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ABSTRACT 

 

Relationships Between Attention Deficit Hyperactivity Disorder (ADHD) Symptomatology and 

Coping Mechanism Use in Adolescents 

 

Kendra Colgan         Advisory Committee: 

University of Guelph, 2015       Dr. Scott B. Maitland 

           Dr. Tricia van Rhijn 

This thesis examines relationships among ADHD symptomatology, gender, and coping. The 

study investigates whether adolescents at-risk for an ADHD diagnosis, as determined by the 

Conners-Wells’ Adolescent Self Report Scale (Conners & Wells, 1997), report the use of coping 

mechanisms, as determined by the Adolescent-Coping Orientation for Problem Experiences 

Scale (A-COPE; Copeland & Hess, 1995), differently than their peers not at-risk for an ADHD 

diagnosis. Significant differences were noted for gender and ADHD-risk status in the use of 

seven coping mechanisms. The thirteen A-COPE subscales were factor-analyzed resulting in a 

three-factor, theoretically informed model (i.e., problem-focused, emotion-focused, and 

cognitive-focused coping). Latent mean analyses determined that adolescents at-risk for an 

ADHD diagnosis reported using emotion-focused coping more frequently and cognitive-focused 

coping less frequently than adolescents not at-risk for an ADHD diagnosis. The findings have 

implications for evidence-based practices that can be used to increase coping effectiveness for 

adolescents displaying ADHD symptomatology.  
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CHAPTER 1: Research Overview 
 

Introduction  

  Adolescence is a developmental period distinguished by an individual’s transition from 

childhood to young adulthood. In human development literature, individuals between the ages of 

12 and 18 years of age are classified as adolescents. This stage of life is often associated with a 

unique and complex assortment of changes, stressors, and strains (Copeland & Hess, 1995; 

Patterson & McCubbin, 1987; Williams & McGillicuddy-De Lisi, 2000). The bulk of human 

development literature views adolescence as a period of transition that includes negotiating 

familial and social relationships, experiencing changes associated with puberty, striving to form 

an identity, and integrating increased cognitive capacity with on-going life experiences 

(Patterson & McCubbin, 1987; Williams & McGuillicuddy-De Lisi, 2000). Adolescence is also a 

period when individuals begin to become more emotionally and behaviourally autonomous 

(Crockett & Crouter, 1995; Piko, 2001), experimenting with social roles and attempting to 

acquire an appropriate set of values to guide them throughout adulthood. When considering the 

fluidity of social roles in conjunction with the numerous changes faced by individuals in this 

developmental period, it is no surprise that adolescence is characterized by a myriad of physical, 

social, cognitive, and emotional transformations. 

 Supporting this notion, Compas, Wagner, Salvin, and Vanatta (1986) classify adolescence 

as a period of “life transition” and propose that all individuals undergoing this phase of growth 

are in a period of heightened vulnerability and stress. Copeland and Hess (1995) substantiate this 

argument by affirming that adolescence is an accelerated period of human development, 

resulting in various levels of stress. This statement strengthens the contention that stress is a 

common and normative response to rapid change. Thus, research on adolescent coping is an 

essential area for researchers to consider and develop. There is a need to discern and untangle the 

coping mechanisms exhibited during this developmental period characterized by transition and 

change. This will give insight about how adolescents continue to react and cope with the 

stressors that present themselves during this unique developmental period. 

 One specific group of adolescents who are cited as particularly vulnerable during this 

transitional period are adolescents diagnosed with Attention Deficit Hyperactivity Disorder 
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(ADHD) (Robin, 1998; Willoughby, 2003). ADHD symptoms include elevated levels of 

inattentive, hyperactive, and/or impulsive behaviours (American Psychiatric Association, 1994). 

Therefore, adolescents with ADHD are frequently described as facing a unique assortment of 

social, behavioural, cognitive, and emotional challenges (Gaub & Carlson, 1997; Lambert, 

Hartsough, Sassone, & Sandoval, 1987; Willoughby, 2003). In contrast to early ADHD 

literature, it is now documented that ADHD symptomatology is no longer outgrown during the 

child to adolescent transition (Hussey, Marshall, & Gendron, 1973; Laufer, 1962; Mendelson, 

Johnson, & Steward, 1971). Therefore, adolescent ADHD research is relevant and valuable.  

 The challenges associated with ADHD are presumed to influence coping as some of the 

same domains affected by ADHD are also cited as being associated with the coping process. 

Specifically, both ADHD and the coping process are linked to cognitive, behavioural, and social 

domains (Bandura, 1981; Folkman, Lazarus, Gruen, & DeLongis, 1986; Gaub & Carlson, 1997; 

Lambert et al., 1987; Piko, 2001; Willoughby, 2003). This association makes it important for 

researchers to understand how adolescents with ADHD cope. More specifically, it is important to 

understand how this subset of adolescents cope similarly, or differently, from peers without 

ADHD. This should provide insight about whether ADHD symptomatology influences the 

coping process. 

  The purpose of the current study was to analyse and map data on adolescent coping 

behaviour and identify theoretical coping categories to better understand the implications of 

ADHD, gender, and the interaction between ADHD and gender, on coping mechanism use. For 

this study, independent variables included gender and ADHD grouping. Using the Conners-

Wells’ Adolescent Self Report Scale (Conners & Wells, 1995), adolescents were classified as 

either at-risk for an ADHD diagnosis or not at-risk for an ADHD diagnosis, based on self-

reported levels of ADHD symptomatology. It was hoped that the research would assist in serving 

adolescents experiencing a heightened array of stressors associated with ADHD. 

Literature Review 

Coping Mechanisms 

 To deal with a stressful situation an individual may draw upon a variety of conscious and 

subconscious behaviours which, taken as a whole, are categorized as coping mechanisms. 

Coping as an approach to deal with life stressors became enshrined in academic literature during 

the 1960s and 1970s when writers became curious about the concept of stress (Lazarus, 1993). 
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Since then, a variety of definitions for coping mechanisms have been described. Three detailed 

definitions of coping are included to describe the process of coping for the purpose of this study 

 Piko (2001) suggests that the concept of “[c]oping encompasses the cognitive and 

behavioural strategies which individuals use both to manage a stressful situation and the negative 

emotional reactions elicited by that event” (p. 223). The significance of this explanation is two-

fold. First, this definition underscores the idea that for all individuals, including adolescents, 

coping mechanisms are both behavioural and cognitive strategies. Adolescents must have the 

behavioural and cognitive abilities necessary to activate appropriate coping mechanisms. 

Therefore, it is fair to question whether adolescents with disorders that affect their behavioural 

and/or cognitive capacities, such as ADHD (Gaub & Carlson, 1997; Lambert et al., 1987; 

Willoughby, 2003), may exhibit coping mechanisms significantly differently from adolescents 

who do not display ADHD symptomatology. This emphasizes the need to assess adolescent 

coping methods based on ADHD symptomatology, a field of inquiry that is not yet well 

established. Second, Piko’s (2001) definition deepens the idea that coping mechanisms, when 

appropriately adopted, can support the adolescent through events that may be strenuous or 

stressful. This includes the developmental transitions from childhood to adulthood.  

 Folkman, Lazarus, Gruen, and DeLongis (1986) add another layer to the coping lexicon, 

suggesting that a coping mechanism can be interpreted as a “...person’s cognitive and 

behavioural efforts to manage (reduce, minimize, master, or tolerate) the internal and external 

demands of the person-environment interaction that is appraised as taxing or exceeding the 

person’s resources” (p.572). This validates the premise that, in order for an adolescent to 

establish an efficient coping strategy, he/she must have the adequate cognitive and behavioural 

abilities to assess a taxing situation, and to cognitively formulate a behavioural strategy to 

effectively and efficiently combat the stressor. Again, with the understanding that ADHD affects 

both cognitive and behavioural domains, it is important to investigate whether adolescents at-risk 

for an ADHD diagnosis cope similarly, or differently, compared to their peers not at-risk for an 

ADHD diagnosis.  

 The definition by Folkman et al. (1986) is more encompassing as it establishes the 

necessity of recognizing the interaction between an adolescent and his/her environment. Coping 

mechanisms are seen as being influenced by how the adolescent interacts with his/her 

environment, and, in turn, how the environment influences the coping mechanisms used by the 
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adolescent. The environment may include family, peer group, school setting, and extracurricular 

activities. Adolescent coping mechanisms may embrace facets of each of these environmental 

factors.  

 Bandura (1981) offers a third definition of coping. He states that coping involves a 

“...flexible orchestration of cognitive, social, and behavioural skills in dealing with situations that 

contain elements of ambiguity, unpredictability, and stress” (p. 99). Bandura also labels coping 

as both a behavioural effort and a cognitive ability. In addition to these two aspects, Bandura 

includes social skills suggesting that the environment can help to facilitate coping, comparable to 

the individual-environment interaction discussed by Folkman et al. (1986).  

 To consolidate the definitions discussed above, and for the purpose of this study, coping 

mechanisms included three components: cognitive, behavioural, and social. Further, in addition 

to focusing on specific coping mechanisms, at the subscale level, the study investigated the 

theoretical coping factors used by adolescents. Although understood as cognitive, behavioural, 

and social efforts, there is no consensus in the current academic literature about how coping 

strategies should be classified theoretically as the concept of coping have been subcategorized in 

coping literature in a variety of ways (Blount, et al., 2007). However, it is widely cited that  

“[c]oping behaviors do cluster into patterns of coping, each of which appears to have a discrete 

focus” (Patterson & McCubbin, 1987, p. 181). Thus, an aim of this study was to investigate 

whether the subscales that form the coping scale used in this study, the Adolescent-Coping 

Orientation for Problem Experiences scale (A-COPE) (Copeland & Hess, 1995), map onto 

various theoretical classifications of coping discussed in current coping literature.  

  Available literature describes coping mechanisms using two theoretical classifications: 

problem-focused and emotion-focused mechanisms. Problem-focused coping mechanisms are 

explained as direct actions used to increase available resources for managing a demand and/or, 

direct actions used to reduce or eliminate a demand (Patterson & McCubbin, 1987). This 

theoretical coping category includes such subtypes, outlined in the A-COPE scale, as social or 

instrumental supports and cognitive plans that can be used to combat the stressor (Williams & 

McGillicuddy-De Lisi, 2000). It appears that problem-focused coping mechanisms emerge by 

early adolescence and the ability to use these strategies does not seem to change drastically over 

the course of this developmental period (Williams & McGillicuddy-De Lisi, 2000). However, an 

analysis by Seiffe-Krenke (1993) found that, whereas the ability to use problem-focused 
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mechanisms does not change, the prevalence of problem-focused mechanism usage does increase 

during adolescence. In fact, a world-wide analysis of adolescent coping strategies conducted in 

the early 1990’s, surmised that problem-focused coping mechanisms were the most frequently 

reported techniques used by adolescents across seventeen countries (Gibson et al., 1991). This 

implies that coping mechanisms found within the theoretical pattern of problem-focused 

behaviours will likely occur more frequently than other coping mechanism factors identified in 

the current study.  

 Coping mechanisms can also be theoretically classified as emotion-focused. These 

mechanisms reduce stress by managing the tension that results from a demand (Patterson & 

McCubbin, 1987). In the A-COPE scale, this theoretical factor consists of behaviours such as 

ignoring the issue, avoiding the issue, withdrawing from the situation, participating in 

distractions, and externalizing negative feelings about the stressor (Williams & McGillicuddy-De 

Lisi, 2000). Like problem-focused mechanisms, emotion-focused coping mechanisms also 

increase during the transition from childhood to adolescence (Seiffe-Krenke, 1993).  

 Although coping research discusses problem-focused and emotion-focused coping 

mechanisms, researchers continue to grapple with various other categories of coping. Patterson 

and McCubbin (1987) defined appraisal-focused as a third variety of coping mechanisms. 

Appraisal-focused mechanisms redefine a challenge to make it more personally manageable. 

Discussion of this coping mechanism category is not as prevalent in the limited literature on 

adolescent coping. Coping mechanisms have also been considered as being either avoidance-

based or transformational-based mechanisms. Avoidance-based coping mechanisms are 

classified as “...pessimistic cognitive appraisal and evasive actions” (Patterson & McCubbin, 

1987, p.168). These involve such actions as ventilating feelings, seeking diversions, avoiding 

problems, and sleeping or relaxing (Patterson & McCubbin, 1987). By choosing to escape from a 

stressor through substance use or abuse, an adolescent is employing avoidance-based coping 

mechanisms. Much of avoidance-based coping is judged to be undesirable or insufficient 

(Patterson & McCubbin, 1987; Young, 2005) because it is not used to actively deal with the 

stressor at hand, but, instead, is used to shun or escape it. Alternatively, transformational-based 

mechanisms are more optimistic and include deliberate actions used to reduce or alter a given 

stressor (Patterson & McCubbin, 1987). Developing self-reliance, establishing social support, 

seeking spiritual guidance, investing in close friendships, and seeking professional help are 
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regarded as transformational-based coping strategies (Patterson & McCubbin, 1987). In contrast 

to avoidance-based coping, transformational-based coping is seen as desirable and sufficient. 

Finally, factor analysis of the A-COPE scale (Copeland & Hess, 1995), the scale used in this 

study, also yielded a theoretical category called cognitive-focused coping strategies. These 

include the action of seeking support, either professionally or spiritually (Copeland & Hess, 

1995; Mullis & Chapman, 2000). Thus, in comparison to the coping mechanisms discussed by 

Patterson and McCubbin (1987), cognitive-focused coping mechanisms include many of the 

same strategies described as transformational-based as both cognitive-focused and 

transformation-based coping mechanisms involve deliberate actions used to actively deal with 

the stressor.  

 Based on this review of the current literature about coping, it is clear that coping 

mechanism categories are not well distinguished. Therefore, it is reasonable to state that an 

effective response to any given stressor entails a complex interplay of several distinct coping 

mechanism factors (Forsythe & Compas, 1987). For the purpose of this study then, it was 

necessary to map the thirteen subscale factors included in the A-COPE scale onto some, or all, of 

the theoretical categories discussed. In doing so, the theoretical factors were comparable between 

and across gender and ADHD classifications. This allowed for comparisons of coping 

mechanism use at the theoretical level to be made between male and female adolescents and 

between adolescents at-risk for an ADHD diagnosis and adolescents not at-risk for an ADHD 

diagnosis. The interaction between gender and ADHD diagnosis classification was also 

invetigated. The subscale level factors used in this study were composed of the thirteen factors 

included in the A-COPE scale (Copeland & Hess, 1995). The possible theoretical factors 

included the classifications previously discussed: problem-focused, cognitive-focused, emotion-

focused, cognitive-focused, avoidance-based, and transformational-based coping mechanisms.  

Coping in Adolescence 

 Williams and McGuillicuddy-De Lisi (2000) maintain that contemporary exploration of 

stress and coping ignores adolescents by continuing to focus on adult samples. Thomsen and 

Greve (2013) continued this line of reasoning by stating that, although coping in adulthood has 

been well researched, “[t]he investigation of the developmental conditions leading to coping in 

childhood and adolescence has...been neglected in the past few decades” (p.972). This supports 

the notion that research on stress moderations in adolescence is a relatively new area of research 
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(Copeland & Hess, 1995) and demonstrates the scarceness of research pertaining to the causal 

factors that result in the use of specific coping mechanisms by adolescents. Instead, research 

findings about adults have often been generalized to adolescent populations. This is a serious 

omission given the developmental differences between adolescents and adults. The cognitive, 

social, and behavioural differences between adolescents and adults render such generalizations 

and assumptions difficult to accept (Eschenbeck, Kohlmann, & Lohaus, 2007). This is especially 

true because coping mechanisms involve cognitive, social, and behavioural components. 

Therefore, the knowledge that adolescents experience stress resulting from the transition between 

childhood and young adulthood, added to the knowledge that coping research about adulthood 

cannot be generalized to adolescents, suggests the need to examine coping mechanism factors 

and their associated subtypes employed by adolescents. In short, there is a need to investigate 

adolescent samples to better understand stress responses associated with transitions from 

childhood to adulthood.  

 Patterson and McCubbin (1987) explain that the coping process is especially important to 

adolescents because this developmental period results in the adolescent being confronted with 

many stressors, challenges, and strains, often for the first time. Therefore, during adolescence, an 

individual is continually developing a repertoire of coping responses, which can be drawn upon 

during these instances of challenge, stress, and strain. Young people must be accorded the 

opportunity to experiment with a variety of coping strategies and develop strategies that can be 

used throughout adolescence, and throughout life. This is vital since Rice, Herman, and Petersen 

(1993) state that, when an adolescent does not have the necessary coping strategies to rely upon, 

there is an insufficient fit between the changes and challenges, and the supports, skills, and 

resources, that an adolescent has at his/her disposal. This is an issue, because successful coping 

is related to better mental health and illness remission, and, more generally, a better quality of 

life (Ntoumanis, Edmunds, & Duda, 2009). An insufficient fit between challenges and available 

supports, skills, and resources is detrimental to many aspects of growing up. Understanding what 

causes a sufficient versus insufficient “goodness of fit” makes adolescence a worthy 

developmental period for the study of stress and the coping mechanism use (Rice et al., 1993). 

This is because the coping mechanisms that evolve during adolescence most definitely influence 

how the adolescent will coping with new life events that occurring during adulthood (Newcomb, 

Huba, & Bentler, 1986).   
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 Thomsen and Greve (2013) support the call to study adolescent coping by explaining that 

continued research that focuses on various underlying mechanisms contributing to adolescent 

coping behaviour is valuable for two reasons. First, the authors assert that coping reactions are 

directly related to successful development, especially for adolescents, and, therefore, conclude 

that it is important to gain insight into the behavioural, cognitive, emotional, and/or social 

conditions that contribute to the display of specific coping patterns (Thomsen & Greve, 2013). 

Thomsen and Greve further state that various cognitive, social, and behavioural differences 

among adolescents affect the coping mechanisms used. Yet, when discussing influences on 

coping mechanisms, these authors neglect to identify ADHD as a factor that influences coping. 

Accordingly, it is necessary to determine whether the differences in cognitive, behavioural, and 

social skills associated with being either at-risk for an ADHD diagnosis, or not at-risk for an 

ADHD diagnosis, contribute to the use of significantly different coping mechanisms for both 

male and female adolescents.   

 Secondly, Thomsen and Greve (2013) argue that highlighting the developmental origins of 

adolescent coping mechanisms steers research away from a mere description of coping patterns 

and shifts it toward a more “explanation-oriented” stance. The current study makes it possible to 

understand how coping differences may vary between gendered groups of adolescents at-risk for 

an ADHD diagnosis and adolescents not at-risk for an ADHD diagnosis. Therefore, this study 

has the potential to suggest that there is a close association between increased levels of ADHD 

symptomatology and the types of coping mechanisms used to cope with stressors during 

adolescence. 

