
1110-1105 © 2015 Egyptian Journal of Psychiatry DOI: 10.4103/1110-1105.158113

66 Original article

SUD may have a common genetic predisposition or a 
common environmental risk factor. Fourth, SUD may 
act as a modifying factor through the course of already 
present psychiatric disorders (Regier et al., 1990, 1993; 
Kessler et al., 1994). Patients with SUD and comorbid 
ADHD have a greater severity of substance abuse, 
conduct problems, and worse treatment outcomes 
(Sullivan, 2001; Moura et al., 2013). However, the 
impact of ADHD on SUD is still underestimated and 
needs further elucidation.

Aim of the work
Th e aim of this study was to analyze the impact 
of childhood and adult ADHD on SUD clinical 
outcome measures between a group of SUD 
inpatients having a history of childhood ADHD and 
another group of SUD inpatients having concurrent 
adult ADHD.

Introduction
Th e link between attention-defi cit hyperactivity 
disorder (ADHD) and substance use disorders (SUDs) 
goes back to the 1970s when Goodwin et al. (1975) 
found a comorbidity of ADHD and alcoholism or 
substance abuse in 35–70% of their patients. Almost 
8  years later, Mannuzza et al. (1993) conducted a 
16-year prospective study on ADHD cohorts and a 
matched control group. Th ey found a four-fold higher 
rate of drug use disorder in ADHD cohorts compared 
with controls (Mannuzza et al., 1993). Diff erent models 
of comorbidity are generally proposed to link diff erent 
psychiatric illnesses to SUD. First, the psychiatric 
disorder may occur in the context of withdrawal from 
SUD or as a result of chronic intoxication. Second, 
the psychiatric disorder may be considered as a risk 
factor for SUD or substances of abuse may be used as a 
self-medication to reduce symptoms of the psychiatric 
disorder. Th ird, both the psychiatric disorder and 
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Participants and methods
Th is study was designed as a cross-sectional study that 
included 102 male inpatients with SUD chosen randomly 
from the Addiction Treatment Center (ATC) at the 
El Maamoura Psychiatric Hospital during the period of 
6 months starting on 1 January 2011 till 30 June 2011. 
Inclusion criteria were age between 18 and 60 years, 
male sex, Diagnostic and Statistical Manual for Mental 
Disorders, 4th ed., text-revised (DSM-IV-TR) diagnosis 
of SUD (??, 2000), and patients’ informed written consent 
given after their detoxifi cation therapy. Exclusion 
criteria included any psychiatric disorder other than 
ADHD, physical and neurological diseases, and patients 
in their detoxifi cation period. All recruited individuals 
were subjected to (a) a semistructured interview 
questionnaire to collect their sociodemographic data, 
history of substance use, medical and psychiatric history, 
and SUD clinical outcome measures (the type and the 
number of abused substances, the age of onset of SUD, 
the number of hospital admissions, the longest duration 
of abstinence, and the presence of legal problems), (b) 
physical and neurological examination, (c) a psychiatric 
interview using the DSM-IV-TR diagnostic criteria, 
(d) the Arabic translated and validated version of the 
Wender Utah Rating Scale (WURS) (Wender, 1995), 
and (e) the Arabic translated and validated version of 
the Adult ADHD Self-Report Scale (ASRS-v1.1) 
Symptom Checklist (Daigre et al., 2009; Van De Glind 
et al., 2013a).

The Wender Utah Rating Scale for the retrospective 
assessment of symptoms of childhood attention-
defi cit hyperactivity disorder (Wender, 1995)
Th e 61 questions are answered by the adult patient 
recalling his or her childhood behavior with fi ve 
possible responses scored from 0 to 4 points. Th e 
minimum score for the 25 questions is 0 and the 
maximum score is 100. A cut off  score of 46 was used, 
86 patients with ADHD 99 of normal persons and 
81% of depressed individuals were correctly classifi ed 
(Wender, 1995). Th e Arabic version was subjected to 
a jury with fi ve professionals to assess its acceptance 
to the Arabic culture. Th e reliability of the scale in its 
Arabic format was tested using Cronbach’s α through 
the following process:

(1) A pilot study in which the Arabic version was 
used on a sample containing 30 patients.

