner feel about all this (your marital/couple 

relationship having an effect on the child’s behavior)?  Repeat the 
questions as  appropriate if the interviewee hasn’t clearly given you that 
information already. 

 
6.   Do you feel you have been helped at all by professionals/support  groups 

on ADHD?  Have you been helped in relation to effects your child’s 
condition may have on your relationship?  
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APPENDIX X – Semi-Structured Interview Questionnaire for 
Community Participants 

 
 

1. Sometimes children have difficult behavior, for example they don’t do 
what they are told, they may be too loud, or fight with siblings – they can 
be generally “naughty”.  How do you cope with such behavior?   

a. How satisfied are you with how you manage? 
b. In your opinion, how does your partner cope with it?  
c. How satisfied is he/she? 

   
2. Do you think that such “naughty” behavior has affected your 

marital/couple relationship in any way?   
a. If yes, how?  The interviewer will explore the following areas that 

the marriage will be possibly affected (negatively or positively):   
       i. Asking for and providing support 
                      ii. Sharing thoughts, feelings, plans etc 
                     iii. Spending time together – Leisure time 

v. Making decisions about the child 
vi. Arguments 
vii. Exchange of physical affection / sex 

  b. What do you think/feel about such an impact? 
  c. Do you intend to do anything to improve the situation (when  
      negative impact is the case) – if yes, what? 

d. If you feel there is no impact at all, how has this been possible?   
I know some couples do feel an impact, how have you managed 
so well? 

 
3. How does your partner feel about all this?  (Similar questions as in 

Question 2, this time referring to the partner). 
  
 
4. Do you think that your marital/couple relationship has an effect on your  
      Child’s/children’s behavior, particularly naught behavior?  If so, how?   
 
  [Interviewer will focus on effects on different areas of child functioning]:   
 Do you think there is any effect on: behavior in school, academic 

progress, relationships with other children, and relationships with 
siblings?  
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 [Interviewer will also focus on how different aspects of the couple’s life 
may affect aspects of the child’s behavior.  Only the relevant aspects will 
be investigated].   

   
 Negative aspects of marital/couple interaction: 
 Do you think that your arguing as a couple has an effect? 
 Do you think that your distancing as a couple has an effect? 
 Do you think that your inability to make decisions has an effect? 
 
 Positive aspects of marital/couple interaction: 

Do you think that your spending time together in the weekends has had 
an effect? 

  Do you think that discussing things openly has had an effect?  
 
  
5. How does your partner feel about all this (your marital/couple 
relationship having an effect on the child’s behavior)?  Repeat the questions 
as appropriate if the interviewee hasn’t clearly given you that information 
already. 

 
6.   Have you ever talked or thought you should talk to any professional or 
parent support groups about your child’s behavior?  If you have, could you 
say a bit more about it?  If you have talked to somebody, have you found 
them any helpful at all? 
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APPENDIX XI – Semi Structured Interviews Schedule                                                
for Clinical Participants 

 
BIL 
 

PARTICIPANTS INTERVIEW  
DATE 

INTERVIEW  
TIME 

INTERVIEW  
PLACE 

1 Participant 1 26th March 2010 
 

6.30pm 
 

Participant’s 
house 

2 Participant 2 30th March 2010 
 

10.00am 
 

University of 
Bedfordshire 

3 Participant 3 31st March 2010 
 

6.00pm 
 

Participant’s 
house 

4 Participant 4 
 

29th April 2010 8.00pm Participant’s 
house 

5 Participant 5 29th April 2010 
 

9.00pm Participant’s 
house 

6 Participant 6 
 

21st Oct 2010 
 

9.30am 
 

Participant’s 
house 

7 Participant 7 21st Oct 2010 
 

10.30am 
 

Participant’s 
house 

8 Participant 8 
 

21st Oct 2010 
 

4.35 pm 
 

Participant’s 
house 

9 Participant 9 21st Oct 2010 
 

2.00pm University of 
Bedfordshire 

10 Participant 10 
 

21st Oct 2010 
 

5.00pm University of 
Bedfordshire 

11 Participant 11 21st Oct 2010 
 

4.30pm Participant’s 
house 

12 Participant 12 
 

21st Oct 2010 
 

7.30pm Participant’s 
house 

13 Participant 13 22nd  Oct 2010 
 

11.00am Participant’s 
house 

14 Participant 14 
 

22nd  Oct 2010 12.00pm Participant’s 
house 

15 Participant 15 2nd Nov 2010 
 

11.00am Participant’s 
house 

16 Participant 16 
 

7th Feb 2011 
 

9.00am Participant’s 
house 

17 Participant 17 7th Feb  2011 
 

11.00am 
 

Participant’s 
house 

18 Participant 18 
 

8th Feb 2011 10.00am 
 

Participant’s 
house 
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19 Participant 19 8th Feb 2011 
 