Adolescent Coping and Gender Differences  

  In addition to focusing on adolescents, it is also important to acknowledge group 

differences in coping styles. Articles concerned with gender-differences in coping mechanisms 

were reviewed. Although there is no consensus about gender-specific coping mechanism usage, a 

number of points are important to discuss. Frydenberg and Lewis (1991) researched coping 

mechanisms used by both males and females in middle adolescence and reported significant 

differences. They discovered that female adolescents are more likely than males to rely on social 

supports, engage in wishful thinking, and use avoidance coping strategies (Frydenberg & Lewis, 

1991). Research by Bird and Harris (1990) supports these findings. Females used a variety of 

strategies that can be classified as both problem-focused and emotion-focused. In contrast males, 
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more often than females, relied on humour and physical distractions, and reported exercising 

self-control by ignoring the problem, using passive diversions, and suppressing reactions. Also, 

male adolescents were found to ventilate feelings more often than females (Frydenberg & Lewis, 

1991), which include behaviours such as complaining, swearing, and taking their anger out on 

peers and family (Copeland & Hess, 1995).  

 Patterson and McCubbin (1987) found that females used social support systems, including 

friends and family, significantly more often than males. In addition, Patterson and McCubbin 

(1987) reported that females were more likely to develop self-reliance as a coping mechanism 

than were males. The only mechanism used more prominently by males in Patterson and 

McCubbin’s study was humour, an emotion-focused coping mechanism. Williams and 

McGillicuddy (2000) also documented coping mechanisms that were more frequently used by 

males. These mechanisms included externalizing behaviours and physically reacting, both of 

which are classified as emotion-focused strategies.  

 Copeland and Hess (1995) compared adolescent males and adolescents females in their use 

of the coping mechanism subscales included in the A-COPE scale, the same scale used in the 

current study. Females reported the use of the catharsis, positive imagery, proactive orientation, 

and self-reliance subscales more frequently than males. Alternatively, males reported the use of 

passive diversions, physical diversions, and avoiding problems more frequently than females 

(Copeland & Hess, 1995). Both male and female adolescents reported frequent use of the being 

humorous and self-reliance subscales included in the A-COPE scale.  

 Although gender-specific differences related to coping mechanism use have been 

documented, it is important to consider whether coping mechanisms are also influenced by other 

characteristics. Williams and McGillicuddy-De Lisi (2000) conclude that few studies examine 

how gender and particular types of stressors interact to affect the coping process. Therefore, in 

addition to examining gender differences related to coping, the study also examined whether 

ADHD symptomatology affects coping mechanism use.  

Adolescent Coping and Attention Deficit Hyperactivity Disorder  

 Although available literature concludes that varied amounts and types of stress are 

common, and even desirable, during adolescence, it demonstrates that certain groups of 

individuals encounter higher levels of stress than others (Robin, 1998; Willoughby, 2003). 

Williams and McGillicuddy-De Lisi (2000) avow that developmental changes in adolescence 
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call into play different stressors than those experienced by children and adults. Copeland and 

Hess (1995) expand upon this notion by stating that, in addition to the normative developmental 

transition stressors, there are also a variety of other risk factors that can influence adolescent 

coping mechanism use. One specific group of adolescents who are described as particularly 

vulnerable during these life transitions are adolescents classified as having ADHD (Robin, 1998; 

Willoughby, 2003). This association between ADHD and stress highlights the importance of 

understanding adolescents ADHD and coping mechanism use, and area of research that is 

currently scarce. In fact, despite an abundance of research on coping in adulthood, even research 

on coping mechanisms use by adults with ADHD has not been investigated (Young, 2005).  

 As previously stated, ADHD is one of the most prevalent psychiatric disorders in children 

and youth. Currently, literature on ADHD suggests that approximately 400 to 500 per 10 000 

children and youth are diagnosed with ADHD in Canadian schools (Hutchinson & Martin, 2012) 

and, of these youth diagnosed, males outnumber diagnosed females at rates of 2-3:1 

(Willoughby, 2003). ADHD presents with “...elevated levels of inattentive and/or hyperactive 

and impulsive behaviours that emerge prior to age seven and that cause functional impairment in 

multiple settings” (American Psychiatric Association, 1994). Historically, ADHD was described 

as a disorder that affected males in middle childhood. Contemporary thinking has re-

conceptualized ADHD as a disorder that affects both sexes (Wilens, Biederman, & Spencer, 

2002; Willoughby 2003). ADHD is now universally regarded as a chronic disorder. It is accepted 

that ADHD symptomatology and impairments persist throughout adolescence and into 

adulthood, for both males and females (Willoughby, 2003). However, because of the unbalanced 

rates of diagnosis, few research papers have offered enough data on females to warrant reliable 

comparisons based on sex. Gaub and Carlson (1997) reinforce this by claiming that, in spite of 

the multitude of studies investigating ADHD, there is a “...neglected status of gender-based 

differences in child psychopathology” (p.1044). Thus, gender-based ADHD research is relevant, 

valuable, and needed. The study investigated whether there are gender-specific coping 

differences between adolescents at-risk for an ADHD diagnosis and those who are not at-risk for 

an ADHD diagnosis, as defined by the Conner’s Wells Adolescent Self Report Scale and the 

Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV).  

 Both male and female adolescents diagnosed with ADHD experience difficulties including 

antisocial behaviours, peer interaction challenges, poor academic performance, low self-esteem, 
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family disturbances, higher rates of emotional problems, and non-psychiatric comorbidity 

(Brown & Borden, 1986; Willoughby, 2003). Consequently, adolescents with ADHD often feel 

disillusioned, demoralized, and disappointed (Murphy, 2005). The wide range of debilitating 

difficulties associated with the disorder, coupled with its high prevalence rates, render ADHD 

“...the most common, emotional, cognitive, and behavioral disorder treated in youth” (Wilens et 

al., 2002, p. 113). Additionally, adolescents with ADHD show lower self-esteem and less self-

efficacy (Bussing, Zima, & Perwien, 2000) when compared to their peers. This means that 

adolescents with ADHD, who are already in an accelerated period of development, characterized 

by increased stress, are also dealing with a myriad of challenges, stressors, and difficulties 

associated with ADHD symptomatology.  

 From a developmental perspective, it is necessary to consider how adolescents with ADHD 

differ from their non-ADHD counterparts. Such comparisons provide insight into how 

adolescents at-risk for an ADHD diagnosis, based on elevated levels of ADHD symptomatology, 

may cope similarly to, or differently from, adolescents not at-risk for an ADHD diagnosis. 

Young (2005) explains that the cognitive deficits related to impulsivity and inattention that 

adolescents with ADHD face may result in limited resources needed to cope with stressful life 

events. Brown and Borden (1986) support Young’s (2005) claim by explaining that youth with 

ADHD are more susceptible to excessive alcohol and drug use, engage in more antisocial 

behaviours, and experience more self-esteem problems, all of which relate to the emotion-

focused coping category. In addition, adolescents with ADHD have been found to lack social 

support systems, a clear detriment to the coping process. Specifically, research on adults with 

ADHD found that these individuals with ADHD might lack reliable social support networks that 

they can draw on for advice and assistance in coping (Young, 2005). People who have close 

interpersonal relationships fare better during stressful times than individuals who are socially 

isolated (Skinner & Edge, 2002). Hence, ADHD symptomatology may translate into problem 

behaviours throughout adolescence. These problem behaviours then may translate to variations 

in coping mechanism use by adolescents at-risk for an ADHD diagnosis compared to adolescents 

not at-risk for an ADHD diagnosis.  

Attention Deficit Hyperactivity Disorder and Gender 

 Current adolescent ADHD literature explores a host of other issues associated with ADHD 

symptomatology. A meta-analysis of gender differences in ADHD stated,“[a] search of 
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psychological and psychiatric journals revealed very few studies reporting empirical data 

relevant to the issue of gender-based differences among children with ADHD” (Gaub & Carlson, 

1997, p.1036). The meta-analysis exposed gender-based behavioural differences across several 

domains (Gaub & Carlson, 1997). In comparison to males, females with ADHD display lower 

rates of internalizing behaviour, less peer aggression, lower rates of inattention and 

hyperactivity, fewer conduct disorders, and lower rates of externalizing behaviours (Gaub & 

Carlson, 1997). Also, males with ADHD outperform females on neurocognitive tasks, are rated 

as more popular with peers, experience more conduct-associated problems, and display fewer 

emotional upsets throughout adolescence (Gaub & Carlson, 1997). It is evident that gender-based 

comparisons punctuate differences between male and female ADHD symptomatology, many of 

which may relate to coping mechanism categories such as problem- and emotion-focused factors.  

 Recently, more attention has been placed about understanding the extent to which female 

and male adolescents with ADHD present differently in social, cognitive, and behavioural 

domains. Notably, “[f]emales who have ADHD are an unrecognized, understudied, and 

insufficiently treated subgroup who need closer examination” (Quinn, 2005, p.585). This makes 

studying gender differences related to ADHD a valuable component of the proposed study. 

Females with ADHD report more anxiety, depression, peer rejection, and familial disruption 

compared to their same sex counterparts (Young, Heptinstall, Sonuga-Barke, Chadwick, & 

Taylor, 2005). For females, ADHD is often a hidden disorder. This causes females with ADHD 

symptomatology to suffer alone and in silence (Quinn, 2005). Quinn (2005) maintains that, as 

expectations increase (such as those placed on students in high school), it becomes progressively 

more challenging for females with ADHD to cope. This often leads to coping problems since 

“[h]yperactivity [is] a risk for the use of a wide variety of ineffective coping strategies” (Young 

et al., p. 245). Conspicuously, girls with ADHD experience less intimacy with friends and 

interact less frequently in social situations. This is an area of concern since, as described earlier, 

reliance on social support is a coping mechanism frequently used by adolescent females to shield 

against stress (Frydenberg & Lewis, 1991). Since adolescent females with ADHD are cited as 

experiencing difficulty in developing familial, peer, and social relationships, it is appropriate to 

question whether female adolescents at-risk for an ADHD diagnosis use coping mechanisms 

related to social support significantly differently than their peers not at-risk for an ADHD 

diagnosis.    
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 Male adolescents with ADHD also differ from their non-ADHD, same-sex counterparts. 

Compared to their peers, male adolescents with ADHD demonstrate significantly higher rates of 

antisocial behaviours, more conduct disorders, more externalizing behaviours, and greater 

reliance on drugs (Gaub & Carlson, 1997; Mannuzza et al., 1991). Males with ADHD are 

appreciably more aggressive and exhibit more impairment than their same-gender counterparts 

(Gaub & Carlson, 1997). Therefore, it is clear that, like female adolescents with ADHD, male 

adolescents with ADHD also display struggles in cognitive, social, and behavioural domains -- 

the same domains that relate to coping ability. In contrast to their non-ADHD peers, male 

adolescents with ADHD demonstrate impairments in both behavioural and social domains, as 

demonstrated by their antisocial behaviours, conduct disorders, aggressive behaviours, and 

reliance on drugs. This demonstrates the importance of questioning whether male adolescents at-

risk for an ADHD diagnosis, because of their social, cognitive, and behavioural challenges, 

display coping strategies significantly different from their peers who are not at-risk for an ADHD 

diagnosis.  

 It is essential to understand how adolescents and, more to the point, how specific sub-

groups of adolescents at-risk for an ADHD diagnosis manage, through the use of coping 

mechanisms, the challenges and stressors that emerge during periods of rapid transition. It is 

clear that ADHD symptomatology further exacerbates the stressors present in the lives of both 

female and male adolescents. Therefore, it is worth questioning whether adolescents at-risk for 

an ADHD diagnosis and, in turn, adolescents who experience a wider range of challenges and 

stressors rely on coping mechanisms that are similar to, or different from, their peers not at-risk 

for an ADHD diagnosis.   

 This is important as Murphy (2005) noted that “...ADHD is a highly treatable condition; if 

it is properly managed, the individual can have significant and sometimes dramatic 

improvements in life functioning” (p. 608). The use of coping mechanisms is particularly 

important for adolescents at-risk for ADHD as these can decrease the added strains associated 

with an ADHD diagnosis. Coping mechanisms can assist the adolescent at-risk for ADHD 

“...cope with the emotional, attitudinal, and behavioural sequelae and the comorbid conditions 

often associated with ADHD” (Murphy, 2005, p. 608). Proper coping is especially important for 

this group of adolescents, as no treatment has been found to be curative. Instead, adolescents can 

experience symptomatic relief, across their life spans, by learning how to deal and cope with the 
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challenges associated with the disorder (Murphy, 2005). This consolidates the need to study the 

interrelationships between adolescent ADHD and coping, a field of inquiry that is practically 

non-existent.  

Gaps in the Literature 

 To reiterate, adolescent coping literature is in its infancy. Most research about coping 

mechanisms is dedicated to adults and generalized to adolescents; however, developmental 

differences should prohibit such stark generalizations. Therefore, elevating coping research by 

shedding light on adolescent samples is a worthy undertaking. This is accomplished in the 

current study.  

 At present, there is a little research linking cognitive, behavioural, social, and/or emotional 

conditions to coping mechanisms used by adolescents (Thomsen & Greve, 2013). Information 

pertaining to individual differences in adolescents, which may result in the use of varied coping 

mechanisms, is also scarce. To further confuse matters, the majority of coping literature views 

adolescents, in general, as a homogenous group. Thereby, current research does not investigate 

coping mechanism use based on adolescent gender and/or adolescent ADHD symptomatology. 

Even fewer studies investigate the interaction between adolescent gender and ADHD 

symptomatology on coping mechanism use. As acknowledged in the literature review, ADHD is 

one of the most prevalent and troublesome disorders in adolescence and is associated with a wide 

range of emotional, cognitive, and behavioural deficiencies. This means that adolescents at-risk 

for ADHD, who are known to experience an increased range of stressors and challenges as a 

consequence of their age, environment, and ability, are lacking skills in the same specific 

domains necessary for sufficient coping mechanism use, specifically emotional, cognitive, and 

behavioural domains. Although there is growing curiosity regarding the manner in which 

individuals with ADHD respond to stress, there is still a marked shortage of studies that address 

stress reactivity in children and youth (Randazzo, Dockray, & Susman, 2008). Therefore, it is 

necessary to broaden adolescent coping research to include an understanding of how subgroups 

of adolescents, in this case adolescents at-risk for an ADHD diagnosis, continue to cope despite 

cognitive, behavioural, and emotional challenges. This will help push adolescent coping research 

in the direction of an “explanation-oriented” stance -- a position that has evolved within the past 

few years of academic research (Thomsen & Greve, 2013).  

 It is worth investigating whether there are differences in coping mechanism use between 
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adolescents at-risk for an ADHD diagnosis and adolescents not at-risk for an ADHD diagnosis. 

Yet, perhaps more interestingly, it is important to understand whether males displaying elevated 

levels of ADHD symptomatology, and females displaying elevated levels of ADHD 

symptomatology, cope significantly differently than their same-sex peers who do not display 

elevated levels of ADHD symptomatology. This will help discern whether ADHD 

symptomatology does in fact influence coping mechanism use. Currently, there is a paucity of 

academic literature that investigates the interaction between gender and ADHD symptomatology 

in terms of coping mechanism use. 

Study Aims and Study Purpose 

 The purpose of the current study was to identify, explore, and assess coping mechanism 

use based on gender and adolescent ADHD symptomatology. Furthermore, the work aimed to 

gain insight into the interaction between adolescent gender and ADHD symptomatology in 

relation to coping mechanism use. The current study included four main aims. The study aims 

and associated research questions were as follows:  

1. Determine whether statistically significant differences exist in the use of the thirteen coping 

mechanism subscales included in the A-COPE scale between adolescents at-risk for an ADHD 

diagnosis and adolescents not at-risk for an ADHD diagnosis, as determined by the Conners-

Wells’ Adolescent Self Report Scale.  

1.1. Do adolescents at-risk for an ADHD diagnosis use the thirteen coping mechanism 

subscales included in the A-COPE scale at the same frequency as adolescents not at-risk 

for an ADHD diagnosis?  

2. Determine whether males at-risk for an ADHD diagnosis, as determined by the Conners-

Wells’ Adolescent Self Report scale, and females at-risk for an ADHD diagnosis, as 

determined by the Conners-Wells’ Adolescent Self Report Scale, use coping mechanisms, at 

the subscale level, that are significantly different. 

2.1. Do males at-risk for an ADHD diagnosis use the thirteen coping mechanism subscales 

included in the A-COPE scale at the same frequency as females who are at-risk for an 

ADHD diagnosis?  

3. Determine whether adolescents at-risk for an ADHD diagnosis use coping mechanisms, at the 

subscale level, that are significantly different from their same-sex peers not at-risk for an 

ADHD diagnosis.  
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3.1. Do males at-risk for an ADHD diagnosis use the thirteen coping mechanism subscales 

included in the A-COPE scale at the same frequency as males not at-risk for an ADHD 

diagnosis? 

3.2. Do females at-risk for an ADHD diagnosis use the thirteen coping mechanism subscales 

included in the A-COPE scale at the same frequency as females not at-risk for an ADHD 

diagnosis? 

4. Determine how the A-COPE data maps onto the theoretical factors discussed, specifically 

problem-focused, emotion-focused, appraisal-focused, avoidance-based, transformational 

based, and/or cognitive-focused theoretical factors (Patterson & McCubbin, 1987; Seiffe-

Krenke, 1993; Williams & McGillicuddy-De Lisi, 2002, Copeland & Hess, 1995; Mullis & 

Chapman, 2000), and determine whether adolescents at-risk for an ADHD diagnosis display 

theoretical coping factors significantly different from adolescents not at-risk for an ADHD 

diagnosis.  

4.1. Does the A-COPE data in the current study map onto any, or all, of the theoretical 

coping factors discussed in the literature review; specifically, problem-focused, emotion-

focused, cognitive-focused, appraisal-focused, avoidance-based, and/or 

transformational-based coping? 

4.2. Do adolescents at-risk for an ADHD diagnosis and adolescents not at-risk for an ADHD 

diagnosis employ the theoretical coping factors at significantly different rates? 

Theoretical Frameworks 

 Three theoretical frameworks influenced the proposed study. Self-determination theory 

(SDT) (Deci & Ryan, 2002), a macro-theory of motivation, is used to analyze stress response and 

coping mechanism use. Self-determination theory “...examines the degree to which human 

behaviours are autonomous or self-determined, as well as the personal and contextual factors that 

determine personal self-determination” (Ntoumanis, Edmunds, Duda, 2009, p. 252). This 

theoretical perspective sees coping through an organismic lens and concludes that individuals are 

active agents who respond to challenges in their environment in ways that help facilitate personal 

growth and development (Ntoumanis et al, 2009). Self-determination theory also views coping 

through a dialectic lens by stating that social factors can either facilitate or undermine an 

individual’s attempt for personal development (Ntoumanis et al., 2009).  

 From this vantage point, adolescents have three fundamental needs -- autonomy, 
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competence, and relatedness. Autonomy reflects the need to engage in one’s own desired 

activities and includes the provision of choice and the meaningful rational of a given choice 

(Ntoumanis, et al., 2009). Related to coping, autonomy reflects the ability of an adolescent to 

cognitively choose and formulate the use of any given mechanism based on a conscious 

understanding of the stressor at hand. Competence “...refers to individuals’ need to interact 

effectively with their environment and to experience a sense of efficacy in producing desired 

outcomes and preventing undesired outcomes” (Ntoumanis, et al., p. 252). Competence 

represents an adolescent’s understanding that coping mechanisms have a causal effect on the 

stressor. In addition, competence refers to the adolescent’s use of a coping mechanism to reach a 

desired outcome, in this case, combatting the stressor. Finally, relatedness represents an 

adolescent’s connection to others in his social milieu (Ntoumanis, et al., 2009). This concept 

helps explain the bidirectional nature of the individual-environment interaction, and highlights 

the social, institutional, and instrumental supports necessary to put into action problem-focused 

coping.  