(2) Cronbach’s α was calculated to be 0.847 
(signifi cant if >0.7).

The Adult ADHD Self-Report Scale Symptom Checklist 
(Daigre et al., 2009; Van De Glind et al., 2013a)
Th e Symptom Checklist is an instrument consisting of 
the 18 DSM-IV-TR criteria. Six of the 18 questions were 

found to be the most predictive of symptoms consistent 
with ADHD. Th ese six questions are the basis for the 
ASRS v1.1 screener and are also part A of the Symptom 
Checklist. Part B of the Symptom Checklist contains the 
remaining 12 questions. If four or more marks appear in 
the darkly shaded boxes within part A, then the patient 
has symptoms highly consistent with ADHD in adults 
and further investigation is warranted. Th e frequency 
scores on part B provide additional cues and can serve 
as further probes into the patient’s symptoms. No total 
score or diagnostic likelihood is utilized for the 12 
questions. It has been found that the six questions in 
part A are the most predictive of the disorder and are 
the best for use as a screening instrument (Daigre et al., 
2009; Van De Glind et al., 2013a). Th e Arabic version 
was subjected to a jury with fi ve professionals to assess 
its acceptance to the Arabic culture. Th e reliability of the 
scale in its Arabic format was tested using Cronbach’s α 
through the following process:

(1) A pilot study in which the Arabic version was 
used on a sample containing 30 patients.

(2) Cronbach’s α was calculated to be 0.717 
(signifi cant if >0.7).

Statistical analysis
Data were fed into the computer using the Predictive 
Analytics Software (PASW Statistics 18, Baltim, 
California, Wadsworth Cengage Learning, USA 2013). 
Qualitative data were described using number and 
percent. Th e association between categorical variables 
was tested using the χ2-test. Quantitative data were 
described using median, minimum, and maximum 
as well as the mean and SD. Th e signifi cance of the 
obtained results was judged at the 5% level.

Results
Th e recruited sample consisted of 102 men, and their 
ages ranged from 19 to 53 years, with a mean of 
31.16  ±  5.96 years. Th e results of this study sought 
fi rstly to defi ne the sample into three groups: group I, 
SUD patients with no ADHD; group II, SUD patients 
with adult ADHD; and group III, SUD patients with 
childhood ADHD. Second, groups I and II were 
compared regarding the SUD clinical outcome, and 
a multivariate regression was performed to delineate 
the prognostic factors of adult ADHD and its impact 
on the SUD clinical outcome. Th ird, the prognostic 
impact factors were compared between groups II and 
III in an attempt to diff erentiate between the impact of 
childhood and adult ADHD on SUD.

First, the administration of the Arabic version of 
WURS concluded that 64 (63.7%) patients had a 
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positive history of childhood ADHD, whereas 38 
(37.3%) patients screened negative. As for the Arabic 
version of the ASRS-v1.1 Symptom Checklist, 44 
(43.1%) patients had positive results for adult ADHD 
symptoms, whereas 58 (56.9%) screened negative. 
Patients who screened positive for the Arabic version of 
the ASRS-v1.1 Symptom Checklist were subjected to 
a semistructured interview to diagnose adult ADHD 
according to the DSM-IV-TR diagnostic criteria. 
Only 36 (35.3%) patients were diagnosed as having 
adult ADHD according to DSM-IV-TR. Th erefore, 
groups I, II, and III included 66, 36, and 28 patients, 
respectively (Table 1).

Second, (a) a comparison was made between SUD 
patients without adult ADHD (group I) and SUD 
patients with adult ADHD (group II) regarding the 
type and the number of abused substances, the age of 
onset of SUD, the number of hospital admissions, the 
longest duration of abstinence, and the presence of 
legal problems. Regarding the type of substance abused, 
all patients abused opioids and cannabis, whereas the 
ADHD group abused more cocaine and alcohol, and 
less of other medications and pills compared with the 
non-ADHD group; however, none of these diff erences 
reached statistical signifi cance except for cocaine use 
(P = 0.014) (Table 2).

