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LIFETIME STABILITY OF ADHD SYMPTOMS IN OLDER ADULTS 

E.J. SEMEIJN, H.C. COMIJS, H.C.W. DE VET, J.J.S. KOOIJ, M. MICHIELSEN, A. T. F. 

BEEKMAN, D. J. H. DEEG

ABSTRACT 
Attention-Deficit/Hyperactivity Disorder (ADHD) has been shown to continue into old age. 

Studies in children and younger adults show a reduction in hyperactive-impulsive symptoms, 

whereas the number of inattentive symptoms stays stable. The current study examined the 

lifetime stability of ADHD symptoms up to old age.

Data on ADHD diagnosis and symptoms were collected in a two-phase side-study (N = 231) 

of the Longitudinal Aging Study Amsterdam.

Paired t-tests and ANCOVA’s were used to analyse the data. Paired t-test suggests continuity 

of the number of reported ADHD symptoms currently present and present in childhood. 

The change in the balance of inattentive/hyperactive-impulsive symptoms at present and 

in childhood is also the same in persons with ADHD. Finally, the difference in the change in 

the balance of inattentive/hyperactive-impulsive symptoms in those with and without ADHD 

suggests continuity throughout the life span.

Our results suggest that diagnostic criteria developed for younger adults may be used 

among older adults. However, we collected our data retrospectively, which may have biased 

our results. Future research should follow larger cohorts of patients with ADHD prospectively 

over the life span.



49

Introduction
Attention-Deficit/Hyperactivity Disorder (ADHD) is often considered a childhood psychiatric 

disorder. However, it has been shown that ADHD persists into adulthood and old 

age.10,59 Michielsen et al. found a prevalence rate of 4.2% in older adults.59 Little is known 

about the stability of the ADHD symptoms over a long period of time. Only one study 

recently investigated the report of ADHD symptoms across the life span in older adults 

aged 66 – 86.87 In that study, persistence of self-reported childhood ADHD symptoms was 

found over the life span in older adults who had reported more ADHD symptoms in present. 

However, due to the lack of ADHD diagnostic information and high attrition rates, the results 

should be interpreted carefully. 

Several longitudinal studies have followed children through adulthood to obtain an 

understanding of the development of ADHD.16–20 Meta-analysis found that 15% of adults with 

childhood ADHD still met the full diagnostic criteria for ADHD.66 However, a further 50% met 

critical for residual ADHD, meaning they still had ADHD symptoms leading to impairments. 

It is, however, debatable whether the number and nature of ADHD symptoms in adulthood 

should be the same as in childhood.11 

With respect to the number of symptoms, some ADHD symptoms that are important in 

childhood may no longer be relevant in adulthood, since life demands of older adults 

are significantly different compared to the life demands of younger adults. In this line of 

reasoning, the diagnostic criteria for ADHD in adults in the DSM-5 have been changed 

compared to the DSM-IV-TR and are now based on six or more symptoms present in 

childhood and five or more symptoms present in adulthood.88 

In addition to a change in number of symptoms within ADHD patients over time, it has been 

suggested that the ADHD subtype may change over time as a result of a decline in the 

number of hyperactive/impulsive symptoms. ADHD is divided into three subtypes (based on 

DSM-IV-TR criteria): 1) combined subtype: at least six inattentive and six hyperactive-impulsive 

symptoms present; 2) pre-dominantly inattentive subtype: at least six inattentive symptoms, 

but less than six hyperactive-impulsive symptoms present; 3) predominantly hyperactive-

impulsive subtype: less than six inattentive symptoms, but at least six hyperactive-impulsive 

symptoms present.58 Several studies speak about greater persistence of inattentive 

compared to hyperactive-impulsive symptoms. In a study by Biederman et al.17, 128 boys 

(mean age 14.4 years) were followed for 4 years and ADHD symptoms were measured 

five times. It was found that inattentive symptoms were more persisting and caused more 

impairment in adulthood than hyperactive-impulsive symptoms. In a study by Hart et al.16 with 

160 clinic-referred boys (mean age 9.4 years), a decline was also found in the number of 
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hyperactive-impulsive symptoms while the inattentive symptoms stayed stable over 4 years. 