 Consolidating these three basic needs, it is reasonable to affirm that, when adolescents feel 

autonomous, competent, and related during stressful encounters, it is more likely that a stressor 

will be classified as a challenge that must be resolved. In this case, it is more likely that an 

adolescent will use a problem-focused coping strategy (Ntoumanis, et al., 2009). When these 

fundamental needs are absent, a stressor is more likely to be regarded as a threat or possible loss, 

and under these circumstances adolescents are more likely to use emotion-focused coping 

mechanisms to regulate unpleasant emotions that may arise from a stressor (Ntoumanis, et al., 

2009). As a theory of motivation, SDT illuminates the motivation behind, and resources 

available for, coping mechanism use in adolescents. When comparing an adolescent at-risk for 

an ADHD diagnosis based on elevated levels of ADHD symptomatology to an adolescent not at-

risk for an ADHD diagnosis, SDT provides insight into the personal and contextual factors of 

autonomy, competence, and relatedness, factors that relate to cognitive, behavioural, social, and 

emotional differences between these two classifications of adolescents.  

 A second theory that informed the proposed study is attachment theory. This pertains to the 

bidirectional nature of the adolescent and environment interaction -- two main tenets of the 

coping process. In association to coping, “[a]ttachment theory suggests that the proximal 

predictors of coping are individuals’ experiences of social relationships as supportive and points 



	   18 

out that close relationships can therefore either promote or undermine coping, depending on how 

they are experienced” (Skinner & Edge, 2002, p.298). This theoretical stance relates to a major 

predictor of coping mechanism use, namely, social support. It is well documented that people 

who have positive and established social relationships adapt more easily to stressful and 

challenging times than individuals who are socially isolated (Skinner & Edge, 2002). This 

theoretical perspective is useful in understanding how adolescents at-risk for an ADHD 

diagnosis, in contrast to adolescents not at-risk for an ADHD diagnosis, may struggle with 

socially based coping mechanisms because of their decreased ability to form and sustain social 

relationships.  

 Attachment theory sheds light into how antisocial behaviours and peer interaction 

challenges associated with ADHD may result in decreased use of socially based coping 

mechanisms, such as those classified in the coping literature as problem-focused. Applying this 

theory is especially intriguing when considering adolescent females at-risk for ADHD, who, as 

previously stated, suffer from significantly diminished social interaction abilities when compared 

to their non-ADHD peers (Gaub & Carlson, 1997). Therefore, this theory will be used to provide 

insight into potential statistically significant differences in social support coping mechanism use 

by adolescents at-risk for an ADHD diagnosis, and individuals not at-risk for an ADHD 

diagnosis.   

 Finally, Lazarus and Folkman’s (1984) transactional model of stress is a theoretical 

framework that will also be applied to the process of coping. This model assumes that stress is a 

condition resulting from an incongruity between a situational demand and an individual’s 

resources or ability to cope with the given demand (Quine & Pahl, 1991). In this case, the nature 

of coping mechanism used by the person is determined by the availability of the coping 

resources present in the individual’s environment (Quine & Pahl, 1991). From this orientation, 

“...coping is a process by which people try to manage the perceived discrepancy between the 

demands made on them and their resources in a stressful situation” (Quine & Pahl, 1991, p. 59). 

These resources may be physical, social, psychological, intellectual, or material. In this sense, 

the coping mechanisms are assumed to be organized resources that are consciously employed to 

reduce stress. When evaluating coping from this theoretical perspective, a person cannot be seen 

as a failure. Rather, he/she is seen as someone who is presented with a demand that simply 

exceeds his/her available coping resources (Quine & Pahl, 1991). Resources are diminished for 
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adolescents who lack cognitive, behavioural, and social skills.  

 Within the transactional model of stress and coping, stress radiates from the process of an 

individual cognitively appraising a situation and determining that a given demand threatens 

her/his well-being. The two processes involved are called primary and secondary appraisal. 

Primary appraisal is the judgement of the event as irrelevant, benign-positive, or stressful (Quine 

& Pahl, 1991). Events that are seen as stressful result in secondary appraisals. Secondary 

appraisals occur by an assessment of available coping resources and a decision about which 

resources are most beneficial in the situation (Quine & Pahl, 1991). This, in turn, results in the 

use of a previously discussed coping mechanism. This theoretical perspective supported the 

study by consolidating the understanding that coping is a cognitive response to a person-

environment transaction, rather than a subconscious defence mechanism (Folkman, 1991). This 

perspective also contends that an individual must have the cognitive ability to appraise a 

situation, label the situation stressful, evaluate the appropriateness of available coping resources, 

and behaviourally respond to the stressor. Relying on this theoretical perspective, the study will 

strengthen the possibility that adolescents at-risk for an ADHD diagnosis do not assess stressful 

situations in the same way that adolescents not at-risk for an ADHD diagnosis do. It is also likely 

that adolescents at-risk for an ADHD diagnosis are not able to rely upon the same resources as 

adolescents not at-risk for an ADHD diagnosis.  

Aspects from each of the aforementioned theories assisted in analyzing adolescent 

coping. These theoretical frameworks were used in order to better understand how male and 

female adolescents at-risk for an ADHD diagnosis cope with the trials and tribulations associated 

with growth and development.   

       Relevance of Research 

 After reviewing the academic literature related to adult coping, adolescent coping, gender 

differences in coping mechanisms, and ADHD symptomatology and coping mechanism use, it is 

clear that research is lacking in these areas. There is a need to focus on differences in adolescent 

coping mechanisms use, ADHD symptomatology, and the interaction between gender and 

ADHD symptomatology. Understanding the stress inducing and challenges associated with 

ADHD symptomatology, it is evident that adolescents diagnosed with ADHD experience a wider 

range of challenges than their non-ADHD counterparts.  

 The study is valuable in understanding whether adolescents at-risk for an ADHD diagnosis 
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cope similarly or differently than their peers not at-risk for an ADHD diagnosis. The study 

provided an initial investigation of whether ADHD symptomatology affects coping mechanism 

use. It is anticipated that the study will foster a deeper appreciation of the adaptive, and 

maladaptive, coping strategies used by this sub-group of adolescents. This can “...have 

implications for the ways that parents, teachers, and health practitioners help adolescents cope 

with stress as well as for the adaptive value of particular coping strategies for adolescents 

themselves” (Williams & McGillicuddy-De Lisi, 2000, p. 537). A clearer understanding of the 

differences between adolescents at-risk for ADHD and adolescents not at-risk for ADHD, in 

terms of coping mechanism use, can activate evidence-based support systems for adolescent 

experiencing transitions and challenges. Specifically, an understanding of coping in relation to 

ADHD symptomatology is useful in developing psychological treatment for ADHD (Young, 

2005).  

 From a strengths-based perspective, this knowledge will help determine the coping 

mechanisms that adults such as parents, teachers, and health practitioners, can nurture in 

adolescents either at-risk for an ADHD diagnosis or adolescents with an ADHD diagnosis. The 

study provides insight into how individuals working with adolescents with, or at-risk for an 

ADHD diagnosis, can promote healthy adaptations to stress. In addition, understanding whether 

adolescents at-risk for ADHD differ in coping mechanism use, specifically in terms of 

avoidance-based strategies, may lay the foundation for evidence-based prevention programs 

since avoidance-based strategies are often documented as maladaptive. For example, if 

adolescents at-risk for an ADHD diagnosis are more likely to ignore or forget about a stressor by 

turning to alcohol, drugs, or other dangerous activities, it is especially important to create 

programs or support networks that keep adolescents at-risk for an ADHD diagnosis, or 

adolescents with ADHD, away from these maladaptive coping mechanisms.  

 With the knowledge of how adolescents at-risk for ADHD cope, it becomes possible to 

create non-pharmacological interventions that focus on compensatory, self-management skills 

that deal with the emotional, attitudinal, and behavioural weaknesses often associated with 

ADHD (Murphy, 2005). For adolescents at-risk for an ADHD diagnosis, non-pharmacological 

interventions can help facilitate the use of adaptive coping mechanisms, for example problem-

focused and emotion-focused coping, and can provide possible alternative coping mechanisms 

for the maladaptive coping mechanisms, for example emotion-focused coping, that may be more 
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regularly used by adolescents at-risk for an ADHD diagnosis. Ultimately, study investigated a 

specific area of coping research that is currently not well established. 
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CHAPTER 2: Methodology 
 

Methods and Data Collection 

 The data for the current study was collected as part of a two-phase, longitudinal risk 

behaviour project, funded by the Ontario Problem Gambling Research Centre (OPGRC) and 

titled, Developmental Transitions in Youth and Emerging Adulthood (DTYEA) (Maitland, 

Wiebe, Arnett, Davey, & Derevensky, 2010). The purpose of the study was to collect 

information regarding the gambling and risk-taking behaviours of adolescents to better 

understand developmental transitions and the impact of gambling during emerging adulthood. 

The DTYEA study received ethics approval from the University of Guelph Research Ethics 

Board.  

Defining the Initial Sample 

 The first-wave data of the DTYEA study were collected via paper and pencil surveys from 

971 secondary school students (465 males; 506 females) who attended one of seven secondary 

schools in southern Ontario (Table 1). As shown in Table 2, the data were equally distributed 

across gender, grade (9-12), and age (13-18 years; mean age of 15.79 years). Parent and student 

consent were given for each survey completed. All participants were given a $10 gift card upon 

survey completion. 

Defining the Sample for the Current Study 

 After removing incomplete cases, the final sample for the current study was 955 

adolescents (457 male; 498 female). Since this study aimed to investigate the relationship 

between adolescent coping mechanism use and ADHD symptomatology, it was necessary to 

identify a group of adolescents, from the DTYEA data, who could be classified as at-risk for an 

ADHD diagnosis. This classification was based on elevated levels of ADHD symptomatology. In 

doing so, it became possible to investigate differences in coping mechanism use between a group 

of adolescents classified as at-risk for an ADHD diagnosis and adolescents classified as not at-

risk for an ADHD diagnosis.  
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Table 1: Summary of DTYEA High School Sample 

School Number of 
students (n) (%) 

High school 1 144 (14.8) 
High school 2 56 (5.76) 
High school 3 63 (6.49) 
High school 4 446 (45.93) 
High school 5 114 (11.74) 
High school 6 121 (12.46) 
High school 7 23 (2.37) 
Total 971 (100) 
	  

Table 2: Profile of DTYEA Sample 

Group Total percentage 
of sample (%) Male (%) Female (%) 

Gender 
Male 47.9 -- -- 

Female 52.1 -- -- 
Grade 

9 31.8 33.8 30.1 
10 21.5 20.6 22.3 
11 22.7 20.8 24.5 
12 24.0 24.9 22.9 

Age 
13 0.4 0.6 0.2 
14 20.4 21.4 19.4 
15 24.0 24.4 23.7 
16 22.9 20.7 24.9 
17 22.1 21.0 23.3 
18 9.9 11.9 8.1 

  

 From the Conners-Wells’ Adolescent Self Report Scale, one of the two scales used in this 

investigation, adolescents may be identified as at-risk for an ADHD diagnosis by approaching or 

surpassing ADHD cut-off values. A T-score of 65 or higher represents 1.5 standard deviations, 

or more, above the mean ADHD symptomatology score. This is documented as being a relevant 

elevation in ADHD symptomatology (Conners, 1999). In this study, adolescents with a T-score 

of 65 or higher on the ADHD index subscale were classified as at-risk for an ADHD diagnosis, 

based on elevated ADHD symptomatology. The final sample included 59 adolescents with a T-

score of 65 or higher on the ADHD index subscale of the Conners-Wells’ Adolescent Self 

Report Scale. Thus, 59 adolescents in the current sample were classified as at-risk for an ADHD 
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diagnosis. Of the 59 adolescents classified as at-risk for an ADHD diagnosis, 7 adolescents 

(11.9%) were categorized as ADHD predominantly inattentive, 4 (6.8%) adolescents were 

categorized as ADHD predominantly hyperactive-impulsive, and 48 (81.3%) adolescents were 

categorized as ADHD combined subtype. In contrast, 896 adolescents were classified as not at-

risk for an ADHD diagnosis. Therefore, for the purpose of this study, there are two ADHD 

groups: adolescents at-risk for an ADHD diagnosis and adolescents not at-risk for an ADHD 

diagnosis.  

 As shown in Table 3, slightly more females (57.6%) were classified as at-risk for an 

ADHD diagnosis than their male counterparts (42.4%). A two-tailed z-test in SPSS 22.0 revealed 

that this was a non-significant difference (p = 0.082). Adolescents classified as at-risk for an 

ADHD diagnosis were fairly evenly distributed across age groups, with the exception of 16 years 

of age (30.5%), which had the greatest percentage of adolescents classified as at-risk for an 

ADHD diagnosis. 

Survey Measures 

 The study included measures of self-reported ADHD symptomatology and self-reported 

coping mechanism use. Data from two scales were examined: the Conners-Wells’ Adolescent 

Self Report Scale (Conners & Wells, 1997); and, the Adolescent-Coping Orientation for Problem 

Experiences scale (A-COPE; Copeland & Hess, 1995).  

Table 3: Profile of Current Study Sample 

Group 
Total 

percentage of 
sample (%) 

Gender 
Male 47.9 

Female 52.1 
At-Risk Based on Gender 
Male  42.4 

Female 57.6 
At-Risk Based on Age 
14 18.6 
15 16.9 
16 30.5 
17 18.6 
18 15.3 
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ADHD Symptomatology 

Conners-Wells’ Adolescent Self Report Scale (Conners & Wells, 1997): The Conners-Wells’ 

Adolescent Self Report Scale is an eighty-four-item self-report questionnaire designed to assess 

adolescents’ (aged 12-17) perceived ADHD symptomatology and its most common co-morbid 

problems. Adolescents rate their presence of a variety of ADHD-related symptoms on a four-

point, Likert scale including “Not True at All”, “Just a Little True”, “Pretty Much True”, and 

“Very Much True”. For the DTYEA data, the Conners-Wells’ Adolescent Self Report Scale 

internal reliability estimates using Cronbach’s alphas range from α = 0.80 to α = 0.90. The nine 

ADHD-related sub-scales include:  

Family Problems (α = 0.89): high scorers may feel emotionally distant from their family 

members and are more likely to perceive their parents and/or family members as harsh, uncaring, 

and/or overly critical. 

Emotional Problems (α = 0.88): high scorers may experience feelings of low self-esteem, low 

self-confidence, feelings of loneliness, and may have more worries or concerns than their peers. 

Cognitive Problems/Inattention (α = 0.86): high scorers may break rules, have problems with 

authority, engage in antisocial activities, and may seriously misbehave. 

Anger Control Problems (α = 0.90): high scorers may be more easily angered or irritated by 

others. 

Hyperactivity (α = 0.82): high scorers may have difficulty sitting still and/or difficulty focusing, 

may feel restless, and feel more “on the go” than their peers. 

ADHD Index (α = 0.80): an index used to identify those “at-risk” for an ADHD diagnosis. 

DSM-IV Inattentive Symptoms (α = 0.84): higher scorers display more symptoms of 

inattention. 

DSM-IV Hyper-Impulsive Symptoms (α = 0.80): higher scorers display more hyper-impulsive 

symptoms.  

General DSM-IV Symptoms (α = 0.89): indicates DSM-IV symptomatology.   

 As previously stated, the ADHD index subscale was used in the current study. This 

subscale was intended to classify adolescents as either at-risk for an ADHD diagnosis or not at-

risk for an ADHD diagnosis. The Cronbach’s Alpha value, a measurement of the subscale’s 

reliability, for the ADHD index subscale is α = 0.80. This value indicates an acceptable level of 

internal consistency for the ADHD index subscale (Field, 2013).  
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Coping Mechanisms 

Adolescent-Coping Orientation for Problem Experiences Scale (Copeland & Hess, 1995): 

The second scale examined in this study was the Adolescent-Coping Orientation for Problem 

Experiences scale. The thirteen-factor structure of the scale constructed by Copeland and Hess 

(1995) was used in this study. The thirteen-factor structure differs slightly from the twelve-factor 

structure derived by Patterson and McCubbin (1987). The A-COPE scale is a fifty-four-item, 

self-reported, questionnaire crafted to investigate the behaviours adolescents use to manage the 

problems that they or their family members face. Adolescents rate their use of coping strategies 

on a five-point Likert scales including “Never”, “Hardly”, “Sometimes”, “Often”, and “Most of 

the time”. This scale was created with the belief that healthy coping results from balancing 

demands of the self, the family, the community, and the social environment (Basca, 2002). The 

A-COPE was designed for use with adolescents between the ages of 13 and 18.  

 The thirteen subscales constructed by Copeland and Hess (1995) are as follows:  

Proactive Orientation (α = 0.77): five items ask adolescents about their ability to maintain 

friendships, help other solve problems, work hard on school projects, and organize their life. 

Avoiding Problems (α = 0.59): six items ask adolescents whether they smoke, use drugs, drink 

alcohol, swear, stay away from home, or get involved in activities at school. 

Externalizing Feelings (α = 0.72): five items ask adolescents whether they blame others, let off 

steam by complaining to family members, say mean things to others, complain to friends, or get 

angry and/or yell at people. 

Social Activities (α = 0.72): five items ask adolescents about spending time with a 

boy/girlfriend, going shopping, riding around in a car, being close to others, or going to events 

such as the movies. 

Family Interaction (α = 0.75): five items ask adolescents about whether they talk to their 

mother or father about things that bother them, whether they try to reason or compromise with 

parents, whether they talk to a sibling about their feelings, and whether they do things with their 

family. 

Seeking Spiritual Support (α = 0.78): three items ask adolescents about whether they engage in 

prayer, go to church, and talk to a priest/minister/rabbi. 

Physical Diversions (α = 0.65): four items ask adolescents about participation in physical 

activity, a hobby, getting a job/working harder at the one they have, and whether they are trying 
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to improve themselves. 

Passive Diversions (α = 0.47): six items ask adolescents about TV watching, eating, sleeping, 

playing videogames, using drugs prescribed by a doctor, and going along with parent’s 

requests/rules. 

Catharsis (α = 0.47): three items ask adolescents whether they cry, talk to a friend about how 

they feel, and listen to music. 

Being Humorous (α = 0.65): three items ask adolescents whether they try to be funny, tell jokes, 

keep a sense of humour, and apologize to others.  

Seeking Professional Support (α = 0.49): two items ask adolescents whether they seek 

professional counselling (not teacher or school counsellor) or talk to a teacher or counsellor at 

school. 

Positive Imagery (α = 0.64): four items ask adolescents whether they try to think of the good 

things in life, tell themselves that problems are unimportant, daydream about how they would 

like things to be, or try to make the best of tough situations. 

Self-Reliance (α = 0.47): three items ask adolescents whether they try to make their own 

decisions, read, or try to figure out their own problems. 