Further comparison of the clinical outcome revealed 
statistical signifi cance for the SUD patients with 
adult ADHD who had an earlier age of onset of 
SUD (P  =  0.001), a shorter duration of abstinence 
(P = 0.045), more hospital admissions (P = 0.049), and 
more legal problems (P = 0.02). However, there was 
no statistical diff erence between both groups regarding 
the number of abused substances (P = 0.6) (Table 3).

(b) A multivariate regression model was performed to 
assess signifi cant variables of substance abuse in relation 
to the presence or the absence of adult ADHD. Th e 
most signifi cant variables were substance abuse onset 
with an odds ratio of 0.861, the number of hospital 

admissions with an odds ratio of 1.125, and sniffi  ng as 
a preferred route of administration of heroin with an 
odds ratio of 2.614 (Table 4).

Table 2 Comparison between the non-ADHD group (group I) and 
the ADHD group (group II) according to the substance of abuse

Type of 
substance

Group I non-ADHD 
(n = 66) [n (%)]

Group II ADHD 
(n = 36) [n (%)]

Alcohol

No 30 (45.5) 12 (33.3)

Yes 36 (54.5) 24 (66.7)

χ2 (P) 1.413 (0.235)

Cannabis

No 0 (0.0) 0 (0.0)

Yes 66 (100.0) 36 (100.0)

Benzodiazepines

No 38 (57.6) 14 (38.9)

Yes 28 (42.4) 22 (61.1)

χ2 (P) 3.255 (0.071)

Opioids

No 0 (0.0) 0 (0.0)

Yes 66 (100.0) 36 (100.0)

Cocaine

No 66 (100.0) 32 (88.9)

Yes 0 (0.0) 4 (11.1)

FEp 0.014*

Other substances of abuse

No 32 (48.5) 24 (66.7)

Yes 34 (51.5) 12 (33.3)

χ2 (P) 3.110 (0.078)

 ADHD, attention-defi cit hyperactivity disorder; FEp, P value for the 
Fisher exact test, *Statistically signifi cant at P ≤ 0.05.

 Table 3 Comparison between SUD patients with no ADHD 
and SUD patients with adult ADHD regarding the clinical 
outcome measures

Clinical 
outcome 
measures

Group I (SUD 
patients with 
no ADHD)

Group II (SUD 
patients with 
adult ADHD)

P value

Substance abuse onset

Range 10–31 8–18 0.001*

Mean ± SD 15.6 ± 3.9 13.22 ± 2.63

Median 15 13

Number of abused substances

Range 3–6 4–7 0.6

Mean 4.5 ± 0.1 4.7 ± 0.9

Median 5 4

Number of hospital admissions

Range  1–20 1–30 0.049*

Mean ± SD 3.4 ± 4 6.83 ± 8.05

Median 2 3

Longest period of abstinence

Range   14–1200 14–700 MWP = 0.045*

Mean ± SD 209.8 ± 282 124.5 ± 171.9

Median 105 37.5

Legal problems [n (%)]

Absent 54 (81.8) 22 (61.1) χ2 (P) = 5.3 (0.02)*

Present 12 (18.2) 14 (38.9)

ADHD, attention-defi cit hyperactivity disorder; P, P value for 
the Student t-test; SUD, substance use disorder; *Statistically 
signifi cant at P ≤ 0.05. 

