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ABSTRACT

GENDER DIFFERENCES IN HYPERACTIVE
SCHOOL-AGE CHILDREN

By
Ann Elizabeth Wagner

The present study investigated 79 cross-situa-
tional hyperactive children and 38 normal-control chil-
dren to determine whether there are gender differences
in the expression of primary and secondary symptomatol-
ogy, in 1levels of pre- and perinatal stress, and in
degree of psychological disturbance in family members.
Hyperactive boys exhibited a more impulsive cognitive
style as measured by the Continuous Performance Test
(CPT) . The male and female hyperactive groups were
strikingly similar on 18 other measures of overall
severity of Thyperactivity, primary symptomatology
(impulsivity, short attention span, and overactivity),
secondary symptomatology (learning problems, low self-
control, low self-esteem, and external 1locus of con-
trol), and history variables (prenatal and perinatal
stress and disturbance in family members). Gender dif-
ferences in classroom behavior were found in the com-

parison group but not in the hyperactive group.



Ann Elizabeth Wagner

Mothers of hyperactive children reported greater levels
of prenatal stress than did mothers of control

children.
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Chapter 1

ta ent m

Hyperactivity is one of the most common childhood
disorders with which clinicians are presented (Barkley,
1981b; Pries & Huessey, 1979; Ross, 1982). Estimates
of prevalence appearing in the literature range from 1%
to 20% of school-age children (Sandoval et al., 1980;
O'Leary et al., 1984; Barkley, 198la; Bosco & Robin,
1980). In a review of the literature, Barkley suggests
that a "reasonable estimate" is that 4-5% of school-age
children in the United States are hyperactive. This,
he points out, is about one child in every classroonm
(Barkley, 1981Db).

Primary characteristics associated with hyperac-
tivity are overactivity, attention deficits, and impul-
sivity (Barkley, 1981lb; Ross & Ross, 1982; Douglas,
1972; Preis & Huessey, 1979; Safer & Allen, 1976).
Learning disabilities, conduct disorders, school fail-
ure, and poor peer relationships are often associated
with hyperactivity, as well (Barkley, 1981b; Safer &

Allen, 1976; Ross & Ross, 1976).



A number of studies have tried to correlate mea-
sures of activity level, attention style and impulsiv-
ity, but have found that the three constructs do not
necessarily covary (Barkley, 198la; Satterfield, 1975).
Most authors agree that hyperactive children form a
heterogeneous group, and some have attempted to define
more homogeneous subgroups. Attempts have been made to
differentiate between responders and nonresponders to
stimulate drug treatment (Barkley, 198la; Satterfield &
Schell, 1984), and between hyperactive children with
and without conduct disorders (August et al., 1983;
Satterfield & Schell, 1984; Lahey et al., 1980).
Another approach has been to focus on the attention
deficits. DSM-III distinguishes between Attention
Deficit Disorders with and without Hyperactivity. Some
authors have suggested that groups of hyperactive chil-
dren might be subdivided by components of attentional
style, such as impulsivity, vigilance, signal detection
and distractibility (Douglas, 1972; O'Dougherty et al.,
1984; DeHaas & Young, 1984; Prinz et al.,1984). Still
others have distinguished "situational" hyperactives
from "true" or "cross-situational®" hyperactive children
(Campbell et al., 1977). While each of these
approaches makes intuitive sense, they all are in need

of further study and validation.



The incidence of hyperactivity is much higher in
boys than in girls. Again, estimates vary, with
reported ratios ranging from 3:1 to 9:1. In the review
mentioned above, Barkley (1981b) reports that a
"generally accepted" ratio is 6:1. A number of
hypotheses have been suggested to explain this greater
occurrence of hyperactivity among males. Cultural,
environmental, developmental, genetic, and physiologi-
cal influences have all been offered as possible expla-
nations (Eme, 1979; Barkley; 198la; Preis & Huessey,
1979).

A number of authors have suggested that it might
be valuable to investigate female hyperactive children
as a subgroup (Henker & Whalen, 1980; Thorley, 1984;
Barkley, 1981b; Ross & Ross, 1982). Because the number
of hyperactive girls is so small, most researchers look
at boys only, or at combined groups of hyperactive boys
and girls. The few studies of hyperactive girls that
can be found in the 1literature report a variety of
characteristics which appear differently in hyperactive
girls and hyperactive boys. Some authors have sug-
gested that girls exhibit 1less impulsivity and fewer
conduct problems (Kashani et al., 1979; deHaas & Young,
1984), less stability of behavior, greater achievement
orientation, better peer relationships (Battle & Lacey,

1984), and better overall adjustment (Prinz & Loney,



1974). 1t also has been suggested that girls are more
likely to be referred for learning, speech or language
difficulties, while boys are usually referred for con-
duct disorders (Kashani et al., 1979), that the progno-
sis may be better for females (Preis & Huessey, 1979),
and that mothers may interact differently with male and
female hyperactive children (Befera & Barkley, 1985).

None of these studies have been replicated, and
definitional and methodological idiosyncrasies make
them difficult to compare. However, they do indicate
that gender differences may exist in hyperactivity, and
that the differences might be relevant to treatment
goals and strategies.

A look at female subgroups of hyperactive children
might also provide clues to the causes of the disorder,
particularly in relation to its higher incidence in
males. Males are overrepresented in most types of
childhood disturbances. Hypotheses which have been
suggested in explanation include a 1lower tolerance
level for deviation in males, and a greater constitu-
tional vulnerability in males to a range of biological
and physiological stressors (Eme, 1979; Barkley, l98la;
Preis & Huessey, 1979). There is a need for empirical
testing of the relevance of these hypotheses to spe-
cific disorders. Carefully controlled studies which

compare the developmental histories and severity of



disturbance in groups of male and female hyperactive
children may be fruitful in this regard.

The purpose of this study will be to compare a
group of hyperactive girls with a group of hyperactive
boys. Specifically, the study will try to determine
(a) whether there are differences in the expression of
the primary characteristics of hyperactivity: overac-
tivity, attention deficits, and impulsivity; (b)
whether there are differences in associated character-
istics, such as conduct disorders, learning difficul-
ties, self-control, self-esteem, and locus of control;
(c) to test the hypothesis that adults have less toler-
ance for male deviance by comparing severity of distur-
bance in both groups; and (d) to determine whether
there are differences in levels of pre- and peri-natal
stress, as would be consistent with the hypothesis that

males are more vulnerable to such stress.



Chapter 2

eview e eratu

Prevalence

Estimates of the prevalence of hyperactivity vary.
Lack of agreement about the definition of the disorder
accounts for much of the discrepancy. In a review of
the research, Barkley (198la) has shown that the use of
a single criterion results in an elevated prevalence
estimate. For example, he cites a study by Trites
(1979; cited in Barkley, 198la) in which 14,038 chil-
dren in Ottawa public schools were rated by teachers on
the Conners Teacher Rating Scale. More than 14% of the
children obtained scores at or above the cut-off score
of 15 (2 standard deviations above the normal mean).

Different observers may disagree about whether a
child displays hyperactive behavior. Sandoval,
Lambert, and Sassone (1980), in a random sample of 40
classrooms in San Francisco, compared ratings of hyper-
active behavior by teachers, parents, and physicians.
Almost 5% of the children were categorized as hyperac-
tive by at least one of the adults. However, only 1.9%

were designated by all three.



Similarly, different assessment instruments can
yield different results. Holborow, Berry, and Elkins
(1984) compared prevalence ratings of hyperactivity
using three different rating scales. They rated all of
the children in grades 1-7 in six primary schools (N =
1,908) in Queensland, Australia, using the Conners'
Parent-Teacher Questionnaire, the Queensland Scale, and
an adapted form of the Pittsburgh Scale. The three
instruments yielded prevalence rates of 5.6%, 7.5%, and
8.9%, respectively. The number of children rated as
hyperactive on at least one scale was 12%. However,
only 3.5% were identified as hyperactive on all three
scales.

Other sources of discrepancy include differences
in cut-off scores used, and differences in sample popu-
lations. Sprague, Cohen, and Werry (cited in Holborow
et al., 1984) determined cut-off scores on the Conners'
Questionnaire which are two standard deviations above
the mean, using samples of children from three coun-
tries. The cut-off scores were 15 for the American
sample, 21 for the New Zealand sample, and 18 for the
German sample. Trites (cited in Barkley, 198la) found
higher prevalence rates in poorer economic areas of
Ottawa, with 25% of the children in those areas being
rated as hyperactive using the Conners scale. Given

the difficulty in comparing studies, Barkley (198la)



suggests that the best estimate of prevalence of hyper-
activity in school-age children in the United States is
between 3% and 5%.
Primary Symptomatology

Symptoms most commonly associated with hyperactiv-
ity are overactivity, attention deficits, and poor
impulse control (Barkley, 198lb; Ross & Ross, 1982;
Douglas, 1972; Preis & Huessey, 1979; Safer & Allen,
1976) . Hyperactive children appear to be more active,
energetic, and restless than other children in many,
but not all, situations (Barkley, 198la). In general,
the more restrictive the situation, the more restless-
ness and task-irrelevant behavior occur. This is espe-
cially apparent in classrooms, where activity is inhib-
ited and concentration is required (Campbell et al.,
1977; Klein, 1979; Prinz & Loney, 1974; Christie et
al., 1984).