 For the DTYEA data, the A-COPE internal reliability estimates, using Cronbach’s alphas, 

range from α = 0.47 to α = 0.78. According to Field (2013), Cronbach’s alpha values between 

0.7 and 0.8 demonstrate acceptable internal reliability. Therefore, for the A-COPE data assessed 

in this study, the proactive orientation, externalizing feelings, social activities, family interaction 

and seeking spiritual support subscales demonstrate high levels of internal reliability. Field 

(2013) also states that when dealing with psychological constructs, such as coping, values below 

0.7, and as low as 0.5 in early stages of research, are often expected because of the construct 

diversity within scales. Therefore, within the A-COPE data, the avoiding problems, physical 

diversions, being humorous, and positive imagery subscales also demonstrate acceptable internal 

reliability. The passive diversions, catharsis, seeking professional support, and self-reliance 

subscales all have Cronbach’s alpha values below 0.5. However, all values (0.47 - 0.49) 

approach the 0.5 cut-off value.  

Tests of Normality for A-COPE Data 

 The A-COPE data was tested for normality using the Kolmogorov-Smirnov and Shapiro-

Wilk tests of normality. The null hypothesis for both the Kolmogorov-Smirnov and Shapiro-
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Wilk tests of normality is that the data is not significantly different from a normally distributed 

set of data. As shown in Table 4, the null hypothesis for both tests was rejected for all thirteen of 

the dependent variables, the A-COPE subscales. This means that the distribution of each of the 

thirteen A-COPE subscales is significantly different from a normally distributed set of data. This 

is not surprising as these tests are affected by large sample sizes, such as the sample size in this 

study, in which minor deviations from normality result in significant results (Field, 2013).  

Analyses and Statistical Procedures 

 In this section, the analytic strategies used to investigate each of the study aims and related 

research questions are described. A summary of the study aims, related research questions, and 

resulting analyses are included in Table 5.  

Table 4: A-COPE Data Normality Test Results 

A-COPE Subscale 
Kolmogorov-

Smirnov Shapiro-Wilk 
Statistic Statistic 

Externalizing Feelings 0.070*** 0.986*** 
Social activities 0.056*** 0.986*** 
Family interaction 0.080*** 0.979*** 
Seeking spiritual support 0.263*** 0.745*** 
Physical diversions 0.065*** 0.987*** 
Passive diversions 0.065*** 0.993*** 
Catharsis 0.087*** 0.980*** 
Being humorous 0.105*** 0.968*** 
Seeking professional support 0.289*** 0.725*** 
Positive imagery 0.097*** 0.983*** 
Self-reliance 0.110*** 0.976*** 
Proactive orientation 0.074*** 0.989*** 
Avoiding problems 0.145*** 0.946*** 
*** Indicates significance at the 0.05 level  

  

 Chapter 3 investigates comparisons in coping mechanism use between adolescents at-risk 

for an ADHD diagnosis and adolescents not at-risk for an ADHD diagnosis concerning how 

frequently they reported using the thirteen coping mechanism subscales included in the A-COPE 

scale. The main effect model of a MANOVA completed in SPSS 22.0 was analysed. MANOVAs 

are used to detect group differences on several dependent variables (Field, 2013). A MANOVA 

looks at the interactions between independent variables and uses contrasts to determine which, if 

any, groups differ from each other (Field, 2013). In this study, the dependent variables are the A-
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COPE subscales and the group variables are ADHD grouping (at-risk for an ADHD diagnosis 

and not at-risk for an ADHD diagnosis) and gender. The null hypothesis for the main effect of 

ADHD was that there would not be a statistically significant difference between adolescents at-

risk for an ADHD diagnosis and adolescents not at-risk for an ADHD diagnosis in their 

frequency of use of the thirteen coping mechanism subscales included in the A-COPE scale.  

This analysis answered the following research question:  

1.1 Do adolescents at-risk for an ADHD diagnosis use the thirteen coping mechanism subscales 

included in the A-COPE scale at the same frequency as adolescents not at-risk for an ADHD 

diagnosis?  

 Chapter 4 includes the results of the gender and ADHD group interaction effect of the 

same MANOVA. This interaction model determined whether the interaction between gender and 

ADHD grouping had a statistically significant effect on the frequency of use of the thirteen 

coping mechanism subscales included in the A-COPE scale. The interaction null hypothesis was 

that the interaction between gender and ADHD grouping would not have a statistically 

significant effect on the frequency of use of any one or more of the coping mechanism subscales 

included in the A-COPE scale. This analysis answered the following research questions:  

2.1 Do males at-risk for an ADHD diagnosis use the thirteen coping mechanism   subscales 

included in the A-COPE scale at the same frequency as females who are at-risk for an ADHD 

diagnosis?  

3.1  Do males at-risk for an ADHD diagnosis use the thirteen coping mechanism subscales 

included in the A-COPE scale at the same frequency as males not at-risk for an ADHD 

diagnosis? 

3.2 Do females at-risk for an ADHD diagnosis use the thirteen coping mechanism subscales 

included in the A-COPE scale at the same frequency as females not at-risk for an ADHD 

diagnosis?  

  Chapter 5 investigates the final aim of the current study. Exploratory factor analysis 

(EFA) and the previously discussed literature on theoretical coping categories were evaluated to 

determine if the A-COPE data included in the study mapped onto some, or all, of the theoretical 

coping factors reviewed, specifically problem-focused, cognitive-focused, appraisal-focused, 

avoidance-based, or transformational-based coping (Patterson & McCubbin, 1987; Seiffe-

Krenke, 1993; Copeland & Hess, 1995; Mullis & Chapman, 2000; Williams & McGillicuddy-De 
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Lisi, 2002).  

  Confirmatory factor analysis (CFA) was then conducted using AMOS 22.0 software 

(Amos Development Corporation, 2013). The best-fitting model derived from a combination of 

the literature review and EFA was tested for fit using CFA. The null hypothesis for CFA was that 

the A-COPE data were consistent with the proposed theoretical coping model. Goodness of fit 

indexes, specifically the Goodness of Fit Index (GFI; Jöreskog & Sörbom, 1989), Adjusted 

Goodness of Fit Index (AGFI: Jöreskog & Sörbom, 1989), Comparative Fit Index (CFI: Bentler, 

1990), and Root Mean Square Error Approximation (RMSEA: Steiger, 1990; Steiger & Lind, 

1980) are evaluated in Chapter 5. These statistical procedures were applied to answer the 

following research question:  

4.1 Does the A-COPE data in the current study map onto any, or all, of the theoretical coping 

factors discussed in the literature review; specifically, problem-focused, emotion-focused, 

cognitive-focused, appraisal-focused, avoidance-based, and/or transformational-based 

coping.  

 The best-fitting theoretical coping model for the A-COPE data was then tested for ADHD 

risk group measurement invariance. Model invariance testing involves comparing item scores 

between groups to determine whether the items that create the latent factor scores are equal 

between groups (Sass, 2011). This is done to ensure that the factors are operationalized in similar 

ways between groups (Sass, 2011). In this investigation, measurement invariance testing was 

applied to determine whether the item scores that made up the factors in the best-fitting 

theoretical coping model were equal across ADHD groups -- at-risk for an ADHD diagnosis and 

not at-risk for an ADHD diagnosis. In sequential order, the measurement weights model, which 

constrains regression weights between groups; the structural covariance model, which constrains 

regression weights and factor correlations between groups; and, the measurement residuals 

model, which constrains regression weights, factor correlations, and residuals between groups, 

was compared to an unconstrained multi-group model. First, the significance level of the chi-

square change (∆χ²) between models was evaluated to determine whether the various constraints 

could be accepted across ADHD groups. However, because the ∆χ² between models is sensitive 

to rejecting the null hypothesis when large sample sizes are present (Sass, 2011), as is the case in 

the current study, model fit indexes were evaluated in addition to the ∆χ² between models to 

determine whether the various constraints could be applied to the multi-group model. The null 
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hypothesis for measurement invariance testing was that adding the various constrains would not 

significantly worsen the fit of the model. From the acceptance or rejection of each constraint, it 

was possible to determine the extent to which group measurement invariance exists between 

ADHD groups on the best-fitting, multi-group theoretical coping model. These approaches, 

specifically evaluating the statistical significance of the ∆χ² and evaluating changes in model fit 

indexes, are appropriate methods for testing for measurement invariance (Sass, 2011).   

 After concluding that ADHD group invariance existed, latent mean analyses were 

completed in AMOS 22.0. This was done to compare ADHD groups for differences in the 

resulting factors. This was completed to answer the final research question:  

4.2  Do adolescents at-risk for an ADHD diagnosis and adolescents not at-risk for an ADHD 

diagnosis employ the theoretical coping factors at significantly different rates? 
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Table 5: Summary of Study Aims, Research Questions, and Analyses 
Study Aim Associated Research 

Questions 
Analyses 

1. Determine whether statistically significant 
differences exist in the use of the thirteen 
coping mechanisms subscales included in the 
A-COPE scale between adolescents at-risk for 
an ADHD diagnosis and adolescents not at-
risk for an ADHD diagnosis, as determined 
by the Conners-Wells’ Adolescents Self 
Report Scale. 

1.1 Do adolescents at-risk for an 
ADHD diagnosis use the thirteen 
coping mechanism subscales 
included in the A-COPE scale at the 
same frequency as adolescents not 
at-risk for an ADHD diagnosis?  
 
 

MANOVA: 
ADHD group 
main effect 

2. Determine whether males at-risk for an 
ADHD diagnosis, as determined by the 
Conners-Wells’ Adolescent Self Report scale, 
and females at-risk for an ADHD diagnosis, 
as determined by the Conners-Wells’ 
Adolescent Self Report Scale, use coping 
mechanisms, at the subscale level, that are 
significantly different. 

2.1 Do males at-risk for an ADHD 
diagnosis use the thirteen coping 
mechanism subscales included in 
the A-COPE scale at the same 
frequency as females who are at-
risk for an ADHD diagnosis?  
 

MANOVA: 
Gender X 
ADHD group 
interaction 
effect 

3. Determine whether adolescents at-risk for 
an ADHD diagnosis use coping mechanisms, 
at the subscale level, that are significantly 
different from their same-sex peers. 

3.1 Do males at-risk for an ADHD 
diagnosis use the thirteen coping 
mechanism subscales included in 
the A-COPE scale at the same 
frequency as males not at-risk for 
an ADHD diagnosis? 
  
3.2 Do females at-risk for an 
ADHD diagnosis use the thirteen 
coping mechanism subscales 
included in the A-COPE scale at the 
same frequency as females not at-
risk for an ADHD diagnosis? 
 

MANOVA: 
Gender X 
ADHD group 
interaction 
effect 

4. Determine how the A-COPE data maps 
onto the theoretical factors discussed, 
specifically problem-focused, emotion-
focused, appraisal-focused, avoidance-based, 
transformational-based, and/or cognitive-
focused theoretical coping factors (Patterson 
& McCubbin, 1987; Seiffe-Krenke, 1993; 
Copeland & Hess, 1995; Mullis & Chapman, 
2000; Williams & McGillicuddy-De Lisi, 
2002), and determine whether adolescents at-
risk for an ADHD diagnosis display 
theoretical coping factors significantly 
differently from adolescents not at-risk for an 
ADHD diagnosis.  

4.1 Does the A-COPE data in this 
study map onto any or all of the 
theoretical coping factors discussed 
in the literature review; specifically 
problem-focused emotion-focused, 
appraisal-focused, avoidance-based, 
transformational-based, and/or 
cognitive-focused theoretical 
coping factors?  
 
4.2 Do adolescents at-risk for an 
ADHD diagnosis and adolescents 
not at-risk for an ADHD diagnosis 
employ the theoretical coping factor 
at significantly different rates?  

Maximum 
likelihood 
exploratory 
factor analysis 
(EFA) 
 
Confirmatory 
factor analysis 
(CFA) 
 
Latent means 
analyses  
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CHAPTER 3: Differences in The Frequency Of Use of The A-
COPE Subscales Between Adolescents At-Risk And 
Adolescents Not At-Risk for an ADHD Diagnosis  
  

 This chapter examines the gender by ADHD group MANOVA completed using SPSS 

22.0. The main effect of ADHD group is analysed in the current chapter. Comparisons of the 

frequency of use of the thirteen coping mechanism subscales included in the A-COPE scale 

between adolescents at-risk for an ADHD diagnosis and adolescents not at-risk for an ADHD 

diagnosis are discussed. 

ADHD Main Effect 

   The first aim of the current investigation was to determine whether statistically 

significant differences exist in the frequency of use of the thirteen coping mechanisms included 

in the A-COPE scale between adolescents at-risk for an ADHD diagnosis and adolescents not at-

risk for an ADHD diagnosis, as determined by the Conners-Wells’ Adolescent Self Report Scale. 

Table 6 displays the descriptive statistics for the completed MANOVA.  

  Multivariate tests for the two-group (gender) by two-group (ADHD group) MANOVA 

revealed a significant main effect of ADHD grouping (F (13,939) = 0.895, p <0.001, λ=0.862, 

partial η2=0.138). This rejects the null hypothesis. There was a significant overall effect of 

ADHD grouping on one or more of the A-COPE subscales. Adolescents at-risk for an ADHD 

diagnosis and adolescents not at-risk for an ADHD diagnosis report a statistically significant 

difference in their frequency of use of one or more of the thirteen coping mechanisms included in 

the A-COPE scale. The partial η2 value of the ADHD model (0.138) indicates that 13.8% of the 

variance in coping mechanism use is attributed to ADHD grouping. Between-subject effects 

(Table 7) demonstrates that the MANOVA yielded a statistically significant difference in the 

frequency of coping mechanism use, based on ADHD grouping, on the following seven 

subscales:  

Externalizing feelings: F (1,951) = 35.964, p <0.001, η2 = 0.036. Adolescents at-risk for an 

ADHD diagnosis (m = 14.880) reported using significantly more externalizing feelings than 

adolescents not at-risk for an ADHD diagnosis (m = 11.875). ADHD group accounts for 3.6% of 

the total variance explained in the externalizing feelings subscale of the A-COPE scale.  

Family interaction: F (1, 951) = 15.676, p <0.001, η2 = 0.016. Adolescents at-risk for an ADHD 
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diagnosis (m = 10.013) reported using significantly fewer coping mechanisms included on the 

family interaction subscale than adolescents not at-risk for an ADHD diagnosis (m = 12.326). 

ADHD group accounts for 1.6% of the total variance explained in the family interaction subscale 

of the A-COPE scale.  

Seeking spiritual support: F (1, 951) = 3.857, p = 0.050, η2 = 0.004. Adolescents at-risk for an 

ADHD diagnosis (m = 4.181) reported using significantly fewer coping mechanisms included on 

the seeking spiritual support subscale of the A-COPE scale than adolescents not at-risk for an 

ADHD diagnosis (m = 4.893). ADHD group accounts for 0.4% of the total variance explained in 

the seeking spiritual support subscale of the A-COPE scale.  

Catharsis: F (1,951) = 11.099, p = 0.001, η2 = 0.012. Adolescents at-risk for an ADHD diagnosis 

(m = 10.560) reported using significantly more coping mechanisms found on the catharsis 

subscale of the A-COPE scale than adolescents not at-risk for an ADHD diagnosis (m = 9.632). 

ADHD group accounts for 1.2% of the total variance explained in the catharsis subscale of the 

A-COPE scale.  

Seeking professional support: F (1,951) = 4.205, p = 0.04, η2 = 0.004. Adolescents at-risk for an 

ADHD diagnosis (m = 3.322) reported using significantly more coping mechanisms found on the 

seeking professional support subscale of the A-COPE scale than adolescents not at-risk for an 

ADHD diagnosis (m = 2.925). ADHD group accounts for 0.4% of the total variance explained in 

the seeking professional support subscale of the A-COPE scale.  

Proactive orientation: F (1,951) = 5.364, p = 0.021, η2 = 0.006. Adolescents at-risk for an 

ADHD diagnosis (m = 13.362) reported using significantly fewer coping mechanisms found on 

the proactive orientation subscale of the A-COPE scale than adolescents not at-risk for an ADHD 

diagnosis (m = 14.709). ADHD group accounts for 0.6% of the total variance explained in the 

proactive orientation subscale of the A-COPE scale.  

Avoiding problems: F (1,951) = 51.466, p <0.001, η2 = 0.051. Adolescents at-risk for an ADHD 

diagnosis (m = 16.091) reported using significantly more coping mechanisms found on the 

avoiding problems subscale of the A-COPE scale than adolescents not at-risk for an ADHD 

diagnosis (m = 12.302). ADHD group accounts for 5.1% of the variance explained in the 

avoiding problems subscale of the A-COPE scale.  

  To summarize, adolescents at-risk for an ADHD diagnosis, in contrast to adolescents not 

at-risk for an ADHD diagnosis, reported significantly greater frequency in the use of the coping 
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mechanisms included on the externalizing feelings, catharsis, seeking professional support, and 

avoiding problems subscales of the A-COPE scale. In addition, compared to adolescents not at-

risk for an ADHD diagnosis, adolescents at-risk for an ADHD diagnosis reported a significantly 

fewer frequency in the use of the coping mechanisms included on the family interaction, seeking 

spiritual support, and proactive orientation subscales of the A-COPE scale. Table 8 displays a 

summary of the frequency in coping mechanism use differences between ADHD groups. Figure 

1 displays a double bar-graph representation of the mean values of the statistically significant 

coping mechanism differences between ADHD groups. 

	  
Figure 1: Mean Scores of Statistically Significant Differences in Coping Mechanism Use 

between ADHD Groups 
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Table 6: MANOVA Descriptive Statistics 
A-COPE Subscale (Dependent 

Variable) ADHD Group Gender Mean Number 

Externalizing Feelings 
Not at-risk Male 10.6551 432 

Female 13.0948 464 

At-Risk Male 14.7600 25 
Female 15.000 34 

Social Activities 
Not at-risk Male 12.7407 432 

Female 14.4375 464 

At-Risk Male 13.5600 25 
Female 14.1765 34 

Family Interaction 
Not at-risk Male 11.5162 432 

Female 13.1358 464 

At-Risk Male 9.3200 25 
Female 10.7059 34 

Seeking Spiritual Support 
Not at-risk Male 4.8125 432 

Female 4.9741 464 

At-Risk Male 3.9200 25 
Female 4.4412 34 

Physical Diversions 
Not at-risk Male 11.3449 432 

Female 11.1767 464 

At-Risk Male 9.6800 25 
Female 10.9706 34 

Passive Diversions 
Not at-risk Male 18.3032 432 

Female 17.8858 464 

At-Risk Male 18.6000 25 
Female 17.9706 34 

Catharsis 
Not at-risk Male 8.0856 432 

Female 11.1789 464 

At-Risk Male 9.1200 25 
Female 12.000 34 

Being humorous 
Not at-risk Male 10.6227 432 

Female 10.4763 464 

At-Risk Male 9.6000 25 
Female 10.1176 34 

Seeking Professional Support 
Not at-risk Male 2.8750 432 

Female 2.9741 464 

At-Risk Male 3.3200 25 
Female 3.3235 34 

Positive Imagery 
Not at-risk Male 11.6250 432 

Female 12.7802 464 

At-Risk Male 11.0400 25 
Female 13.6471 34 

Self-Reliance 
Not at-risk Male 9.1412 432 

Female 10.1142 464 

At-Risk Male 8.7200 25 
Female 10.2941 34 

Proactive Orientation 
Not at-risk Male 13.9120 432 

Female 15.5065 464 

At-Risk Male 11.9600 25 
Female 14.7647 34 

Avoiding Problems 
Not at-risk Male 12.3819 432 

Female 12.2220 464 

At-Risk Male 15.8000 25 
Female 16.3824 34 



	   37 

  The strong power values and percentage of variance explained values for the 

externalizing feelings (1.00, 3.6%), family interaction (0.977, 1.6%), catharsis (0.914, 1.2%), and 

avoiding problems (1.00, 5.1%) subscales substantiate a strong main effect of ADHD on these 

four coping mechanism subscales included in the A-COPE scale. The power values and 

percentage of variance explained for the seeking spiritual support (0.501, 0.4%), seeking 

professional support (0.535, 0.4%), and proactive orientation (0.638, 0.6%) subscales indicate 

that although a statistically significant difference between ADHD grouping exists, ADHD 

grouping does not have a strong main effect on these three subscales included in the A-COPE 

scale.  

