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ABSTRACT 

Wi th increasing numbers of adults presenting with 

symptoms of Attention Deficit Hyperactivity Disorder (ADHD), 

the identification of empirically sound instruments is 

essential for accurate diagnosis and effective treatment of 

adults with ADHD. Two such instruments are currently 

available. The Wender-Utah Rating Scale (WURS) was designed 

for the retrospective diagnosis of childhood symptoms of 

ADHD in adults. The Copeland Symptom Checklist (CSC) for 

Adult Attention Deficit Disorders was developed to assess 

currently existing ADHD symptoms most commonly reported in 

adults and adolescents. Both instruments are reported by 

their authors to be congruent with the prevailing diagnostic 

criteria (DSM-IV, 1994), clinically validated and effectual 

in the comprehensive assessment of ADHD in adults. The 

current research investigates the relationship between 

scores obtained on the WURS and the CSC to determine if 

these two instruments appear to be measuring the same 

underlying constructs in an undiagnosed population. 

Ninety-two college students participated in the current 

study and completed both the WURS and the CSC. Multiple 

regression revealed a significant correlation between the 

subscales of the CSC and scores on the WURS. However, it 

ili 



appears that the CSC and WURS may be over-diagnosing adult 

ADHD. The need for further research is discussed. 



TABLE OF CONTENTS 

CHAPTER 

1. INTRODUCTION . . . . 
2 . REVIEW OF LITERATURE 

PAGE 

1 

7 

Longitudinal Studies ..... . • • 7 
Neurological Studies 
Criterion Based Studies 

. • 14 
18 

3. METHOD 

4. 

5. 

Subjects . . . 
Materials ..• 
Procedures 

RESULTS .. 

DISCUSSION 

• • 25 

. . . . . . . . . . . . . 2 5 
• 25 

• • • • • • • • • • 2 7 

•• 29 

. . 33 

. . . . . . 3 8 LIST OF REFERENCES 

APPENDIXES . . . . . . . . . . • • • 4 8 

A. 
B. 
c. 

Informed Consent Form. 
WURS . . . . 
csc . . . . . . . . . 

V 

. . . . . . . . 4 9 
. 50 

. . . . . . . . . . . • . 5 2 



TABLE 

1. 

2. 

3. 

LIST OF TABLES 

PAGE 

Twenty-five i tems with greatest mean 
differences . . . . . . . . . .. ... . . 22 

Pearson Correlation Matrix for csc 
30 Subscale Scores . . . . . . . . . . . . . . 

Percentage of items checked by group 
31 and category on CSC . . . . . . . . . . . . . . 

vi 



CHAPTER 1 

INTRODUCTION 

Attention Deficit Hyperactivity Disorder (ADHD) was 

once considered to be a disorder of childhood which 

disappeared with the onset of adolescence (Coleman & Levine, 

1988; Fischer, Barkley, Fletcher & Smallish, 1993; Klein, 

1987; Weiss, Hechtman, Milroy & Perlman, 1985). ADHD is now 

widely recognized as a life-long disorder (Barkley, 1990; 

Hallowell & Ratey, 1994; Klein & Mannuzza, 1991; Shekim, 

Asarnow, Hess, Zaucha & Wheeler, 1990; Weiss, Hechtman, 

Milroy & Perlman, 1985; Zametkin & Borcherding, 1989). The 

rapid increase in the number of adults presenting with ADHD 

has created an acute awareness of the urgent need for 

improved diagnostic criteria as well as for more effective 

intervention methods for treating adults with ADHD (Barkley, 

1990; 1991; Cotugno, 1993; Coleman & Levine, 1988; Shekim, 

Asarnow, Hess, Zaucha & Wheeler, 1990; Woods, 1986). No one 

really knows how many adults may have ADHD. Current 

research suggests that approximately one-third to one-half 

of all children with ADHD continue to experience significant 

behavioral and attentional problems into adulthood (Shekim, 

Asarnow, Hess, Zaucha, & Wheeler, 1990). Prevalence 

estimates of 3 to 5 percent of school-aged children 

diagnosed with ADHD suggest that about 1 - 2 percent of 

these children may continue to endure symptoms associated 

with ADHD as adults (Barkley, 1990; Klee, Garfinkel & 



Beauchesne 1986• we· H h , , iss, ec tman, Perlman, Hopkins, & 

Wener 1979• Shekim A ' , , sarnow, Hess, Zaucha, & Wheeler, 

1990) · ADHD impacts significantly upon the social, 

economic physical ad · 1 · · ' , n emotiona well being of adults with 

ADHD as well as children sufferers (Barkley, 1990; Fischer, 

Barkley, Fletcher, & Smallish, 1993; Phelan, 1993; Weiss, 

Hechtman, Milroy & Perlman, 1985, Wender, 1995). 
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Much controversy exists over the etiology and 

manifestation of adult ADHD. Barkley (1990) hypothesizes 

that ADHD is a product of volitional inhibition -

motivational deficits associated with an insensitivity to 

behavioral consequences and inadequate rule-governed 

behavior. Wender (1987, 1995) advocates a genetic 

predisposition consisting of heterogeneous traits. Wender 

(1995) also emphasizes the importance of obtaining detailed 

behavioral and developmental histories for determining 

specific behavioral styles and characteristics inherent from 

childhood in order to appropriately diagnose ADHD based on 

criteria described in DSM-IV (1994). Copeland (1989) 

postulates, based on over 20 years of clinical observation, 

that ADHD is both genetic and environmental in nature. 

Copeland believes that emotional difficulties and poor peer 

relations are exacerbated in adults with ADHD and tend to 

manifest in adulthood as problems with poor work relations, 

poor family relations, poor interpersonal relations, low 



self-es t eem, years of continued frustration and failure. 

Copeland also emphasizes that adults have learned to cope 

with their emotions, failures and frustrations since 

childhood and have become more adept in covering up 

problems. Children are more likely to exhibit their 

problems more openly as a result of their immaturity and 

inexperience (Copeland, 1989). 

3 

Two instruments have been designed for use in the 

assessment of adult ADHD, The Wender-Utah Rating Scale 

(WURS, 1993) developed by Ward, Wender and Reimherr (1993) 

and The Copeland Symptom Checklist for Adult Attention 

Deficit Disorders (CSC) designed by Copeland (1989). The 

WURS and the CSC have distinct differences in their authors' 

approaches to identifying characteristics of adult ADHD in 

their instruments. The CSC was designed for two specific 

clinical purposes (Copeland, 1989). The first purpose for 

which the CSC was designed was as a diagnostic tool for 

identification of distinctive problem areas of dysfunction 

which could be specifically dealt with in the therapeutic 

process. The second clinical objective was similar - to 

provide an objective assessment of treatment effects. 

Dysfunctional problem areas are divided into eight 

categories_ rnattention/Distractibility, Impulsivity, 

Activity Level Problems, Noncompliance, 

Underachievement/Disorganization/Learning Problems, 



Emotiona l Di fficulties, Poor Peer Relations, and Impaired 

Fami ly Relationships. Copeland (1989) believes these eight 

categories are representative of the most commonly reported 

symptoms associated with adult ADHD. 

The Wender-Utah Rating Scale (WURS) was designed for 

use with adults who report a history of attentional 

problems, impulsivity and hyperactivity since childhood 

(Ward, Wender & Reimherr, 1993). Because the Wender 

criteria (Wender, 1987) stipulates that attentional 

difficulties, impulsivity and hyperactivity must have been 

present since childhood to be diagnosed with ADHD as an 

adult, the WURS contains no classification for adults 

without hyperactivity as a child. 