12.30am 
 

Participant’s 
house 

20 Participant 20 9th Feb 2011 
 

11.00am 
 

Participant’s 
house 

21 Participant 21 10th Feb 2011 
 

9.00am 
 

Participant’s 
house 

22 Participant 22 
 

24th Feb 2011 
 

3.30pm 
 

Participant’s 
house 

23 Participant 23 24th Feb 2011 
 

6.30pm 
 

Participant’s 
house 

24 Participant 24 
 

25th Feb 2011 
 

6.15pm 
 

Participant’s 
house 
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APPENDIX XII – Semi Structured Interview Schedule                                                
for Community Participants 

 
BIL 
 

PARTICIPANTS INTERVIEW  
DATE 

INTERVIEW  
TIME 

INTERVIEW 
PLACE 

1 Participant 1 24th Feb 2011 
 

11.00am 
 

University of 
Bedfordshire  

2 Participant 2 7th March 2011 
 

9.00am 
 

Participant’s 
house 

3 Participant 3 7th March 2011 
 

12.00pm 
 

Participant’s 
house 

4 Participant 4 
 

7th March 2011 4.00pm Participant’s 
house 

5 Participant 5 28th Feb 2011 
 

9.00am Participant’s 
house 

6 Participant 6 
 

15th March 2011 
 

9.00am 
 

Community 
Centre 

7 Participant 7 15th March 2011 9.45am 
 

Community 
Centre 

8 Participant 8 
 

15th March 2011 11.00am 
 

Community 
Centre 

9 Participant 9 22nd March 2011 9.00am Community 
Centre 

10 Participant 10 
 

22nd March 2011 
 

9.40am Community 
Centre 

11 Participant 11 22nd March 2011 11.00am Community 
Centre 

12 Participant 12 
 

23rd March 2012 9.30am Children 
Centre 

13 Participant 13 23rd March 2012 10.30am Children 
Centre 

14 Participant 14 
 

24th March 2012 9.00am Children 
Centre 

15 Participant 15 24th March 2011 11.00am Children 
Centre 

16 Participant 16 
 

28th March 2011 
 

9.00am Children 
Centre 

17 Participant 17 28th March 2011 10.00am 
 

Children 
Centre 

18 Participant 18 
 

28th March 2011 11.00am 
 

Children 
Centre 
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19 

 
Participant 19 

 
29th March 2011 

 
9.00am 

 

 
School 

 

20 Participant 20 29th March 2011 10.00am 
 

School 

21 Participant 21 29th March 2011 11.00am 
 

School 

22 Participant 22 
 

30th March 2011 9.00am 
 

School 

23 Participant 23 30th March 2011 10.00am 
 

School 

24 Participant 24 
 

1st April 2011 11.00am 
 

School 
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APPENDIX XIII – Example of Interview Transcripts for 
Clinical Participant 

 

 

 

FY - Fatahyah Yahya (Researcher) 

P1 - Participant One  

 

FY: I understand that you have 13 years old ADHD child. 

P1: Yes. 

 

FY: So how do you cope with having child with ADHD? 

P1: He is on medication, been diagnosed last sort of five years, aaa and the 

medication he is on helps him tremendously.  Without the medication he is wild, 

completely wild.  That the medication sort of from a rough diamond, sort of 

channels it into a nice smooth packaging, its manageable, very manageable. 

 

FY: Alright., so how satisfied you are with how managed your child? 

P1: Yeah.  Like I said with the medication he is got a lots of loving to give, he finds 

certain subjects at school very hard, lack of er… attention obviously is down to a 

minimum week, we have got it up to around … 20 minutes … at a time now, but 

this is not instant, this is progress.  You start with like a minute at a time and 

then you go on and on and on until you get to, hopefully, like you and I.   

 

FY: Alright, ok, that’s wonderful.  In your opinion how does your partner cope 

with the condition of your child? 

P1: Um…the wife copes considerably well.  There are seven children in the house 

here that live with us.  We have eleven children in all, three grandchildren, um… 

some days it’s hard, some days it’s easy, and it’s not a walk in the park, it’s a very 
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hard strenuous on going activity, a child with ADHD, but you cope, you have to.  