  In contrast, there was not a statistically significant difference in the reported frequency of 

the use of coping mechanisms included on the social activities (F (1,951) = 0.210, p = 0.647), 

physical diversions (F (1,951) = 3.615, p = 0.058), passive diversions (F (1,951) = 0.133, p = 

0.715), being humorous (F (1,951) = 1.947, p = 0.163), positive imagery (F (1,951) = 0.102, p = 

0.750) and self-reliance (F (1,951) = 0.125, p = 0.723) subscales between adolescents at-risk for 

an ADHD diagnosis and adolescents not at-risk for an ADHD diagnosis. This means that 

adolescents at-risk for an ADHD diagnosis and adolescents not at-risk for an ADHD diagnosis 

do not report a statistically significant difference in their use of these mechanisms.  

Table 7: Tests of Between-Subject Effects for Main Effect of ADHD 
A-COPE Subscale F Sig Partial Eta2 Observed 

Power 
Externalizing feelings 35.964 <0.001*** 0.036 1.000 
Family interaction 15.676 <0.001*** 0.016 0.977 
Seeking spiritual support 3.857 0.050***  0.004 0.501 
Catharsis 11.099 0.001*** 0.012 0.914 
Seeking professional support 4.205 0.041*** 0.004 0.535 
Proactive orientation 5.364 0.021*** 0.006 0.638 
Avoiding problems 51.466 <0.001*** 0.051 1.000 
Social activities 0.210 0.647 <0.001 0.074 
Physical diversions 3.615 0.058 0.004 0.476 
Passive diversions 0.133 0.715 <0.001 0.065 
Being humorous 1.947 0.163 0.002 0.286 
Positive imagery 0.102 0.750 <0.001 0.062 
Self-reliance 0.125 0.723 <0.001 0.064 
*** Indicates significance at the 0.05 level 
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Table 8: Summary of Differences in Coping Mechanism Use between ADHD Groups 
At-risk for an ADHD 

diagnosis significantly higher 
Not at-risk for an ADHD 

diagnosis significantly 
higher 

No statistically 
significant difference 

between ADHD groups 
- Externalizing feelings 
- Catharsis 
- Seeking professional support 
- Avoiding problems 
 

- Family interaction 
- Seeking spiritual support 
- Proactive orientation 

- Social activities 
- Physical diversions 
- Passive diversions 
- Being humorous 
- Positive imagery 
- Self-reliance  
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CHAPTER 4: Gender and ADHD Interaction Effect on Coping 
Mechanism use by Adolescents 
  

  This chapter examines the interaction effect of the gender by ADHD group MANOVA 

completed using SPSS 22.0. First, the chapter explores whether there were statistically 

significant differences reported in the frequency of coping mechanism use by adolescent males 

at-risk for an ADHD diagnosis and adolescent females at-risk for an ADHD diagnosis. Second, 

the chapter examines whether adolescents males at-risk for and ADHD diagnosis and adolescent 

females at-risk for an ADHD diagnosis reported use coping mechanisms at a frequency that was 

significantly different from their same sex peers who are not at-risk for an ADHD diagnosis.  

Comparisons between Adolescent Males At-Risk for an ADHD Diagnosis and Adolescent 

Females At-Risk for an ADHD Diagnosis 

  The second purpose of this study was to determine whether males at-risk for an ADHD 

diagnosis, as determined by the Conners-Wells’ Adolescent Self Report scale, and females at-

risk for an ADHD diagnosis, as determined by the Conners-Wells’ Adolescent Self Report Scale, 

reported frequencies of coping mechanism use, at the subscale level, that are significantly 

different.   

  The interaction null hypothesis for the MANOVA was that the interaction between 

gender and ADHD grouping would not have a statistically significant effect on the frequency of 

use of any one or more of the coping mechanism subscales included in the A-COPE scale. The 

Wilks’ Lambda model for the interaction effect for ADHD by gender yielded statistically 

insignificant results (F (13,939) = 0.980, p < 0.120, λ=0.980, partial η2=0.020). Thus, the null 

hypothesis was accepted. The interaction between gender and ADHD grouping did not have a 

statistically significant effect on the frequency of use of any one or more of the coping 

mechanisms subscales included in the A-COPE scale. There was not a statistically significant 

difference between adolescent males at-risk for and ADHD diagnosis and adolescent females at-

risk for an ADHD diagnosis in their frequency of use of the coping mechanism subscales 

included in the A-COPE scale (proactive orientation, avoiding problems, externalizing feelings, 

social activities, family interaction, seeking spiritual support, physical diversions, passive 

diversions, catharsis, being humorous, seeking professional support, positive imagery, and self-

reliance). In fact, the partial η2 value of the interaction model (0.020) indicated that only 2% of 
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the variance in coping mechanism use is attributed to the interaction between ADHD grouping 

and gender.  

  When comparing adolescent males at-risk for an ADHD diagnosis and adolescent 

females at-risk for an ADHD diagnosis in their frequency of coping mechanism use, it is 

necessary to examine the gender main effect model. This effect model does not account for 

ADHD grouping as it focuses merely on gender differences in the frequency of coping 

mechanism use on each of the subscales included in the A-COPE scale. The Wilks’ Lambda 

model for the main effect of gender was statistically significant (F (13,939) = 0.862, p < 0.001, λ 

= 0.862, partial η2 = 0.138). This translates into a statistically significant difference in the 

frequency of use of one or more of the coping mechanism subscales between adolescent males 

and adolescent females when not accounting for ADHD grouping. Gender accounts for 13.8% of 

the variance in coping mechanism use in adolescence. The following six subscales included in 

the A-COPE scale resulted in a statistically significant difference for the main effect of gender 

(Table 9): externalizing feelings, family interaction, catharsis, positive imagery, self-reliance, 

and proactive orientation. 

Table 9: Statistically Significant Differences for Main Effect of Gender  
A-COPE Subscale DF F Sig Partial Eta2 Observed Power 

Externalizing feelings 915 7.150 0.008*** 0.007 0.762 
Family interaction 915 6.616 0.010*** 0.007 0.729 
Catharsis 915 115.028 <0.001*** 0.108 1.000 
Positive imagery 915 18.151 <0.001*** 0.019 0.989 
Self-reliance 915 13.976 <0.001*** 0.014 0.962 
Proactive orientation 915 14.305 <0.001*** 0.015 0.965 
*** Indicates significance at the 0.05 level 
   

  As demonstrated in Table 9, female adolescents reported using coping mechanisms 

included in the externalizing feelings (female: 14.047, male: 12.708), family interaction (female: 

11.921, male: 10.418), catharsis (female: 11.589, male: 8.603), positive imagery (female: 13.214, 

male: 11.333), self-reliance (female: 10.204, male: 8.931), and proactive orientation (female: 

15.136, male: 12.936) subscales more frequently than male adolescents. As demonstrated by the 

failure to reject the null hypothesis for the gender by ADHD interaction model, these statistically 

significant gender differences in the frequency of coping mechanism use on the externalizing 

feelings, family interaction, catharsis, positive imagery, self-reliance and proactive orientation 

subscales of the A-COPE scale disappear when ADHD group is accounted for.  
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Comparisons between Adolescents At-Risk for an ADHD Diagnosis and Their Same-Sex 

Peers Not At-Risk for an ADHD Diagnosis 

  The ADHD and gender interaction effect model discussed in this chapter also relates to 

the third goal of this study, namely, to determine whether adolescents at-risk for an ADHD 

diagnosis use coping mechanisms, at the subscale level, at a significantly different frequency 

than the frequency of coping mechanisms used by their same-sex peers not at-risk for an ADHD 

diagnosis. As reported in the previous section, the Wilks’ Lambda model for the interaction 

effect of ADHD group by gender yielded statistically insignificant results. There is not a 

statistically significant difference in the frequency of coping mechanism use between male 

adolescents at-risk for an ADHD diagnosis and male adolescents not at-risk for an ADHD 

diagnosis, or between female adolescents at-risk for an ADHD diagnosis and female adolescents 

not at-risk for an ADHD diagnosis.  
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CHAPTER 5: Best-Fitting Theoretical Model for A-COPE 
Data 
 

Exploratory Factor Analysis 

  The final aim of this study was to determine whether the A-COPE data included in the 

study mapped onto any, or all, of the theoretical factors discussed in the literature review, in 

particular the problem-focused, emotion-focused, appraisal-focused, avoidance-based, 

transformational-based, and/or cognitive-focused theoretical factors (Copeland & Hess, 1995; 

Mullis & Chapman, 2000;  Patterson & McCubbin, 1987; Seiffe-Krenke, 1993; Williams & 

McGillicuddy-De Lisi, 2002).  

  A maximum likelihood exploratory factor analysis (EFA) with a promax rotation was 

conducted on the thirteen subscale A-COPE data. A maximum likelihood factor analysis was 

completed because tests of statistical significance were desired (Costello & Osborne, 2005). 

Since all subscales included in the A-COPE scale relate to adolescent coping, it was believed that 

the factors retained would correlate. Thus, an oblique promax rotation EFA was expected to 

render the most accurate factor solution (Costello & Osborne, 2005). The data correlation matrix 

is included in Table 10.  

  The Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy for the A-COPE data in 

the analysis was 0.84. This value is close to 1 and is “good” according to Kaiser (1974). 

Therefore, this KMO value indicated that the patterns of correlations in the A-COPE data were 

relatively compact. This means that factor analysis should have yielded reliable and distinct 

factors for the A-COPE data in the current study. In addition, the Bartlett’s Test of Sphericity for 

the A-COPE data measured the null hypothesis that the original correlation matrix was an 

identity matrix (Field, 2013). This test yielded significant results (χ² (78) = 3380.69, p < 0.001) 

further supporting the contention that factor analysis was appropriate for the A-COPE data in the 

current study.  

  The KMO statistic for each individual A-COPE subscale, as shown in Table 11, was 

above the acceptable limit (0.5) for factor analysis (Field, 2013). This meant that each of the 

thirteen subscales included in the A-COPE scale remained in the best-fitting theoretical model.  
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Table 10: Exploratory Factor Analysis Correlation Matrix 
 EF SA FI SSS PhyD PasD Cat BH SPS PI SR PO AP 

EF 1.000             
SA 0.209 1.000            
FI 0.202 0.374 1.000           
SSS 0.018 0.092 0.264 1.000          
PhyD 0.145 0.494 0.443 0.226 1.000         
PasD 0.187 0.351 0.262 0.090 0.370 1.000        
Cat 0.418 0.358 0.241 0.063 0.207 0.108 1.000       
BH 0.033 0.291 0.317 0.111 0.345 0.311 0.170 1.000      
SPS 0.092 0.253 0.296 0.214 0.254 0.129 0.162 0.116 1.000     
PI 0.290 0.395 0.396 0.179 0.432 0.284 0.387 0.370 0.111 1.000    
SR 0.219 0.185 0.280 0.116 0.356 0.272 0.284 0.292 0.105 0.422 1.000   
PO 0.137 0.493 0.520 0.238 0.595 0.364 0.331 0.473 0.238 0.545 0.474 1.000  
AP 0.246 0.390 -0.039 -0.143 0.187 0.168 0.220 0.075 0.133 0.109 0.034 0.099 1.000 
 

Table 11: Anti-Image Matrix for A-COPE Data 
A-COPE Subscale KMO Statistic 

Proactive orientation 0.866 
Physical diversions 0.895 
Positive imagery 0.904 
Self-reliance 0.862 
Being humorous 0.898 
Passive diversions 0.886 
Social activities 0.836 
Seeking professional support 0.823 
Seeking spiritual support 0.800 
Family interaction 0.870 
Externalizing feelings 0.703 
Catharsis 0.801 
Avoiding problems 0.620 
   
  Based on a combination of the literature review and the EFA output, a three-factor model 

(χ² (42) = 247.184, p < 0.001) was concluded as the best-fitting theoretical coping model. The 

three factors retained through EFA accounted for 52.91% of the total variance explained for the 

thirteen subscales included in the A-COPE scale. Based on the literature review, the three 

theoretical factors were titled problem-focused, emotion-focused, and cognitive-focused coping. 

The problem-focused factor and the emotion-focused factor has a correlation of r = 0.476. The 

problem-focused factor and the cognitive-focused factor has a correlation of r = 0.371. The 

cognitive-focused factor and the emotion-focused factor has a correlation of r = 0.337. Table 12 

displays the extraction communalities for this three-factor model in descending order. The 
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percentage of variance explained by the retained factor in each of the thirteen subscales ranges 

from 11.1% to 70.9%%.  

 

Table 12: Extraction Communalities for A-COPE Data EFA 

A-COPE Subscale 
% of variance 

explained by the 
retained factors 

Proactive orientation  70.9% 
Social activities 56.5% 
Physical diversions 54.2% 
Avoiding problems 53.6% 
Positive imagery 49.4% 
Catharsis 45.5% 
Externalizing feelings 41.6% 
Family interaction 40.7% 
Self-reliance 33.7% 
Being humorous 29.2% 
Passive diversions 23.7% 
Seeking spiritual support 13.6% 
Seeking professional support 11.1% 
   

  The pattern matrix (Table 13) for the three-factor theoretical coping model displays the 

unique contribution of each of the thirteen subscales included in the A-COPE scale onto its 

designated theoretical factor.  A conceptual diagram for the resulting three-factor model is 

displayed in Figure 2.  

Factor 1: Problem-focused coping (α = 0.80): included the following six subscales: proactive 

orientation (PO), physical diversions (PhyD), positive imagery (PI), self-reliance (SR), being 

humorous (BH), and passive diversions (PasD).  

Factor 2: Cognitive-focused coping (α = 0.53): included the following four subscales: family 

interaction (FI), seeking professional support (SPS), seeking spiritual support (SSS), and social 

activities (SA).  

Factor 3: Emotion-focused coping (α = 0.53): included the following three subscales: 

externalizing feelings (EF), catharsis (Cat), and avoiding problems (AP). 
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Figure 2: Three-Factor Theoretical Coping Model Conceptual Diagram	  

Table 13: Pattern Matrix for Three-Factor A-COPE Data EFA 

A-COPE Subscale 
Factor 1: 
Problem-
Focused 
Coping 

Factor 2: 
Cognitive-
Focused 
Coping 

Factor 3: 
Emotion-
Focused 
Coping 

Proactive orientation (PO) 0.854   
Physical diversions (PD) 0.705   
Positive imagery (PI) 0.523   
Self-reliance (SR) 0.469   
Being humorous (BH) 0.570   
Passive diversions (PasD) 0.408   
Social activities (SA)  0.494  
Seeking professional support (SPS)  0.141  
Seeking spiritual support (SSS)  -0.208  
Family interaction (FI)  -0.170  
Externalizing feelings (EF)   0.660 
Catharsis (Cat)   0.608 
Avoiding problems (AP)   0.124 
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Confirmatory Factor Analysis 

  The three-factor theoretical coping model for the A-COPE data was then evaluated for fit 

using confirmatory factor analysis (CFA). The null hypothesis for CFA was that the data were 

consistent with the three-factor model. The three-factor model was achieved in CFA (χ² (62) = 

596.669, p <0.001). The model rejects the null hypothesis. This is not surprising as a limitation 

of the χ² test is its sensitivity in rejecting the null hypothesis when large sample sizes are present 

(Sass, 2011), as is the case in this study. Sharma, Mukherjee, Kumar, and Dillon (2005) support 

the notion that, when large sample sizes are present, the rejection of a model by using the chi-

square test is perceived as problematic. As a result, goodness of fit indexes, specifically GFI, 

AGFI, CFI, and RMSEA, were used to determine the fit of the three-factor theoretical coping 

model for the A-COPE data in the current study. The path diagram for the three-factor model is 

displayed in Figure 3.  

  In addition to the accepted three-factor model, a two-factor model (χ² (64) = 645.257, p < 

0.001) with factors named problem-focused coping (A-COPE subscales: proactive orientation, 

physical diversions, positive imagery, self-reliance, being humorous, passive diversions, seeking 

professional support, seeking spiritual support, family interaction) and emotion-focused coping 

(A-COPE subscales: social activities, externalizing feelings, catharsis, avoiding problems) was 

investigated in CFA. A unidimensional model (χ² (65)=779.566, p<0.001) was also investigated 

in CFA. In comparison to the goodness of fit indexes for the three-factor model, goodness of fit 

indexes for both the two-factor and unidimensional model (Table 14) demonstrated that these 

models fit the A-COPE data more poorly than the three-factor model. This contributed to the 

acceptance of the three-factor model.  

Table 14: Model Fit of Three-Factor Theoretical Coping Model 
Model Fit 
Measure 

Three-Factor 
Model 

Two-Factor 
Model 

Unidimensional 
Model  

GFI 0.91 0.90 0.88 
AGFI 0.87 0.86 0.84 
CFI 0.84 0.83 0.79 
RMSEA 0.095 0.098 0.107 

 

  As shown in Table 15, all factor loadings for the three-factor theoretical coping model 

were statistically significant. This means that each A-COPE subscale loaded onto the appropriate 

factor in the three-factor theoretical coping model. The correlation between the problem-focused 



	   47 

and emotion-focused coping factors is r = 0.50. The correlation between the problem-focused 

and cognitive-focused coping factors is r = 0.92. The correlation between the cognitive-focused 

and emotion-focused coping factors is r = 0.60. Table 15 also shows the percentage of variance 

accounted for by the designated theoretical factor for each of the subscales included in the A-

COPE scale; the squared multiple correlations for all subscales were between 7.8% and 70.6%.  

  The model fit indexes for the three-factor model are displayed in Table 14. Goodness of 

fit indexes quantify the degree of fit of a factor model along a continuum (Hu & Bentler, 1999). 

The GFI value (0.91) for the three-factor model surpasses the omnibus cut-off point of 0.90 and 

greater, demonstrating good model fit (Hooper, Coughlan, & Mullen, 2008). The CFI (0.84) 

value fell below the acceptable threshold level of 0.95 and greater (Hooper, Coughlan, & Mullen, 

2008). Similarly, the AGFI value (0.87) also fell below this 0.95 cut off; however, the AGFI has 

been cited as not recommended for evaluating model fit (Hu & Bentler, 1999). Finally, the 

RMSEA value (0.095), a fit index that is used extensively to assess model fit (Sharma, 

Mukherjee, Kumar, & Dillon, 2005), was between 0.08 and 0.10. According to MacCallum, 

Browne, and Sugawara (1996), this value indicated mediocre model fit. These values conclude 

that the three-factor theoretical coping model adequately fits the A-COPE data. Although it does 

not fit the data extremely strongly, the three-factor model was the best-fitting theoretical coping 

model derived, and therefore, was the accepted theoretical coping model.   