4 

While the majority of professionals working in the 

field of ADHD tend to focus on the needs of children with 

this disorder (August, Ostrander, & Bloomquist, 1992; Day & 

Dev. Peters, 1989; DuPaul, 1992; Guevremont, DuPaul, & 

Barkley, 1990; Barkley, DuPaul, & McMurray, 1990; Jensen, 

Xenakis, Shervette, Bain, & Davis, 1989; Lahey, Schaughency, 

Hynd, Carlson, & Nieves, 1987; and Sharma, Halperin, 

Newcorn, & wolf, 1991} there has been a recent growing 

interest in how ADHD manifests itself in adulthood 

(Gittelman, Mannuzza, Shenker, & Bonagura, 1985; Klee, 

Garfinkel, & Beauchesne, 1986; Klein, 1987; Klein & 

& Klein, 1992; Mannuzza, Klein, & Mannuzza, 1991; Mannuzza 
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Addalli, 1991; Mannuzza, Klein, Bessler, Malloy, & LaPadula , 

1993 ; Mannuzza, Klein, Konig, & Giampino, 1989). ADHD is 

most commonly diagnosed in school-aged children for the 

purpose of educational classification (Martin, 1993; 

McKinney, Montague, & Hocutt, 1993). For adults, who are 

usually self-referred for assessment, the diagnosis of ADHD 

has been for the purpose of psychiatric evaluation and 

classification of their ADHD subtype to determine the most 

effective treatment to implement (Barkley, 1990; Barkley, 

DuPaul & McMurray, 1990; Shaffer, 1994; Wender, Reimherr, & 

Woods, 1981). ADHD has become one of the fastest growing 

diagnostic categories for adults and requires the expertise 

and experience of trained clinicians to accurately diagnosis 

and treat (Wender, 1987, 1995). 

ADHD is diagnosed through assessment of common 

characteristics associated with ADHD established by DSM-IV 

(1994) using an interview or self-report format (Barkley, 

1990; Wender, 1987, 1995; Copeland, 1989). These common 

characteristics include inattention, impulsivity and 

hyperactivity. 

Because many adults have become so proficient in coping 

with their ADHD, it is often difficult to accurately 

recognize and diagnose ADHD in adults (Wender, 1987). Many 

of the coping strategies and behaviors observed in adults 

wi th ADHD are similar to those seen in other psychiatric 



disorders and may lead to a false diagnosis (Wender, 1995). 

Comorbidity of psychological disorders such as Borderline 

Personality Disorder and Mood Disorders also make 

differential diagnosis of adult ADHD more difficult 

(Barkley, 1990). 

6 

· The purpose of the current study was to investigate the 

relationship between the constructs measured by the CSC 

(Copeland, 1989) and the WURS (Ward, Wender, & Reimherr, 

1993). The constructs measured by the WURS are based on the 

Wender criteria (Wender, 1987) which requires a childhood 

history of problems associated with persistent motor 

hyperactivity, attentional difficulties, affective lability, 

disorganization, inability to complete tasks, hot temper 

with explosive sho!t-lived outbursts, impulsivity and 

emotional over-reactivity prior to the age of seven. The 

constructs measured by the CSC as defined by its author 

include Inattention/Distractibility, Impulsivity, Activity 

Level Problems, Noncompliance_, 

Underachievement/Disorganization/Learning Problems, 

Emotional Difficulties, Poor Peer Relations, and Impaired 

Family Relationships. It is expected that there will be a 

high correlation found between scores generated from these 

two instruments. 



CHAPTER 2 

REVIEW OF LITERATURE 

A growing recognition of the lack of research and 

diagnostic tools available for use in the assessment of 

attention deficit hyperactivity disorder (ADHD) in adults 

has recently emerged (Copeland, 1989; Hallowell & Ratey, 

1994; Weiss, 1992; Wender, 1987). Many clinicians find it 

difficult to accurately diagnose and successfully treat 

adults with ADHD (Barkley, 1990; Phelan, 1993; Wender, 1995) 

due to the lack of research in this area and the need for 

sound empirical instruments and interventions. Outcome 

studies designed to observe children with ADHD into 

adolescence and early adulthood did not begin until the 

1970's. These outcome studies were followed by research 

designed to assess comorbid clinical and personality 

disorders associated with ADHD in adolescence and adults, 

neurological studies attempting to identify an etiological 

basis for ADHD and criterion based studies designed to aid 

in the development of assessment measures. 

Longitudinal studies 

Weiss, Hechtman, and Perlman (1978) and Weiss, 

Hechtman, Perlman, Hopkins, and Wener (1979) began a 

longitudinal study of children diagnosed with ADHD for the 

· th dult outcome of childhood ADHD. purpose of establishing ea 

One hundred and four children, ranging in age from 6 to 12 

d e followed until years old at the start of the stu Y, wer 



they were 21 t o 33 years old . Assessment of overall 

behaviora l and psychiatr ic functioning was compl eted at 5 , 

10 a nd 15 year intervals (Weiss, Hechtman, Milroy, & 

Perlman, 19 85 ) • Hyperactive children were not being 

pharmaceutical ly treated to allow for non-pharmaceutical 

methods of treatment such as therapeutic interviews, family 

t he rapy and individual therapy to be evaluated. 

8 

At the 5-year interval, 91 of the original 104 children 

were available for assessment. Findings showed that 

subjects with ADHD at adolescence (mean age 14 years) 

reported experiencing decreased difficulties with 

hyperactivity but continuing problems with failing grades, 

restlessness, distractibility, emotional immaturity, 

inability to maintain goals, impulsivity and poor self­

esteem (Weiss, Hechtman, & Perlman, 1978). 

At the 10-year follow-up, 75 of the subjects with ADHD 

and 44 of the matched control subjects were available for 

assessment. Subjects with ADHD (mean age of 19) were found 

to be experiencing increased problems with impulsivity; 

immaturity such as poor judgment, a lack of understanding 

f or behavioral consequences and having more car accidents 

than control subjects; failing more grades in high school; 

of education than control and compl eting fewer years 

h Perlman, Hopkins, & Wener, 1979). subjects (We i ss, Hee tman, 

A trend was noted for the subjects with ADHD to have a 
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r cord of more court referrals for theft , aggressive 

behaviors , drug offenses , disturbing the peace, and traff ic 

offenses during the last f1.'ve years of the study than 

control subjects. Personality trait disorders such as 

impulsivity immature d d · · , - epen ence, obsessive-compulsive 

behaviors, aggression and depressio~ were diagnosed more 

often in the subjects with ADHD and appeared to be a 

frequent adult outcome of childhood ADHD. Weiss, Hechtman, 

Perlman, Hopkins, and Wener (1979) also noted that two of 

the subjects with ADHD died in motorcycle accidents and one 

committed suicide prior to the 10-year follow-up. Subjects 

with ADHD were found to perform significantly worse on tasks 

measuring social skills and self-esteem and continued to 

exhibit impulsive approaches, rather than reflective 

approaches, in solving cognitive tasks. Subjects with ADHD 

were also found to differ significantly from the control 

group subjects in the area of social adjustment, such as 

number of friends and extent of conformity to societal 

norms. Degree of restlessness, such as fidgeting while 

seated or tapping fingers or feet, during the clinical 

Further interview, was increased for subjects with ADHD. 

findings revealed that subjects with ADHD, evaluated at 

follow-up using self-rating scales and personality tests, 

did not view their problems as more psychopathological than 

those of the control group. However, they did tend to view 



10 
themselve s as inferior to h 

t e control group subjects in the 
areas of society's ideals f 

o social interaction, self-
esteem, and competence. 