There is not many organisations out there willing to help, but you, you mention 

the word ‘ADHD’ and they put barriers up against ya, and then you either have to 

go left or go right, to go round that barrier, and then you do that, when you meet 

another barrier, see you have to go left or right in its been continuous battle, 

continuous. 

 

FY: How satisfied is she? 

P1: What, with Jake? With the, but Jake’s a problem, as a problem child with 

ADHD? Um, she used to deal with everything, all the schooling, the day to day 

medication, um… his temper tantrums and everything because I am a lorry 

driver, I do eighteen hours a day, all day long, here there and everywhere all over 

the country.  Now the work load is shared, I am here, I am more actively involved 

with Jake then I have been and the last term from Christmas through to now, 

he’s attainment grade in his levels at school, like his maths, English, science etc 

has been zero, since I’ve taken over, he’s gone to 78% in six weeks.  So it, it’s 

great improvement.  You know, there’s only one way for Jake now and that’s to 

keep going, keep going you know you’ve done this far, boy, you can go do the 

rest, hopefully. 

 

FY: Alright, ok.  Do you think that having a child with ADHD, I mean Jake, has 

affected your marital relationship? 

P1: Oh yeah, yeah. It’s been very hard, at the end of the day, not only that other 

family problems commitment etc but as they say he’s a problem child, they 

labelled them as problem children, and it’s not a walk in a park.  You know 

yourself if you’ve got a classroom full of ordinary people that will listen and sit 

still while you’re having a lecture, then you can learn more, you can take more in, 

if you’ve got half a class that are gonna jump around and make noise, the other 

half that wanna learn find it more difficult because of the noise.  That’s the same 

with an ADHD child… exactly the same.  There are certain strategies and 
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procedures you have to do with Jake and there are certain strategies and 

procedures you do with the other children. 

 

FY: How often you spend time together, I mean with your couple? 

P1: Every day.  Every day.  We do … 20 minutes of reading, then we have a bit of 

a break, then we do a bit of maths, everything like that, if he misses out on work 

at school because he’s been naughty, playing up, etcetera, got excluded, which is 

less and less now.  Um… Then basically, we catch it up at home.  He is not in 

mainstream school, they won’t accept him because of his ADHD.  Has to go to a 

specialist school.  He goes from here to Kettering which is 25 miles away and 

that’s by taxi.  And it’s 25 miles to bring him back, but the taxi comes from 

Kettering, so he comes from Kettering to here that’s 25 miles, then runs him to 

school, that’s 50 miles, then he has to bring him back, that’s 75 miles, then the 

taxi has to go back.  That’s a hundred miles a day.  That’s a lot.   

 

FY: How often you have your leisure time together with your wife? 

P1: Me and  the wife?  Saturday night.  It’s the only time we put the children to 

bed at a regular time  which is probably about 8/ half eight and then our, height 

of our entertainment, as I say: we don’t smoke  we don’t drink, we will have a 

Chinese on the Saturday night, sit down and watch ‘Casualty’ on the telly.  That is 

our time together. 

 

FY: What about in term of sharing thoughts, feelings, and so on? 

P1: Oh Yeah, anything like that, if you’ve got a problem I’m always on the end of 

a phone if I’m at work etc, everything is talked about, spoken between us, we 

come to um, a  decision that we are both happy with and we  go along with that 

plan.  It is not a harmonious relationship; no relationship is, you know, you 

always have your off days, don’t you?  So it is just like any other sort of couple 

really, but with the problem with the ADHD then it makes it slightly worse. 
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FY: What about in term of having sex? 

P1: Yeah that’s not a problem. 

 

FY: Not a problem? 

P1: No 

 

FY: So what do you think and feel about such an impact towards your life, I 

mean towards the relationship between you and your wife? 

P1: Um… You don’t know no different, you wouldn’t know what it’s like to have, 

in brackets, a normal child because Jake was never normal, he was always ADHD, 

was always a live wire, always jumping around off the furniture etc etc..  So …not 

being funny, we wouldn’t know what it’s like to not have Jake.  You just deal with 

it.  Once you’re put in that situation, you have to deal with it, there is no other 

way.   

 

FY: Do you intend to do anything to improve the situation? 

P1: In what respect do you say ‘improve the situation’? 