Attentional difficulties in hyperactive children
are well-documented (Barkley, 198lb; Ross & Ross, 1982;
Douglas, 1972; Preis & Huessey, 1979; Safer & Allen,
1976) . Research consistently finds that hyperactive
children have greater difficulty sustaining attention
to task-relevant stimuli while inhibiting responses to
non-relevant stimuli (Ross & Ross, 1982; Douglas, 1972;

Ceci & Tishman, 1984; Brown & Wynne, 1984; McMahon,



1984). Distractibility has traditionally been associ-
ated with hyperactivity (Barkley, 1981b), but recent
research suggests that hyperactive children may not be
distracted more easily than other children by stimuli
that are external to the performance task (McMahon,
1984; Prinz et al., 1984). It appears that attention
is a multi-dimensional construct (Barkley, 1981b;
Douglas, 1972). Further research is needed to specify
what aspects of attention are most problematic for
hyperactive children.

Douglas and her co-workers at the Montreal Chil-
dren's Hospital conducted a series of investigations on
attentional problems in hyperactive children. 1In one
of the studies, Sykes (cited in Douglas, 1972) used a
continuous performance task in which subjects had to
respond to a particular stimulus (X preceded by A)
every time it appeared on a screen over a fifteen-
minute period. The test was administered in both
visual and auditory form. Hyperactive children made
two types of errors more often than non-hyperactive
children. They failed to respond to the designated
stimulus (errors of omission) and responded to incor-
rect stimuli (errors of comission) more frequently than
control subjects. In addition, the performance of

hyperactive children deteriorated over time more than
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the control subjects. The errors of omission and dete-
rioration of performance can be interpreted as an
inability to sustain attention, while the errors of
comission seem to be failures to inhibit responses to
irrelevant stimuli, or impulsivity.

Campbell, Douglas, and Morganstern (1971) investi-
gated problem-solving styles in hyperactive children,
using a series of problem-solving tasks. The Matching
Familiar Figures Test consists of sets of drawings of
common objects. The child is asked to pick one of six
drawings which matches the standard stimulus, and is
scored for latency of first response and number of
errors. The Children's Embedded Figures Test consists
of simple figures imbedded in more complex designs, and
the child is scored on the number of figures correctly
located. The Color Distraction Test requires the child
to ignore distracting stimuli while quickly naming the
colors of objects.

Campbell and her co-workers found that hyperactive
children performed differently from other children on
the Matching Familiar Figures Test and the Children's
Embedded Figured Test, but not on the Color Distraction
Test. On the MFFT, hyperactive children had shorter
latencies and made more errors, reflecting an impulsive
problem-solving style. They isolated fewer embedded

figures on the CEFT, again displaying an impulsive
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style as well as a field-dependent approach to solving
the problen. However, they did not appear to be any
more distracted by external stimuli on the Color Dis-
traction Test, nor was their performance hindered by
interfering stimuli any more than the control subjects.
As a result of these and other studies, Douglas (1972)
concluded that hyperactive children had difficulty with
sustaining attention and controlling impulses. They
are unable to "stop, look, and listen".

In a critique of the decision to focus on atten-
tion rather than activity 1level in DSM-III, McMahon
(1984) concluded that the evidence to date supports the
idea that hyperactive children are less attentive and
more impulsive than other children. On the other hand,
attempts to measure gross motor activity have yielded
inconsistent results. Other studies suggest that
attention deficits and impulsivity are more stable over
time than is activity level (August et al., 1983) and
that they are more predictive of school failure than
are ratings of activity level alone (Weithorn et al.,
1984).

Prinz, Tarnowski, and Nay (1984) determined that
inattention and impulsivity on laboratory tasks are
consistent with attention deficits in the classroom.
The performance of a group of boys with ADD with hyper-

activity was compared to the performance of a normal
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control group on a task similar to academic work
(ANALOGUE) . Distracting classroom-like stimuli were
presented on a video monitor during the task. Perfor-
mances of both groups were compared with teacher rat-
ings of classroom behavior and performance on the Con-
tinuous Performance Test (CPT).

ANALOGUE discriminated ADDH children from the non-
clinic control group. 1Its variables significantly cor-
related with the CPT and teacher ratings of attentional
classroom behavior. Consistent with the findings of
Campbell, Douglas, and Morganstern (1971). ADDH chil-
dren were not more distracted by the video monitor than
the non-ADDH group. There is now a need to opera-
tionalize the definition of attention deficit and
investigate its implications for treatment (Prinz et
al., 1984; Weithorn et al., 1984; McMahon, 1984). It
has also been suggested that attentional style might
help to discriminate between hyperactive and learning
disabled children, with LD children being less impul-
sive than both hyperactive and normal groups (Brown &
Wynne, 1984), and might be useful in defining subgroups
of hyperactive children (August et al., 1983;
O'Dougherty et al., 1984).

Secondary Symptomatology
Barkley (198la) states that 60-80% of hyperactive

children are likely to have learning disabilities, when
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LD is defined as a significant deficit compared to
expected grade level in one or more areas of academic
achievement, despite normal IQ and educational opportu-
nity. Several studies have partialled out the effects
of the children's IQ and have still found that hyperac-
tive children underachieve in all areas of academic
performance (Barkley, 198la). Hyperactive children
exhibit a much higher rate of out-of-seat and off-task
behavior in the classroom (Barkley, 198la; Klein &
Young, 1979) than do normal children. Their learning
difficulties and behavioral/attentional difficulties
contribute to a higher than normal risk of school fail-
ure. Hyperactive children are 2 to 3 times more likely
than non-hyperactive peers to be retained at least once
before middle or junior high school (Barkley, 1l98la).
A study by Weiss et al. (1971, cited in Ross, 1982)
found that only 20% of the adolescent hyperactive sub-
jects had made satisfactory academic adjustment.
Ratings of children on factor-analytically derived
conduct problem and hyperactivity scales are consis-
tently correlated (Lahey, et al., 1980), and follow-up
studies of hyperactive children have found that as many
as 25% become delinquent (Satterfield & Schell, 1984).
It has been suggested that aggression in hyperactive

children is predictive of aggressive and delinquent
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behavior in adolescence, while activity level is pre-
dictive of academic achievement (Barkley, 198la; August
et al., 1983). August, Stewart and Holmes (1983) fol-
lowed up a group of 34 "pure" (H) hyperactive boys, and
a group of 42 hyperactive-unsocialized aggressive (H-
USA) boys. The mean age at follow-up was 14.2. The H-
USA group continued to have problems with attention and
impulsivity, and were reported to be aggressive, non-
compliant, egocentric, exhibiting antisocial behaviors
and using alcohol. The H group continued to be inat-
tentive and impulsive, but showed few aggressive and
antisocial behaviors.

Given the difficulties that hyperactive children
often have with school performance and conduct disor-
ders, it is not surprising that peer relationships are
also problematic for many of them (Barkley, 198la;
Ross, 1982). Waddell (1984) recruited 30 adolescents
who had been diagnosed as hyperactive or hyperkinetic
in early childhood. The 27 males and 3 females ranged
in age from 13 to 18 (M = 14.5). These children were
significantly less socialized, and had fewer interper-
sonal interactions, than their non-hyperactive peers.
In addition, they lacked self-discipline and confi-

dence, and were 1less resourceful. They were more
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likely to describe themselves as inadequate; to be dis-
satisfied with their behavior, morality, and relation-
ships; and showed more evidence of pathology.

It has also been suggested that hyperactive chil-
dren are more likely to attribute life events to fac-
tors beyond their control (external locus of control)
than to their own influence (internal locus of control)
(Linn & Hodge, 1982). It has been hypothesized that as
children learn about the behavior-reinforcement contin-
gencies that operate in their environments, they come
to believe that they are able to have some control over
the outcome of events. It has been shown that there is
a gradual increase in internal locus of control in nor-
mal children as they get older (Nowicki & Strickland,
1973). Children who are unable to attend to and learn
from environmental contingencies because of attention
deficits and impulsivity may fail to maneuver the
developmental process from external to internal 1locus
of control (Cunningham & Barkley, 1978).