Table 1 Distribution of the total studied sample (n = 102) 
according to the presence of adult ADHD

ADHD diagnosis n (%)

Presence of childhood ADHD according to WURS

No 38 (37.3)

Yes 64 (63.7)

Screening for adult ADHD according to ASRS-v1.1

No 58 (56.9)

Yes 44 (43.1)

Presence of adult ADHD (DSM-IV-TR)

No 66 (64.7)

Yes 36 (35.3)

ADHD, attention-defi cit hyperactivity disorder; ASRS-v1.1, Adult 
ADHD Self-Report Scale; WURS, Wender Utah Rating Scale.
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Th ird, on comparing the prognostic clinical outcome 
measures concluded from the regression analysis, SUD 
patients with a history of childhood ADHD had a 
later age of onset of SUD (P = 0.04), a longer duration 
of abstinence (P = 0.03), and less exposure to legal 
problems (P = 0.03), compared with SUD patients 
with adult ADHD. However, there was no statistical 
diff erence between both groups regarding the number 
of hospital admissions (P = 0.4) (Table 5).

Discussion
Complicating the clinical picture of ADHD is the 
fact that as many as 50% of the individuals with the 
disorder will meet the criteria for at least one comorbid 
psychiatric condition (Kessler et al., 2006; Wilens, 
2006). Research has demonstrated that substance 
abuse in adulthood has associations with ADHD 
and that failure to treat the disorder may result in a 
higher likelihood of substance use-associated problems 
(Barkley et al., 2006; Wilens and Upadhyaya, 2007; 
Tamm et al., 2013). Th e fact that ADHD is likely to 
occur with SUD adds to the clinical complexity of both 
diagnosing and treating the disorder and amplifi es the 
potential for adverse life outcomes. Th e present study 
investigated the impact of co-occurrence of childhood 
and adult ADHD on SUD in a sample of Egyptian 
inpatients with SUD regarding clinical outcome 
measures. Among our sample, 64 (63.7%) patients 
had a history of childhood ADHD and only 36 
(35.3%) patients continued to have the manifestation 
of ADHD as adults according to the DSM-IV-TR 
criteria, that is, the persistence of childhood ADHD 
symptoms into adulthood occurred in 56.3% of the 
children. Th e study results were congruent with the 
literature, which stated that the persistence of ADHD 
symptoms into adulthood occurred in 37.5–60% of the 
aff ected children, and half of these children will have 
a comorbid SUD (Barkley et al., 2006; Kessler et al., 
2006; Wilens, 2006; Wilens and Upadhyaya, 2007).

Similarly, Clure et al. (1999) examined the prevalence 
and subtypes of ADHD in a group of SUD 
individuals and found a similar rate of persistence of 
ADHD into adulthood. Th eir sample was composed 
of 136 inpatients with an SUD diagnosis (cocaine 

vs. alcohol vs. cocaine/alcohol) who were subjected 
to a structured interview for ADHD. Of the SUD 
individuals, 32% met the criteria for childhood 
ADHD, and 35% of those with a childhood diagnosis 
of ADHD continued to have clinically signifi cant 
symptoms into adulthood with an overall prevalence 
of 15% for adult ADHD (Clure et al., 1999). Further, 
comparable rates for ADHD persistence were found 
by Carpentier et al. (2011), when they examined the 
prevalence of childhood ADHD, adult ADHD, and 
conduct disorders in a sample of 193 patients in long-
term methadone maintenance treatment. Childhood 
ADHD was diagnosed in 68 (35.2%) patients; 48 
(24.9%) of them had persisting ADHD; conduct 
disorder history was present in 116 (60.1%) patients 
(Carpentier et al., 2011). Despite the comparable rates 
of persisting ADHD, the above studies reported lower 
prevalence rates for childhood and adult ADHD among 
SUD patients than ours. In general, the estimation of 
prevalence rates is a complicated process and varies 
among studies. Th e diff erent rates may be attributed to 
the lack of conformity in the methodology. Th e diff erent 
scales utilized, whether inpatients or outpatients were 
included in the study, diff erent stages of abstinence 

Table 4 Multivariate regression analysis for substance abuse at onset, the number of hospital admissions, the longest period 
of abstinence, legal problems, and sniff

Clinical outcome measures B Signifi cance OR 95.0% CI (lower–upper)

Substance abuse onset −0.150 0.047 0.861* 0.742–0.998

Number of hospital admissions 0.118 0.029 1.125* 1.012–1.251

Longest period of abstinence −0.002 0.151 0.998 0.995–1.001

Legal problems 0.316 0.599 1.372 0.422–4.455

CI, confi dence interval; OR, odds ratio; *Statistically signifi cant.