 

FY: In term of the relationship with your wife 

P1: No, not really, ‘cause we both talk, we both get on, we do have our off days 

like I said, but if there’s a problem she rings me, she talks to me etc.. 

 

FY: What about your wife, how does your wife feel about all these situations? 

P1: Well, it’s similar as well, so purely and simple, I mean I speak for the pair of 

us we don’t know no different, it’s a way… that’s exactly the way it is, you know 

if there is a problem we speak about it. 
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FY: Do you think that your marriage relationship has an effect to the child with 

ADHD? 

P1: Yeah, basically because … um… children need stability in their life.  They need 

a routine, they need to know that when they come home from school it’s 

homework, it’s tea time, it’s bed time, it’s breakfast time, etc.  With ADHD, um, 

which you’ll see in your studies, routine is paramount, they do not like being put 

out of routine if it is cereal for breakfast that’s what it is, and then if it is cooked 

breakfast like bacon, egg, etc in a weekend, that’s what it is.  You know, routine 

is paramount, you have to keep them in a routine.  That way they can relate to it 

a little bit more, sort of thing, that’s how we found it, might not be the same for 

everybody, but that’s how we found it. 

 

FY: Sounds like you don’t have a problem with your wife.  Does it have an 

effect towards the symptoms, the behaviour of Jake at the school, academic 

progress? 

P1: It used to when Tam was, that’s the wife, Tam, when she was dealing with 

Jake’s scenario at the schooling and taking it all on board, because of my long 

hours etc, she used to sort of camouflage things a little bit, not to get me 

alarmed and all this, but… in the last few months since everything’s come out in 

the open, it’s been tremendous.  It’s really, really working well and I mean 

anybody who’s got ADHD child, share your thoughts permanently, don’t keep 

them to yourself, ‘cause it’s just too much to cope with, you have to share ‘em. 

 

FY: What about in term of the relationship between Jake and other children in 

the school and also between the siblings? 

P1: He gets on well with the children here… trying to make new friends with his 

peers of his same age, that’s hard.  He, I mean you can see Madison walking 

around, she’s just a wee baby, she is like, um, four years old something like that, 

you got Aston, you got Ben [whose its his birthday today?], they all play really, 

really well, um… but as they say unfamiliar unknown territory… then it 
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becomes… um for want of a better word, ‘battle.’  You will play my game or you 

won’t play it, basically.  That’s the way, but, it’s not the right way, but…in their 

little mind, that’s the way they think basically, but you have to try and get them 

out of that. 

 

FY: Is there any negative aspect of marital interaction that affects your child I 

mean Jake? 

P1: The way me and the wife react between ourselves.  We try and keep what I 

class as ‘adult talk’ away from the children, like finances, your problems, what 

sort of day you’ve had and all that because that can have an adverse affect on 

the child.  Um… They don’t really need to know all about the ins and outs of the 

world, basically, all they to know is they’re gonna go to school in clean clothes 

and they’ve got food in their bellies, and its warm when they come up, basically.  

That’s all they need to know.  And, um… we, we try and talk, i.e.: the children will 

be going to bed shortly sort of like half eight-ish, they’ll be trotting off to bed.  

They got telly’s in the room,  they can watch that for half an hour to  an hour, 

and then we’ll sit down, and we’ll have a chat, me and the wife and stuff like 

that.  Not, I’d say, normal people.  You know, but the ADHD side of it with Jake is 

all about that routine again, you come back to routine, if anything is out of the 

routine then he is completely off the wall, basically he’s upset etc etc. 

 

FY: What about your wife, is she feels the same? 

P1: Yes… yeah, yeah, yeah.  She’s in the kitchen unfortunately, doing this party 

with all the cake, and friends and that at the moment. 

 

FY: Do you feel that you have been helped by other professional or 

organisations? 

P1: No, I feel like that I am been totally let down by Wellingborough social 

services, by the LEA, um…Jake got placed over at the art college at [Ferras?] and 

then when they found out he had ADHD, they took the placement away from 
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him which is totally unfair basically just ‘cause child got a statement of 

educational needs, they don’t want to help, they turn around and say they were 

an equal opportunity sort of school sort of thing no matter what colour you are, 

what problems you’ve got, surely they got to take a certain amount of x, y and z 

pupils basically, but they didn’t.  So I’m, like I said, Jake goes 25 miles away to 

school. So that’s like coming… yeah, from here, to Luton every day to go to 

school, to come back.  That’s a long way; I mean you just drove it, that’s a long 

way.  Realistically. I feel like I’ve been ridiculed in one way, made, made the 

scapegoat because my son’s got a disability, well.. That’s a good school.  