It is apparent that some, but not all, hyperactive
children have a poor prognosis for social adjustment.
Associated characteristics such as learning difficulty
and conduct disorders contribute to adjustment problems
in some hyperactive children. An understanding of the

interaction between these associated characteristics
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and the primary symptoms of hyperactivity could lead to
more effective treatment of children with the disorder.
Etiology

No specific etiology has been identified for
hyperactivity. It is likely that there are multiple
etiologies, and that the disturbance is the "final com-
mon pathway". Pre- and perinatal disturbances have
been investigated as possible contributing factors in
hyperactivity. Unfortunately, research which has
looked for evidence of pre- or peri-natal stress in the
developmental histories of hyperactive children has not
shown consistent results. 1In a review of research on
perinatal influences on behavior and learning problems,
Rubin and Balow (1979) report that retrospective data
indicates that from 9.5% to 73% of hyperactive children
show perinatal problems. They assume that the enormous
range reflects unreliability of the data. Most inves-
tigations of perinatal stress have been retrospective,
and many have not used control groups. And here too,
definitions of hyperactivity vary between studies.
Summarizing findings from retrospective studies which
used control groups, Rubin and Balow (1979) found a
number of perinatal influences which have been associ-
ated with hyperactivity, including prematurity, mater-
nal toxemia of pregnancy, forceps delivery, unusually

short labors, and unusually long labors. None of these
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results have been replicated, however, and retrospec-
tive studies by Stewart and colleagues, and by Werry
and colleagues (cited in Rubin and Balow, 1979) found
no significant differences between hyperactive and con-
trol children.

In a recent report, Hartsough and Lambert (1985)
retrospectively investigated the developmental medical
histories of a group of children who had been included
in a prevalence study of hyperactivity. The 492 chil-
dren were identified from a representative sample of
5,000 school-age children in the San Francisco Bay
area. To be included in the hyperactive sample, chil-
dren had to meet the following criteria: a) teacher
and parent ratings of nonmedicated behavior on the
Behavior and Temperament Survey in the top 15%; b) a
primary diagnosis of hyperactivity by a physician, and
c) parental report of hyperactive behavior for two
years or more.

Parents were interviewed, including 30 questions
related to medical issues. The authors caution that
the data collection was retrospective, and the children
were school-aged at the time of the interview. There-
fore, unreliability of recall may affect the results,
and caution should be used in interpreting them. Nev-
ertheless, analysis of the data revealed twelve medical

factors which discriminated between hyperactive and
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control children. 1In order of relative magnitude, they
were: a) presence of health problems in infancy, b)
post-maturity of fetus, c) poor maternal health during
pregnancy, d) first pregnancy for mother, e) presence
of toxemia or eclampsia during pregnancy, £) young
mother, g) poor coordination, h) long labor, i) four or
more serious accidents in childhood, j) delay in bowel
control, k) delay in talking, and 1) speech problems.

The authors feel that their results indicate that
medical factors have a small predispositional influence
on later hyperactive behavior. In particular, health
problems in infancy, fetal post-maturity, poor maternal
health during pregnancy, being first-born, presence of
toxemia in pregnancy, maternal youth, and 1long labor
may be indications of risk.

Similar findings from the Collaborative Perinatal
Project (NCPP), a prospective study of the National
Institute of Neurological and Communicative Disorders
and Stroke (NINCDS) have been reported by Nichols and
Chen (1981). The purpose of the NCPP is to study the
relationship between perinatal problems and neurologi-
cal and cognitive deficits in infants and children.
The total project population was a representative sam-
ple of over 53,000 subjects, with data collected at

twelve university medical centers between 1959 and
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1965. Children were examined neonatally, and then
periodically until the age of 9 years.

Nichols and Chen (1981) 1looked specifically at
Minimal Brain Dysfunction (MBD), which they defined as
the extreme 8% of a distribution of learning disabili-
ties, hyperkinesis, and neurological soft signs. The
MBD cohort included 34,065 white and black children who
were given examinations at age 7, while they were in
first or second grade. Using scores from a number of
behavioral, cognitive, and neuro-physiological mea-
sures, the presence or absence of 26 MBD symptoms was
assessed. A factor analysis of the results yielded
three factors: learning difficulties (LD),
hyperkinetic-impulsive behavior (HI), and neurological
"soft signs" (NS). Variables loading most highly on
the HI factor were hyperactivity, impulsivity, short
attention span, and emotional lability. Of the MBD
cohort, 7.9% (N = 2,356) scored in the extreme 8% on
the HI factor, and composed the group of HI subjects.

Using multivariate analyses, a number of variables
were significantly correlated with hyperkinetic-
impulsive behavior. The variables with the largest
standardized coefficients included socioeconomic index
score, lengths of maternal smoking, smoking during

pregnancy, low fetal heart rate, low placental weight,
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convulsions during pregnancy, and delayed motor devel-
opment at one year. Smaller significant correlations
were found for young maternal age, breech delivery,
hospitalizations during pregnancy, and retardation in
relatives. Small but significant correlations were
found for three behavior ratings when infants were 8
months old: fast speed of response, short duration of
response, and high activity level. Hyperactive chil-
dren were more likely than controls to be first-borns
or only children, and to come from homes in which the
father was absent. Of particular interest to the pre-
sent study, hyperactivity tended to run in families,
and was particularly prevalent in relatives of "severe"
(extreme 3% of the distribution) and female hyperac-
tives.

A polygenetic transmission of hyperactivity has
been proposed (Preis & Huessey, 1979; Eme, 1979;
Cantwell, 1975; Morrison & Stewart, 1973). This model
predicts that siblings of more severely affected chil-
dren will be at a greater risk themselves, since the
severely affected child has more of the genes needed to
produce the hyperactive symptoms. In addition, a poly-
genetic model predicts that siblings of affected girls
should be at higher risk because girls have a higher
"threshold" and would also have to be more "genetically

loaded" to produce the symptoms (Nichols & Chen, 1981).
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The NCPP findings were consistent with a polygenetic
transmission of hyperactivity. There was a highly sig-
nificant (p < .001) risk to siblings of severe
hyperactive-impulsive children, but none to siblings of
children with less severe disturbances. Siblings of
girls in the MBD cohort had greater risk than siblings
of boys, although the difference did not reach signifi-
cance.

The above studies suggest the possibility that
prenatal genetic, physical and environmental influences
may contribute to the development of hyperactivity in
childhood. How these biological and environmental
influences interact is open to further investigation.

udi o emale ivit

The conflicting data across studies is likely due
to the heterogeneity of the groups of hyperactive chil-
dren being investigated. Studies are appearing in the
literature which look at specific subgroups of hyperac-
tive children, including those with and without conduct
disorders or delinquent behavior (Lahey et al., 1980;
August et al., 1983; Satterfield & Schell, 1984);
hyperactive girls (Battle & Lacey, 1972; Prinz & Loney,
1974; Kashani et al., 1979; deHaas & Young, 1984;
Befera & Barkley, 1985); those with and without learn-
ing disabilities (Breen & Barkley, 1984); those with

differential responses to medication (Satterfield,
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1975); different attentional styles (O'Dougherty et
al., 1984); and, retrospectively, by outcome (Hechtman
et al., 1984). It seems that finding more homogeneous
subgroups of children with hyperactive behavior is nec-
essary for further clarification of the etiology of the
disorder. A comparison of boys and girls with hyperac-
tivity would be an important contribution to the liter-
ature. Unfortunately, because of its relative rarity
in females, few researchers have attempted to do this.
In a review of the literature, Barkley (1981b)
determined that the ratio of hyperactive boys to hyper-
active girls is about 6:1. Social and cultural expla-
nations have hypothesized that lower tolerance levels
for boys than girls, and the difficulty of males living
in a "feminine" environment may be reasons for greater
referral rates for boys (Eme, 1979). In his review of
the literature, Eme indicated that there is empirical
support for the notion that adults have less tolerance
for male deviance than for female deviance. Studies by
Shepard et al., Chess and Thomas, Serbin and O'Leary
(cited in Eme, 1979), and Battle and Lacey (1972)
investigated reactions of parents and teachers to chil-
dren with different levels of disturbance. Shepard,
Oppenheim and Mitchell found that parental reaction, as
opposed to severity of disturbance, determined whether

a child was referred to a clinic. In addition, more
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mothers of girls accepted their child's behavior as a
temporary difficulty. Chess and Thomas found that
mothers were less tolerant of distractibility in males
than in females.

Battle and Lacey (1972) investigated hyperactivity
in 74 subjects drawn from the Fels Longitudinal Study.
They reported that mothers of highly active boys were
critical, disapproving, unaffectionate, and severe in
their punishment. They did not find these maternal
characteristics to a significant degree in mothers of
highly active girls. Serbin and O'Leary (cited in Eme,
1979) found that disruptions by males in preschool
classrooms were more likely to be reprimanded than sim-
ilar disruptions caused by females. The reprimands
were also more severe, louder, and more public. Eme
speculates that mothers and teachers (apparently assum-
ing that most teachers are female) may view the same
behavior as more pathological in boys than in girls
because adults feel less comfortable and competent with
children of the opposite sex.

Contradicting the hypothesis is a study by Walker,
Bettes, and Ceci (1984) which 1looked at teachers'
assumptions regarding male and female children's behav-
ior problems. They presented a predominantly female
(91 females and 9 males) group of preschool teachers

with vignettes describing aggressive, hyperactive, and
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withdrawn behavior in both boys and girls. The authors
reported no bias in favor of either sex in the teach-
ers' ratings of severity, outcome, or cause of the
behavior problems. However, teachers did rate aggres-
sion and hyperactivity in children of both sexes as
more severe disorders, and as having worse prognoses
than withdrawal. They were also more likely to agree
with the statement, "This type of problem is best
referred to a mental health professional" if the
vignette depicted aggressive or hyperactive behavior.
The authors concluded that the high referral rate for
males is not due to biases against boys, but is a
result of their exhibiting a higher incidence of
aggression and hyperactivity, which are the behavior
problems that teachers view as most serious.

