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A B S T R A C T

Background: The experience of discrimination is common in individuals with mental health problems and
has been associated with a range of negative outcomes. As yet, however, there has been an absence of
research on this phenomenon in adults with attention-deficit/hyperactivity disorder (ADHD). The
current study examined the association between ADHD symptoms and mental health discrimination in
the general adult population.
Methods: The analytic sample comprised 7274 individuals aged 18 and above residing in private
households in England that were drawn from the Adult Psychiatric Morbidity Survey, 2007. Information
on ADHD was obtained with the Adult ADHD Self-Report Scale (ASRS) Screener. A single-item question
was used to assess mental health discrimination experienced in the previous 12 months. Logistic
regression analysis was used to examine associations.
Results: The prevalence of discrimination increased as ADHD symptoms increased but was especially
elevated in those with the most severe ADHD symptoms (ASRS score 18–24). In a multivariable logistic
regression analysis that was adjusted for a variety of covariates including common mental disorders,
ADHD symptoms (ASRS � 14) were associated with almost 3 times higher odds for experiencing mental
health discrimination (odds ratio: 2.81, 95% confidence interval: 1.49–5.31).
Conclusion: ADHD symptoms are associated with higher odds for experiencing mental health
discrimination and this association is especially elevated in those with the most severe ADHD
symptoms. Interventions to inform the general public about ADHD may be important for reducing the
stigma and discrimination associated with this disorder in adults.

© 2018 Elsevier Masson SAS. All rights reserved.
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1. Introduction

Discrimination, the behavioural component of stigma [1], has
been defined as, “the process by which a member, or members, of a
socially defined group is, or are, treated differently (especially
unfairly) because of his/her/their membership of that group” [2].
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Although discrimination is experienced by many individuals/
groups in society, it is especially prevalent among people with
mental health problems. Individual and cross-country research has
shown for example, that as many as 50–90% of people with mental
health problems may experience discrimination [3–6], and that in
this population, discrimination can occur across a variety of
domains such as in relation to mental and physical health care, as
well as from family and friends [6,7].

The high prevalence of discrimination experienced by people
with mental health problems is alarming given that it has been
associated with a range of negative outcomes including reduced
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social capital and loneliness [8,9], as well as impaired functioning
(days out of role) and unemployment [10,11]. There is also some
evidence that discrimination may lead to reduced health service
use [12,13], and because of this, poorer clinical and personal
recovery [14]. Moreover, mental health-related discrimination has
also been recently linked to suicidality [15]. Other research has
indicated that not only the experience of discrimination but also its
anticipation might be associated with negative outcomes among
people with mental illness [4]. It is also possible that experienced
and anticipated discrimination may lead to greater internalized
(mental illness) stigma [16], that has itself been linked to worse
psychosocial functioning, increased symptom severity, and poorer
treatment adherence in individuals with mental illness [17].

Despite an increasing focus on the association between
discrimination and mental health, there are still important gaps
in the research with the association remaining unexplored for
many disorders. For example, until now, there has been little
attention paid to the association between attention-deficit/
hyperactivity disorder (ADHD) and discrimination. To address
this omission, the current study will examine the relationship
between ADHD symptoms and mental health discrimination in the
English adult population. There are several reasons why such a
focus is warranted. Not only is ADHD prevalent in the adult
population (2.5–5%) [18–20], but it has also been associated with
negative outcomes across a variety of different domains including
worse physical and mental health problems/conditions and
socioeconomic outcomes [21,22], with even a low (subclinical)
number of symptoms being relevant in this context [21,23].