Sixty-three of the subjects with ADHD and 41 of the 

matched control subJ'ect • s, were available for psychiatric 

evaluation at the end of the 15-year study (Weiss, Hechtman, 

Milroy, & Perlman, 1985). Mean age for both groups was 25 

years old. Self-rating scales (California Personality 

Inventory, Schedule for Affective Disorders and 

Schizophrenia and the Symptom Checklist - 90), structured 

and semi-structured interviews were used in the psychiatric 

evaluation. Thirty-nine of the subjects with ADHD and 3 of 

the control subjects reported continued problems with 

restlessness, poor concentration, impulsivity, and 

explosiveness. Forty-six of the; subjects with ADHD compared 

to 22 of the control subjects listed problems with 

interpersonal difficulties; 41 of the subjects with ADHD and 

28 of the control subjects acknowledged difficulties with 

poor self-esteem, _getting organized and completing tasks; 48 

of the subjects with ADHD compared to 21 of the control 

subjects indicated feelings of anxiety and/or depression; 24 

subjects with ADHD and 11 control subjects reported having 

had thoughts of suicide; 6 of the subjects with ADHD and 

none of the control subjects actually attempted suicide with 

one subject with ADHD succeeding in committing suicide; and 
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27 of the subjects with ADHD and 11 control subjects 

admitted to problems with alcohol abuse during the past 3 

years. The authors concluded that children with ADHD appear 

to be predisposed to experience an exacerbation of problems 

associated with ADHD as well as an increase of symptoms 

related to psychopathology into adulthood. 

Gittelman, Mannuzza, Shenker, and Bonagura (1985) 

conducted a longitudinal study of 101 males for the purpose 

of identifying stable predictors of adult ADHD. Subjects 

were between the ages of 6 to 12 years old at the start of 

the study and were referred by teachers, parents and 

clinical staff because of behavioral problems. The authors 

were interested in evaluating outcomes for subjects who had 

reached the ages of 16 to 23 years. Results suggested that 

children with ADHD were at a much greater risk than control 

subjects for developing antisocial behaviors and substance 

abuse disorders (other than alcohol). 

Cadoret and Stewart (1991) performed an adoption study 

of 283 male subjects from the Iowa Children's and Family 

Services of Des Moines and from Lutheran Social Services of 

Des Moines, Iowa who had been separated at birth from their 

parents and placed with nonrelatives. The study was 

designed to investigate the contribution of genetic and 

to the e tiology of ADHD as well as the environmental factors 

possible relationship of adolescent and adult 
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psychopath01°gies such as aggression and adult antisocial 

personality disorder. s bj u ects ranged in age from 18 to 40 

years of age at the time of the study. Information obtained 

from agency adoption records indicating biological familial 

histories of psychiatric and/or behavior problems, 

interviews with adoptive parents and diagnoses of adult 

psychiatric conditions determined through the Diagnostic 

Interview Schedule (DIS) were reviewed. Forty-nine subjects 

were found to have significant correlations between high 

scores on childhood attentional problems and hyperactivity. 

DIS scores used for the diagnosis of adult psychiatric 

problems for the 49 subjects with attentional problems and 

hyperactivity were then correlated with rating scales 

indicating the presence of childhood attention deficit 

hyperactivity disorder, biological parental history of 

delinquency, a history of aggressiveness, adult criminal 

conviction, and environmental factors such as socioeconomic 

status and psychiatric problems in adoptive family members. 

Biological parents with a history of delinquency or criminal 

convictions had children who showed an increased incidence 

of ADHD and adult antisocial personality disorder (ASP), 

Lower socioeconomic status and increased psychiatric 

problems in adoptive family members correlated significantly 

with aggressive behaviors and ADHD. ASP was found to be 

significantly correlated with aggressiveness, but not ADHD, 
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in the adoptive family. The authors concluded that ADHD has 

many possible associated behavioral characteristics which 

are influenced by either genetic or environmental factors or 

both. 

Herrero, Hechtman, and Weiss (1994) and Lilienfeld and 

Waldman (1990) suggest that the recurring association found 

between adult ADHD and antisocial personality disorders may 

be valuable in validating the stability of behaviors for 

individuals with ADHD. In 1993, Fisher, Barkley, Fletcher, 

and Smallish examined the stability of behaviors in 

children, ages 4 to 12 years old with and without ADHD, 

through adolescence and early adulthood in an 8-year follow­

up study. Behaviors studied included somatic complaints, 

social and emotional withdrawal, anxiety, depression, 

difficulties in school, attentional problems, cognitive 

deficits, aggression and delinquency. Their results 

indicated that children assessed as being hyperactive showed 

more deviant behaviors as adolescents and young adults than 

control subjects. Their findings suggest continued evidence 

for both internalizing and externalizing behavioral 

pathology at follow-up. 

Hellgren, Gillberg, Bagenholm, & Gillbert (1994) 

conducted a study of 7 year old children diagnosed with 

deficits in attention, motor control, and perception. 

Certain clinical disorders, such as bipolar and anxiety 
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disorders, and a var· t f ie Yo personality disorders were found 

to persist at age 16. Personality characteristics 

established early in life have been found to contribute 

significantly to personality and behavioral patterns in 

children and adults (Klein, 1987; Lufi & Parish-Plass, 

1995) . 

In a review of follow-up studies of adolescents with 

ADHD, Klein and Mannuzza (1991) found that males were nine 

times more likely than females to exhibit high rates of 

behavioral problems including restlessness, hyperactivity, 

impulsivity, attentional problems and antisocial behaviors 

into adulthood. The authors note that there were fewer 

female participants in the studies they reviewed which would 

indicate that males do not necessarily have a poorer 

prognosis than females. 

Neurolo~ical Studies 

During the past two decades an increased interest in 

the etiology of ADHD has promoted advances in ADHD research 

technology while providing a new conceptualization for the 

different types of ADHD - combined type, primarily 

hyperactive type, primarily impulsive type, and/or primarily 

199 4) This new conceptualization inattentive type (DSM-IV, · 

l · l models related to the etiology of ADHD supports neuro ogica 

and is directed toward finding a specific brain abnormality 

d h 1 explain the heterogeneous or malfunction that coul e_p 
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nature of ADHD characteristics (Riccio, Hynd, Cohen, & 

Gonzalez, l993; Colby, 1991; and Zametkin, Nordahl, Gross, 

King, Semple, Runsey, Hamburger, & Cohen, 1990). 

Riccio, Hynd, Cohen, and Gonzalez (1993) studied 

attentional mechanisms from neuroanatomical, neurochemical, 

and neurophysiological perspectives. Their neuroanatomical 

research suggests that specific areas within the brain are 

responsible for the interaction and regulation of 

attentional mechanisms and inhibition of motor activity. 

Their neurochemical studies suggest that specific 

neurotransmitters are responsible for the communication 

links along neural circuits and that malfunctions in these 

links may be associated with ADHD. In their 

neurophysiological research, findings suggest that the 

relationship between the neurochemical and the 

neuroanatornical functions serve to regulate the complex 

interactions responsible for inhibiting and arousing 

attentional mechanisms. 

Swanson, Posner, Potkin, Bonforte, Youpa, Fiore, 

Cantwell, and Crinella (1991) maintain that researchers, 

neurological basis for ADHD, have attempting to identify a 

attentional or behavioral not been able to map any 

. d "th ny specific cognitive or neural descriptors associate wi a 

. "th the findings of Riccio, et al systems. They disagree wi 

. kl ( 199 0) who believes that the (1993) and agree with Bar ey 



attentional component of ADHD is a failure to sustain 

focused attention (voli'ti' onal · h'b' in 1 ition). 
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Colby (1991) does not find it surprising that 

researchers have encountered difficulties in mapping 

specific components associated with attentional deficits 

given the number of brain structures and neural systems 

responsible for the differing mechanisms associated with the 

attentional process. He perceives attention as a 

distributed process in which sensory responses are regulated 

by neural components activated by external or internal 

stimuli. Colby (1991) agrees with the theory that a 

distinct connection exists between attentional processes and 

specific neurochemical and neuroanatomical components which 

activate depending upon whether a stimulus is external or 

internal. 