Kooij et al.11 found similar results in a population-based sample of 1813 adults aged 18 – 75 

years. Several studies showed that adults report more inner restlessness and compensation 

behaviour (for instance sports or drug use) to inhibit the hyperactive-impulsive symptoms.89 

Diagnosing ADHD in older adults may be even more complicated than in younger adults, 

because cognitive aging may interfere with or be presented as ADHD symptoms. Cognitive 

changes, such as a decline in attention, working memory, and executive functioning, are 

common in old age22 and could easily be interpreted as inattentive symptoms of ADHD. This 

may lead to false-positive diagnoses of ADHD in older people. 

In the present study, we hypothesize that 1) the number of ADHD symptoms decreases in 

old age compared to the number of ADHD symptoms in childhood and 2) due to a relative 

reduction in hyperactive-impulsive symptoms as compared to symptoms of inattention, the 

change in the balance of inattentive/hyperactive-impulsive symptoms in older adults with 

ADHD increases over time. In addition, in order to test the degree to which age-related 

cognitive decline may be misinterpreted as symptoms of ADHD, we 3) compared the change 

in symptoms of inattention over time among older adults with ADHD and those without 

ADHD. We hypothesize that aging has a similar effect on older adults with ADHD compared 

to older adults without ADHD. 

Methods
STUDY SAMPLE
The study was part of the Longitudinal Aging Study Amsterdam (LASA), an on-going 

population-based study of the predictors and consequences of changes in physical, 

cognitive, emotional, and social functioning of older people in the Netherlands. Procedures, 

sampling, and data collection have been described previously in detail.55 In short, a random 

sample of older men and women, stratified according to age and sex according to expected 

5-year mortality, was drawn from the population registries of 11 municipalities in three 

geographic areas of the Netherlands. Data collection started in 1992 (N = 3107; response 

rate 62%). Respondents born between 1908 and 1937 were included. Further follow-ups have 

been conducted every 3 years since. In 2002/03, a new cohort was sampled (birth years 

1938 – 1947, N = 1002) from the same sampling frame as the earlier cohort. Both samples 

were combined, and follow-up was conducted every 3 years. Interviews were conducted in 

the homes of respondents and consisted of a main and medical interview in which tests were 

performed and structured questionnaires completed. Informed consent was obtained from all 
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respondents according to prevailing Dutch legislation, and the Ethical Review Board of the 

VU University Medical Center approved the study. 

The ADHD study started in 2008. To reduce the number of interviews needed, ADHD data 

were collected using a two-phase sampling design, in which respondents with ADHD were 

identified using non-proportional stratified sampling.59 The ADHD screener1 (see ‘Measures’ 

Section) was incorporated into the interview at wave 2008/09 (N = 1494; Phase 1 for the 

current article). In previous research, the screener showed good validity when used in older 

adults.64 To further diagnose ADHD, diagnostic interviews were conducted in Phase 2. Based 

on their score on the screener, 271 (18%) respondents were randomly but non-proportionally 

selected for Phase 2. To ensure sufficient power and equal group sizes, the total score on 

the screening list of the high-scoring group, most likely to have ADHD, was set at 3 – 9. The 

moderate-scoring group was set at a total score between 1 and 2, and the low-scoring group 

was set at a total score of 0. To create three groups of equal size, all participants in the high-

scoring group and a random sample of the participants in the moderate- and low-scoring 

groups were approached for a diagnostic interview. Eighty-four respondents from the high-

scoring group (99%), 93 from the moderate-scoring group (43%), and 94 from the low-scoring 

group (14%) were approached; 69 (82%), 80 (86%), and 85 (90%), respectively, consented to 

be interviewed. Three respondents were excluded from statistical analyses because of too 

many missing values (≥ 3) on the Diagnostic Interview for ADHD in Adults, second edition 

(DIVA 2.0), a cerebral vascular accident, or not being able to recollect childhood conditions. 

Thus, the study sample consisted of 231 participants. Specially trained and closely supervised 

interviewers conducted interviews in the homes of respondents. All interviews were tape-

recorded to check the quality of the data.