It isalsopossiblethatdiscriminationmightbeimportantinrelation
to this disorder given that several studies have highlighted that adult
ADHD is associated with a high degree of stigmatization [24,25].
Indeed, although there has been comparatively little research on
stigma among adults with ADHD, an earlier study found that the mere
diagnostic label ‘ADHD’ evoked negative attitudes and a lower desire
for work-related/social engagement in college students [26], while
other research has suggested that the behaviours associated with the
disorder might be important for negative attitudes [26]. In particular,
its ‘perceived dangerousness’ [27] has been suggested as a possible
stigmatizing factor, while negative stereotypical behaviours that have
been linked to the disorder include laziness and aggression [28]. It is
possible that other factors might also contribute to the stigma
associated with ADHD. Specifically, a lack of public knowledge about
the adult disorder, and the fact that symptom presentation
(predominantly inattentive or hyperactive) and severity can vary
between individuals, may have also fed into concerns over the
reliability of the diagnosis [27], and thus, the stigma attached to it.
Nonetheless, regardless, of its specific antecedents, it has been
suggested that the stigma related to ADHD might be associated with a
number of detrimental outcomes including lower self-esteem and
quality of life, as well as greater social isolation [25].

Given the “derision, ridicule, and stigmatization” that has been
linked to ADHD [29] and its possible negative consequences,
determining the association between ADHD symptomatology and
discrimination may have important clinical implications. This study
thus had two main aims: (1) to explore whether ADHD symptoms are
associated with a higher prevalence of perceived mental health
discrimination; (2) to examine if ADHD symptoms are linked to
perceivedmentalhealthdiscriminationafteradjustingforanumberof
covariates that might be important for (mental health) discrimination.

2. Materials and methods

2.1. Study sample

Data were drawn from the Adult Psychiatric Morbidity Survey,
2007 (APMS) (n = 7403). This survey was undertaken by the
oi.org/10.1016/j.eurpsy.2018.12.004 Published online by Cambridge University Press
National Centre for Social Research and the University of Leicester
between October 2006 and December 2007. An overview of the
survey and its methodology was published shortly after its
completion [30]. A nationally representative sample of the adult
population in England aged 16 and above residing in private
households was obtained using multistage stratified probability
sampling. The survey sampling frame was the small user Postcode
Address File (PAF) while postcode sectors served as the primary
sampling units (PSUs). These sectors were stratified by area and
socioeconomic status. Responses were obtained from 7461 of the
13,171 eligible households with one person being recruited from
within each household (to give a 57% survey response rate). The
survey obtained information on a range of sociodemographic
factors, health behaviours and outcomes and on the respondents’
psychopathology. A £5-10 gift voucher was given to all respond-
ents who took part in the phase one interview as an acknowledge-
ment of thanks for their time. To ensure that the survey was fully
representative of its target population (i.e. to correct for survey
non-response) sample weights were created. The Royal Free
Hospital and Medical School Research Ethics Committee provided
ethical approval for the study with all the respondents providing
written informed consent for their participation.

2.2. Measures

2.2.1. Perceived mental health discrimination (dependent variable)
Information on perceived mental health discrimination (and

other forms of discrimination) was obtained using computer-
assisted self-interviews (CASI) as this was considered to be a
sensitive topic and previous research has linked the use of CASI to a
greater willingness to reveal sensitive information in surveys [31].
Specifically, respondents were asked, “Have you been unfairly
treated in the last 12 months, that is since (date), because of your
mental health?” with yes and no answer options.

2.2.2. ADHD symptoms (independent variable)
Information on ADHD symptoms was collected with the Adult

ADHD Self-Report Scale (ASRS) Screener. This 6-item scale, which
obtains information on the past 6 month presence of inattention (4
items) and hyperactivity (2 items) symptoms, comprises part of a
longer 18-item scale that assesses DSM-IV ADHD symptoms in
adults. The frequency of symptoms is measured using a 5-point
response scale with options running from ‘never’ – scored 0, to
‘very often’ – scored 4 to give an overall score that can range from 0
to 24, where higher scores indicate increased symptomatology.
Following an earlier recommendation, scores were classified in
two different ways. Firstly, scores were divided into 4 strata
(Stratum I: (score 0–9); II: 10–13; III: 14–17; IV: 18–24) to assess
the relation between discrimination and increasing symptomatol-
ogy. Then the scores were dichotomized with respondents who
scored � 14 considered as having ADHD symptoms [32]. The
Cronbach’s alpha value for the scale was 0.71. A previous scale
validation study found that the specificity of this scale is high,
although it has a lower degree of sensitivity [32].