Government funded school. He was not allowed on public transport because he 

can’t sit still and the disability mobility grant people, they won’t help for anything 

like that. 

 

FY: Is there anything else you would like to share with me regarding Jake very 

special child In the house Jake will have his own room yeah? 

P1: He has his own room, he’s got um double bed, got all his own stuff.  He’s got 

all that, he’s got um surround sound in his room, PlayStation, got everything in it, 

like all the kids have.  They’ve all got- yeah.. He can go wherever he wants. He 

can do what he wants with the younger ones, I mean.  We’ve got a little girl, 

she’s coming up one, her name is Dominic, she’s a baby obviously, and it’d be 

like me giving you Dominic to look after, that’s what Jake’s like, he’ll feed her, 

he’ll change her bum, he’ll do whatever, basically, just like you would, you’d be 

the caring adult for the baby.  Likewise, Jake’d be caring… older person for the 

baby. Not a problem, you can’t… leave Jake here by himself.  But um, yeah…  

What I am saying is if you can’t leave Jake here.  At eleven years old he stole a 

car, and drove it down the road.  So, that’s not right, basically.  There has been a 

few behavioural problems and things that you have to deal with and nip in the 

bud before they escalate to a, a greater scale basically, but I mean your case 

studies will show you that, that children are just so unruly, and they go off on a 

tangent, and it’s hard to get ‘em back basically. 
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It’s like they’re a bundle of energy, and you just can’t exhaust that energy , it’s 

going, going, going, going, all the while.  Everywhere you go you must be seen by 

everyone..Yes…yeah… And then it’s a stigma, it’s an attachment statement, 

because me and the wife if we go shopping, we’ve got 7 children with us, it’s ‘oh, 

they’re a benefit family, they live in a council house,’ well I don’t… [laughs] 

Unfortunately, I don’t, you know?  So it…it’s because you’ve got the problem 

child, they think that you’re on benefits, so it’s a label and situation that goes 

with it. 

 

Jake takes the medication to control him every day.  Every morning he takes 

um… conchuture, and all that in the morning, and then he takes melatonin and 

others in the evening, just to take the edge off. Calm him, rest him, basically.  

Not make him sleep, but make him chill out.  Ready for bed. 

 

He sees the doctor over here, ‘normal doctor’ as I call it, for his weight and his 

height etc. Um… that’s…  I think that’s on every three months review, because 

when you’re on the medication you have to have your blood pressure taken, you 

have to do your height and your weight and everything else.  Um… Jake is very, 

very small for nearly 14 years of age, got problem with puberty at the moment, 

can’t get the hair etc or the voice broken.  Um… been through the medical 

channels finding out what’s wrong, um…you, you can diagnose something from 

the risk basically, um, that he’s on.  He’s got a specialist up at Kettering general 

hospital that he sees every six months, and she’s on-going, but she is always at 

the end of the phone if you need the extra help that bit of guidance, just pick the 

phone up, and her name’s Sheila Matthews. 

 

FY: Alright,  

P1: He…he’s got a lot of love to give, um… so have all the children.  But if it’s not 

his way, then he can get sort of aggressive, and he does get aggressive and you 

will see this in your case studies that other children will obviously follow the 
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same sort of routine as Jake, um… you probably wouldn’t like to be in a room 

with more than sort of fifteen to twenty of them.  ‘Cause you’d get a little bit 

frightened, realistically, because they can be over powering and over bearing, 

umm… when teacher comes up to ya and says to ya, ‘your child’d done really 

well’ knowing full well that problems that Jake has got and stuff like that, you 

just wanna break down into tears because he is actually done so well, sort of 

thing, um, the slightest little achievement is like a, a milestone for Jake, but to 

you and I and the children here now, it’d be just as though you are in a normal 

classroom every day running with your life, but to Jake it’s a major hurdle, but 

apart from that if, if you lined him up in a line of kids, you wouldn’t know he’s 

got ADHD, he’d just look like a normal child.  But it’s not until you actually get to 

know him in depth, that’s when you find out that the symptoms and the 

problems. 