Despite these difficulties in mapping the neural 

systems underlying specific behaviors, Zametkin, Nordahl, 

Gross, King, Semple, Runsey, Hamburger, & Cohen (1990) 

maintain that there is evidence that some type of structural 

or morphological difference exists in the brain structure 

f HD 1'nd1'v1'duals as compared to normative and activity o AD 

groups. Individuals with ADHD were studied by Zametkin, et 

al (1990) using positive emission tomographic (PET) scans. 

db ain activity levels in the The authors found decrease r 

f t 1 · nd premotor regions areas believed to superior pre ron a a 



control attention and movement {Mattes, 1980; Evans, 

Gualtieri & Hicks, 1986; Chelune, Ferguson, Koon & Dickey, 

17 

1986). Findings of the zametkin 
I et al {1990) studies also 

showed diminished amounts of whole brain glucose, the 

brain's source of energy, in the right frontal lobes of 

individuals with ADHD, when compared to PET's of dysphasic 

and normal control groups. In conjunction with the frontal 

lobe findings, dysfunction of the caudate nucleus located 

within the basal ganglia and believed to be a determinant of 

motor regulation and behavioral inhibition {Lou, Henriksen, 

Bruhn, Borner, & Nielsen, 1989; Zambelli, Stamm, Maitinsky, 

& Loiselle, 1977; and Pontius, 1973) has also been 

implicated in the neurological basis of ADHD. Decreased 

blood flow and metabolism in the right caudate nucleus has 

been found to indicate dysfunctional processes in motor 

regulation and behavioral inhibition and to signify the 

characteristic range of behaviors traditionally associated 

with ADHD {Zametkin, et al, 1990). The normal "right 

greater than left" asymmetry of the caudates, studied 

through the use of Magnetic Resonance Imaging (MRI) 

techniques, appears to be absent in individuals with ADHD 

· s studied suggesting that when compared to normative group 

. ted with ADHD are located in the right the structures associa 



18 

hemisphere of the brain (Lou, Henriksen, Bruhn, Borner, & 

Ni elsen, 1989; Pontius 1973 , ; and Zambelli, Stamm, 

Maitinsky, & Loiselle, 1977;). 

Critetion Based studies 

Evidence of the characteristic signs of ADHD 

(inattention, hyperactivity and impulsivity) identified 

prior to the age of 7 is one of the core requirements for 

making a diagnosis of ADHD (DSM-IV, 1994; Wender, 1987, 

1995). These characteristic signs of ADHD serve as 

essential variables for consideration in the diagnosis and 

treatment of ADHD. Klein (1987) and Lufi and Parish-Plass 

(1995) defined specific factors including external locus of 

control, low levels of persistence (persistence defined as 

"the ability to sustain one's activity for an extended 

period of time") and high levels of anxiety that appear to 

dominate and direct the behaviors of the child and adult 

with ADHD. 

Wender (1987) attempted to resolve the problem of 

accurately assessing adults with ADHD by developing criteria 

for ADHD in adolescents and adults which include seven 

behavioral characteristics frequently present in these age 

groups. These characteristics include persistent motor 

h · attenti·onal difficulties, affective !ability, yperactivity, 

1 . to complete tasks, hot temper, disorganization, inabi ity 

. d tbursts impulsivity, and emotional 
explosive short-live ou , 
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over-reactivity. Individuals may not exhibit all 

characteristics but must have experienced the core symptoms 

of attentional difficulty and hyperactivity in order for a 

diagnosis of ADHD to be made using the Wender criteria. 

Wender (1987) postulates that cognitive deficits experienced 

in adulthood are residual symptoms of biological 

abnormalities stemming from childhood. In order to be 

diagnosed with ADHD using Wender's (1987) criteria, the 

following conditions must be present in adulthood: (1) the 

individual must have a childhood history of ADHD symptoms, 

evident prior to the age of 7, which include both 

attentional deficits and increased motor activity; and (2) 

two of five other characteristics must also be present: 

affective !ability, disorganization and inability to 

complete tasks, explosive temper, impulsiveness, and low 

stress tolerance. 

Although Wender (1987) does not include criteria for 

individuals without hyperactivity, individuals without the 

hyperactivity component have been found to exhibit many of 

the same symptoms such as sustained attentional 

I · l · ·t as difficulties, disorganization, and or unpu s1.v1. Y 

individuals with the hyperactivity component (Dykman & 

Ackerman, 1993; and Lahey, Schaughency, Hynd, Carlson, & 

We.l.·ss (1992) and Hallowell and Ratey (1994) Nieves, 1987). 

the criteria for diagnosis of have also attempted to narrow 



HD i n adolescents and ad 1 u ts. 
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Hallowell and Ratey (1994) 

have de fined 20 characteristics of adult ADHD 
, including a 

sense of underachievement d'ff ' 1 ' 1 icu ty with organization, 

procrastination, involvement · in many projects at one time 

with little follow through, a tendency to say whatever comes 

to mind (tactless and at times hurtful while attempting to 

pass off remarks as teasing), searching for high stimulation 

such as taking risks, driving fast and living on the edge, 

easily bored with little tolerance for the absence of 

stimulation, creative and intelligent (Dr. Hallowell 

describes creativity as "impulsivity gone right"), 

difficulty in going through established channels, worrying 

about everything, unpredictable mood swings and a family 

history of depression. Weiss' (1992) criteria includes 

problems with instability in relationships, frequent job 

changes, mood swings, anxiety, depression, disorganization, 

poor judgment, inability to finish a task, feelings of 

frustration and failure, and problems with repeated 

mistakes, attentional difficulties, impulsivity and either 

over-activity or under-activity as her criteria for 

identifying adults with ADHD. 

and Reimherr (1993) designed The Wender­
Ward, Wender, 

in the retrospective 
Utah Rating Scale (WURS) for use 

and adults based on the 
di agnosis of ADHD in adolescents 

Wender (1987) criteria, 
The WURS is a self-report measure 



21 

consis t i ng of 61 items for descr1.·b1.· ng childhood behaviors 

and produces a single score. It ems are rated by the 

individual on a scale of Oto 4 for identifying specific 

behavioral symptoms believed by the authors to be 

representative of typical ADHD behaviors experienced as a 

child (0 = not at all or very slightly; 1 = mildly; 

2 = moderately; 3 = quite a bit; and, 4 = very much). Ward, 

Wender, and Reimherr (1993) administered the WURS to 251 

subjects and selected the 25 items showing the greatest mean 

differences as indicative of the presence of adult ADHD (see 

Table 1). Subjects tested consisted of 100 "normal" adults, 

70 psychiatric adult outpatients with unipolar depression, 

and 81 adult outpatients with ADHD. A cut-off score of 36 

was established as indicative of ADHD based on those 25 

items showing the greatest mean differences. Scores on 23 

of the 25 items with the greatest mean difference were 

reported as significantly higher for the ADHD subjects. A 

· h ported by the authors as cut-off score of 36 or h1.g er was re 

96% f the ADHD as well as 96% of the correctly identifying o 

normal subjects. There have been no other validation or 

reliability studies conducted to date on the WURS (P.H. 

Wender, personal communication, February 7, 1996). 



Table 1 

Twenty-five items with qreatest mean d'ff 1 erences (Ward, 
Wender, and Reimherr. 1993 ). 