2.2.3. Covariates
Several sociodemographic indicators were included in the

analysis: sex, age, ethnicity (white British or other), educational
qualification [(degree, non-degree, A-level, General Certificate of
Secondary Education (GCSE), other): yes or no], marital status
(married/cohabiting or single/divorced/widowed) and equivalized
income tertiles (high �£29826, middle £14,057-<£29826, low
<£14,057). A question which inquired about 18 negative events
across the life course (e.g. being expelled from school, bullied,
experiencing the death of an immediate family member etc.) was
used to assess stressful life events. The number of events was
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summed to give a continuous score that could range from 0-18.
Alcohol dependence was examined with two instruments. In the
first stage, the Alcohol Use Disorders Identification Test (AUDIT)
was used to quantify alcohol consumption [33]. Respondents
scoring 10 or above were subsequently assessed for alcohol
dependence with the Severity of Alcohol Dependence Question-
naire (SADQ-C) [34] with a score of four and above being used to
signify past 6-month alcohol dependence. Past year drug use was
determined by asking respondents if they had consumed one or
more of 13 different types of drug in the previous 12 months:
cannabis, amphetamines, cocaine, crack, ecstasy, heroin, acid or
LSD, magic mushrooms, methadone or physeptone, tranquilizers,
amyl nitrate, anabolic steroids, and glues. Those who consumed any
of these drugs were coded as positive for drug use. Physical health
conditions were assessed by obtaining information on 20 different
health conditions diagnosed by a doctor or other health care
professional that were present in the previous year (cancer, diabetes,
epilepsy, migraine, cataracts/eyesight problems, ear/hearing prob-
lems, stroke, heart attack/angina, high blood pressure, bronchitis/
emphysema, asthma, allergies, stomach ulcer or other digestive
problems, liver problems, bowel/colon problems, bladder problems/
incontinence, arthritis, bone/back/joint/muscle problems, infectious
disease, and skin problems). The total number of conditions was
summed for each respondent. Common mental disorders were
assessed with the Clinical Interview Schedule Revised (CIS-R) [35].
This measure was used to generate past week ICD-10 diagnoses of
depressive episode and anxiety disorders (generalized anxiety
disorder, panic disorder, phobia, obsessive-compulsive disorder).

2.3. Statistical analyses

The overall sample characteristics were calculated, as were
differences in the sample characteristics by any mental health
discrimination using Chi-square tests and student’s t-tests for
categorical and continuous variables, respectively. Next, the
prevalence (%) of mental health discrimination across the four
ADHD strata was computed. Finally, a multivariable logistic
regression analysis was conducted to assess the association
between ADHD symptoms (i.e. score � 14 based on the ASRS)
and mental health discrimination. We were unable to use the four
Table 1
Sample characteristics (overall and by discrimination due to mental health).

Overall 

Characteristic n % or mean 

Sex Male 3,130 48.4% 

Female 4,144 51.6% 

Age (years) Mean (SD) 47.5 (18.2) 

British White Yes 6,396 85.3% 

No 829 14.7% 

Qualification No 2,093 24.2% 

Yes 5,135 75.8% 

Income High 1,966 36.3% 

Middle 1,922 32.8% 

Low 1,929 30.9% 

Marital status Married/cohabiting 4,130 65.2% 

Not married/cohabiting 3,144 34.8% 

No. of stressful life events Mean (SD) 3.5 (2.5) 