In a review of the literature on sex differences
in childhood psychopathology, Eme (1979) reports that
there is a preponderance of males with adjustment reac-
tions, learning difficulties, psychosexual disorders,
antisocial behavior, neurosis, and psychosis. In con-
trast to the "annoyance level" theory is the hypothesis
that males are more vulnerable to physical and psycho-
logical stressors (Eme, 1979; Smith, 1983). In his
review of sex differences, Eme summarizes evidence that
males suffer more damage from pre-, peri-, and post-

natal traumas:
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« « « though the ratio of male and female

conceptions is 130:100, the ratio is reduced

to 105:100 at birth in the United States.

(Males) suffer more abortions, miscarriages,

prematurity, anoxia, and other birth compli-

cations. They are also more 1likely than
females to suffer serious defects as a result

of prematurity or anoxia. During infancy 37%

more males die, and throughout life males are

afflicted by the major diseases. They are
also more likely to suffer ill effects from
malnutrition and radiation" (Eme, 1979, bp.

577).

Reasons commonly given for this greater male wvul-
nerability include maturational lags (Eme, 1979; Smith,
1983); slower growth of the brain's protective sheath
in prenatal males (Smith, 1983); greater male suscepti-
bility to sex-linked disease (Eme, 1979): and the ten-
dency for males to have greater birth weights, larger
heads, and to be first borns, all of which are associ-
ated with increased risks of brain injury (Smith,
1983).

Maturational lags of the male nervous system may
make boys more vulnerable to prenatal and postnatal
damage which leads to 1learning difficulties (Smith,

1983). Specifically, boys lag behind girls in the
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development of brain regions responsible for attention
and reading-related skills such as verbal expression,
articulation, and perception of word order (Smith,
1983). Since as many as 80% of hyperactive children
also have a learning disability (Safer & Allen, 1976),
and both disorders have similar male:female ratios,
(Smith, 1983), it is possible that they share a common
vulnerability to CNS damage.

If the greater number of hyperactive boys in clin-
ical populations is due to a lower tolerance level for
deviance in males, one would expect that hyperactive
girls would have to exhibit greater behavior distur-
bances than boys in order to be referred for treatment.
Very few studies have looked specifically at hyperac-
tive girls (Battle & Lacey, 1972; Prinz & Loney, 1974;
Kashani et al., 1979; deHaas & Young, 1984; Befera &
Barkley, 1985).

Battle and Lacey (1972) examined motor activity in
a group of subjects drawn from the Fels Longitudinal
Study. The 31 females and 43 males were from predomi-
nantly white, middle-class families. The 74 subjects
came from 45 families. Each subject was given a hyper-
activity rating from 1 to 7 by two raters. These rat-
ings were made on the basis of narrative reports of
home observations, and narrative accounts of nursery

school and day camp behavior, all recorded 20 years



27

prior to the time in which the ratings were being made.
Hyperactivity was defined as the degree to which the
child's motor behavior was described in reports as
impulsive, uninhibited, and uncontrolled, as well as
the total amount of vigorous motor activity. Data were
analyzed for three age periods: 0-3 years, 3-6 years,
and 6-10 years. Mean hyperactivity scores were consis-
tently higher for males, although significantly so only
during the 6-10 age period. Male scores remained sta-
ble, while girls' scores fluctuated throughout the ten
years.

Hyperactivity in boys correlated positively with
mothers being more highly critical, disapproving,
severe in their punishment, and lacking in affection
and protectiveness. The mother variables were not cor-
related with hyperactivity in girls. Hyperacfive males
showed less evidence of "general achievement striving",
and a lack of approach toward intellectual tasks, than
other males. In contrast, hyperactive girls showed
greater than average achievement orientation, espe-
cially in the preschool years.

There are obviously methodological problems with
this study. The primary criteria for hyperactivity in
this study was motor activity. As previously dis-
cussed, more recent research indicates that difficulty

in sustaining attention and controlling impulses are
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more consistently associated with hyperactivity
(Douglas, 1972; McMahon, 1984) and are more stable
characteristics than motor activity (August, et al.,
1983). The authors seem to interpret the findings as
supportive of the "lower tolerance for males" hypothe-
sis, but the methodological problems make any interpre-
tation highly speculative. However, the study does
suggest that there may be gender differences among
hyperactive children.

The next study of hyperactive girls to appear in
the 1literature is by Prinz and Loney (1974). The
authors compared 12 hyperactive girls with 12 female
controls, matched by IQ. The "hyperactive" subjects
were determined by their inclusion in a "High Activity
Level" category by their elementary art teacher. They
were also rated on General Adjustment (1-3), Self-
Esteem (0-5), and Impulse Control (0-5). All children
had been given a group intelligence test during the
same academic year.

Comparing their results with an identical study
previously conducted with male subjects (unpublished,
cited in Prinz & Loney, 1974), the authors reported
that a) intellectual functioning of male and female
hyperactives dropped over time, b) self-esteem dropped
in males, but not in females, and c) general adjustment

compared to control groups was worse for males but not
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for females. Again, the lack of a representative sam-
ple, operational definitions, and objective measures
makes the results difficult to interpret.

Kashani, Chapel, Ellis, and Shekim (1979) reviewed
the medical records of children seen in a Pediatric
Developmental Evaluation Clinic over a three-year
period. Twenty-eight girls were given a diagnosis of
Hyperkinetic Reaction and matched with 28 hyperkinetic
boys for SES, race, and age. The authors reported that
there were no significant differences in severity of
overactivity, short attention span, restlessness or
distractibility. They did not report how these charac-
teristics were measured, beyond "the review of complete
medical records". The results of the study did suggest
that the boys were more frequently referred for hyper-
activity and behavioral disorders, while hyperkinetic
girls were usually referred for learning disabilities,
and speech and language problems. These findings are
consistent with the hypothesis that boys are referred
more often because they are more likely to engage in
problematic behavior. The authors also found that
enuresis, fearfulness, and emotional lability were
more prevalent in the female hyperactive subjects.
More psychopathology was found in the families of the

female proband. This last finding is consistent with
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the polygenetic theory of transmission discussed previ-
ously.

DeHaas and Young (1984) compared 24 hyperactive
and 24 normal first- and second-grade girls. Hyperac-
tive girls were selected by teachers using the DSM-III
diagnostic criteria for Attention Deficit Disorder with
Hyperactivity. All subjects were rated by teachers on
the Conners' Teacher Rating Scale, and were adminis-
tered a variety of cognitive measures. TRS profiles
were compared with norms derived from studies of
teacher-rated hyperactive boys and a clinical popula-
tion. The hyperactive girls had a similar TRS profile,
but lower than the hyperactive males. They also scored
lower than normal on items measuring gross motor skills
on the Riley Motor Problems Inventory. On the Matching
Familiar Figures Test, hyperactive girls made more
errors than controls, indicating a shorter attention
span. However, they did not differ in response
latency, suggesting that they did not display the
impulsive response style that is generally reported in
studies with hyperactive boys.

Befera and Barkley (1985) compared hyperactive and
normal girls and boys on their mother-child interac-
tions, family psychiatric status, and ratings on the

Personality Inventory for Children (PIC). Criteria for
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inclusion as hyperactive subjects included parent rat-
ings on the Conners' Parent Questionnaire and the
Werry-Weiss-Peters Activity Rating Scale that were two
standard deviations above the mean. The hyperactive
children were obtained from referrals to a child psy-
chology clinic.

Direct observations of parent-child interactions
in a playroom revealed that hyperactive boys received
more direction and praise than did hyperactive girls.
The authors suggest that caution be used in the confi-
dence placed in these findings until replications are
done. They suggest that it is easy to understand that
hyperactive children might need more encouragement to
stay on-task, but add that this should apply to both
male and female hyperactive children.

Mothers completed a family history questionnaire
in which they indicated the number of their own and
their husbands' relatives with psychiatric problems and
the type of problem they had. The hyperactive group
had significantly more psychiatric disturbance in their
relatives than did the normal group. However, within
the hyperactive group males and females were comparable
in the amount of familial disturbance. This finding
does not support the polygenetic model discussed previ-

ously.
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Comparisons of mother reports on the PIC revealed
that hyperactive boys were rated as more emotionally
labile (psychosis scale) than hyperactive girls. In
addition, the mothers of hyperactive boys had a higher
F scale, which the authors interpret as meaning that
they were more concerned about their children than were
the mothers of hyperactive girls.