 Table 5 Comparison between childhood ADHD patients and 
adult ADHD patients regarding the impact of prognostic 
factors

Impact factors Group III (SUD 
patients with 

childhood ADHD)

Group II (SUD 
patients with 
adult ADHD)

P value

Substance abuse onset

Range 11–23 8–18 0.04*

Mean ± SD 14.9 ± 2.9 13.2 ± 2.6

Median 15 13

Number of hospital admissions

Range 1–20 1–30 0.4

Mean ± SD 4.2 ± 4.9 6.8 ± 8.1

Median 3 3

Longest period of abstinence

Range 14–1200 14–700 0.03*

Mean ± SD 271.5 ± 363.9 124.5 ± 171.9

Median 120 37.5

Legal problems [n (%)]

Absent 24 (85.7) 22 (61.1) 0.03*

Present 4 (14.3) 14 (38.9)

ADHD, attention-defi cit hyperactivity disorder; P, P value for 
the Student t-test; SUD, substance use disorder; *Statistically 
signifi cant at P ≤ 0.05.
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or abuse or dependence and variable management of 
both disorders, diff erent sample sizes, diff erent types 
of abused substances and its availability, and societal 
and cultural practices for substance use might have 
attributed for such diff erences (Van De Glind et al., 
2013b, 2014).

Th e present work found worse clinical outcome 
measures for SUD among SUD inpatients with adult 
ADHD than those without ADHD. A multivariate 
regression analysis pointed out four predictor factors 
for such a poor prognosis of SUD, mainly an early age 
of onset of SUD, more frequent hospital admissions, 
a shorter period of abstinence, and the presence of 
legal problems. Furthermore, three of these factors 
(an early age of onset of SUD, a shorter duration 
of abstinence, and the presence of legal problems) 
were signifi cantly worse in adult ADHD than in 
childhood ADHD among our studied sample. Th e 
above-mentioned fi ndings matched a study that 
concluded that adolescents and adults with ADHD 
had substance use problems that are typically more 
substantial than those without ADHD. Individuals 
with both diagnoses have been reported to have an 
earlier onset, a longer course, and a greater severity, 
with more relapses and greater diffi  culty remaining 
abstinent (Wilens, 2004). Wilens and Upadhyaya 
(2007) studied the profi le of adults with ADHD 
regarding substance use, personality, service use, and 
employment. Th e sample consisted of 216 consecutive 
referrals to an adult ADHD service and classifi ed 
with ADHD, partially or fully remitted ADHD, or 
no ADHD. Normal controls (n = 33) were recruited 
from a general practitioner’s center. Participants 
completed measures of alcohol and illicit substance 
use, employment, service use, ADHD symptoms, and 
personality. Th e authors concluded that there were 
high rates of substance use in participants with current 
ADHD diagnoses, increased rates of personality trait 
or disorder scores, and unemployment. Th ere was 
some indication that those with ADHD and SUD 
presented more impairment and placed a higher 
demand on services (Wilens and Upadhyaya, 2007). 
Recently, Moura et al. (2013) conducted a study to 
evaluate psychiatric comorbidities and diff erent areas 
of life functioning in substance abusers with ADHD 
symptoms. It was a cross-sectional, multicenter study 
involving 285 adult substance abusers from outpatient 
and inpatient clinics. Th e ASRS-v1.1, the sixth 
version of the Addiction Severity Index, and the Mini 
International Neuropsychiatry Interview were used 
for data collection. Individuals with comorbid ADHD 
and SUDs showed increased addiction severity when 
compared with individuals without ADHD (53.3 ± 7.3 
vs. 48.4 ± 8.4, respectively). Th ese results suggested 
that comorbid ADHD and SUDs are associated with 

a more severe course of substance use and with social 
and psychiatric impairment (Moura et al., 2013).