 

He is very special. I mean not being funny or anything, um… you don’t know me 

from Adam or anything but I’d do absolutely anything I can for Jake… which I do I 

mean by filling up the questionnaire, I thought that’d help other parents, etc… 

and if the truth be known Jake is biologically not mine, he is like the wife’s from a 

previous relationship, but he is my son, and that’s all there is to it.  He calls me 

dad, he’s my son and just because I didn’t father him, and he’s got a problem… I 

love him to bits, he’s my son and that’s it, that’s all there is to it, and I do 

whatever I can to help him and I will until ever he dies before me or I die before 

him.  It doesn’t stop.  That’s what you do for your kids isn’t it. 

 

FY: So interesting.  I think that’s all for today. Thank you very much. 

P1: That’s fine, yeah.  
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APPENDIX XIV – Example of Interview Transcripts for 
Community Participant 

 

 

FY - Fatahyah Yahya (Researcher) 

P10 - Participant Ten 

 

FY: Sometimes children have difficult behavior, for example they don’t do what 

they are told, they may be too loud, or fight with siblings; they can be generally 

“naughty”.  How do you cope with such behavior?   

P10: I use the time out step.  So if she’s naughty I explain to her… well I give her a 

warning first.  Explain to her what she’s doing is wrong.  If she carries on then I 

give her a little time out so she can think about it and then she normally comes 

back fine.   

FY: How satisfied are you with how you manage your child so far?                     

P10: Quite satisfied. 

FY: What is the most difficult behaviour that your child has that brings you 

stressed?                                                                                                                                

P10: Probably… not listening. 

FY: Not listening.  Can you explain more?                                                                 

P10: Just sometimes she doesn’t listen.  When I ask her to do something she just 

won’t listen, so it sometimes takes a while, but that’s it really.   

FY: In your opinion, how does your partner cope with it?                                               

P10: I don’t live with my partner. 

FY: Okay, alright.                                                                                                                    

P10: It’s just me.   
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FY: Okay, I’m sorry.                                                                                                                      

P10: That’s alright.   

FY: I am sorry; may I ask anything related to your previous relationship? Do you 

think that the behaviour that your child has, has affected your relationship in any 

way, previous relationship in any way?                                                                                 

P10: No, no, not at all. 

FY: I see.  And, do you think that your previous relationship has an effect on your 
child’s behaviour so far? 

P10: No. 

 

FY: Okay.  Anything else you would like to share with me about your child’s 

development?  Any tips from a mum like you? 

P10: I don’t know really.  I mean every child’s different.  So it just depends on the 

child.  You just have to adapt to your child.  I think that would be the best tip I 

can give.  Don’t expect your child to do certain things at certain times, because 

they are all different and it doesn’t mean that they’re not developing quickly 

enough or they develop too quickly.  It’s just every child’s different.  That’d 

probably be… The child’s behaviour sometimes it can be frustrating if they’re not 

listening and stuff like that, but the best thing to do is just… just come away from 

it and trying to not let it stress you out.   

 

FY: I think that’s all.  Thank you so much. 

P10: That’s alright. 
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Abbreviations: 
 

Abbreviations Meanings 

CPRS Connors Parental Rating Scale 

CPRS-CP1 CPRS Subscale: Conduct Problems i 

CPRS-CP2 CPRS Subscale: Conduct Problems ii 

CPRS-LP CPRS Subscale: Learning Problems 

CPRS-P CPRS Subscale: Psychosomatic Symptoms 

CPRS-IH CPRS Subscale: Impulsive-Hyperactivity 

CPRS-A CPRS Subscale: Anxiety 

CPQ Communication Pattern Questionnaire 

CPQ-CC CPQ Subscale: Constructive Communication 

CPQ-TDWDC CPQ Subscale: Total Demand and Withdraw Communication 

CPQ-MDWWDC CPQ Subscale: Man Demand Woman Withdraw Communication 

CPQ-WDMWDC CPQ Subscale: Woman Demand Man Withdraw Communication 

CPQ-RDWDC CPQ Subscale: Role in Demand and Withdraw Communication 

CPQ-MAW CPQ Subscale: Mutual Avoidance and Withholding 

ECR Experience in Close Relationship 

ECR-AVOIDANCE ECR Subscale: Attachment Avoidance 

ECR-ANXIETY ECR Subscale: Attachment Anxiety 

DAS Dyadic Adjustment Scale 

DAS-S DAS Subscale: Dyadic-Satisfaction 

DAS-CON DAS Subscale: Dyadic-Consensus 

DAS-COH DAS Subscale: Dyadic-Cohesion 

DAS-AE DAS Subscale: Dyadic-Affectional Expression 
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