Table 15: Standardized Regression Weights and Squared Multiple Correlations for Three-Factor 
Model 
  Standardized 

Regression Weights 
Squared Multiple 

Correlations 
A-COPE Subscale Factor Estimate % 

Proactive orientation Problem-focused 0.840 70.60% 
Physical diversions Problem-focused 0.711*** 50.50% 
Positive imagery Problem-focused  0.658*** 43.3% 
Self-reliance Problem-focused  0.535*** 28.6% 
Being humorous Problem-focused  0.537*** 28.9% 
Passive diversions Problem-focused  0.474*** 22.4% 
Seeking professional support Cognitive-focused  0.351 12.3% 
Social activities Cognitive-focused  0.652*** 42.5% 
Family interaction Cognitive-focused  0.641*** 41.0% 
Seeking spiritual support Cognitive-focused  0.279*** 7.8% 
Externalizing feelings Emotion-focused  0.560 31.3% 
Catharsis Emotion-focused  0.742*** 55.1% 
Avoiding problems Emotion-focused  0.341*** 11.7% 
*** Indicates significance at the 0.05 level 
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Figure 3: Three-Factor Theoretical Coping Model Path Diagram 
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CHAPTER 6: Measurement Invariance Testing and Latent 
Mean Analysis of Multi-Group Theoretical Coping Model 

 

Model Invariance Based on ADHD Group 

 The three-factor theoretical coping model was tested for invariance between ADHD risk 

groups to determine whether the covariance among the items comprising the factors making up 

the problem-focused, emotion-focused, and cognitive-focused coping factors were equal across 

ADHD groups: at-risk for an ADHD diagnosis and not at-risk for an ADHD diagnosis. To do so, 

constraints on the factor loadings, structural covariances and correlations, and measurement 

residuals were applied consecutively to the multi-group model.  

 First, the three-factor theoretical coping model was applied to the at-risk for an ADHD 

diagnosis A-COPE data and the not at-risk for an ADHD diagnosis A-COPE data separately. The 

output for each of these models is displayed in Figure 4.  

 Next, the unconstrained multi-group model (χ² (124) = 618.097, p < 0.001) demonstrated 

the fit of the multi-group, three factor theoretical coping model without imposing any constraints 

on the factor loadings, structural covariance correlations, and measurement residuals. The p-

value of this unconstrained model demonstrated that the three-factor, theoretical coping model fit 

the at-risk for an ADHD diagnosis group and the not at-risk for an ADHD diagnosis group. This 

demonstrated ADHD group invariance at the configural level. The model fit indexes for the 

unconstrained model are included in Table 16. 

 Since the multigroup model fit both sets of data, measurement weight constraints were 

applied to the multi-group model to test for ADHD group invariance at the measurement weights 

level. The measurement weights model (χ² (134) = 627.464, p < 0.001) resulted in a ∆χ² value of 

9.367. The p-value associated with this difference (p = 0.498) (Table 16) is not statistically 

significant. Therefore, the null hypothesis for equality of the measurement weights model was 

accepted. This means that adding the measurement weight constraints to the unconstrained multi-

group model does not significantly degrade the model fit. The model fit indexes included in 

Table 16 demonstrate that the measurement weights model fits the A-COPE data more strongly 

than the unconstrained model. Specifically, the increase in the AGFI value, decrease in the 

CMIN/DF and RMSEA values, and stability of the GFI and CFI values demonstrated an increase 

in model fit for the multi-group model. Thus, the measurement weights model was accepted.   
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Figure 4: Three-Factor Theoretical Coping Model Based on ADHD Grouping 

 Structural variance and covariance constraints were then applied to the multi-group model 

to test for ADHD group invariance at the structural covariance level. The structural covariance 

model (χ² (140) = 636.059, p < 0.001) compared to the previous, measurement weights model, 

resulted in a ∆χ² value of 8.595. The p-value associated with this difference (p = 0.198), as 

shown in Table 17, is not statistically significant. Accordingly, the null hypothesis for the 

structural covariance model is also accepted. This means that adding structural covariance 

constraints to the multi-group model also did not significantly degrade the model fit. In fact, the 

model fit indexes displayed in Table 16 demonstrate that the measurement weights model fits the 

multi-group A-COPE data more strongly than the measurement weights model. Specifically, the 

decrease in the CMIN/DF and RMSEA values and stability of the GFI, AGFI, and CFI values 

demonstrated an increase in model fit. Therefore, the structural covariance model was accepted.  

 Finally, measurement residual constraints were applied to the multi-group model to test for 
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ADHD group invariance of the measurement residuals. The measurement residuals model (χ² 

(153) = 670.687, p < 0.001) resulted in a ∆χ² value of 34.628 units. The p-value associated with 

this difference (p = 0.001), as shown in Table 17, is statistically significant. This means that 

adding measurement residual constraints to the multi-group model significantly degraded the fit 

of the multi-group model. The model fit indexes included in Table 16 support the conclusion that 

measurement residual constraints degraded the fit of the multi-group model.  

 The multi-group model was found to have invariance measurement weights and factor 

variance and covariance, but not measurement residuals. This suggests that adolescents at-risk 

for an ADHD diagnosis and adolescents not at-risk for an ADHD diagnosis respond to the items 

on the three-factor theoretical coping model for the A-COPE scale in a similar fashion.  

Table 16: Model Fit Indexes for Multi-Group Three-Factor Theoretical Coping Model  

Model 
CMIN

/DF ∆χ² P GFI AGFI CFI RMSEA 
Unconstrained 4.985  <0.001 0.91 0.87 0.84 0.065 
Measurement 
Weights 4.683 9.367 0.498 0.91 0.88 0.84 0.062 

Structural 
Covariance 4.543 8.595 0.198 0.91 0.88 0.84 0.061 

Measurement 
Residuals 4.384 34.628 0.001 0.9 0.88 0.83 0.06 

 

Latent Mean Analyses on Three-Factor Theoretical Coping Model 

 The final aim of the current study was to determine whether adolescents at-risk for an 

ADHD diagnosis and adolescents not at-risk for an ADHD diagnosis reported using the 

theoretical coping factors at the same frequency. If multi-group models are invariant, latent 

factor means can be reasonably compared across groups (Sass, 2011). Since the multi-group 

model was invariant at the structural covariance level, latent mean analysis of the three 

theoretical coping factors was completed between ADHD groups at the structural covariance 

level. This analysis was completed to investigate whether adolescents at-risk for an ADHD 

diagnosis and adolescents not at-risk for an ADHD diagnosis reported the same frequency in the 

use of the problem-focused, cognitive-focused, and emotion-focused theoretical coping factors. 

For the latent means analysis, the difference between two group’s means on each factor is 

estimated by choosing one group to serve as a reference group. The mean of the reference group 

was fixed to zero (Dimitrov, 2006). In doing so, the difference between the factor means is 
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represented by the factor means of the other group (Dimitrov, 2006). In the current study, the not 

at-risk for an ADHD diagnosis group was set to be the reference group. 

 The multi-group structural covariance model for latent means analysis was estimated (χ² 

(150) = 686.203, p < 0.001). This model resulted in latent factor means for the at-risk for an 

ADHD diagnosis group on the problem-focused, emotion-focused, and cognitive-focused 

factors. The means are displayed in Table 18. The output demonstrates that ADHD groups 

reported statistically significant differences in the frequency of their use of the cognitive-focused 

(p = 0.020) and emotion-focused (p < 0.001) theoretical coping factors. Latent factor means 

revealed that adolescents at-risk for an ADHD diagnosis, on average, reported using cognitive-

focused coping mechanisms significantly less frequently than adolescents not at-risk for an 

ADHD diagnosis. In addition, adolescents at-risk for an ADHD diagnosis, on average, reported 

using emotion-focused coping mechanisms significantly more frequently than adolescents not at-

risk for an ADHD diagnosis. Alternatively, adolescents at-risk for an ADHD diagnosis and 

adolescents not at-risk for an ADHD diagnosis reported no significant difference in their 

frequency of the use of problem-focused theoretical coping mechanisms (p = 0.075). Although 

the difference was non-significant, adolescents at-risk for an ADHD diagnosis, on average, 

reported using problem-focused coping mechanisms less frequently than adolescents not at-risk 

for an ADHD diagnosis. Figure 5 displays the latent mean values for the A-COPE data. Latent 

mean values for adolescents not at-risk for an ADHD diagnosis were set to zero. Critical ratio 

values for adolescents at-risk for an ADHD diagnosis are displayed. The confidence bands are 

set at 1.0 and -1.0.  

Table 17: Measurement Invariance Tests for Multi-Group Three-Factor Theoretical Coping 
Model 

Model DF CMIN P 
Assuming Unconstrained Model to be Correct 

Measurement Weights 10 9.366 0.498 
Structural Covariance 16 17.962 0.326 

Measurement Residuals 29 52.589 0.005 
Assuming Measurement Weights Model to be Correct 

Structural Covariance 6 8.596 0.198 
Measurement Residuals 19 43.223 0.001 

Assuming Structural Covariance Model to be Correct 
Measurement Residuals 13 34.627 0.001 
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Table 18: Latent Means Analysis Output for At-Risk for and ADHD Diagnosis Group 
 Estimate S.E. C.R. P 

Problem-focused -0.957 0.538 -1.778 0.075 
Cognitive-focused -0.200 0.086 -2.327 0.020*** 
Emotion-focused 1.711 0.379 4.518 <0.001*** 

*** Indicates significance at the 0.05 level  
 

 

 
Figure 5: Critical Ratio Values for At-Risk for an ADHD Diagnosis Data 
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CHAPTER 7: Discussion and Conclusions 
 

  Research pertaining to adolescent coping, and more specifically, coping by adolescents 

with distinct developmental disorders (Randazzo, Dockray, Susman, 2008; Thomsen & Greve, 

2013) such as ADHD is scarce. The relationship between adult ADHD and coping mechanism 

use is also lightly explored (Young, 2005). With the knowledge that adolescents with ADHD 

face a unique variety of behavioural, cognitive, social, and emotional challenges (Lambert, 

Hartsough, Sassone, & Sandoval, 1987; Willoughby, 2003), this lack of attention represents a 

hole in ADHD and coping literature. To address this problem, this study aimed to broaden 

ADHD and adolescent coping research by shedding light on the relationship between adolescent 

coping and ADHD symptomatology. The study was designed to investigate coping differences 

between adolescents at-risk for an ADHD diagnosis and adolescents not at-risk for an ADHD 

diagnosis, as determined by the Conners-Wells’ Adolescent Self Report Scale.  

  The DTYEA data revealed 59 cases of adolescents at-risk for an ADHD diagnosis based 

on elevated T-scores on the ADHD index subscale of the Conners-Wells’ Adolescents Self 

Report Scale. This accounted for 7% (n = 59) of the total sample (N = 855). In Canada, 

approximately 4-5% of school-aged students are diagnosed with ADHD (Hutchinson & Martin, 

2012). Worldwide, between 5 and 12 per cent of school aged children are diagnosed with ADHD 

(Tannock, 2007). Accordingly, the percentage of the total sample classified as at-risk for an 

ADHD diagnosis in this study (7%) is close to ADHD levels highlighted in Canadian literature 

and is within accepted worldwide rates for ADHD. This alignment strengthened the decision to 

classify adolescents at-risk for an ADHD diagnosis based on ADHD index T-scores over 65. 

Using the group classified as at-risk for an ADHD diagnosis from the DTYEA data, the main 

effect of ADHD and the interaction effects of ADHD and gender were assessed. In addition, the 

theoretical coping factors described in the literature review were investigated to determine 

whether the A-COPE data mapped onto any, or all, of the theoretical coping factors assessed in 

available coping literature, specifically problem-focused, emotion-focused, cognitive-focused, 

appraisal-focused, avoidance-based, and transformational-based coping (Copeland & Hess, 

1995; Mullis & Chapman, 2000; Patterson & McCubbin, 1987; Seiffe-Krenke, 1993; Williams & 

McGillicuddy-De Lisi, 2002). This allowed for comparisons in coping mechanism use between 

adolescents at-risk for an ADHD diagnosis and adolescents not at-risk for an ADHD diagnosis at 
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the theoretical coping level. 

  This chapter reveals important findings related to the four aims of this study, exposes 

study limitations, and includes recommendations for further research. First, statistically 

significant differences in the frequency of use of the coping mechanism subscales included in the 

A-COPE scale between adolescents at-risk for an ADHD diagnosis and adolescents not at-risk 

for an ADHD diagnosis are considered. Next, the interaction effect of gender and ADHD 

grouping on the frequency of coping mechanisms use is examined. Finally, the theoretical coping 

model developed for the A-COPE data is analyzed and statistically significant differences in the 

frequency of use of the theoretical coping mechanisms between ADHD groups are explored.  

Differences in A-COPE Subscale Coping Mechanism Use between ADHD Groups 

  As advanced in the literature review, research on how the behavioural, cognitive, social, 

and emotional deficits associated with ADHD influence stress response and coping mechanism 

use is lacking (Braaten & Rosén, 2000; Thomsen & Greve, 2013). Thus, the current study 

examined the relationship between adolescent ADHD symptomatology and coping mechanism 

use. The first aim of the study was to determine whether statistically significant differences 

existed in the frequency of use of the thirteen coping mechanism subscales included in the A-

COPE scale between the adolescents classified as at-risk for an ADHD diagnosis and the 

adolescents classified as not at-risk for an ADHD diagnosis, as determined by the ADHD index 

of the Conner-Wells’ Adolescent Self Report Scale.  

  The ADHD main effect of the MANOVA yielded statistically significant results. At the 

subscale level of the A-COPE scale, results from the MANOVA indicated that adolescents at-

risk for an ADHD diagnosis and adolescents not at-risk for an ADHD diagnosis reported using 

the externalizing feelings, family interactions, seeking spiritual support, catharsis, seeking 

professional support, proactive orientation, and avoiding problems subscales of the A-COPE 

scale at significantly different frequencies.  

  The MANOVA revealed that adolescents at-risk for an ADHD diagnosis reported using 

the family interaction, seeking spiritual support, and proactive orientation coping mechanisms 

significantly less frequently than adolescents not at-risk for an ADHD diagnosis. These 

outcomes are supported by literature on ADHD and coping. Adolescents diagnosed with ADHD 

are cited as experiencing a lack of social support systems and higher rates of family disturbances 

(Brown & Borden 1986; Willoughby, 2003). In addition, Young (2005) concluded that 
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adolescents with ADHD, in contrast to their non-ADHD peers, are more likely to endure 

interpersonal relationship challenges. Therefore, the finding that adolescents at-risk for an 

ADHD diagnosis, unlike adolescents not at-risk for an ADHD diagnosis, reported using coping 

mechanisms found on the family interaction subscale of the A-COPE scale significantly less 

frequently is not startling. This emphasizes the lack of social support that adolescents with 

ADHD experience, as documented in available ADHD literature.   

  Related to this significantly lower frequency of use of the family interaction coping 

mechanism subscale of the A-COPE scale for adolescents at-risk for an ADHD diagnosis, these 

same adolescents reported using coping mechanisms found on the proactive orientation subscale 

significantly less frequently than their peers not at-risk for an ADHD diagnosis. The proactive 

orientation subscale of the A-COPE scale asked adolescents about their ability to maintain 

friendships and interact with their peers. By reporting the use of significantly fewer coping 

mechanisms found on this subscale, the results for adolescents at-risk for an ADHD diagnosis in 

this study also strengthen the notion that they do experience peer interaction challenges and 

display antisocial behaviours more frequently than their peers who are not at-risk for an ADHD 

diagnosis. This reinforces the work of Brown and Borden (1986) and Willoughby (2003), which 

affirms that adolescents with ADHD experience interaction challenges and exhibit antisocial 

behaviours within their peer groups.  

  The statistically lower frequencies in the use of the family interaction and proactive 

orientation coping mechanisms subscales of the A-COPE scale by adolescents at-risk for an 

ADHD diagnosis can be evaluated using attachment theory. Attachment theory suggests that 

social relationships, or a lack of social relationships, can either promote or undermine the coping 

process (Skinner & Edge, 2002). Through an attachment theory lens, it becomes clear that the 

social interaction challenges that adolescents at-risk for an ADHD diagnosis face (Lambert, 

Hartsough, Sassone, & Sandoval, 1987; Willoughby, 2003; Young, 2005) do, in fact, undermine 

their use of socially-based coping strategies. Since adolescents at-risk for an ADHD diagnosis 

are deemed to be more socially isolated, it is no surprise that they reported using significantly 

fewer family-based and peer-based coping mechanisms. This is cause for concern as Skinner and 

Edge (2002) assert that individuals with positive interpersonal relationships fare better during 

times of stress than individuals who do not have access to social support systems, such as peer 

and family interactions. The lack of both family interaction and proactive orientation coping 
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mechanism use by adolescents at-risk for an ADHD diagnosis demonstrates the need to guide 

adolescents with ADHD, or at-risk for an ADHD diagnosis, in cultivating positive friendships 

and developing healthy peer and family support networks. This will make it more possible for 

these adolescents to access social supports, and in turn, use socially-based coping mechanisms in 

times of stress.  

  Lazarus and Folkman’s (1984) transactional model of stress and coping also helps to 

explain the statistically lower frequencies of use of the family interaction and proactive 

orientation subscales by adolescents at-risk for an ADHD diagnosis. Aligned with the 

transactional model of stress and coping, the nature of the coping mechanisms employed by an 

individual is determined by the coping-related resources available to him/her (Quine & Pahl, 

1991). This includes social resources such as family members and peers. On the basis of this 

model, adolescents at-risk for an ADHD diagnosis lack the social resources (Lambert, 

Hartsough, Sassone, & Sandoval, 1987; Willoughby, 2003; Young, 2005) vital to engage in the 

coping items included on the family interaction and proactive orientation subscales of the A-

COPE scale. Continuing this line of reasoning, it is possible that the stressors present in the lives 

of adolescents at-risk for an ADHD diagnosis exceed their socially-based coping resources, and, 

therefore, socially-based coping mechanisms are used less frequently by this population. The 

transactional model of stress and coping, then, helps account for the limited use of socially based 

coping mechanisms by adolescents at-risk for an ADHD diagnosis.  

  In contrast to using the previously discussed coping mechanism subscales significantly 

less frequently than adolescents not at-risk for an ADHD diagnosis, adolescents at-risk for an 

ADHD diagnosis also divulged using the externalizing feelings, catharsis, avoiding problems, 

and seeking professional support coping mechanism subscales significantly more frequently than 

their peers who were not at-risk for an ADHD diagnosis. With the understanding that the 

externalizing feelings subscale includes coping items such as letting off steam by complaining, 

saying mean things, getting angry, and/or yelling at others, and the catharsis subscale includes 

coping items such as crying, developmental differences between adolescents at-risk and not at-

risk for an ADHD diagnosis help serve to explain these significant differences.  