Measures
ADHD SCREENING
Based on the executive functioning model,60 Barkley et al. developed a short questionnaire 

to distinguish adults with ADHD from community control adults and adults with clinical 

disorders other than ADHD.1 The questionnaire consists of seven items on inattention, 

one item on hyperactivity and one item on impulsivity. Using two response categories (no/ 

yes), the sum score varied from 0 to 9 (0 = no symptoms of ADHD, 9 = all symptoms of 

ADHD). This questionnaire was translated into Dutch and back-translated into English by 

independent translators. Semeijn et al. found that the questionnaire had acceptable qualities, 

with good sensitivity and an area under the curve (AUC), which is in concordance with the 

AUC (0.86) found among adults.64
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ADHD DIAGNOSIS
To diagnose ADHD, the Diagnostic Interview for ADHD in Adults, second edition (DIVA 2.0), 

was used (http://www.divacenter.eu).57 The DIVA 2.0 is a semi-structured diagnostic interview 

for the assessment of ADHD in adults. It is based on the DSM-IV-TR criteria for ADHD 

and is widely used by mental healthcare professionals in the Netherlands and abroad. It 

assesses both current and childhood symptoms and impairment. With every DSM-IV-TR 

criterion, several examples are given to facilitate recognition. In our study, the cutoff point 

for current symptoms suggested by Kooij et al. and Barkley et al. was used.1,11 Respondents 

were classified as ‘case’ when they met the following criteria: at least four symptoms of 

either inattention and/or hyperactivity-impulsivity during the 6 months or longer prior to the 

interview, and at least six symptoms of either inattention and/or hyperactivity-impulsivity in 

childhood (5 – 12 years of age).11,58 Following the DSM-IV-TR criteria C and D, the respondents 

had to have clinically significant impairment in at least two areas of daily life (i.e., work, 

education, family, social & relationships, and/or self-confidence) during the 6 months or 

longer prior to the interview, and in childhood. 

ADHD SYMPTOMS 
To study whether the number of DSM-IV-TR ADHD symptoms in childhood was the same 

compared to late-life, sum scores were calculated by 1) adding all symptoms currently 

present (total ADHD symptoms currently present), 2) adding all symptoms present in 

childhood (total ADHD symptoms present in childhood). Both sum scores ranged from 0 to 

18, where higher scores indicated more ADHD symptoms. 

ADHD PROFILE SCORES 
To study changes in the number of hyperactive-impulsive symptoms in relation to the number 

of inattentive symptoms, profile scores for the present time (current time profile score) were 

computed by subtracting the total number of hyperactive-impulsive symptoms currently 

present from the total number of inattentive symptoms currently present. Profile scores 

for childhood (childhood profile score) were computed by subtracting the total number of 

hyperactive-impulsive symptoms present in childhood from the total number of inattentive 

symptoms present in childhood. The profile scores ranged from -9 to 9, where positive 

scores indicated a profile with more inattentive symptoms than hyperactive-impulsive 

symptoms and vice versa. Change in profile scores over the life span was computed by 

subtracting the childhood profile score from the current time profile score, such that scores 

close to 0 indicated no change in profile scores over time, whereas scores close to 18 

and -18 indicated a large change in profile scores over time. 
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STATISTICAL ANALYSIS 
Differences in characteristics of the respondents according to diagnostic status were 

examined with independent sample t-test for continuous data and Chi-square test for 

categorical data. Paired sample t-tests were used to determine whether the number of 

ADHD symptoms in old age decreased compared to childhood. Paired sample t-tests were 

also used to determine whether symptom profiles of older adults with ADHD had changed 

over time. To study whether the change in the balance of inattentive/hyperactive-impulsive 

symptoms in older adults with ADHD differs from that in people without ADHD, analyses of 

covariance (ANCOVA) adjusted for age was performed. P-values ≤ 0.05 were considered 

statistically significant. Data were analysed using IBM SPSS Statistics 20. 

Table 1 Characteristics of the study sample (N = 231)
ADHD (n = 23) No ADHD (n = 208) p

Age, mean ± SD 68.0 ± 4.87 72.0 ± 7.85 0.01

Male, n (%) 11 (47.8) 83 (39.9) 0.46

Total ADHD symptoms life span (0 – 36), mean ± SD 20.35 ± 4.42 6.33 ± 5.16 <0.01

Currently present, mean ± SD  

Total inattentive symptoms (0 – 9) 5.04 ± 2.25 1.67 ± 5.16 <0.01

Total hyperactive-impulsive symptoms (0 – 9) 4.87 ± 2.14 1.93 ± 1.74 <0.01

Total ADHD symptoms (0 – 18) 9.91 ± 3.01 3.61 ± 3.26 <0.01

Present in childhood, mean ± SD

Total inattentive symptoms (0 – 9) 5.22 ± 2.59 1.10 ± 1.79 <0.01

Total hyperactive-impulsive symptoms (0 – 9) 5.22 ± 2.28 1.62 ± 1.80 <0.01

Total ADHD symptoms (0 – 18) 10.43 ± 2.94 2.72 ± 2.97 <0.01

ADHD = Attention-Deficit/Hyperactivity Disorder.