Alcohol dependence No 6,906 94.2% 

Yes 356 5.8% 

Drug use No 6,726 91.3% 

Yes 502 8.7% 

Physical health conditions Mean (SD) 1.4 (1.5) 

Common mental disorders No 6,647 92.1% 

Yes 627 7.9% 

Abbreviation: SD Standard deviation.
a P-value was estimated by Chi-squared test and Student’s t-tests for categorical and

rg/10.1016/j.eurpsy.2018.12.004 Published online by Cambridge University Press
ADHD strata for this analysis as the small numbers especially
among those with high ASRS scores rendered unstable estimates.
To determine the degree to which the inclusion of different
covariates affects the association between ADHD symptoms and
mental health discrimination, a hierarchical analysis was per-
formed with different sets of variables being entered sequentially
into the analysis. Five different models were constructed: Model 1 -
adjusted for sex, age, ethnicity, education (qualification), income
and marital status; Model 2 - adjusted for the variables in Model 1
and stressful life events; Model 3 - adjusted for the variables in
Model 2 and alcohol dependence and drug use; Model 4 - adjusted
for the variables in Model 3 and physical health conditions. Finally,
the fully adjusted Model 5 adjusted for the variables in Model 4
while also including common mental disorders.

In all the models, the covariates were categorical variables with
the exception of age, number of physical health conditions and
stressful life events (continuous variables). As many of the
participants had missing data for income (20.7%), and in an
attempt to retain as many cases in the analysis as possible, a
missing category was created for this variable and included in the
analysis. For other variables, only �1.5% of the values were missing.
In all analyses, Taylor linearization methods were used so that the
sample weighting and the complex study design could be taken
into account to enable nationally representative estimates to be
produced. The results are presented in the form of odds ratios
(ORs) and 95% confidence intervals (95% CI). Analyses were
performed with Stata version 14.1 (Stata Corp LP, College Station,
Texas). The level of statistical significance was set at P < 0.05.

3. Results

3.1. Sample characteristics

Details of the sample characteristics and also stratified by
mental health discrimination are presented in Table 1. The analytic
sample included 7274 individuals aged 18–95. The mean (SD) age
of the sample was 47.5 (18.2) years old and 51.6% of the sample was
female. The prevalence of ADHD symptoms and discrimination due
to mental health was 5.4% and 1.1%, respectively. Compared to
those who did not experience discrimination due to mental health
Discrimination due to mental health

No Yes
(SD) n % or mean (SD) n % or mean (SD) P-valuea

3,049 48.6% 39 44.2% 0.467
4,023 51.4% 52 55.8%

47.5 (18.1) 38.6 (17.1) <0.001
6,259 85.6% 79 85.9% 0.945
790 14.4% 12 14.1%
2,026 23.9% 29 30.6% 0.182
5,028 76.1% 61 69.4%
1,947 36.7% 10 15.8% <0.001
1,885 32.8% 21 28.3%
1,864 30.5% 40 55.9%
4,056 65.6% 23 33.8% <0.001
3,016 34.4% 68 66.2%

3.5 (2.4) 6.5 (3.5) <0.001
6,740 94.4% 70 70.2% <0.001
332 5.6% 21 29.8%
6,583 91.4% 73 76.1% <0.001
479 8.6% 18 23.9%

1.4 (1.5) 2.1 (1.9) <0.001
6,520 92.9% 30 31.7% <0.001
552 7.1% 61 68.3%

 continuous variables, respectively.

https://doi.org/10.1016/j.eurpsy.2018.12.004


Fig. 1. Prevalence of discrimination due to mental health by severity of ADHD
symptoms. Abbreviation: ADHD attention-deficit/hyperactivity disorder. Higher
scores on the Adult ADHD Self-Report Scale Screener represent increased ADHD
symptoms. Bars denote 95% confidence intervals.
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in the past 12 months, those who did were significantly younger,
had a low income, were not married/cohabiting, were more likely
to be alcohol dependent and engage in drug use, and have common
mental disorders, while they also had greater numbers of stressful
life events and physical health conditions.