These studies have yielded some interesting
results. It appears that both male and female hyperac-
tive children share the primary symptoms of overactiv-
ity and short attention span, but there is some evi-
dence that suggests that girls may have better impulse
control than boys. In addition, there may be differ-
ences in related problems, with girls having more
learning difficulty but fewer conduct disorders. The
results of these studies do not support the hypothesis
that boys are more often referred for behavioral disor-
ders because adults have a lower tolerance for male
disturbance. Rather, they suggest that there are dif-
ferences in the kinds of behavior disturbance pre-
sented, and that boys may be more likely to have the
types of behavioral disturbances that will be consid-
ered problematic by their parents and teachers. The
findings of a higher incidence of psychopathology in

relatives of hyperactive females and poorer gross motor
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skills are consistent with the polygenetic theory dis-
cussed earlier. This theory would suggest that boys
are more vulnerable to genetic disturbances that would
contribute to the development of the hyperactive symp-
toms. Girls would show greater evidence of pre- and
perinatal stress, and/or greater genetic loading to
produce the same symptoms. Investigating girls as a
subgroup of hyperactive children might produce valuable
information. There is a need for further research uti-
lizing a direct comparison of males and females,
matched normal controls, operational definitions, and
objective measures. Developmental histories, as well

as symptomatology, should be addressed.



Chapter 3
Method

Subjects

Hyperactive subjects were 79 school-age children
who were assessed for the Child Behavior Project, a
treatment program for hyperactive children at Michigan
State University's Psychological Clinic. Criteria for
inclusion in the present study are: (1) age between 7
and 11 years; (2) meet the criteria for DSM-III diagno-
sis of Attention Deficit Disorder with Hyperactivity:
(3) score of 15 or more (two or more standard devia-
tions above published means) on the Hyperactivity Index
of the Conners Parent Questionnaire and a score of 15
or more on the Hyperactivity Index of the Conners
Teacher Rating Scale; (4) the absence of gross physical
impairments, intellectual deficits or psychosis in
either the child or parents; and (5) the child was not
receiving medication for control of his or her hyperac-
tivity.

Oon the basis of these criteria, 60 hyperactive
males and 19 hyperactive females were included in the
study. A group of 38 control subjects (23 male, 15

female) were matched for IQ, grade level, and age.

34
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easures

The following measures were administered prior to
enrollment in the program, and before treatment was
initiated:

Revised Conners Parent and Teacher Rating Scales.
These parent and teacher behavior rating scales (see
Appendix A) were developed to identify hyperactive
children and evaluate treatment effectiveness. They
have been shown to discriminate between hyperactive and
normal children. They have been factor analyzed with
stable factor structures across studies (Goyette et
al., 1978; Conners, 1973). Items on the parent ques-
tionnaire 1load on five factors: Conduct Problen,
Learning Problem, Psychosomatic, Impulsive-Hyperactive,
and Anxiety.

Test-retest reliabilities of the questionnaires
range from .70 to .90 (Goyette et al., 1978; Conners,
1973) . An Abbreviated Parent-Teacher Questionnaire has
also been prepared (Conners, 1973) which consists of 10
overlapping parent and teacher items. Werry et al.
(1975) have reported satisfactory correlations (.94 and
.92) between the abbreviated questionnaire and the
hyperactivity factor on the long parent and teacher
questionnaires. Mother-father and parent-teacher cor-
relations have been found to be acceptable (.55 and

.49, respectively) (Goyette et al., 1978).
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A cut-off score of 15 was used to determine eligi-
bility for the program. The score of 15 is two stan-
dard deviations above the mean, according to normative
data reported by Sprague, Cohen and Werry (1974).

er i ve i --Revised. The
Personality Inventory for Children--Revised (Wirt et
al., 1977) (see Appendix A) is a multidimensional per-
sonality instrument designed to provide screening
information for children ages 6 to 16. The 600- and
280-item versions consist of true-false statements,
such as "my child has many friends", that are filled
out by a parent or other primary caretaker. Three
validity scales, an Adjustment Scale, and 12 clinical
scales can be plotted on a profile graph, and raw
scores are converted to T-scores. The 12 clinical
scales are Achievement, Intellectual Screening, Devel-
opment, Somatic Concern, Depression, Family Relations,
Delinquency, Withdrawal, Anxiety, Psychosis, Hyperac-
tivity, and Social Skills. The PIC-R was standardized
on 2,390 children with equal numbers of boys and girls
in the standardization sample.

Continuous Performance Test (CPT). The CPT (see
Appendix A) is a measure of sustained attention that
has been shown to differentiate hyperactive from normal
children (Sykes et al., 1972). The test consists of a

series of letters presented on a computer monitor at
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short intervals. The subject is asked to press a but-
ton on an attached paddle when a particular letter or
series of letters occurs. In order to respond cor-
rectly to the signals, the subject must maintain con-
tinuous vigilance. Errors of comission (responding to a
nonsignal stimulus) are indicative of impulsivity,
while errors of omission (failure to respond to an
appropriate stimulus) are indicative of a failure ¢to
sustain attention. 1In this way the test is thought to
be useful for tapping the major symptoms of impulsivity
and short attention span.

Matching Familjar Figures Test (MFF). The Match-
ing Familiar Figures Test (Kagan, 1965) (see Appendix
A) consists of pictures of common objects and animals.
The child is shown a stimulus picture and six similar
ones, and is asked to choose from the six the one that
is identical to the stimulus picture. The latency to
the child's first response and number of errors are
recorded. Children with an impulsive cognitive style
have shorter latencies and more errors than children
with reflective cognitive styles.

Stability of the MFF was tested with 104 children
at a one-year interval. Correlations for latencies on
the first and second administrations were high for both
boys and girls (mean = .62). Response latencies were

also highly correlated to response latencies on other
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visual matching tasks (median = .64). Number of errors
on the MFF was correlated with response latency (median
= =,63) but showed only a low negative correlation with
verbal performance on the WISC (median = -.28) (Kagan,
1965). These results suggest that the MFF is an
adequate measure of an impulsive cognitive style.

umphrey's S =Co S e . The
Humphrey's Self-Control Scale (Humphrey, 1982) (see
Appendix A) consists of 11 items which can be adminis-
tered individually or in a group. Items such as "When
someone pushes me I fight them" and "It's hard to wait
for something I want" are presented orally by the exam-
iner, and the child responds "Yes" or "No". Factor
analysis of the scale revealed three factors: Inter-
personal Self-Control, Personal Self-Control, and Self-
Evaluation.

The reported test-retest reliability ranged from
.56 to .63 for the factors, and was .71 for the total
score. The ratings correlated moderately with observa-
tions of task-relevant and task-irrelevant classroom
behavior (.59 and .61), and with frustration tolerance
and acting out problems (.39 and .49) as determined by
a teacher rating scale of children's behavior. Relia-
bility and validity appear to be sufficient when groups
of children (N = 10), but not individuals, are the

units of analysis, suggesting that it is an appropriate
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measure of group differences in children's perceived
self-control (Humphrey, 1982).

- i ' elf- . The
Piers-Harris Children's Self-Concept Scale (Piers &
Harris, 1984) (see Appendix A) is a self-report measure
designed to aid in the assessment of self-control in
children and adolescents. Items on the scale are
scored in either a positive or negative direction. A
high score on this measure suggests a positive self-
evaluation, while a low score suggests a negative self-
evaluation.

During administration of the Piers-Harris children
are read 80 statements that tell how some people feel
about themselves, and are asked to indicate whether
each statement applies to them by using "yes" or "no"
responses. The resultant data are compiled into three
summary scores said to reflect an overall assessment of
self-concept: a total raw score, a percentile score,
and an overall stanine score. The Piers-Harris also
provides six "cluster scales": Behavior, Intellectual
and School Status, Physical Appearance and Attributes,
Anxiety, Popularity, and Happiness and Satisfaction.

The test-retest reliability of the Piers-Harris
has been assessed in a number of studies with both nor-
mal and "special" populations. The reliability coeffi-

cients have ranged from .42 (with an interval of eight
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months) to .96 (with an interval of one month). Tests
of internal consistency using responses of children
from normative samples in the third through sixth
grades ranged from .89 to .92. Significant correla-
tions between scores on the Piers-Harris and results of
teacher and peer ratings, scores on other self-concept
measures, and other behavioral measures including locus
of control and cognitive style, have been found for
samples of both girls and boys across a broad age range
(Piers & Harris, 1984).

Nowicki-Strickland Iocus of Control Scale. The
Nowicki=-Strickland Locus of Control Scale (see Appendix
A) is a measure consisting of 40 questions, such as
"Are you often blamed for things that aren't your
fault?" and "Do you often feel that whether you do your
homework has much to do with what grades you get?" that
are answered either "yes" or "no". In the present
study, the questions were asked orally by the examiner,
and the subjects responded verbally. The test can also
be given to children to read themselves and respond by
making a mark in the appropriate place beside each
question. Children who attribute events to circum-
stances outside of their control are said to have an
external locus of control. Those who attribute events
to their own behavior are said to have an internal

locus of control.
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Reported estimates of internal consistency, mea-
sured by the split-half method, range from .63 to .74.
Test-retest reliabilities range from .63 to .71. Scale
scores in male populations have been found to correlate
significantly with socioeconomic status and school
achievement. The same correlations do not reach sig-
nificance with female groups. Studies of the scale's
relation to other measures of self-control have
resulted in correlations ranging from .31 to .61l.
These moderate correlations suggest that the Nowicki-
Strickland scale is an appropriate measure of locus of
control in children.

eab cture Vocabu st-Revi -R).
The PPVT-R (see Appendix A) is an individually-adminis-
tered, norm-referenced, wide-range test of receptive
vocabulary. Each item has four simple, black-and-white
illustrations arranged in multiple-choice format. Sub-
jects select the picture they consider to best illus-
trate the meaning of a stimulus word which is presented
orally by the examiner. The test yields a raw score
that can be converted to age-referenced norms.