Results 
The characteristics of the study sample are shown in Table 1. In total, the study sample 

consisted of 231 participants. The persons with ADHD were statistically significantly younger 

than those without ADHD. Those with ADHD also reported statistically significantly more 

total ADHD symptoms, and statistically significantly more ADHD symptoms in present and in 

childhood than persons without ADHD.

A detailed overview of the ADHD subtypes and ADHD symptoms currently present and 

present in childhood in persons with and without ADHD is shown in Table 2. If any, change 

in both directions can be observed for persons with and without ADHD, where change in 

opposite directions was observed for the inattentive items 2 ‘Often has difficulty sustaining 

attention in tasks or play’, 3 ‘Often does not seem to listen when spoken to directly’, and
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Table 2 Overview of ADHD subtypes and ADHD symptoms currently present and present in 

childhood in older adults with and without ADHD
ADHD (n = 23) No ADHD (n = 208)

Childhood Currently Childhood Currently

ADHD-inattentive subtype, n (%) 6 (26.1) 7 (30.4)

ADHD hyperactive-impulsive subtype, n (%) 6 (26.1) 4 (17.4)

ADHD-combined subtype, n (%) 11 (47.8) 12 (52.2)

Inattentive symptoms, n (%)

1. Often fails to pay close attention to details, or makes 

careless mistakes in schoolwork, work, or during other 

activities

15 (65.2) 14 (60.9) 26 (12.5) 36 (17.3)

2. Often has difficulty sustaining attention in tasks or play 18 (78.3) 14 (60.9) 42 (20.2) 61 (29.3)

3. Often does not seem to listen when spoken to directly 16 (69.6) 11 (47.8) 19 (9.1) 38 (18.3)

4. Often does not follow through on instructions and fails to 

finish schoolwork, chores, or duties in the workplace

15 (65.2) 16 (69.6) 17 (8.2) 37 (17.8)

5. Often has difficulty organizing tasks and activities 16 (69.6) 10 (43.5) 20 (9.6) 22 (10.6)

6. Often avoids, dislikes, or is reluctant to engage in tasks that 

require sustained mental effort (such as school of homework)

14 (60.9) 15 (65.2) 51 (24.5) 42 (20.2)

7. Often loses things necessary for tasks or activities 4 (17.3) 11 (47.8) 10 (4.8) 27 (13.0)

8. Often easily distracted by extraneous stimuli 16 (69.6) 16 (69.6) 37 (17.8) 41 (19.7)

9. Often forgetful in daily activities 6 (26.1) 9 (39.1) 7 (3.4) 44 (21.2)

Hyperactivity-impulsive symptoms, n (%)

1. Often fidgets with hands or feet or squirms in seat 17 (73.9) 12 (52.2) 67 (32.2) 59 (28.4)

2. Often leaves seat in classroom or in other situations in 

which remaining seated is expected

13 (56.5) 11 (47.8) 20 (9.6) 29 (13.9)

3. Often runs about or climbs excessively in situations in 

which it is inappropriate (in adolescents or adults this may be 

limited to subjective feelings of restlessness)

18 (78.3) 14 (60.9) 50 (24.0) 46 (22.1)

4. Often has difficulty playing or engaging in leisure activities 

quietly

15 (65.2) 11 (47.8) 21 (10.1) 24 (11.5)

5. Is often on the go or often acts as if ‘driven by a motor’ 20 (87.0) 19 (82.6) 103 (49.5) 119 (57.2)

6. Often talks excessively 9 (39.1) 10 (43.5) 23 (11.1) 29 (13.9)

7. Often blurts out answers before questions have been 

completed

9 (39.1) 16 (69.6) 27 (13.0) 44 (21.2)

8. Often has difficulty awaiting turn 12 (52.2) 14 (60.9) 20 (9.6) 38 (18.3)

9. Often interrupts or intrudes on others 7 (30.4) 5 (21.7) 6 (2.9) 14 (6.7)

ADHD = Attention-Deficit/Hyperactivity Disorder.
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item 5 ‘Often has difficulty organizing tasks and activity’ and for the hyperactive-impulsive 

item 4 ‘Often has difficulty playing or engaging in leisure activities quietly’. Several items 

also showed changes in the same direction regardless of diagnostic status. The inattentive 

items 7 ‘Often loses things necessary for tasks or activities’ and 9 ‘Often forgetful in daily 

activities’, and hyperactive-impulsive items 7 ‘Often blurs out answers before questions have 

been completed’ and 8 ‘Often has difficulty awaiting turn’ are reported more often at present 

than in childhood regardless of diagnostic status.