3.2. ADHD symptoms and the prevalence of mental health
discrimination

The association between ADHD symptomatology and the
prevalence of perceived mental health discrimination is depicted
in Fig. 1 using the 4 ADHD strata. For the lowest level of symptoms
(Stratum I) there was almost no mental health discrimination
reported (0.3%). As the number of ADHD symptoms increased so
did the prevalence of discrimination rising to 2.3% for those with
10–13 symptoms and to 5.2% for those with 14–17 symptoms.
However, for those with the most severe symptoms (Stratum IV,
18–24) there was a large and statistically significant difference in
the prevalence of perceived mental health discrimination (as
signified by the non-overlapping confidence intervals) with 18.8%
(95% CI:11.0–30.3%) reporting that they had experienced mental
health discrimination in the previous 12 months.
Table 2
Association between ADHD symptoms (ASRS � 14) and discrimination due to mental h

Characteristic Model 1 Model 

OR [95% CI] OR 

ADHD symptoms Yes vs. No 9.48*** [5.29,16.99] 5.65***
Sex Female vs. Male 1.14 [0.65,2.02] 1.32 

Age (years) Per unit increase 0.97*** [0.96,0.99] 0.97*** 

British White No vs. Yes 0.72 [0.34,1.51] 0.80 

Qualification Yes vs. No 0.58 [0.31,1.07] 0.57 

Income High 1.00 [1.00,1.00] 1.00 

Middle 1.87 [0.82,4.29] 1.76 

Low 2.65* [1.14,6.14] 2.10 

Marital status Not married/cohabiting 2.26** [1.35,3.77] 2.03** 

Stressful life events Per unit increase 1.34*** 

Alcohol dependence Yes vs. No 

Drug use Yes vs. No 

Chronic physical conditions Per unit increase 

Common mental disorders Yes vs. No 

Abbreviation: ADHD attention-deficit/hyperactivity disorder.
Data are odds ratios (OR) with 95% confidence intervals (CI).
ADHD symptoms were defined as a score of �14 with the Adult ADHD Self-Report Scal
* p < 0.05, ** p < 0.01, *** p < 0.001.
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3.3. ADHD symptoms and mental health discrimination: multivariable
analysis

The results from the multivariable analysis between ADHD
symptoms (ASRS � 14) and perceived mental health discrimination
are reported in Table 2. Model 1 that adjusted for sociodemo-
graphic variables, showed that ADHD symptoms were associated
with almost 10 times higher odds for mental health discrimination
(OR: 9.48, 95% CI: 5.29–16.99). However, the inclusion of stressful
life events in Model 2 attenuated the odds greatly (OR: 5.65, 95% CI:
2.99–10.65). The inclusion of negative health behaviours in Model
3 and physical health conditions in Model 4 also attenuated the
odds but to a much smaller degree. The inclusion of common
mental disorders in Model 5 also greatly reduced the odds. Indeed,
an additional analysis revealed that common mental disorders
were much more prevalent in those with more (ASRS � 14) rather
than fewer ADHD symptoms (37.5% vs. 6.2%). Nonetheless, in the
fully adjusted model ADHD symptoms were still associated with
almost 3 times higher odds for reporting mental health discrimi-
nation (OR: 2.81, 95% CI: 1.49–5.31).

4. Discussion

This study used data from a nationally representative sample of
over 7000 household residents in England to examine the
association between ADHD symptomatology and perceived mental
health discrimination. Increasing ADHD symptoms were associat-
ed with a higher prevalence of mental health discrimination, but
among those individuals with the highest ADHD symptom scores
(ASRS 18–24), the prevalence of mental health discrimination was
particularly elevated. Results from a multivariable logistic regres-
sion analysis showed that, individuals with ADHD symptoms
(ASRS � 14) had almost three times higher odds for experiencing
mental health discrimination in the previous year even after
adjustment for a variety of different covariates.