Tests of internal consistency have resulted in
split-half reliability coefficients ranging from .61 to

.86, and test-retest coefficients from .52 to .90.
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Numerous studies have been done to assess the relation-
ship between the PPVT-R and tests of general intelli-
gence. The PPVT-R correlates satisfactorily with the
full scale scores of the WISC-R (median = .64) and the
WAIS (median = .72). Overall correlations with intel-
ligence tests range from .46 to .72. Although the cor-
relations vary, they are generally satisfactory, sug-
gesting that the PPVT-R is an appropriate screening
measure of scholastic ability (Dunn & Dunn, 1981).

Wi e iev -Revi -R). The
WRAT-R (see Appendix A) is designed to assess a child's
skill in basic academic coding tasks. Subtests include
Reading (recognizing and naming letters, and pronounc-
ing words out of context); Spelling (copying marks
resembling 1letters, writing their name, and writing
single words to dictation); and Arithmetic (counting,
reading number symbols, solving oral problems, and per-
forming written computations). The test yields stan-
dard scores and grade ratings.

Tests of internal consistency have resulted in
correlations in the high .80's and .90's for all three
subtests. Test-retest reliability coefficients range
from .94 to .97. Several studies have assessed the
relationship between the WRAT-R and other achievement
tests, and report correlations in the .60's, .70's, and

.80's (Jastak & Wilkinson, 1984).



43

velopment isto uestionnaire. The Develop-
mental History Questionnaire (Horn, unpublished) (see
Appendix A) is administered in a structured intake
interview with the parent(s). It includes questions
about the child's achievement of developmental mile-
stones, illnesses, and physical or behavioral problems.
Problems during pregnancy or birth are assessed, as
well as psychological and medical problems in other
family members.

A Prenatal Score was derived using 11 items that
referred to problems experienced during pregnancy.
This score included items such as "Did the child's
mother have any illnesses or complications while carry-
ing the child; Did the mother smoke tobacco during
pregnancy; Did the mother drink alcohol during this
pregnancy?" The Perinatal Score was derived from 11
questions regarding complications experienced during
delivery of the child. These items included "Was the
baby term or premature; the length and weight of the
infant; Type of delivery; Did this baby have difficulty
starting to breathe?"

isto uestionnaire. The Family History
Questionnaire (see Appendix A) is administered to one
or both parents in a structured interview. Questions
about medical or psychological disorders in family mem-

bers are included. A general Family Disturbance score
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was derived by adding up the number of psychological
and medical disorders reported by the parent.
Procedure

The 79 hyperactive subjects were selected from
children whose parents contacted the MSU Psychological
Clinic because of the child's behavior problems in the
home and/or at school. Many had been referred by
physicians or other professionals in the community, and
some parents had seen a public service announcement
about the program on television. A copy of an informa-
tional letter which had been sent to physicians and
local agencies, and the public service announcement,
can be found in Appendix B.

Initial contact with the parents was made by tele-
phone to explain the project and to determine whether
the program was appropriate for the child. If the
clinician did not feel that the child could benefit
from the program, referrals were made to other ser-
vices. If the child appeared to be eligible, and the
family felt that the program could be beneficial, an
appointment was made for a full assessment.

Each child was seen at the Psychological Clinic
for a 2- to 3-hour session during which a series of
measures, including the ones being used in this study,
were individually administered by a research assistant.

The parent questionnaires had been mailed to the parent
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when the appointment was made, and were returned on the
day of the assessment. If the child was eligible for
the treatment program on the basis of the assessment,
his or her teacher was contacted and asked if he or she
would be willing to £ill out a behavior questionnaire.
The questionnaires were mailed to the child's school,
filled out by the teacher, and returned in a self-
addressed, stamped envelope. Of the 180 children
assessed, 79 met the criteria outlined above, and were
included in the present study.

Control subjects were recruited through 1local
health care facilities, a local school, and word of
mouth via the families participating in the study.
Criteria for inclusion were: (1) the child was between
the ages of 7 and 11; (2) the absence of gross physical
impairments, intellectual deficits or psychoses in
either the child or parent(s); and (3) the parent does
not feel that the child has a behavior problem. Par-
ents of all qualifying subjects signed consent forms
(see Appendix C), thereby allowing their children to
participate in the study, and permitting the
researchers to contact the children's teachers. The
controls were administered the same battery of tests by
research assistants who were blind to the fact that
they were normal controls. The parents and teachers

also filled out and returned the questionnaires. The
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families received a stipend at the completion of the
assessment procedures.

The present study used only measures taken during
the pre-treatment assessment procedure, and parent and
teacher ratings of children's pre-treatment behavior.
These instruments and the constructs they measure are

presented in Table 1.
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Table 1

Hyp Construct Prediction Measure

1 Severity of Hyp Ms=Fs Conners PQ
Conners TQ
PIC:Hyperactive

2 Impulsivity Ms>Fs CPT:Comission
(B and BX
Trials)
MFF:Errors
MFF:Response
Latency
Conners' PQ:
Impulsivity
Inattention Fs>Ms CPT:Omission
Conners' PQ:
Inattention
Conners' TQ:
Inattention
Overactivity Ms>Fs Conners' PQ:
Overactivity
Conners' TQ:
Overactivity

3 Learning Prob Fs>Ms PPVT-R
WRAT-R:Reading,
Spelling,
Arithmetic
PIC:Achievement
PIC:Intellectual
Screening
PIC:Development
Conduct Prob Ms>Fs PIC:Delinquency
PIC:Undisciplined/
Poor Self-Concept
Self-Control Fs>Ms Humphreys
Self-Concept Fs>Ms Piers-Harris
Social Skills Fs>Ms PIC:Social Skills
Locus of Control Ms>Fs Nowicki-Strickland

4 Pre- and Peri- Fs>Ms Developmental
Natal Stress History
Genetic Loading Fs>Ms Family History




Chapter 4
Results

Univariate t-tests were computed in order to
assess the comparability of the hyperactive (N = 79)
and control (N = 38) groups on important demographic
variables. The results of these analyses are pre-
sented in Table 2, and indicate that the differences
between the groups in age, IQ, grade, and family income
did not reach statistical significance. Subjects were
then broken down into four groups: hyperactive males
(N = 60), hyperactive females (N = 19), control males
(N = 23), and control females (N = 15).

Examination of the individual distributions of
each of the dependent variables, however, revealed that
a number of variables had extremely skewed distribu-
tions. Consequently, all variables were transformed
using a square root transformation in order to normal-
ize each distribution. All subsequent analyses were
performed on these transformed scores. Means and stan-
dard deviations of the transformed scores are presented

in Table 3. Correlations between transformed scores

48
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Table 2
Demographics of hyperactjve (N = 79) and control (N =
38) subjects.
t Significance

Varjable _Mean _— —of t
Age in months

Hyperactives 106.33

Controls 111.40 -1.32 .190
102

Hyperactives 53.65

Controls 62.75 -1.33 .187
Grade

Hyperactives 2.88

Controls 3.40 -1.53 .130
IncomeP

Hyperactives 2.49

Controls 3.00 - .99 .326

Note: df = 87 for all t-statistics.

Apercentile scores from the PPVT-R are used as a rough
estimate of intelligence.

bIncome levels as reported on the PIC-R; 1l=over 35,000;
2=30,000-35,000; 3=25,000-29,999; 4=20,000-24,999;
5=15,000-19,999; 6=10,000-14,999; 7=5,000=9,999;
8=below 5,000.
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Means and standard deviations of square root transformations of all scores.