Table 3 Change in number of ADHD symptoms and change in the balance of inattentive/

hyperactive-impulsive symptoms (profile score) in older adults with ADHD (n = 23)
Currently Childhood p Cohen’s d

Number ADHD symptoms (0 – 18), mean ± SD 9.91 ± 3.01 10.43 ± 2.94 0.54 -0.17

Profile score, mean ± SD 0.17 ± 3.19 0.00 ± 3.90 0.80 0.05

ADHD symptoms = sum score inattentive and hyperactive-impulsive symptoms; ADHD = Attention-Deficit/

Hyperactivity Disorder.

Regarding the hypothesis that the number of ADHD symptoms decreased in old age in 

persons with ADHD, the results showed no statistically significant differences between 

the number of ADHD symptoms currently present and present in childhood; t(22) = –0.63, 

p = 0.54 (see Table 3). 

The results regarding the hypothesis that the change in the balance of inattentive/

hyperactive-impulsive symptoms in persons with ADHD changes over time are also 

presented in Table 3. The result from the test showed no statistically significant differences 

between the current time profile score and the childhood profile score; t(22) = 0.26, p = 0.80. 

Regarding the research question whether the change in the balance of inattentive/

hyperactive-impulsive symptoms of persons with ADHD differs over time from those 

without ADHD, ANCOVA’s were performed (not tabulated). These ANCOVA’s revealed that 

the change in the balance of inattentive/hyperactive-impulsive symptoms over time is not 

statistically significantly different between persons with ADHD (mean change 0.17 ± 3.19) and 

without ADHD (mean change 0.26 ± 2.54); F(1, 228) = 0.002, p = 0.97. 

Discussion 
To our knowledge, this is the second study to investigate the lifetime stability of ADHD 

symptoms and symptoms profiles in a sample of older adults. 



56

The results from the current study are in line with results from Guldberg-Kjär et al.87 and 

showed that the number of reported ADHD symptoms is stable across the life span in older 

adults with ADHD. Based on previous research in children and adults, the recent change 

in the cut-off used for the diagnosis according to the DSM-5 and on clinical observations, 

we hypothesized that the decrease in ADHD symptoms found from childhood to adulthood 

would continue in older age. This decrease, however, was not found; the number of ADHD 

symptoms reported at present and in childhood is the same. This suggests that aging does 

not influence ADHD and that the diagnostic criteria developed for younger adults can also 

be used for diagnosing older adults. 

However, it may be that the order in which the questions of the DIVA 2.0 interview were 

applied has influenced the current results. Respondents were first asked whether a symptom 

was currently present, followed by the question regarding the presence or the absence of 

the symptom in childhood. This specific order was followed to facilitate the easy recognition 

of symptoms currently present, after which the more difficult retrospective memory of the 

presence or the absence of the behaviour in childhood was investigated. This order of 

questioning may have positively influenced the recall of childhood behaviour, resulting in 

priming of the report of childhood ADHD symptoms. In older adults, it can be expected 

that the accuracy of information on symptom presence in childhood is limited due to recall 

bias and elapsed time, especially when no external informant is available. This may have 

negatively influenced the recall of childhood ADHD symptoms. However, although results 

on the validity of retrospectively diagnosing childhood ADHD differ, most studies show an 

underestimation of childhood symptoms.20,76,81–83 Thus, an underestimation of childhood 

symptoms due to the retrospective assessment may partly explain the current outcome. 

However, in view of the interview structure of the DIVA 2.0, this seems unlikely. But, we 

can also not rule out that some of the older adults that reported ADHD symptoms in current 

time were primed and also reported more ADHD symptoms to be present in childhood, thus 

increasing the change of a false-positive childhood ADHD diagnosis. 

In the current study, older adults with ADHD are significantly younger than those without 

ADHD. A possible explanation may be that the symptoms diminish with increasing age. 