Overall, 8.1% of adults with ADHD symptoms (vs. 0.7% among
those without ADHD symptoms) stated that they had experienced
mental health discrimination in the previous year. Assessing this
figure is complicated by the fact that previous research on mental
health discrimination has focused on populations with specific
mental health diagnoses where the prevalence of mental health
discrimination is often very high across different life domains
[3–6]. However, in an earlier large-scale general population study
in the United States, although 33.5% of the respondents reported
ealth estimated by multivariable logistic regression.

2 Model 3 Model 4 Model 5

[95% CI] OR [95% CI] OR [95% CI] OR [95% CI]

 [2.99,10.65] 5.07*** [2.58,9.95] 4.81*** [2.43,9.52] 2.81** [1.49,5.31]
[0.75,2.32] 1.46 [0.82,2.58] 1.41 [0.79,2.51] 1.14 [0.67,1.94]
[0.95,0.98] 0.97*** [0.95,0.99] 0.96*** [0.94,0.98] 0.96*** [0.95,0.98]
[0.38,1.65] 0.90 [0.44,1.85] 0.95 [0.46,1.94] 0.72 [0.35,1.51]
[0.32,1.01] 0.54* [0.30,0.98] 0.54* [0.29,0.99] 0.64 [0.35,1.16]
[1.00,1.00] 1.00 [1.00,1.00] 1.00 [1.00,1.00] 1.00 [1.00,1.00]
[0.76,4.12] 1.79 [0.74,4.33] 1.67 [0.68,4.09] 1.66 [0.69,3.97]
[0.86,5.12] 2.35 [0.93,5.94] 2.24 [0.88,5.74] 1.72 [0.71,4.14]
[1.19,3.48] 1.89* [1.10,3.26] 1.79* [1.02,3.16] 1.79 [1.00,3.21]
[1.25,1.44] 1.33*** [1.23,1.43] 1.29*** [1.18,1.41] 1.24*** [1.13,1.35]

3.24** [1.60,6.56] 3.39*** [1.66,6.95] 2.69** [1.38,5.24]
0.77 [0.36,1.67] 0.81 [0.38,1.74] 0.72 [0.32,1.59]

1.22* [1.04,1.43] 1.09 [0.93,1.27]
10.83*** [5.66,20.73]

e (ASRS) Screener. Models are adjusted for all variables in the respective columns.
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any lifetime discrimination, only 3.6% stated that physical/mental
disability was the reason for their perceived (lifetime/day-to-day)
discrimination [36]. Given this, our results suggest that mental
health discrimination may be significantly elevated in those with
ADHD symptoms and especially among individuals with the most
severe symptoms.

It is uncertain what exactly underlies the higher odds for
mental health discrimination among those with ADHD symp-
toms. Even after adjusting for factors that are common in
individuals with ADHD symptoms [37,38], and that have been
linked to mental health discrimination in groups with other
mental health disorders, ADHD symptoms continued to be
associated with significantly increased odds for past year mental
health discrimination. This uncertainty is compounded by the fact
that almost no individuals in the sample were taking ADHD
medication (Ritalin or Straterra) [30], so it is feasible to assume
that the vast majority of individuals in the ADHD symptom
category either did not have an ADHD diagnosis or did not know
that they might have ADHD, a supposition which is supported by
findings from the most recent version (2014) of the Adult
Psychiatric Morbidity Survey where very few adults who
screened positive for ADHD either believed they had the disorder
(3.7%) or had an ADHD diagnosis by a professional (2.3%) [39]. The
question then becomes why would they report experiencing
mental health-related discrimination?