Th e present study found that cocaine was used 
signifi cantly more by SUD patients with ADHD 
than those with no ADHD, and this result matched 
other studies (Wilens et al., 2005; Ohlmeier et al., 
2008; Kaufmann et al., 2011). Ohlmeier et al. (2008) 
found that patients with ADHD consumed a higher 
quantity of cocaine (75.8 and 71.4% consecutively; 
P = 0.775). Also, they mentioned a prevalence of 35% 
in ADHD in combination with addictive illnesses and 
that cocaine consumption is much more prominent 
and commences earlier in this patient group than 
in cocaine addicts without ADHD (Ohlmeier et al., 
2008). Also, Kaufmann et al. (2011) found that cocaine 
was more commonly used among ADHD patients 
in comparison with the non-ADHD group (39 and 
14% consecutively) (Kaufmann et al., 2011). It was 
concluded that cocaine was the preferred substance of 
use among ADHD patients and this fact was attributed 
to its stimulant properties as supported by the theory 
of self-medication (Wilens et al., 2005; Ohlmeier et al., 
2008; Kaufmann et al., 2011; Daigre et al., 2013).

In the current study, patients with ADHD had an earlier 
mean onset of substance abuse problems in comparison 
with the non-ADHD group (13.22 and 15.58 years 
consecutively) and the diff erence was statistically 
signifi cant (P = 0.001). Similarly, Kim et al. (2006) 
reported that the mean age of onset of pathological 
drinking was signifi cantly earlier in alcoholics with 
ADHD compared with alcoholics without ADHD 
(26.6 and 30.1 years consecutively, P  <  0.05) (Kim 
et al., 2006). Again, Ohlmeier et al. (2007) found that 
alcohol addiction started at an earlier age in patients 
with comorbid ADHD (exceeding the critical level 
of alcohol consumption at 27.2 ± 9.52 years with 
existing ADHD as against 30.6 ± 10.6 years); however, 
this result was not signifi cant (Ohlmeier et al., 2007). 
Further, ADHD was also a signifi cant predictor of 
early initiation of cigarette smoking (before age 15); 
conduct and mood disorders coupled with ADHD 
put youth at a particularly high risk for early-onset 
smoking. Data also suggest that smoking kindles youth 
with ADHD for an even higher risk of SUDs. Th is is 
not surprising, given that smoking leads to peer group 
pressure and availability of illicit substances and that, 
biologically, nicotine exposure may make the brain 
more susceptible to later behavioral problems and 
SUDs. Furthermore, nicotinic-modulating agents are 
being evaluated for the treatment of ADHD (Wilens 
and Morrisson, 2011).

In the current study, patients with ADHD had 
almost double the mean number for previous hospital 
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admissions in comparison with the non-ADHD group 
(6.83 and 3.39 times consecutively) and the diff erence 
was statistical signifi cant (P = 0.049). Similarly, 
Schubiner et al. (2000) reported that women with 
ADHD (in comparison with women without ADHD) 
had a higher number of treatments for alcohol abuse 
(Schubiner et al., 2000). Th e high frequency of hospital 
admission among ADHD patients was related to the 
fact that adolescents and young adults with ADHD 
seeking treatment for SUD are also at a greater risk 
of treatment failure, as their disruptive behaviors 
interfere with their ability to be maintained in a 
treatment facility (Stratton, 1998; Schubiner et al., 
2000). Th e former fi nding was in accordance with 
the fi nding of the present work regarding periods of 
abstinence. In our sample, patients with ADHD had 
shorter mean periods of abstinence in comparison 
with the non-ADHD group (124.53 and 209.82 days 
consecutively) and the diff erence was statistically 
signifi cant (P = 0.045). Further, Seitz et al. (2011) 
reported that patients with adult ADHD were younger, 
showed higher craving, and had more withdrawal and 
psychiatric symptoms than patients without ADHD, 
leading to shorter periods of abstinence (Seitz et al., 
2011). Furthermore, Cobos et al. (2011) found that 
patients with probable adult ADHD showed a higher 
cocaine craving for the previous day, less frequent 
cocaine abstinence throughout the previous week, and 
a higher use of cocaine and tobacco during the previous 
month (Cobos et al., 2011).