Another explanation may be that the diagnostic interview used is not sensitive enough to 

detect ADHD in the oldest adults. A third possible explanation might be that persons with 

ADHD have a lower life expectancy compared to people without ADHD. The disorder is 

associated with increased morbidity and with other psychiatric disorders such as substance 

use disorder, depression, and anxiety disorders.26,72 Furthermore, an almost fourfold increase 

in average frequency of being involved in accidents as drivers was reported by young 

adults with ADHD.73 Also in a recent follow-up, study by Dalsgaard et al. found a 1.5-fold 
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higher mortality rate in persons diagnosed with ADHD when compared to persons without 

ADHD, where the most common cause of death was accidents.90 These factors might have 

a negative influence on the life expectancy of people with ADHD and may explain the lower 

prevalence rates among oldest adults. 

As can be seen in Table 2, several ADHD symptoms show changes in both directions 

over time. However, there are also changes over time in the same direction regardless 

of diagnostic status. The inattentive symptoms ‘Often loses things necessary for tasks 

or activities’ and ‘Often forgetful in daily activities’ are reported more at present than in 

childhood by both the older adults with ADHD and those without ADHD. Two hyperactive-

impulsive items are also reported more in present than in childhood. It concerns the items 

‘Often blurts out the answers before questions have been completed’ and ‘Often has 

difficulty awaiting turn’. Although these symptoms are reported more at present than in 

childhood regardless of diagnostic status, a large part of those with ADHD also report these 

symptoms in childhood. The largest part of people without ADHD only start reporting these 

symptoms at present, indicating that these symptoms are related to aging in those without 

the disorder. In order to prevent attributing changes due to aging as ADHD symptoms in 

adults seeking help at an older age, we examined whether aging has a stronger effect on 

older adults with ADHD than on those without ADHD. It was expected that there would be a 

relative reduction in hyperactive-impulsive symptoms compared to inattentive symptoms due 

to mobility limitations and based on results from previous studies in children and younger 

adults. However, contrary to our expectations, the results showed that the change score of 

inattentive/hyperactive-impulsive symptoms in older adults with ADHD remains stable from 

childhood to current time (Cohen’s d 0.05). Furthermore, the current results show that the 

change over time of the change score of inattentive/hyperactive-impulsive symptoms for 

older adults with ADHD is similar to the change over time of the change score of inattentive/

hyperactive-impulsive symptoms in older adults without ADHD and is thus not influenced by 

normal aging. Although this may suggest that no differences exist between the two groups, 

those with ADHD report statistically significantly more ADHD symptoms present during 

their life span (Table 1). It can therefore be concluded that the profile scores remain stable 

throughout life regardless of ADHD status. 

Our results should be considered in light of several limitations. Firstly, studying the 

development of ADHD symptoms over time should preferably be conducted in a prospective 

design in a clinical sample of persons with ADHD. However, at the moment, a clinical sample 

of older adults with ADHD is not available and participants of current prospective studies 

have not reached old age yet. Thus, the second best method to study the development 

of ADHD symptoms is with a retrospective design. Secondly, as already discussed before, 
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it can be expected that the recollection of childhood symptoms in older adults is limited 

due to recall bias, elapsed time and the lack of an external informant. Since we did not 

find the expected and well-established change in the balance of inattentive/hyperactive-

impulsive symptoms, it is highly likely that the childhood symptoms are subject to biased 

recall. However, at the moment, this is the only solution for retrieving information regarding 

childhood ADHD symptoms. Due to recall bias, one could expect an underestimation of 

childhood ADHD symptoms. If this is the case in the absence of a recall bias, a reduction 

in symptoms over the life span could become visible. Finally, since no diagnostic criteria 

for ADHD in older adults exist, we used modified criteria, which required the cut-off score 

of four symptoms or more of either inattention and/or hyperactivity-impulsivity during the 6 

months prior to the interview, which implies the maintenance of partial diagnostic status 

with impairment.59 These criteria might be best for older adults,11 although the validity of 

those criteria has not been studied yet. When applying the DSM-IV-TR criteria for ADHD in 

the current sample, the prevalence rate would be 2.8%, whereas the prevalence with the 

modified criteria was 4.2%.59 

Given the above limitations, results from the current study suggest that both the number 

of ADHD symptoms and the change in the balance of inattentive/hyperactive-impulsive 

symptoms stay stable throughout the life span in persons with ADHD. Future research should 

follow larger cohorts of patients with ADHD prospectively over the life span. Given the time 

needed for such studies, it may take some time before prospective data about symptom 

stability become available. Meanwhile, the current findings suggest that diagnostic criteria 

developed for younger adults may be used among older adults. 