22 

Adul11 Whh 
Anenrion Delld1 

H n,er■ctivlry 
Disorder IN■ lll 

Normal 
Compuison 

Sublecu IN■I00I 

Depmsed 
Comparison 

Sublecu IN• 701 
WURS hem 

lndlvldUAI ircm1 
Con~cnrmion ~roblems, e.asily districted 
Anxious, wo"71nf; 
Ntnow, lidgtty 
lnantnriYe, daydreamin1 
Hot• or 1hon-tempend, low boilini poinl · 
Temper outbunu, tan!l'UmJ 

Trouble with sriclt-10-11-tiveness 
Srubbom. srrong-willed 
Sad or blue, depremd, unhappr 
Disobedient, rebellious, 1usy 
low opinion of mysell 
lrriuble 
Moody, ups and downs 
Angry 
TAro_uble ~~hing ~i~g.s. from someone else's poini or ,iew 

cnng Wll OUI Ullnltlng. impillsive 
Tendency to 1,e· immal'llle 
Guilry !~ling,, regretful 
Losing control or myiell 
fudcncy 10 be or act lrnriorul 
Unpapul.u with 01her children 
Tr6ubl~ wi,1h authorities, aouble with school, ,Isla 10 

prinoptl I office 
Ovcnll • poor 1ruden1, slow lumer 
Tn,ublc with maihcmatia or numben 
Ho1 achlmng up 10 paimdaJ 

Mean 

3.J 
2.1 
l .1 
l.l 
2.7 
2.4 
l .O 
l .l 
2.l 
2.4 
u 
2.4 
2.1 
2J 
2J 
2.9 
2.1 
u 
2.l 
2.0 
t.l 

I.I 
1.4 
2.1 
l.l 

SD 

0.9 
I.I 
0.9 
1.0 
l.l 
1.1 
I.I , 
I.I 
l.l 
1.4 
I.J 
I.I 
1.0 
1.1 
I.I 
I.I 1., 
I.I 
IJ 
l.l 
IJ 

u 
1.4 
IJ 
1.0 

Mean 

0.7 
I.I 
o., 
o., 
0.1 
u 
0.7 
1.4 
0.4 
0.J 
0.7 
0.4 
0.1 
o., 
0.1 
0.1 
0.7 
u 
OJ 
O.l 
O.l 

0.1 
0.1 
OJ 
l.l 

SD 

o., 
1.0 
o., 
0.1 
1.0 
o., 
0.9 
l.l 
0.7 
&.7 
0.1 
u 
0.1 
0.1 
l.l 
o., 
o., 
0.1 
u 
OJ 
OJ 

u 
OJ 
1.0 
1.1 

Mean 

l.J 
2.1 
1.7 
1.7 
1.0 
1.0 
l.J 
1.7 
2.0 
0.7 
2.l 
l.l 
I.I 
1.4 
1.0 
l.4 
1.1 
u 
0.1 
o., 
0.1 

0.4 
OJ 
1.1 
I.I 

row scorea 
Men Women 60J 14.l 17., 11.0 34.1 
All rubims CJ.I l4J U .O IJ JOJ 

NOTE 
__ _""" Ul tU l"1 10., 31.7 

: From The Wender utalf ··Ifatfii'g='Scaie. An-7nd 111 Che -

SD 

1.4 . 
I.J 
1.4 
1.4 
1.1 
IJ 
I.J 
1.1 
1.4 
I.I 
u 
I.I 
l .l 
l.l 
0.1 
1.1 
I.I 
1.4 
1.0 
1.1 
1.0 

0.1 
0.7 
1.4 
lJ 

tl.0 
IU 
17.4 

retrospective diagnosis of childhood attention deficit 
hyperactivity disorder," by M. F. Ward, P.H. Wender, and 
F. W. Reimherr, 1993. American Journal of Psychiatry, 150, 887. 
C~pyright 1993 by the American Psychiatric Association. Reprinted 
with permission of the authors. 
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In 1989, Copeland published the Copeland Symptom 

Checklist (CSC) for Adult Atte t· f" . . n ion De icit Disorder. 

Copeland developed the CSC to assess the areas and extent of 

symptomatology associated with adult ADHD on the basis of 

over 20 years of clinical experience (E. D. Copeland, 

personal conununication, December 8, 1995). This instrument 

provides scoring information which includes identification 

of items denoting attention deficit disorder with and 

without hyperactivity. The CSC contains 63 items divided 

into 8 categories. The 8 categories were determined to 

represent the characteristics most commonly associated with 

adult ADHD, based upon Copeland's personal experience in 

working with adults with ADHD (E. D. Copeland, personal 

conununication, April 23, 1996). The categories include: 

Inattention/Distractibility, Impulsivity, Activity Level 

Problems which is subdivided into two groups - 1) 

Overactivity/Hyperactivity and Underactivity and 2) 

Noncompliance, Underachievement/Disorganization/and Learning 

Problems, Emotional Difficulties, Poor Peer Relations and 

Impaired Family Relationships. current behavioral 

are rated by the subject, or by someone 
characteristics 

1 f o _ 3 (0 = not at 
rating the subject, on a Likert sea e 0 

all; 1 = just a little; 2 = pretty much; and 3 = very much). 

Scores for each 

possible score. 

d b don a total category are calculate ase 

The percentage for each category is then 
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determined. Scores between 35% to 49% are reported to 

indicate mild to moderate difficulties, 50%-69% to moderate 

to severe difficulties and above 70% - significantly severe 

difficulties. CSC scores of 70% and above are interpreted 

by the instrument's author as clinically significant. There 

have been no other standardization, validation or 

reliability studies conducted on the CSC (E. D. Copeland, 

personal communication, April 23, 1996). 



Subjects 

CHAPTER 3 

METHOD 

Eighteen male and 74 female , undergraduate and graduate 

volunteer college students from a small, southern, liberal 

arts university, who ranged in age from 19 to 47 years old 

participated in the current study. A previous or current 

diagnosis of ADHD was not required f or participation. Extra 

credit points were awarded for · participation in the study at 

the discretion of instructors. Informed consent forms 

(Appendix A) were obtained at the time of testing. All 

participants were treated in accordance with the "Ethical 

Principles of Psychologists and Code of Conduct" (American 

Psychological Association, 1992). 

Materials 

The two instruments available for use in the assessment 

of adults with ADHD, and used in the current study, were the 

Wender-Utah Rating Scale (WURS) designed by Ward, Wender, 

and Reimherr (1993) (Appendix B) and the Copeland Symptom 

Checklist (CSC) for Adult Attention Deficit Disorder 

developed by Copeland (1989) (Appendix C). 
The WURS is a 61 

item, self-report checklist for use as an aid in the 

retrospective diagnosis of adult ADHD. 
Items are rated by 

Scale Of Oto 4 for identifying specific 
the individual on a 

d to be representative of typical 
behavioral symptoms believe 

child (0 = not at all or 
ADHD behaviors experienced as a 
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very slightly; 1 = mildly• 2 _ d l 
, - mo erate y; 3 = quite a bit; 

and, 4 = very much). Spli.'t half 1· b - re 1.a ility correlations of 

odd and even items, using Spearman-Brown corrected 

correlations, showed satisfactory internal reliability, 

r = 0.90. Pearson correlation coefficients calculated on the 

WURS and a Parent Rating Scale, which was a 10-item modified 

version of the Conner's Abbreviated Rating Scale for ADHD 

and normal subjects, showed moderate correlations for the 

normal subjects, r = 0.49, and subjects with ADHD, r = 0.41. 