Finally, the present work found a signifi cantly higher 
likelihood for legal problems among SUD patients 
with ADHD than those with no ADHD. Studies have 
concluded that ADHD patients are at a heightened 
risk of antisocial behavior during adolescence/early 
adulthood and this may explain the frequent legal 
problems in SUD patients with ADHD (Wilens 
and Upadhyaya, 2007; Moura et al., 2013; De Sanctis 
et al., 2014). One study aimed at characterizing the 
antisocial outcomes of a sample of urban, lower 
socioeconomic status, ethnically diverse ADHD youth 
and investigated the impact of maltreatment history on 
criminal and SUD outcomes. Ninety-eight participants 
diagnosed with ADHD in childhood were reassessed 
10 years later and compared with controls. Regression 
analyses investigated the eff ect of maltreatment on 
antisocial outcomes among four groups on the basis of 
ADHD and the maltreatment status. ADHD patients 
and controls did not diff er in rates of arrest, conviction, 
incarceration, or recidivism. However, ADHD youth 
were younger at their fi rst arrest, with higher rates of 
SUDs when compared with controls. Controls and 
ADHD patients with maltreatment had signifi cantly 
higher rates of SUDs compared with the no-ADHD/
no-maltreatment group. Only ADHD youth with 

maltreatment had signifi cantly higher rates of arrest 
than the reference group (De Sanctis et al., 2014).

In an attempt to explain the worse prognosis 
found in the present work, it will help to focus on 
the common neurobiological background of both 
ADHD and SUD, signifying more brain areas with 
dysfunction than one disorder alone, and therefore 
a worse outcome. Th e high heritability of ADHD 
and addiction seen in twin and adoption studies 
suggests that there are common genes between 
the two (Todd and Neuman, 2007; Becker et al., 
2008; Lesch et  al., 2008; Carpentier et al., 2013). 
Functional MRI studies show reduced frontostriatal 
circuit activity in both ADHD and SUD, specifi cally 
in the dorsal anterior cingulate gyrus – a part of the 
brain that monitors behavior, suppresses emotional 
feelings (e.g. cravings), and chooses among 
competing priorities (Goldstein et al., 2009; Van 
Wingen et al., 2013). Current data suggest that these 
genetic, environmental, and drug-induced insults 
combine to create an area of impaired dopamine 
neurotransmission. Th is combination is associated 
with a diminished perception of reward, worsening 
cognition, and impaired behavioral inhibition and a 
greater vulnerability to psychosocial adversity, which 
in turn lead to a poor prognosis of both disorders 
(Todd and Neuman, 2007; Becker et al., 2008; Lesch 
et al., 2008; Goldstein et al., 2009; Carpentier et al., 
2013; Van Wingen et al., 2013; Young, 2014).

Conclusion
Th e present study showed that the comorbidity 
between childhood ADHD and SUD is common 
and that it persisted into adult ADHD in 56.3% of 
the patients. Th e comorbidity indicated four poor 
outcome measures, mainly an early age of onset of 
SUD, more frequent hospital admissions, a shorter 
duration of abstinence, and the presence of legal 
problems. Future Egyptian multicenter studies are 
recommended with a larger number of patients 
including both sexes for further clarifi cation of the 
impact of other outcome measures. Screening for 
childhood adult ADHD with the Arabic version of 
WURS and the ASRS-v1.1 Symptom Checklist, 
respectively, is recommended in evaluating SUD 
patients. Better management plans for SUD should 
include screening for ADHD and addressing it with 
proper treatment.
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