  Developmentally, adolescents at-risk for an ADHD diagnosis are more impulsive than 

their non-ADHD counterparts (American Psychiatric Association, 1994). Neurologically based 

theories of ADHD in childhood and adolescence maintain that a lack of self-regulation and 
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inhibition are core deficits of ADHD (Barkley, 1998, 2000). This means that individuals with 

ADHD, or at-risk for an ADHD diagnosis, in contrast to their non-ADHD peers, often respond to 

a stressful situation more rapidly, spontaneously, inappropriately, and/or aggressively because of 

their impulsive personality (Babb, Levine, & Arseneault, 2010; Young, 2005). As a result, it is 

not surprising that individuals at-risk for an ADHD diagnosis reported using coping mechanisms 

that externalize their feelings, such as the items included in the externalizing feelings and 

catharsis coping mechanism subscales of the A-COPE scale, more frequently than their peers not 

at-risk for an ADHD diagnosis. These findings add substance to the contention that the 

developmental differences between adolescents at-risk and not at-risk for an ADHD diagnosis do 

influence the coping process.  

  The previously discussed lack of socially-based coping mechanisms used by adolescents 

at-risk for an ADHD diagnosis, in comparison to adolescents not at-risk for an ADHD diagnosis, 

shed light on the significant differences in the use of the externalizing feelings and catharsis 

subscales between ADHD groups in the current study. According to SDT, coping is influenced 

by an individual’s relatedness to her/his social milieu (Ntoumanis, et al., 2009). The results of 

this study demonstrate that adolescents at-risk for an ADHD diagnosis, compared to their peers 

not at-risk for an ADHD diagnosis, used coping mechanisms included in the family interaction 

and proactive orientation subscales of the A-COPE scale significantly less frequently. Both 

subscales relate to social-connectedness. SDT assures that when an individual feels related to a 

social group, a basic human need according to SDT, he/she is more likely to view a stressor as a 

challenge that can be resolved with social support (Ntoumanis, et al.). On the other hand, when 

an individual is not socially connected, it is more likely that they will use coping mechanisms 

directed at regulating the emotion that arises from the stressor (Ntoumanis, et al.). This lends 

greater credence to the finding that adolescents at-risk for an ADHD diagnosis reported using 

significantly fewer socially based coping mechanisms than their peers not at-risk for an ADHD 

diagnosis. The fact that adolescents at-risk for an ADHD diagnosis face greater challenges 

related to social-connectedness helps to explain why these adolescents reported greater 

frequency in the use of coping mechanisms found on the externalizing feelings and catharsis 

subscales of the A-COPE scale. Both of these subscales include items that are directed at 

regulating emotions, such as crying, letting off steam by complaining, saying mean things, and 

getting angry and/or yelling at others.  
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  The more frequent use of the externalizing feelings and catharsis subscales reported by 

adolescents at-risk for an ADHD diagnosis, in relation to the lack of socially based coping 

mechanisms use by the same adolescents, can also be understood though Lazarus and Folkman’s 

(1984) transactional model of stress and coping. According to this model, events that are deemed 

stressful prompt secondary appraisals. Secondary appraisals involve assessing available coping 

resources and making decisions to determine the best available resource to deal with the given 

situation (Quine & Pahl, 1991). A lack of socially based coping resources cause adolescents at-

risk for an ADHD diagnosis, in the secondary appraisal stage, to turn to other resources that are 

seen to be more readily available during a stressful situation. For spontaneous and impulsive 

adolescents at-risk for an ADHD diagnosis (Babb, Levine, & Arseneault, 2010; Young, 2005), 

coping resources in the secondary appraisal stage would likely include items listed on the 

externalizing feelings (e.g., getting angry and yelling at people, letting go of steam by 

complaining to friends and/or family, saying mean things to people) and catharsis (e.g., crying, 

talking to a friend about feelings) subscales of the A-COPE scale, as these resources are more 

readily available. Through the transactional model of stress and coping lens, the lack of socially 

based resources available to adolescents at-risk for an ADHD diagnosis contributes to their use 

of coping items found on the externalizing feelings and catharsis subscales of the A-COPE scale.  

  The same MANOVA revealed that adolescents at-risk for an ADHD diagnosis reported 

using items found on the avoiding problems subscale of the A-COPE scale significantly more 

frequently than their peers not at-risk for an ADHD diagnosis. This finding is also supported by 

literature on ADHD symptomatology. The avoiding problems subscale of the A-COPE scale 

asks adolescents whether they smoke, use drugs, and/or drink alcohol to deal with stress 

(Copeland & Hess, 1995). Almost three decades ago, Brown and Borden (1986) found that 

adolescents with ADHD were more likely to engage in alcohol and drug use than their non-

ADHD peers. More recently, Molina and Pelham Jr. (2003) concluded that ADHD was 

associated with an increased risk for alcohol use and abuse and earlier use of tobacco and other 

drugs by adolescents. The significantly higher risk for substance use disorders for individuals 

with ADHD was cited as remaining into adulthood (Biederman, Wilens, Mick, Milberger, 

Spencer, Faraone, 1995). Therefore, the statistically significant differences in the frequency of 

use of the avoiding problems subscale between ADHD groups supports literature on the 

relationship between ADHD and drug and alcohol use. This study further expanded the idea that 
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adolescents at-risk for an ADHD diagnosis are more likely to use drugs and alcohol as a way to 

deal with stress than are adolescents not at-risk for an ADHD diagnosis.  

  It is worth noting that adolescents at-risk for an ADHD diagnosis reported the use of 

items found on the seeking professional support subscale of the A-COPE scale at significantly 

greater frequency than their peers who were not at-risk for an ADHD diagnosis. The seeking 

professional support coping mechanism subscale of the A-COPE scale includes coping strategies 

such as talking to a teacher, school counsellor, or non-school counsellor. These findings indicate 

that adolescents at-risk for an ADHD diagnosis are, in fact, tapping into appropriate supports 

related to coping. This illustrates the need to implement more school- and community-based 

programs and to provide more resources to mitigate some of the challenges associated with 

ADHD. Since adolescents at-risk for ADHD are willing to seek professional help to deal with the 

stressors in life, further supports would be useful in assisting these adolescents in the coping 

process.  

  In sum, these highlighted differences bolster the claim that adolescents at-risk for an 

ADHD diagnosis exhibit coping mechanisms that are significantly different from their peers who 

are not at-risk. These findings lend validity to the assertion that ADHD symptomatology, which 

spawns challenges related to social, behavioural, cognitive, and emotional domains (Gaub & 

Carlson, 1997; Lambert, Hartsough, Sassone, & Sandoval, 1987; Willoughby, 2003), does, in 

fact, affect the coping process. The findings of this study reveal that this is likely because coping 

relates to the same cognitive, behavioural, and social domains (Bandura, 1981; Folkman, 

Lazarus, Gruen, & DeLongis, 1986; Lambert et al., 1987; Piko, 2001; Willoughby, 2003). This 

punctuates the necessity of further research to delve more deeply into the relationship between 

ADHD symptomatology and coping.  

Interaction Effect of Gender and ADHD Status on The Frequency of Use of the A-COPE 

Subscales 

  The gender by ADHD risk status interaction effect of the MANOVA yielded statistically 

non-significant results. The meaning of this is two-fold. First, it demonstrates that adolescent 

males at-risk for an ADHD diagnosis and adolescent females at-risk for an ADHD diagnosis do 

not report using coping mechanisms included in the A-COPE scale at significantly different 

frequencies. Second, it shows that adolescent males at-risk for an ADHD diagnosis and 

adolescent females at-risk for an ADHD diagnosis do not report using coping mechanisms 
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included in the A-COPE scale at frequencies that are significantly different from their same 

gender peers who are not at-risk for an ADHD diagnosis.  

  The non-significant differences in coping mechanism use between adolescent males at-

risk for an ADHD diagnosis and adolescent females at-risk for an ADHD diagnosis is surprising 

when one evaluates the results in tandem with current literature on gender differences, ADHD 

symptomatology, and coping mechanisms. This is because the non-significant differences 

contradict some of the gender-based literature reviewed in this study. As described in the 

literature review, a variety of gender-based differences related to coping mechanism use have 

been proposed. In the current study, when ADHD was not taken into account, significant 

differences in coping mechanism use were found between genders on the externalizing feelings, 

family interaction, catharsis, positive imagery, self-reliance, and proactive orientation subscales 

of the A-COPE scale. Female adolescents reported using each of the six coping mechanism 

subscales significantly more frequently than male adolescents. These gender-based differences 

support some of the findings by Frydenberg and Lewis (1991), Patterson and McCubbin (1987), 

Williams and McGillicuddy (2002), and Copeland and Hess (1995) addressed in the literature 

review. Conversely, one of the gender-based differences found in this study refute findings by 

the same authors.  

  Patterson and McCubbin (1987) and Frydenberg and Lewis (1991) revealed that female 

adolescents relied on social supports systems, including family and friends, significantly more 

frequently than male adolescents. Patterson and McCubbin (1987) affirmed that females were 

significantly more likely than male adolescents to develop self-reliance as a coping mechanism. 

These differences, highlighted in adolescent coping literature when not accounting for ADHD 

symptomatology, were reinforced by the current study. Similarly, female adolescents in this 

study reported using the proactive orientation, catharsis, and positive imagery subscales of the A-

COPE scale significantly more frequently than male adolescents. Copeland and Hess’ (1995) 

conclusions on gender-based differences related to adolescent coping, using the same A-COPE 

scale, support the findings of this study. The non-significant gender by ADHD risk status 

interaction demonstrates that the gender-based differences found in this study which, for the 

most part, support adolescent coping literature, disappear when ADHD risk status is accounted 

for. Adolescent males at-risk for an ADHD diagnosis and adolescent females at-risk for an 

ADHD diagnosis cope more similarly than adolescent males and adolescent females, in general.  
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  Alternatively, Williams and McGillicuddy (2000) reported that externalizing coping 

mechanisms were more frequently used by male adolescents. Findings in this study refuted this 

claim. In fact, opposing results were found. Female adolescents reported using the externalizing 

feelings subscale of the A-COPE scale more frequently than male adolescents. This is an 

interesting finding worthy of further investigation.  

   Whereas gender-based coping mechanism differences were found, once at-risk status 

was factored into the analysis, the statistically significant gender differences in the frequency of 

coping mechanism use disappeared. The main effect of gender for the A-COPE data in this study 

was statistically significant. But, once ADHD grouping was taken into account, gender-based 

differences in coping mechanisms use no longer existed. This means that whereas adolescents, in 

general, reported using various coping mechanisms differently based on gender, adolescents at-

risk for an ADHD diagnosis did not report using significantly different frequencies of coping 

mechanisms based on gender. This demonstrates that male adolescents at-risk for an ADHD 

diagnosis and female adolescents at-risk for an ADHD diagnosis, although coping differently 

than their peers not at-risk for an ADHD diagnosis as demonstrated in Chapter 3, cope in similar 

ways. Following this line of reasoning, it is fair to conclude that, whereas supports related to 

coping must be specific to adolescents with ADHD, these supports can be gender neutral.  

  The second meaning of the non-significant ADHD and gender interaction relates to the 

third and fourth research questions in this study. This result shows that male adolescents at-risk 

for an ADHD diagnosis and male adolescents not at-risk for an ADHD diagnosis do not use the 

coping mechanism subscales included in the A-COPE scale at significantly different frequencies. 

This same model suggests that female adolescents at-risk for an ADHD diagnosis and female 

adolescents not at-risk for an ADHD diagnosis do not use the coping mechanism subscales 

included in the A-COPE scale at significantly different frequencies. These findings are 

inconsistent with aspects of the ADHD literature reviewed and, therefore, worthy of 

consideration. 

  As indicated in the literature review, male adolescents with ADHD are deemed to display 

higher rates of antisocial behaviours than their non-ADHD peers (Mannuzza et al., 1991). It was 

expected that adolescent males at-risk for an ADHD diagnosis would report using the social 

support and family interaction subscales of the A-COPE scale significantly less frequently than 

their same-sex counterparts who were not seen as at-risk for an ADHD diagnosis. However, the 
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current study did not yield significant differences. Similarly, adolescent males with ADHD are 

generally believed to rely on drugs (Mannuzza et al., 1991) and manifest significantly higher 

rates of externalizing behaviours, specifically aggression, than their non-ADHD male 

counterparts (Gaub & Carlson, 1997). Thus, it was anticipated that male adolescents at-risk for 

an ADHD diagnosis would report using both the externalizing feelings and avoiding problems 

subscales of the A-COPE scale significantly more frequently than their same-sex peers not at-

risk for an ADHD diagnosis. Again, this was not supported by the results in the current study 

since the difference between adolescent males at-risk for an ADHD diagnosis and adolescent 

males not at-risk for an ADHD diagnosis was not statistically significant. The absence of 

statistically significant differences in the frequency of use of the coping mechanism subscales 

included in the A-COPE scale between adolescent males at-risk for an ADHD diagnosis and 

adolescent males not at-risk for an ADHD diagnosis are not consistent with existing, although 

limited, literature on gender-specific adolescent coping and ADHD.  

  The gender by ADHD risk status interaction also indicated that non-significant 

differences existed in the frequency of use of the coping mechanism subscales included in the A-

COPE scale between adolescent females at-risk for an ADHD diagnosis and adolescents females 

not at-risk for an ADHD diagnosis. Females with ADHD are believed to suffer more peer 

rejection and familial disruption compared to their same-sex peers without ADHD (Young, 

Heptinstall, Sonuga-Barke, Chadwick, & Taylor, 2005). It was expected, then, that females at-

risk for an ADHD diagnosis would report using the externalizing feelings and family interaction 

subscales of the A-COPE scale less frequently than their same-sex peers not at-risk for an 

ADHD diagnosis. However, these gender-based differences were not uncovered in the current 

study.  

   For the most part, the ADHD and gender-based findings in this study do not align with 

those reviewed in the literature. This could have resulted because the previous studies did not use 

the A-COPE scale to measure coping mechanism use. When using the A-COPE, this study 

suggests that when ADHD is accounted for, existing gender-based differences in coping 

mechanism use disappear. Since the relationship between ADHD, gender, and coping has not 

been thoroughly investigated to date, the findings in this study are valuable in spurring more 

research and dialogue concerning how best to serve adolescents with ADHD. Further, they 

reinforce the notion that while coping supports must be specific to adolescents with ADHD, 
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coping supports for adolescents with ADHD do not need to be gender-based.  

Theoretical Classifications of A-COPE Subscales 

  The A-COPE subscales, as summarized in chapter 5, mapped onto three theoretical 

coping factors -- problem-focused, emotion-focused, and cognitive-focused coping (Copeland & 

Hess, 1995; Patterson & McCubbin, 1987). These factors mirror coping factors described by 

Copeland and Hess (1995) using the same A-COPE scale. While these factors were extracted in 

EFA, the clustering of the A-COPE subscales also relate to the avoidance-based and 

transformational-based theoretical coping mechanisms discussed in the literature review.  

  Avoidance-based coping involves pessimistic thoughts and evasive actions related to the 

stressor (Patterson & McCubbin, 1987). Two of the three subscales included in the emotion-

focused coping factor in this study, specifically externalizing feelings and avoiding problems, 

have also been recorded as, and align with, the definition of avoidance-based coping 

mechanisms. Patterson and McCubbin (1987) maintain that ventilating feelings, avoiding 

problems, sleeping and relaxing, and using or abusing alcohol or drugs are avoidance-based 

coping mechanisms strategies. The externalizing feelings subscale asked adolescents whether 

they complain to others, say means things to others, and/or get angry and yell. All of these 

coping strategies are ways of venting feelings, and, therefore, can be classified as avoidance-

based coping according to Patterson and McCubbin. Likewise, the avoiding problems subscale of 

the A-COPE scale reinforces Patterson and McCubbin’s claim that avoiding problems are 

avoidance-based coping mechanisms. This subscale asks adolescents whether they smoke, use 

drugs, and/or drink alcohol, mechanisms that align with Patterson and McCubbin’s avoidance-

based coping category. Similarly, the passive diversions subscales of the A-COPE scale, which 

clustered into the problem-focused coping factor, also encompasses activities related to 

avoidance-based coping. Patterson and McCubbin affirm that sleeping and relaxing are 

avoidance-based coping strategies. The passive diversions subscale asks adolescents whether 

they sleep, play videogames, and/or watch TV to cope with stress, demonstrating that this 

subscale addresses the avoidance-based theoretical category.  

  In contrast to various subscales aligning with avoidance-based mechanisms, some of the 

subscales of the A-COPE scale that were defined as problem-focused, emotion-focused, or 

cognitive-focused also could have been defined as transformational-based coping. 

Transformational-based coping involves deliberate actions that are used to alter or reduce a 
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stressor (Patterson & McCubbin, 1987). Patterson and McCubbin (1987) surmised that 

establishing social support, seeking spiritual guidance, and seeking professional help are 

transformational-based coping strategies. Therefore, the social activities, seeking spiritual 

support, and seeking professional support subscales of the A-COPE scale, which clustered into 

the factor deemed cognitive-focused, also fall within the concept of transformational-based 

coping. The self-reliance subscale of the A-COPE, which clustered into the problem-focused 

theoretical coping category, has also been acknowledged as transformational-based.  

 These discrepancies demonstrate that the coping mechanism subscales included in the A-

COPE scale have been cited within various theoretical coping factors discussed in the literature, 

some of which were not found in the EFA in the current study. This strengthens the assertion 

that, whereas coping mechanisms can be clustered into groups, they do not fit into neat patterns. 

Instead, coping mechanisms often serve more than one theoretical function (Moriarty & 

Toussieng, 1976; Patterson & McCubbin, 1987). As proposed by Forsythe and Compas (1987) 

the current study supports the idea that coping with a stressor entails an interplay of several 

coping factors that can be classified within various theoretical coping mechanisms. There is an 

obvious overlap of the theoretical categories derived in this study with other theoretical 

categories discussed in the literature review. Of note, the problem-focused, emotion-focused, and 

cognitive-focused theoretical coping mechanism categories were endorsed in the current study 

based on Copeland and Hess’ (1995) factor analysis of the A-COPE subscale.  

Theoretical Coping Differences between ADHD Groups 

  Adolescents with ADHD are especially vulnerable during the transition period between 

childhood and adolescence (Robin, 1998; Willoughby, 2003). ADHD symptomatology is 

regarded, therefore, as a factor that has the potential to influence coping mechanism use 

throughout adolescence. Following this approach, the final aim of this study sought to investigate 

whether ADHD symptomatology influenced coping mechanism use, at the theoretical level.  

  Since multi-group invariance existed at the structural covariance level of the three-factor 

coping model, latent mean comparisons between ADHD groups were examined for the problem-

focused, emotion-focused, and cognitive-focused theoretical coping factors. Adolescents at-risk 

for an ADHD diagnosis reported using significantly more emotion-focused coping mechanisms 

than did adolescents not at-risk for an ADHD diagnosis. As described in Chapter 5, the emotion-

focused theoretical coping factor included the externalizing feelings, catharsis, and avoiding 
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problems subscales of the A-COPE scale. In literature pertaining to coping, emotion-focused 

coping mechanisms are described as maladaptive, undesirable, and insufficient (Patterson & 

McCubbin, 1987; Young, 2005). This means that the adolescents at-risk for an ADHD diagnosis 

in the current study, who are already experiencing a variety of cognitive, behavioural, emotional, 

and social challenges (Bandura, 1981; Folkman, Lazarus, Gruen, DeLongis, 1986; Gaub & 

Carlson, 1997; Lambert et al., 1987; Piko, 2001; Willoughby, 2002), are addressing challenges in 

less appropriate ways than their peers who are not at-risk for an ADHD diagnosis. This 

statistically significant difference between ADHD groups indicates that, while emotion-focused 

coping mechanisms increase in frequency during adolescence for all individuals (Williams & 

McGillicuddy-De Lisi, 2000), emotion-focused coping is particularly prevalent for individuals 

at-risk for an ADHD diagnosis.  