Conners' PQ: Conners' TQ: PIC-R:A"
Hyperactivity Hyperactivity Hyperactivity
X S.D. X S.D. X S.D.
HM 4.65 .40 4.59 .39 8.50 .84
HF 4.66 .45 4.48 .54 8.63 1.09
NM 1.89 1.05 2.27 1.20 7.05 .55
NF 1.55 .24 1.50 .97 6.99 .60
CPT CPT
MFF:Errors MFF:Latency Comission (B) Comission (BX)
X S.D. X S.D. X S.D. X S.D.
HM 3.59 .84 3.31 1.21 2.64 1.30 3.19 2.02
HF 3.46 .98 3.25 .88 1.78 1.35 1.97 1.94
NM 2.78 .71 3.47 .75 1.96 1.15 1.95 1.99
NF 2.57 1.04 4.27 1.66 1.08 .78 1.10 .84
Conners' PQ:Impulsivity Conners' TQ:Impulsivity
X S.D. X S.D.
HM 3.42 .49 3.52 .36
HF 3.54 .46 3.40 .52
NM 1.30 .95 1.78 .92
NF 1.09 .76 .91 .74
Conners' PQ:Overactivity Conners' TQ:0veractivity
X S.D. X S.D.
HM 2.14 .35 2.13 .31
HF 2.07 .41 2.09 .41
NM .62 .68 .88 .80
NF .32 .56 .41 .63
CPT: CPT: Conners' PQ: Conners' TQ:
Omission (B) Oomission (BX) Inattention Inattention
X S.D. X S.D. X S.D. X S.D.
HM 1.37 1.14 2.52 1.23 2.24 .31 1.20 .32
HF 1.10 1.03 2.77 1.46 2.16 .35 1.98 .40
NM .81 .71 1.45 1.36 .72 .74 .81 .74
NF .36 .52 1.88 1.03: .72 .67 .67 .49
Note: HM = hyperactive males (N = 60); HF = hyperactive females (N = 19),

NM = normal males (N = 23), NF = normal females (N = 15).
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WRAT-R: WRAT-R WRAT-R
PPVT-R Reading Spelling Arithmetic
X S.D. X S.D. X S.D. X S.D.
HM 10.26 .51 9.59 .91 9.36 .77 9.51 .66
HF 10.20 .54 9.99 .82 9.92 .70 9.73 .70
NM 10.63 .71 10.39 .77 10.00 .72 9.94 .78
NF 10.20 1.05 10.35 .67 10.26 .62 10.14 .71
PIC-RA
PIC-RA&2 Intellectual PIC-RA
Achievement Screening Development
X S.D. X S.D. X S.D.
HM 7.98 .77 7.86 1.33 7.77 .78
HF 8.13 .94 7.58 1.56 7.97 .81
NM 6.51 .59 6.92 .70 6.52 .59
NF 6.87 .72 7.16 .60 6.80 .66
PIC-R:2 PIC-R:® Humphrey's
Undisciplined Delinquency Self-Control
X S.D. X S.D. X S.D.
HM 8.74 .77 8.39 .86 2.17 .47
HF 9.29 .98 8.96 .95 2.39 .55
NM 6.87 .52 7.04 .60 2.58 .45
NF 6.82 .49 6.79 <37 2.43 .39
Nowicki-
Piers-Harris pPIC-R® Strickland
Self-Concept Social Skills Locus of Control
X S.Ds X S.D. X S.D.
HM 7.40 .89 8.18 .92 4.58 .46
HF 7.45 .92 8.28 .82 4.61 .46
NM 8.04 .61 6.88 .74 4.90 .57
NF 7.80 .44 6.73 .68 4.96 .52
Developmental Developmental Family
History: History: History:
Prenatal Perinatal Total Score
X s.D. X S.D. X S.D.
HM 2.10 .92 1.75 .70 2.44 2.04
HF 2.04 .83 1.64 1.03 1.72 2.04
NM 1.59 .91 1.41 .74 2.31 1.50
NF 1.52 .86 1.53 .58 1.82 1.48

dr-scores are reported for PIC-R scale scores.
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are presented in Appendix D. Means and standard devia-
tions of the variables before transformation are pre-
sented in Appendix D.
e i o vi

The hypothesis that male and female hyperactive
subjects would be equivalent in the severity of the
disorder was tested by computing a 2 x 2 ANOVA
(diagnosis x sex) using the Conners' Parent and Teacher
Questionnaires and the Hyperactive subscale of the PIC-
R as dependent variables. These results are presented
in Tables 4 and 5. As predicted, the differences in
severity of the disorder between the hyperactive male
and hyperactive female subjects did not reach statisti-
cal significance. As would be expected, there were
significant main effects for diagnosis on all three
measures, with the hyperactive subjects scoring higher
than the control subjects on the Conners' Parent Ques-

tionnaire F(1,113) = 455.4, p < .0001; the Conners'

Teacher Questionnaire F(1,113) 299.4, p < .0001; and
on the Hyperactive subscale of the PIC-R F(1,113) =
79.9, p < .0001. A significant main effect for sex was
found on the Hyperactivity index of the Conners'
Teacher Questionnaire F(1,113) = 8.4, p < .0l. Uni-
variate t-tests revealed that the significant sex dif-

ference was primarily within the control group, where
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Table 4

F-statistics for measures of severity of hyperactivity.
Conners' PQ: Conners' TQ: PIC-R:2
Hyperactivity Hyperactivity Hyperactivity®

Sex l1.40 8.25%%* .06

Diagnosis 455,39%%%x% 299 .37%%x%*% 79.94%%x%

Sex by

Diagnosis 1.73 4.57 .32

Error (.07) (.08) (.09)

Note: df = 1,113 for all F-statistics. Scores are
square root transformations.

ar-scores are reported for PIC-R scale scores.
*p < .05.
*%*p < ,01.

*%kp < .001.
*%%*p < .0001.

Table 5

Significance of sex differences on measures of severity.

Hyperactives Controls

(df = 77) (df = 36)

Conners' TQ:Hyperactivity + .99 2.08*

Note: Scores are square root transformations.
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non-hyperactive females had lower Conners Teacher Ques-
tionnaire scores compared to non-hyperactive males.
Gender differences within the hyperactive group on this
measure did not attain statistical significance. Diag-
nosis x sex interaction did not achieve statistical
significant on any of these measures.
Primary Symptomatology

A series of 2 x 2 ANOVAs (diagnosis x sex) was
used to test the hypothesis that male and female hyper-
active subjects would differ in their manifestation of
primary symptoms of the disorder. The hypothesis that
male hyperactive subjects would be more impulsive than
female hyperactive subjects was tested using number of
errors and response latency on the MFF, errors of
comission on the CPT, and the Impulsivity items from
the Conners' Parent and Teacher Questionnaires (Tables
6 and 7). Hyperactive subjects compared to non-hyper-
active subjects scored significantly higher on the
following measures of impulsivity: MFF errors F(1,113)
= 21.5, p < .0001; CPT errors of comission (B trials)
F(1,113) = 7.2, p < .0l1l; CPT errors of comission (BX
trials) F(1,113) = 6.9, p < .0l; Impulsivity items on
Conners' PQ F(1,113) = 285.6, p < .0001; and

Impulsivity on Conners' TQ F(1,113) = 292.1, p < .0001l.
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Table 6
F-statistics for measures of impulsjvity.
CPT: CPT:
MFF: MFF: Comission Comission
Exrrors Latency (B) = (BX)
Sex .89 2.42 11.25%% 6.61%*
Diagnosis 21.53%%%% 6.28% 7.15%% 6.88%%
Sex x Diag .05 3.39 .00 .20
Error (.09) (.12) (.13) (.20)
Conners' PQ: Conners' TQ:
Impulsivity Impulsivity
Sex ellhkkh 16.10%%%
Diagnosis 285.64%%%* 292.06%%%*
Sex x Diag 1.56 8.89%%
Error (.07) (.06)

Note: df = 1,113 for all F-statistics. Scores are
square root transformations.

*p < .05.
**p < ,01.
*%k%p < ,001.
*k%%p < .0001l.
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Table 7
i icance of s iffere s easures

impulsivity.

Hyperactives Controls

(af = 77) (df = 36)

CPT:Comission (B) + 2.50% 2.59%
CPT:Comissiosn (BX) + 2.30%* 1.57
Conners' TQ:ImpulsiVity + 1.20 3.06%%

Note: Scores are square root transformations.

*p < .0S.
**p < ,01l.
*%%*p < ,001.
*k%*p < .0001.
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Response latency on the MFF was significantly lower in
the hyperactive group F(1,113) = 6.3, p < .05.

Male subjects scored significantly higher on three
measures of impulsivity; CPT errors of comission (B
trials) F(1,113) = 11.3, p < .0l; CPT errors of comis-
sion (BX trials) F(1,113) = 6.6, p < .05; and Impulsiv-
ity items on the Conners' TQ F(1,113) = 16.1, p < .001,
when the hyperactive and control groups are combined,
Univariate t-tests revealed significant sex differences
within the hyperactive group on CPT errors of comission
(B trials) £ = 2.50, p < .05, and CPT errors of comis-
sion (BX trials) £ = 2.30, p < .05, with hyperactive
boys making more errors of comission than hyperactive
girls. A diagnosis x sex interaction was found on the
Impulsivity items of the Conners' TQ: F(1,113) = 8.9,
p < .01l. Univariate t-tests revealed that the sex dif-
ference on the Conners' Teacher Questionnaire was a
result of control males scoring significantly higher
than control females on that measure t = 3.06, p < .0l.
Male and female hyperactives scores were not signifi-
cantly different on that measure of impulsivity.