Based on the 25 items with the greatest mean differences, a 

cut-off score of 36 or higher was reported by the authors as 

correctly identifying 96 percent of subjects with ADHD. No 

significant differences were found within groups for age 

differences (mean age for the ADHD group was 30.7 years, 

SD= 5.7 and for the normal comparison group was 42.5, 

S 5 4) No Other validation or reliability studies have D = • • 

been conducted on the WURS (P. H. Wender, personal 

1996) The cut-off score of 36, communication, February 7, · 

l.·tems established by Ward, Wender, and for the 25 critical 

Reimherr (1993) was used in the current study. 

d 1 ped for use in the The CSC (Copeland, 1989) was eve o 

1 associated with adult 
assessment of current symptomato ogy 

t divided into 8 ADHD. The CSC contains 63 statemen s 

of Inattention/Distractibility, 
categories consisting 

Level Problems, Noncompliance, 
Irnpulsivity, Activity 
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Underachievement/Disorganization/ Learning Problems, 

Emotional Difficulties, Poor Peer Relations, and Impaired 

Family Relationships. Each statement is designed to 

identify current behavioral symptoms and/or characteristics 

of the individual being rated. The CSC is completed by the 

individual, or by someone rating the individual, on items 

indicating the degree, on a sca l e of 0-3, to which the 

behavior is characteristic of that i ndivi dua l . Scores for 

each category were calculated based on the tot a l poss i ble 

score. The percentage for eac h category was determined and 

scores between 35-49 % were used to indicate mild to moderate 

difficulties; 50-69 % - moderate to severe difficulties ; a nd, 

above 70% - significant l y severe difficulties . No 

standardization, va lidi ty, or reliability studies have been 

conducted on the CSC (E. D. Copeland , p rsonal communication , 

April 23, 1996). 

Procedures 

Informed conse nt forms were distributed for completion 

and signature. Consent forms were collected separately from 

Th RS and t he the test instruments to ensure anonymity. e 

Csc adm.l. nis t e r ed and took approximately 15 were group 

b j ts were advised that the current 
minutes to complete. Su ec 

C
onducted f or the purpose of ident ifyi ng 

study was not being 



individuals with ADHD but as a correlational study for the 

purpose of comparing the constructs being measured by the 

WURS and the CSC. 
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Chapter 4 

Results 

A multiple regression revealed a significant 
correlation between th b e su scales of the Copeland Symptom 

Checklist (CSC) for Adult Attention Deficit Disorder and 

scores obtained on the Wender-Utah Rating Scale (WURS), 

R = .755, Q < .001. and R2 = .569. Pearson correlations 

indicated that all subscales of the csc were significantly 

correlated (Q < .001) with the WURS (see Table 2). 

Intercorrelations among the CSC subscales and the WURS were 

also found to be significant (Q < .001). 

A latent roots factor analysis, using a varimax 

rotation, yielded an eigenvalue of 5.571 which accounted for 

69.641% of the variance on the CSC. This finding strongly 

suggests that there is a single factor underlying the CSC. 

Factor loadings of category scores ranged from .736 to .902 

for this single factor. The percentage of items checked for 

each category of the csc are shown in Table 3 for comparison 

with Copeland's (1989) findings. 



Table 2 

Correlation Matrix for CSC Subscale Scores 

Cl C2 C3 C4 

Cl 1.000 

C2 0.825 1.000 

C3 0 .829 0.827 1.000 

C4 0 .517 0 .613 0 .627 1.000 

cs 0 .727 0 .742 0 .771 0 .55 1 

C6 0 .566 0 .6 15 0 .659 0 .63 7 

C7 0.498 0.498 0 .512 0.551 

C8 0 .695 0 .706 0 .705 0.611 

WURS 0 .617 0 .656 0.657 0.553 

NOTE: C 1 - C8 correspond with subscale categories . 

C5 C6 

1.000 

0 .657 1.000 

0 .568 0.560 

0.689 0.648 

0 .63 1 0.614 

C7 

1.000 

0.629 

0.548 

cs 

1.000 

0.530 

WURS 

1.00 

I.,.) 

0 



Table 3 

Percentage of items checked by a -- -• ,.royp ~nd 

(Copeland, 1989) 
category 0 o csc 

Percentages of Items Checked 
(Averaged for Group) 
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categocy 

ADHD/ 
ADD 1 

N = 80 
Mean% 

NonADHD 
ADD2 

N = 23 
Mean% 

Control 
Group3 

N = 109 
Mean% 

Current 
Study' 
N = 92 
Mean% 

I. Inattention/ 
Distractibility 57% 

II. Impulsivity 5?% 
III. Activity-Level 

Problems: 
a) Overactivity 48% 
b) Underactivity 45% 

IV. Noncompliance 41% 
V. Underachievement 

Disorganization 
Learning 
Problems 47% 

VI. Emotional 
Difficulties 50% 

VII. Poor Peer 
Relations 39% 

VIII. Impaired Family 
Relations 46% 

20% 
20% 

16% 
15% 
11% 

14% 

15% 

14% 

8% 

26% 
27% 

25% 
20% 
14% 

17% 

22% 

16% 

19% 

1Self-identified or diagnosed as Adult ADHD/ADD. 
2Self-identified as Non-ADHD/ADD. 

35% 
45% 

23% 
16% 
12% 

21% 

30% 

11% 

14% 

3Control Group of Teachers "considered to be similar to the 
population at large". 
'Individuals not identified as ADHD/ADD in current study. 
NOTE: "Adult ADD," material assembled by the Southeastern 
Institute for Developmental and Behavioral Medicine, by S. 
C. Copps and E. D. Copeland, 1989. Adapted with permission 
of the authors. 
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Twenty-eight percent of the subjects tested using the 

CSC met the instrument's requirements to be classified as 

ADHD, with scores falling between 35-70% and above. A 

breakdown of scores obtained on the CSC showed that 16 

subjects scored in the mild to moderate range of 35-49%; 8 

subjects scored in the moderate to severe range of 50-69%; 

and 2 subjects scored in the 70% and above range indicating 

significantly severe difficulties. 

Twenty-six percent of the subjects tested using the 

WURS met the requirements for being classified as having 

characteristics indicative of the presence of ADHD, using 

wender's cut-off score of 36 for _the 25 items with the 

greatest mean difference. Further evaluation of the WURS 

showed that scores for the subjects tested in the current 

study ranged from 20 to 128 for the 25 critical items 

established by Ward, Wender, and Rei.mherr (1993). 



CHAPTERS 

DISCUSSION 

The purpose of the current study was to determine if a 

relationship existed between the scores obtained on the 

Copeland Symptom Checklist (CSC) for Adult Attention Deficit 

Disorder , for the current identification of adults with ADHD 

and scores obtained on the Wender-Utah Rating Scale (WURS) 

used as an aid for the retrospective diagnosis of childhood 

ADHD. Scores obtained for the 8 categories of the CSC 

appear to reasonably predict the scores obtained on the 

WURS. Significant correlations and intercorrelations found 

between the subscales of the CSC and scores obtained on the 

WURS indicate that the CSC and the WURS are measuring the 

same constructs. However, there appears to be only one 

contributing factor on the CSC that is related to ADHD in 

adults rather than 8 as indicated by Copeland (1989). 

With 28% of the subjects in the current study meeting 

the CSC's classification requirements for adult ADHD, it 

would seem that the CSC is most likely over-diagnosing 

adults with ADHD. Twenty-six percent of the subjects teSt ed 

h Cut-off score of 36 established 
in the current study met t e 

(19 93 ) as indicative of adult 
by Ward, Wender, and Reirnherr 

ADHD. that the WURS may also be over­
This suggests 

diagnosing adult ADHD, 
The authors of the WURS reported 

as the cut-off score correctly 
that using 36 or higher 

i dentified 96% of their subjects with ADHD, 
However, there 



is a considerable overl ap of scores as reported by Ward , 

Wender, and Reimherr (l99 3) for the 
groups categori zed as 

"normal s " with scores ranging from 0 to 49; scores for 

individuals with ADHD ranging from l5 to 96; and scores for 

individuals, wi th unipolar depressing ranging from 6 to 75. 