  Scheier, Weintraub, and Carver (1986) ascertain that emotion-focused coping strategies 

are more frequently used when people think that a stressful situation must be endured as opposed 

to managed. This suggests that adolescents at-risk for an ADHD diagnosis, compared to 

adolescents not at-risk for an ADHD diagnosis, are more likely to believe that stressful situations 

cannot be changed and that suffering must be weathered. These findings demonstrate the 

importance of teaching adolescents who are at-risk for an ADHD diagnosis that stressful 

situations can be regulated and mitigated through the use of adaptive coping strategies – 

strategies not categorized as emotion-focused. Helping young people identify specific stressors 

that cause discomfort and teaching them appropriate strategies to deal with these stressors would 

increase the use of adaptive, non-emotion-focused coping mechanisms.  

  The finding that adolescents at-risk for an ADHD diagnosis report using the emotion-

focused coping category more frequently than adolescents not at-risk for an ADHD diagnosis is 

consistent with adult coping literature. Adults with ADHD are described in the literature as 

favoring the use of escape-avoidance and confrontative coping mechanisms, such as 

externalizing feelings (Young, 2005). These mechanisms are classified as emotion-focused. This 

means that the greater use of emotion-focused coping mechanisms by adolescents at-risk for an 

ADHD diagnosis, as found in the current study, may extend into adulthood.  

  Self-determination theory (Deci & Ryan, 2002) suggests that the significantly higher 

rates of emotion-focused coping mechanism use by adolescents at-risk for an ADHD diagnosis 

relates to three basic human needs, specifically autonomy, competence, and relatedness. SDT 
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affirms that emotion-focused coping mechanisms are more frequently used when an individual is 

lacking one or more of these basic human needs (Ntoumanis, et al., 2009). From this perspective, 

the results of this study suggest that the cognitive, behavioural, social, and emotional challenges 

related to ADHD symptomatology affect the autonomy, competence, and relatedness of an 

individual at-risk for an ADHD diagnosis. This, in turn, increases the prevalence of emotion-

focused coping by adolescents at-risk for an ADHD diagnosis. Based on SDT, adolescents at-

risk for an ADHD diagnosis, in comparison to adolescents not at-risk for an ADHD diagnosis, 

are more likely to regard stressors as a threat, and therefore, are more likely to use emotion-

focused coping mechanisms to regulate the unpleasant emotions associated with the stressor 

(Ntoumanis, et al., 2009).  

  Adolescents at-risk for an ADHD diagnosis reported using cognitive-focused coping 

mechanisms significantly less frequently than their peers not at-risk for an ADHD diagnosis. As 

presented in Chapter 5, the cognitive-focused factor included the social activities, seeking 

professional support, seeking spiritual support, and family interaction subscales of the A-COPE 

scale. As expressed in the literature review, adolescents with ADHD deal with more familial 

disruption and peer rejection (Young, Heptinstall, Sonuga-Barke, Chadwick, & Taylor, 2005). 

Given that both the social activities and family interaction subscales of the A-COPE scale 

clustered into the cognitive-focused theoretical coping factor, it is no surprise that adolescents at-

risk for an ADHD diagnosis reported using this factor less frequently than their peers not at-risk 

for an ADHD diagnosis. Based on attachment theory, it is evident that the antisocial behaviours 

and peer and family interaction challenges associated with ADHD undermine coping mechanism 

use. Since adolescents at-risk for an ADHD diagnosis struggle with social interactions, they 

reported using cognitive-based coping mechanisms significantly less frequently than their peers 

not at-risk for an ADHD diagnosis.  

  In contrast to the significant differences found in the use of emotion-focused and 

cognitive-focused coping between ADHD groups, no significant difference was found between 

ADHD groups in their use of coping mechanisms theoretically classified as problem-focused. 

With the understanding that problem-focused coping mechanisms have already emerged by 

adolescence and the use of these mechanisms remains consistent through adolescence (Williams 

& McGillicuddy-De Lisi, 2000), the problem-focused finding in the current study demonstrates 

that both adolescents at-risk for an ADHD diagnosis and adolescents not at-risk for an ADHD 
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diagnosis use these mechanisms frequently when dealing with stressors during adolescence. This 

revelation is encouraging as problem-focused coping mechanisms are considered optimistic 

coping strategies that are more often called upon when a person believes that something can be 

done to ameliorate the stress (Scheier, Weintraub, Carver, 1986). It is reassuring that adolescents 

at-risk for an ADHD diagnosis are using coping mechanisms theoretically classified as problem-

focused as frequently as their peers not at-risk for an ADHD diagnosis.  

  The findings also demonstrate that, whereas adolescents at-risk for an ADHD diagnosis 

are using more maladaptive, emotion-focused coping mechanisms, they are not utilizing 

significantly less adaptive, problem-focused coping mechanisms. From the perspective of SDT, 

adolescents at-risk for an ADHD diagnosis are more likely to view a stressor as highly 

problematic (Ntoumanis, et al., 2009), and hence, use coping mechanisms that are classified as 

emotion-focused. Yet, there is no statistically significant difference in how the two groups use 

problem-focused coping mechanisms. In other words, both groups view a stressor as a challenge 

that can be resolved, and, therefore, use coping mechanisms that are classified as problem-

focused at similar rates. This is an interesting and surprising result that warrants further 

investigation. The discovery is important from the lens of teaching as it suggests that adults 

should, and can, teach children to rely more heavily on problem-focused solutions designed to 

lessen the harmful effects of stress. Put another way, these results demonstrate the need to teach 

adolescents at-risk for an ADHD diagnosis how to increase their use of the problem-focused 

coping mechanisms that they already know and apply, as well as to help them develop the 

cognitive-focused ones they lack. It stresses the need to encourage children to use problem-

focused coping mechanism when tackling problems rather than accept the impulsive, 

spontaneous, and rapid responses associated with emotion-focused coping.  

Implications of Findings 

 This study explored the relationship between adolescent ADHD, gender, and coping 

mechanism use, an area of research that is clearly limited in breadth and scope. Since adolescent 

coping literature generally fails to forge clear links between coping mechanism use and 

cognitive, behavioural, social, and/or emotional conditions (Thomsen & Greve, 2013), the 

findings of this study serve to elevate and expand coping research. This study revealed that, 

when gender is not considered, ADHD symptomatology affects coping mechanism use at both 

the A-COPE subscale and theoretical coping levels. Alternatively, once gender is factored into 
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the analysis, coping mechanism differences between adolescents at-risk for an ADHD diagnosis 

and adolescents not at-risk for an ADHD diagnosis disappear at the A-COPE subscale level.  

 The findings of this study have important implications for the development of evidence-

based supports necessary to help adolescents with ADHD cope with the stresses and strains of 

life. The results indicate that adolescents at-risk for an ADHD diagnosis and adolescents not at-

risk for an ADHD diagnosis cope in significantly differently ways based on both the subscales of 

the A-COPE scale and on the theoretical coping factors derived in this study. This has major 

implications in the ways that adults (teachers, parents, and health practitioners, etc.) can and 

should interact with adolescents in an effort to help them deal effectively with stress (Williams & 

McGillicuddy-De Lisi, 2000).  The findings show that coping supports for adolescents at-risk for 

an ADHD diagnosis must be specific to the unique social, emotional, behavioural, and cognitive 

challenges that these adolescents face (Gaub & Carlson, 1997; Lambert, Hartsough, Sassone, & 

Sandoval, 1987; Willoughby, 2003).  

 Given that adolescents at-risk for an ADHD diagnosis use significantly fewer socially-

based coping mechanisms, particularly the family interaction and proactive orientation subscales 

of the A-COPE scale, there is an obvious need to develop and implement strategies to assist 

adolescents at-risk for an ADHD diagnosis in strengthening their social relationships. This would 

assist adolescents in using more coping mechanisms related to social support, such as the items 

found on the family interaction and proactive orientation subscales of the A-COPE scale. 

Resources for adolescents at-risk for an ADHD diagnosis may be offered in family-based and/or 

school-based settings. These supports should be designed to increase the number and strength of 

interactions between the adolescent at-risk and their family and peer groups. Supports designed 

this way are vital since adolescents with social supports have been found to fare better during 

times of stress and distress (Skinner & Edge, 2002). Providing adolescents at-risk for an ADHD 

diagnosis with many opportunities for social interaction would likely increase their use of 

socially based coping mechanisms, mechanisms that are proven to be appropriate, desirable, and 

sufficient.  

 The discovery that adolescents at-risk for an ADHD diagnosis seek professional support 

more frequently than their peers not at-risk for an ADHD diagnosis fortifies the suggestion that 

supports specific to challenges related to ADHD symptomatology are necessary. As indicated by 

their more frequent use of the seeking professional support subscale, adolescents at-risk for an 
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ADHD diagnosis reported tapping into supports and resources from teachers, school counsellors, 

and non-school counsellors more frequently than their peers not at-risk for an ADHD diagnosis. 

This demonstrates the need to educate teachers, school counsellors, and non-school counsellors 

on how to guide adolescents displaying elevated levels of ADHD symptomatology in adopting 

beneficial coping strategies.  

 This study demonstrates that resources for adolescents at-risk for an ADHD diagnosis need 

to address the emotional weaknesses generally associated with ADHD (Murphy, 2005). The 

discovery that adolescents at-risk for an ADHD diagnosis employ emotion-focused coping 

mechanisms significantly more frequently than their peers not at-risk for an ADHD diagnosis, 

emphasizes that the lack of self-regulation and inhibition experienced by adolescents with 

ADHD (Barkley, 1998, 2000) does, in fact, influence the coping process. Adolescents at-risk for 

an ADHD diagnosis are more likely to endorse behaviours found on the externalizing feelings, 

avoiding problems, and catharsis subscales of the A-COPE scale. All three subscales are 

clustered as emotion-focused in this study. This means that each of the subscales includes items 

related to impulsive, rapid, spontaneous, and/or aggressive stress responses. These types of 

coping mechanisms are regarded as insufficient, undesirable, and maladaptive (Patterson & 

McCubbin, 1987; Young, 2005). This reputation illuminates the need to educate adolescents 

exhibiting increased rates of ADHD symptomatology in how to respond to stress in ways that are 

less impulsive, rapid, spontaneous, and/or aggressive. In this way, adolescents displaying 

increased rates of ADHD symptomatology may learn how to apply more effective coping 

strategies to deal with or combat the stressor at hand.   

 This study demonstrates that gender-based differences relating to coping mechanisms use 

exist. This upholds the findings from previous research on coping mechanisms use and gender 

(Frydenberg & Lewis, 1991; Patterson & McCubbin, 1987; Williams & McGillicuddy, 2002); 

however, once ADHD grouping is accounted for, these gender-based differences disappear. 

Expressed another way, while ADHD symptomatology affected the coping process, the 

interaction between gender and ADHD symptomatology did not affect coping mechanism use. 

This means that adolescent males and females at-risk for an ADHD diagnosis do not cope in 

significantly different ways. This discovery is notable as it illustrates that while the suggested 

school- and family-based coping supports must be specific to the needs of adolescents with 

elevated levels of ADHD symptomatology, these supports do not need to be gender-based. 
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Adolescent males at-risk for an ADHD diagnosis and adolescent females at-risk for an ADHD 

diagnosis should benefit from the same coping-related supports and resources.  

Limitations and Areas for Future Research  

  This section discusses two potential limitations related to data collection, one limitation 

related to the coping measure used in the study, and one limitation related to data analysis. Areas 

for future research designed to address the limitations of this study are discussed.  

  First, the data were collected in seven schools that were located in only two school boards 

in southern Ontario. This means that the adolescents surveyed in this study lived in close 

geographic proximity to one another. This is a potential limitation of this study for two reasons. 

First, because of geography, it is possible that the school- and community-based resources 

available to these participants were quite similar. Since community- and school-based resources 

can relate to coping mechanism use, the results of this study might not be generalizable to 

adolescents living in geographic areas that are dissimilar from southern Ontario. Second, since 

the adolescents surveyed were situated in close proximity, it is arguable that adolescents from 

different schools, completing the surveys on different days, had the opportunity to discuss the 

study. For some adolescents this dialogue may have occurred before partaking in the survey. As 

a result, it is reasonable to caution that some of the participants were aware of the study aims and 

question topics before completing their survey, which could have affected their responses.  

  A second limitation of this study is the use of self-report surveys with adolescents. The 

reliability of self-reporting can be questioned (Bartels, van de Aa, van Beijsterveldt, Middeldorp, 

& Boomsma, 2011). This is because there is potential for socially desirable responding – the 

tendency for individuals to respond in ways that presents favourable images of themselves (van 

de Mortel, 2008). This is especially true in socially sensitive questionnaires (King & Bruner, 

2000), such as the questionnaires used in this study. Adolescents in this study may have 

responded to the questionnaires in socially desirable ways, especially since they were responding 

to the questionnaires within a school setting. In contrast, it is also possible that adolescents 

answered the surveys in ways that would impress their friends. Since the adolescents answered 

the questionnaires in the presence of their peers, there is the chance that the adolescents falsely 

reported engaging in behaviours that would make them appear “cool” to their peers. These ideas 

would limit the validity of the responses in the current study. Although this is a concern, self-

report has been documented as a reliable form of assessment when asking about behavioural 
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problems (Bartels et al., 2011), as is the case of ADHD. Therefore, it is argued that the findings 

from the self-report surveys used in this study outweigh the potential limitations of this form of 

measure.  

  An issue related to the use of the thirteen-factor A-COPE scale (Copeland & Hess, 1995) 

is also noted as a limitation for this study. Firstly, the scale was used to determine coping 

behaviour for all adolescents in the current study. The adolescents ranged from thirteen to 

eighteen (18+) years of age. Since coping strategies have been documented as changing 

throughout adolescence (Copeland & Hess, 1995) -- for example the use of problem-focused 

coping has been documented as increasing throughout adolescence (Williams & McGillicuddy, 

2000) -- Copeland and Hess (1995) noted the possibility of requiring a separate factor structure 

for the A-COPE based on adolescent age. Specifically, Copeland and Hess concluded that 

separate A-COPE factor structures for use with early adolescents versus late adolescents would 

allow for a greater understanding of adolescent coping. This recommendation for coping factor 

differentiation based on age was not addressed in the current study. This could have affected the 

results of the study.  

 Secondly, some of the thirteen coping subscales derived from the 54 item A-COPE scale 

are concerning. While the Cronbach’s alpha values for the self-reliance (α = 0.47), seeking 

professional support (α = 0.49), catharsis (α = 0.47) and passive diversions (α = 0.47) subscales 

approach the 0.5 cut-off value deemed acceptable in early stages of research by Field (2013), the 

values do remain under this cut off. This demonstrates that these four subscales do not display 

strong internal reliability, and, therefore, the items within these four subscales do not necessarily 

measure the same construct. It is especially possible that this is the case because of the number of 

items that map onto each of these four factors. While a minimum of two items is required to 

create a factor (Hoyle, 1999), a greater number of items within each of the coping subscales 

would result in a greater understanding of the use of each coping subscale. The seeking 

professional support subscale only includes two items and the self-reliance and catharsis 

subscales each include only three items. The lack of items on these subscales, in addition to the 

low Cronbach’s alpha values for each subscale demonstrates that these subscales may not be 

fully measuring what they intend to measure. This could have affected the coping comparisons 

made in this study.  

  A final limitation of this study relates to the three presentations of ADHD. The DSM-V 
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classifies ADHD symptomatology into three distinct presentation types, namely ADHD 

predominantly inattentive, ADHD predominantly hyperactive-impulsive, and ADHD combined 

subtype (American Psychiatric Association, 2013). Each one of these subtypes has distinct 

symptoms. For instance, individuals with an inattentive presentation display symptoms such as 

difficulties with sustaining attention, struggles with following instructions, forgetfulness in daily 

activities, and distractibility (American Psychiatric Association, 2013). Individuals with 

hyperactive-impulsive presentation generally have difficulty remaining seated, problems 

engaging in quiet activities, challenges with excessive talking, and issues pertaining to fidgeting 

(American Psychiatric Association, 2013). Individuals with combined presentation display 

symptoms of both inattentive and hyperactive-impulsive presentations (American Psychiatric 

Association, 2013). These symptoms map onto specific subscales of the A-COPE scale. 

Therefore, a limitation of this study is that it does not analyze the relationship between the three 

presentations of ADHD and coping mechanism use. Instead, this study views ADHD as a general 

disorder as opposed to three distinct presentation types. This is because the current study was 

novel in investigating the relationship between adolescent ADHD, gender, and coping 

mechanisms use. Since this relationship has been minimally investigated, this study aimed to 

gain a general sense of whether ADHD symptomatology affects coping mechanism use. Given 

the finding that ADHD symptomatology does affect coping mechanism use, the findings of this 

study can now be used to indicate areas of focus for future research in relation to adolescent 

coping and ADHD presentation type. Analyzing coping mechanisms use by adolescents at-risk 

for distinct presentation types of ADHD may result in a more elaborate and detailed 

understanding of the coping differences between adolescents at-risk for the three presentations of 

an ADHD diagnosis and adolescents not at-risk for any presentations of an ADHD diagnosis. 

Future research concerning ADHD and coping would benefit from investigating the relationship 

between ADHD presentation types and coping mechanism use.  

Conclusions 

Despite the aforementioned limitations, the results of this study demonstrate the 

importance of further investigation into the relationships among ADHD symptomatology, 

gender, and adolescent coping mechanism use. The study demonstrates that adolescent coping 

research cannot be generalized to adolescents displaying elevated levels of ADHD 

symptomatology as these adolescents cope significantly differently than their peers not at-risk for 
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an ADHD diagnosis. Instead, future adolescent coping research must be sensitive to ADHD 

symptomatology as this study shows that adolescents at-risk for an ADHD diagnosis and 

adolescents not at-risk for an ADHD diagnosis report coping using the A-COPE subscales and 

theoretical coping factors in significantly different ways. At the subscale level, the two ADHD 

groups report significant differences in their frequency of use of the externalizing feelings, 

family interactions, seeking spiritual support, catharsis, seeking professional support, proactive 

orientation, and avoiding problems subscales. These statistically significant differences disappear 

when gender is added to the analysis meaning that adolescent male at-risk for an ADHD 

diagnosis and adolescent females at-risk for an ADHD diagnosis do not use the coping 

mechanisms included in the A-COPE scale at significantly different frequencies. 

  At the theoretical level, adolescents at-risk for an ADHD diagnosis reported using 

emotion-focused and cognitive-focused coping mechanisms at significantly different frequencies 

than their non-ADHD counterparts. These finding have implications for evidence-based practices 

that can be used to increase the effectiveness of coping mechanisms by adolescents exhibiting 

elevated levels of ADHD symptomatology. Further research, deeper understanding, greater 

acceptance, and broader appreciation of ADHD will invariably lead to happier, better adjusted, 

and more productive adolescents.   
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