In terms of perceived/experienced discrimination more gener-
ally, it can be hypothesized that those with the highest level of
ADHD symptoms encounter this more often because they exhibit
the most problematic behaviours which are met with a more
negative response. The main symptoms of ADHD – inattention,
hyperactivity and impulsivity [18] have all been associated with a
range of negative outcomes for adults across different domains
including in the home and at work. For example, the reduced
occupational functioning that has been observed in adults with
ADHD [40] might explain why ADHD carries an increased risk for
unemployment [41]. Moreover, other research has described how
individuals with ADHD may suffer from a range of deficits such as
indecisiveness, procrastination, poor time management, motiva-
tional difficulties as well as being easily bored, which not only
create difficulties in their own everyday lives [25] but might also
affect the people around them and provoke a negative response.
This might explain why there is some evidence that individuals
with ADHD not only have greater interpersonal difficulties but may
also perceive more negative behaviours being directed against
them (e.g. receiving more criticism of their behaviour and being
taken advantage of) [42], which for some, might fuel feelings of
being discriminated against.

It can only be speculated why many individuals, most probably
without a diagnosis of ADHD, might perceive some of the life course
difficulties they encounter as being examples of mental health
discrimination. Given the reduction in the odds ratio when common
mental disorders were included in the analysis and the fact that
common mental disorders were much more prevalent among those
individuals with ADHD symptoms, it is possible that some
individuals may have had a comorbid/differential diagnosis or other
undiagnosed disorders and it is that which they were associating
with mental health discrimination. Nonetheless, by itself, this may
not fully explain the association we observed, as even after
controlling for common mental disorders in the analysis, the odds
ratio for discrimination was still significantly elevated in those with
ADHD symptoms. This highlights the need for future research to
determine the specific factors that are associated with perceived
mental health discrimination in adults with ADHD symptoms.

This study has several limitations that should be discussed.
First, information on mental health discrimination was collected
with a single dichotomous item. Hence, we had no details of the
rg/10.1016/j.eurpsy.2018.12.004 Published online by Cambridge University Press
type/nature of the discrimination, who was involved, whether
there was more than one episode occurring across different
domains, how severe it was, or what were the consequences of
the discrimination. This information would have helped us to
better understand the association between ADHD symptoms and
mental health discrimination and should thus be collected in
future studies on this topic. Second, as the survey response rate
was only 57% [30] it is possible that those with ADHD symptoms
and/or more experience of mental health discrimination might
have been less likely to participate, thus potentially affecting the
results. An earlier study of discrimination among people using
mental health services in England reported very low response
rates for example [6]. Third, given the potentially sensitive nature
of the topic of mental health discrimination, it is possible that this
phenomenon may have been underreported, although allowing
the respondents to self-complete this question may have reduced
the risk of social desirability bias. Fourth, the dataset we used at
the time of writing this paper was the most up-to-date publicly
available version of the Adult Psychiatric Morbidity Survey.
Nonetheless, it was still a decade old. Further research is thus
needed with more recent data to see if/how the associations we
observed in this study have changed across time. Fifth, as the
number of individuals in the most severe ADHD symptom
category was small, there was a wide confidence interval for the
discrimination point estimate. Sixth, given that we focused on
ADHD symptoms, rather than diagnosed ADHD, we cannot
discount the possibility that we may have been measuring
symptoms of other disorders which can sometimes overlap with
ADHD symptoms such as those related to bipolar disorder, major
depressive disorder, generalized anxiety disorder, and substance
use disorders [43] although we were able to control for common
mental disorders in the analysis.

In conclusion, this study has shown that individuals with ADHD
symptoms have a significantly increased risk of experiencing mental
health discrimination. This is an important finding given that mental
health discrimination has been associated with detrimental con-
sequences in individuals with mental health disorders and therefore
might also be a factor in the negative outcomes that have been noted
in adults with ADHD/ADHD symptomatology. As ADHD continues to
be underdiagnosed and untreated in adults [28], the results of this
study highlight the importance of identifying and treating these
individuals and suggest that interventions to inform the public about
ADHD may be important for reducing the stigma and discrimination
associated with this condition.
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