Thi s overlap · in scores for the three groups makes it 

di ff i cult to dete,r,m_ . . ine how cut-off scores were actually 

established. Since a childhood history of ADHD symptoms, 

prior to the age of 7, is required for a diagnosis of adult 

ADHD using the WURS, it would seem that the use of the WURS 

in the assessment of adult ADHD is not necessary. 

If remote memories and perceptions of childhood 

behaviors are accurate, as required by the WURS for the 

retrospective diagnosis of childhood ADHD, then it would 

seem to suggest that the characteristic traits associated 

with adult ADHD endure into adulthood. However, coping 

skills and abilities developed from the necessity to conform 

to societal norms and expectations may overshadow memories 

for details associated with early life experiences. Another 

factor that could affect the retrospective diagnosis of 

childhood ADHD is that it may be very difficult for some 

peopl e to honestly respond when questioned about personal 

beliefs, experiences, faults, or problems. 

Based on the current study's findings, using the WURS 

or the CSC in the assessment of adult ADHD, would most 
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likely result in classification of 

over one-fourth of the 
adult population as possessing the 

characteristic traits 
associated with adult ADH 

D. This is an interesting finding 
when we consider that 1 preva ence estimates of 3-5% of 

school-aged children diagnosed wi.'th ADHD suggests that 

approximately 1- 2% of these children may continue to endure 

symptoms of ADHD into adulthood (Barkley, 1990; Klee, 

Garfinkel, & Beauchesne, 1986; Weiss, Hechtman, Milroy, & 

Perlman, 1979; Shekim, Asarnow, Hess, Zaucha, & Wheeler, 

1990). The high percentages of subjects qualifying for a 

diagnosis of adult ADHD in the current study may be 

attributable to situational factors related to the ti.me of 

testing or dispositional factors. Subjects participating in 

the current study were tested at the end of the school term 

and may have been more likely to endorse characteristics 

associated with ADHD as a result of anxieties felt regarding 

final exams or assignments that were due. Or, the subjects 

may have overly critical perceptions of their own 

behavl.·oral traits, causing them to endorse personality and 

adult ADHD. Caution in using either symptoms associated with 

1.·s adv1.·sed in l i ght of their lack of these two instruments 

of standardization and possible over-diagnosis of adult 

ADHD. 
f ADHD further complicates 

The heterogeneous nature O , · 

f · adults with ADHD 
the process of accurately identi y1.ng 
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(Wender, 1987, 1995). 

Recent research suggests that the 

attentional component of ADHD 
may be biological in nature 

(Colby, 1991; Riccio, et al, 1993,· z 
ametkin, et al, 1990). 

But, despite the emergence of this important research in the 

etiology of ADHD, it is very unlikely th t 'd a evi ence for the 

neurological basis of ADHD will be established without 

reliable, operationalized criteria upon which such research 

can be based. The consequences of undiagnosed, 

misdiagnosed, and untreated ADHD in adolescents and adults 

results in continued frustrations and conflicts in social, 

career, and family interactions. 

Diagnosis of adult ADHD requires the use of a 

comprehensive assessment battery including interviews, 

medical and family histories, valid and reliable rating 

scales and checklists, observations of related behaviors in 

various environments, personality inventories, and 

cognitive, academic and intellectual assessments (Barkley, 

1991; Fischer, Barkley, Fletcher, & Smallish, 1993; Wender, 

dl.'fferenti'al diagnosis to ascertain the 1987, 1985). Careful 

behavl.·oral problems is also necessary comorbidity of other 

. of ADHD in adults (Cadoret & to aid in the diagnosis 

Ac kerman, 1993; Gittelman, Mannuzza, 
Stewart, 1991; Dykman & 

Hechtman, & Weiss, 1994; 
Shenker, & Bonagura, 1985; Herrero, 

Lilienfeld & Waldman, 1990). 
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Accurate and effective assessment and treatment of 

adults with ADHD depends upon experience and knowledge of 

adult ADHD and its associated behavioral characteristics. 

Determination of which instrument or method to use in the 

assessment of adult ADHD will most likely remain a matter of 

personal and professional choice and should be based upon 

the best ~nformation, methods, and instruments available. 

The findings of the current study emphasize the need 

for further reserach and development of empirically sound 

instruments and methods for use in assessing adult ADHD. 

Subsequent studies designed to help determine the most 

salient characteristics of ADHD in adults are also 

implicated. 
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Appendix A 

DEPARTMENT OF PSYCHOLOGY 

AUSTIN PEAY STATE UNIVERSITY 

INFORMED CONSENT STATEMENT 

The purpose of this experimental study is to investigate the extent of agreement 
and/or disagreement between items used on the Wender-Utah Rating Scale for the 

retrospective diagnosis of childhood attention deficit hyperactivity disorder and items used 

on the Copeland Symptom Checklist for Adult Attention Deficit Disorder. The current 

study is being conducted by Chris Ceretti under the direction of Dr. Charles Grah of the 

Austin Peay State University Psychology Department (648-7231) . No persons, other than 

the investigator and her supervisor, will have access to the data collected during the 

current study. Information collected will be used solely for the purpose of analysis 

pertaining to this study. No personally identifying information will be used on either 

instrument administered. Your participation is completely voluntary and you are free to 

terminate your participation at any time. 

Thank you for your cooperation. 

I agree to participate in the present study being conducted by Chris Cerett~ Psychology 

Graduate Student, under the direction of Dr. Charles Grab, Professor, Department of 

Psychology Austin Peay State University. The investigator has offered to answer any 

further qu~stions I may have regarding the purpose and procedures of this study. 1 

understand that I am free to terminate my participation at any time and to have all data 

obtained from me withdrawn from the study and destroyed at such time. 

Name (Please Print) 

Signature 

Date 
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PATIENT"S 

Appendix B 

WEND[R-UTAH RATING SCALE ('WURS) 

PATIENTS 
I ITTALS _____ _ NUMBER ___ _ DATE ___ _ 

N01 11 a1t 

I 
A! A 0<11.D I WAS (OR HAO}: or .._,., Modtr• 

111Q1111y MIidiy lllly 

1. Ac11vt . ru uu a. alwaya on lht go 

2. Af"1d of th~s 

3. CollC9ntr ll1on problem, . 1u 1ty dl!nctt d 

4. Arudoua. worry1ng 

5. Nt rvoua. fidgety 

e. ln1tt,nt1v1. d1ydr11min9 

7. Hot or shon tempertO. low bolling po1m 

e. Shy, eeni tttve 

9. Temper outtlurata . tantrums 

10. rouble with 1Uc:x-to•lt•ttv1ne11. not following thl"O\Jgn, 
falling to nnlah things atantd 

11 . Stutlbom. strong wlll td 

12. Sad or blue, deoressed. unhaopy 

1:3 . Ur.cautious, C: &r1~1vill1h. lnvolvtd 111 prankl 

14. Not ge ttJnq I kJck O\Jt of thing , . dlsutJrtl td with Ille 

15. 0laobtdlem wtth p11ents , rebelllou.s. su ay 

, e. Low opinion of myseH 

17. lrrlt&b{e 

18, Ou!Qoing, fr1 andty, enjoy company of ptoplt 

19. Sloppy, dlao~anlztd 

20. Moody, have upa 111d downs 

21: Feel ~ry 

22. Hrvw fr11nd1. popular 

23. w,n o~ant11d, Udy, n11t 

24. Acting Wltl'IOV1 tl'llnldng, lmpvlatv, 

25. Ttnd to bl lmm111Jr1 

29. Feel guilty, regretful 

27. Loll control of myallf 

2!. Ttnd to be or 1c1 trra~onal 

2.11 . Unpopullt with other c:t\lldrtn, dldni kH P fr1 t ndl for 
long, didn't get alonQ wl\h other c:Hldm1 

30. Poor,y c:oordlnattd, did not panldplll In aportl 

' "91A K. Wlneler. M.O. Uri'tenrTy o1 \JWI CGl19• ol MldldN, Sall l...lJ<,a Oty, IJT 
84132

· 
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M.O.'a 
INITIALS __ _ 

0ulte Very 
• 811 Ml.a, 



51 

Not 11 all 
AS A CHILD I WAS (OR HAO): 01 very Mod9f• Ow Very 

allghlly MIidiy lilly • Bit Mucn 
31. Afraid of losing control of self 

32. Wall coordinated. picked first In games 

33. (for women only) Tomboyish 

34 . Ran away from home 

35. Oat In fights 

38. Teued oilier children 

37. Leader, bossy 

38. Difficulty getting ewaka 

39. Follower. led around too much 

40. Trouble aeelng things from someone 1199'1 point of 
vfew 

41 . Trouble with author1Uoa, trouble with achoo!, visits to I 

prtndpara office 

◄ 2 . Trouble with the police, booked, convfciod 

MEDICAL PROBLEMS AS A CHILO: 

43. Headaches 

« . Slomachaches 

45. Constipation 

46. Diarrhea 

47. Food allergies 

48. Olher alle11JIH 

49. BedwettJng 

AS A CHILO fN SCHOOL: 

50. Overall a good a!\Jdent, 18.91 

51. Overall a poor 11\Jdent, alow learner 

52. Slow In /eam/nr, to read 

53. Slow reader 

54. Trouble reversing lette111 

55. Problems wilh spelling 

56. Trouble with mathemaUcs or numbe111 

57, Bad handwriting 

58. Though I could read pretty well, I never really 
enjoyed reading 

59. Did not achieve up to potential 

60. Repeated grades (which grodH7) 

61. Suspended or expelled (which gradu7) 



Append i x c 

COPELAND SYMPTOM CHECKLIST 
FOR ADULT ATTENTION DEFICIT DISORDERS 

Attention Deficit lfyperacllvity Disorder (ADIID) 
and UndlfCerenllated Attention Defldt Oisorder (ADD) 

This checklist was developed from the experience of many specialists in the field of Attention Disorders and Hyper­
activity. It is designed to help detennine whether you, or someone you are rating, has ADHD or ADD, to what 
degree, and if so, in which area(s) difficu'ti es are experienced. Please mark all statements. Thank you for your 
assistance in completing this infonnation. 

Name ___________________________ Dale _________ _ 

Completed by _________________________________ _ 

Dlreclloos: Place a checkmark (v) by each item below, indicating the degree lo which the behavior is characltristic of yourself or 
the adult you are raUng. 

Not at Juat a Prrtt1 v • ., 
all llttlt mach much 

I. INAITENTION/DISTRACTIBILITY, especially 

I. A short atl£nLion span, especially for low-inuemt acLiviLies. 

2. Difficulty completing la!ks. 
3. Daydreaming. 

4. Ea.iily distracued . 

5. Nicknames such a.1: "spacey," or "dreamer:• 

6. Engages in much activity but accomplishes litUc. 
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7. Enlhusia.iLic beginnings but poor endings. _._ .. 
II . IMPULSMTY 

I. Excitability. 

2. Low frwtraLion tolerance. 

3. Acts before thinking. 

4. Dlsorganlz:alion. 

5. Poor planning aJ,illty. 

6. Excusively shif\.s from one acllvily lo another. 

III. ACTMTY LEVEL Prl~!lLEMS 

A. Ovtractlvlly/Hyperactlvlly 
I. Restlessness - eillier fidgdiness or being conslanlly on the go. 

2. Diminished need for sleep. 

3. Excessive talking. 

11 

t==t4j. D~i~ffi~cu~ltty~li~stc~n~in~g~. ~~~~~-~~~~~~m~o~ve=s ;i•r~o~un~d~c~o~ns~la~nflly;i. ~t=j::t::I:~ 
t:i!5~- ~~1o~t~ortr~es~tl~es~sn~w~d~u~ri~n~g~sl~ee~p~- ~K1~c~~c~o~vers~o~ff~-~=======k=~~~~~~~~~~-,•-·-,. 6. Dislike of situations which require allention & being still-church, lectures, e · 

B. Uoderactlvlly 

I. Lethargic. 

2. Daydreaming, spaciness. 
3. F, ilure to complell: w~. 
4. lnatt£ntion. 

5. Lacking in leadmhip. 

6. Diffi culty in r,etting things done. 

Cop,-rilhl ()1989 bi ul n• ll Coo<i.nd. Ph 0. . )0HS-2389 

I) . lns liluk l'.O. ll ux 12389, Atl,nll, Cto,W• 
PuulisheJ by s I Suulhe,slcn> l'l)'<hulo~ICJI ' 

__ .. 
-,.-
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COPELAND SY~IPTOM CHECKLIST FOR ADULT ATTENTION DEFICIT D -
ISORDERS (Conlin11~d) 

IV. NONCOMrLIANCE 

I. Dou nol coop,ralL Delrnnincd lo do things own way. 
2. Argum,nlaU1-e. 

3. Dimg.in:!s socially-accepted behavioral expeclations. 
4. "Forg,ts" u11inlentionally. 

5. "Forgets" as an excuse (lnlentionally). 

V. l/NDERACI IIEVEME.N11O13ORGANIZi\TION/LEAflNIN<: rl!OULEMS 
I. Und,rachlev•m•nl In relaUon lo ability. 
2. frequent Job changes. 

3. Loses U1lngs keys, wallet, lists, belongin~. etc. 
4. Auditory memory and auditory proctsslng p,oblcms. 
5. Leaming disabil ities or learning problems. 

6. Poor handwriting. 

7. "Messy" or "sloppy" work. 

8. Work usignments are orlcn nol complele<l satisfactorily. 
9. Rushes through ..,ork. 

JO. Works loo slowly. 

II. Proc.rastinales. Bills, ta=, etc., put of( until Uie last minute. 

VI. EMOTIONJ\L DIFFICULTIES 
I. frequent anJ unpredictable mood swings. 

2. Irritability. 

3. UnderreacUve lo pain/insensitive lo danger. 
4. E.a.s ily oYerstimulaled. !lard lo slop once "revved up:· 

5. Low (rust.ration tolerance. Excc.sslve emoti onal re.action lo frust rating situations. 
6. Angry outbursts. 

7. Moodine.u/lack of energy. 
8. Low self-esleem. 

9. Immaturity. 

VD. POOR PEER RELATIONS 

I. Difficulty following U,, rules or social lnleractions. 

2. R,jecled or avoideJ by peer1. 

3. Avoids group acUvities; a loner. 

4. "Bosses" other people. Wants lo be Uie leader. 

Not 11 Ja,t I P,.tt, v .. , 
all llttl, much much 

----"' JO 

-

_ .. 

_ .. 

L_~5.~C~ri~ti~cal~of~o~lh~c~r1.~ __________________ _1., __ .,_ _ _._ __ ~---~-·-" 

\111. IMPAfRED FAMILY REI.J\TIONSIIU'S 
I. E.a.sily frustrated with spou,e or children. Overnacls. May punish children 

loo severely. 
2. Seu thin~ from own point or view. Does nol ntgotlale dlffeie11ces well. 

3. Underdeveloped smse of responsibility. 

4. Poor manager of money. 

5. Unreasonable; demanding. 
6. Spends excessive amount or time al work because or inefficiency. leavinR litUe time 

for fam ily. 

Coornahl ()19!17 by f,dn.o 0. CDf"lv,d , rh .D. 

_._ .. 
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