The hypothesis that female hyperactive subjects
would be more inattentive than males was tested using
errors of omission on the CPT and Inattention items
from the Conners' Parent and Teacher Questionnaires as

dependent variables. These results are presented in
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Table 8. There were no significant differences between
the male and female hyperactive subjects on these
measures. The hyperactive group scored significantly
higher than the control group on all measures of
inattention: CPT errors of omission (B trials)
F(1,113) = 9.5, p < .01; CPT errors of omission (BX
trials) F(1,113) = 13.3, p < .001; Inattention items on
Conners' PQ F(1,113) = 212.2, p < .0001; and
Inattention items on Conners' TQ F = (1,113) 161.6, p <
.0001. Diagnosis x sex interaction did not achieve
statistical significance on these measures of
inattention.

It was also hypothesized that male hyperactive
subjects would be more overactive than the female
hyperactives. This hypothesis was tested using the
Overactivity items from the Conners' Parent and Teacher
Questionnaires as dependent variables (Tables 9 and
10). Again, there were no significant differences
between the male and female hyperactive subjects on the
measures of overactivity. Hyperactive subjects scored
significantly higher than control subjects on both mea-
sures of overactivity: Overactivity items on Conners'
PQ F(1,113) = 271.6, p < .0001; and Overactivity items
on Conners' TQ F(1,113) = 190.5, p < .0001. The Over-
activity items on the Conners' TQ yielded main effects

for sex F(1,113) = 5.8, p < .05, and a diagnosis x sex
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Table 8
-S ics fo easures o t ion.
CPT: CPT:
Omission Omission Conners' PQ: Conners' TQ:
{B) (BX) Inattention Inattention
Sex 2.86 l.60 .14 .73

Diagnosis 9.54%% 13.25%%% 2]12,24%%%% 161.62%%%%*
Sex x Diag .18 .12 .16 .37

Error (.11) (.14) (.05) (.05)

Note: df = 1,113 for all F-statistics. Scores are
square root transformations.

*p < ,.05.
*%*p < ,01.
*%%p < ,001.
*kxxp < ,0001.
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Table 9
F-statistics for measures of overactivity.

Conners' PQ: Conners' TQ:

Overactivity Overactivity
Sex 3.66 5.79%
Diagnosis 271.62%%%* 190.49% %%
Sex x Diag 1.26 4.22%
Error (.05) (.05)

Note: df = 1,113 for all F-statistics. Scores are
square root transformations.

*p < .05.
**p < ,01.
***p < ,001.
*x%*p < ,0001.

Table 10

ignific f se i ces on _me
ve tivit

Hyperactives Controls
df = 77) (df = 36)
Conners' TQ:Overactivity + .42 1.93%*

Note: Scores are square root transformations.

*p < .05.
**p < ,01l.
*%*p < .001.
***%p < .0001l.
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interaction F(1,113) = 4.2, p < .05. However, univari-
ate t-tests revealed significant sex differences only
within the control group £ = 1.93, p < .05 when the
groups were analyzed separately. Teachers rated con-
trol males as more overactive than control females on
this measure.

econda m

A series of 2 x 2 ANOVAs (diagnosis x sex) was
used to test the hypothesis that there would be gender
differences in the manifestation of secondary symptoma-
tology associated with hyperactivity. To test the
hypothesis that female hyperactive subjects would have
greater learning difficulties, standard scores on the
PPVT-R, standard scores on the WRAT-R subscales
(Reading, Spelling and Arithmetic), and T-scores on the
Cognitive subscales (Achievement, Intellectual Screen-
ing, and Development) of the PIC-R were used as depen-
dent variables. The results of these analyses are pre-
sented in Tables 11 and 12.

As the F-test results in Tables 11 and 12 indi-
cate, the hyperactive and normal control groups were
comparable on the PPVT-R. However, the control group
scored significantly better on the Intellectual Screen-
ing factor of the PIC-R F(1,113) = 7.3, p < .01, and on
all of the measures of academic achievement: WRAT-R

Reading F(1,113) = 10.6, p < .01l; WRAT-R Spelling
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Table 11
-statis o eas s o ear S.
WRAT-R: WRAT-R: WRAT-R:

PPVT-R Reading ithme Spelling
Sex 3.32 1.03 1.94 6.85%
Diagnosis 1.75 10.59%% 7.96%*% 9.93%
Sex x Diag 2.00 1.63 .01 .96
Error (.07) (.09) (.07) (.08)

PIC-R:2

PIC-R:2 Intellectual PIC-R:2

Achievement Screening Development
Sex 2.63 .01 2.44
Diagnosis T4.27k%kk* 7.28%% 63.2]1%%k%%
Sex x Diag .48 1.08 .06
Error (.08) (.13) (.08)

Note: df = 1,113 for all F-statistics.

square root transformations.

Scores are

ar-scores are reported for PIC-R scale scores.

*p < ,.05.
**p < .0l.
***p < .001.

*%%*p < ,0001.
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Table 12

Significance of sex differences on_measures of arn

problems

Hyperactives Controls
af = 77) daf =
WRAT-R:Spelling + -2.82%% -1.12

Note: Scores are square root transformations.

*p < .05.
**p < ,01.
***p < .001.
*k**p < .0001.
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F(1,113) = 9.9, p < .05; WRAT-R Arithmetic F(1,113) =
8.0, p < .01; and PIC-R Achievement F(1,113) = 74.3, p
< .0001. Hyperactive subjects also had significantly
higher T-scores on the PIC-R Development subscale
F(1,113) = 63.2, p < .0001, indicating greater
difficulty in the areas of physical development and
school performance.

When hyperactive and control groups were combined,
there was a significant main effect for sex on the
Spelling subtest of the WRAT-R F(1,113) = 6.9, p < .05.
Univariate t-tests revealed that hyperactive girls
scored significantly higher on this test £ = -2.82, p <
.01, when analyzed separately. Univariate t-tests did
not reveal sex differences on this test in the control
group. Diagnosis x sex interaction did not achieve
statistical significance on any of these measures of
learning problems.

The hypothesis that male hyperactive subjects
would exhibit greater conduct disorders than the female
hyperactives was tested using the Factor 1
(Undisciplined/Poor Self-Concept) and Delinquency sub-
scale scores from the PIC-R as dependent variables
(Tables 13 and 14). A significant sex x diagnosis
interaction was found on the Delinquency subscale
F(1,113) = 6.2, p < .05, when the hyperactive and con-

trol groups were analyzed together. Univariate t-tests
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Table 13
PIC-R:2 PIC-R:2 Hymphreys'
Undisciplined Delinquency =
Sex 2.56 .91 .11
Diagnosis 192.57%%%x* 113.02%%*% 5.12%
Sex x Diag 3.61 6.15% 3.30
Error (.08) (.08) (.05)
Nowicki-
Strickland
Piers-Harris PIC-R:2 Locus of
Self-Concept Social Skills Control
Sex .00 .03 .01
Diagnosis 12.09%%x 63.43%%k%% 7.47%%
Sex x Diag .06 .50 .46
Error (.09) (.09) (.05)
Note: df = 1,113 for all F-statistics. Scores are

square root transformations.

ar-scores are reported for PIC-R scale scores.

*Q <
**2 <
***Q <
****2 <

.05.
.01l.
.001.
.0001.
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Table 14

i ficance of sex differences on measures of seconda

symptomatology.

Hyperactives Controls
(df = 77) (df = 36)
PIC-R:Delinquency +2 -2.46% 1.46

Note: Scores are square root transformations.
ar-scores are reported for PIC-R scale scores.

*p < .05.
*%*p < ,01.
*%%p < ,001.
*k*xx%p < .0001.
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revealed that hyperactive girls scored significantly
higher than hyperactive boys on this measure t = -2.46,
P < .05. When analyzed separately, there were no sig-
nificant sex differences within the control group.
Both measures of conduct problems indicated signifi-
cantly more severe problems in the hyperactive group
than in the normal control group: the Undisci-
plined/Poor Self-Concept factor of the PIC-R F(1,113) =
192.6, p < .0001; and the Delinquency subscale of the
PIC-R F(1,113) = 113.0, p < .0001. Main effects for
sex did not reach statistical significance.

It was hypothesized that female hyperactive sub-
jects would exhibit greater self-control than the male
hyperactive subjects. Analysis of variance, using
scores from the Humphrey's Self-Control Scale for Chil-
dren as dependent measures, was used to test this
hypothesis. Table 13 illustrates that the difference
between the male and female hyperactive groups did not
achieve statistical significance. Hyperactive subjects
reported significantly lower self-control scores than
the control subjects F(1,113) = 5.1, p < .0S5. Main
effects for sex and diagnosis x sex did not achieve
significance.

To test the hypothesis that male hyperactive sub-
jects would have poorer self-concepts than female

hyperactives, the Piers-Harris Self-Concept Scale was
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used as the dependent variable in the analysis of vari-
ance. The male and female hyperactive groups did not
differ significantly on this variable (see Table 13).
Normal control subjects had a significantly higher mean
self-concept score than the hyperactive group F(1,113)
= 12.1, p < .00l1. Main effects for sex and diagnosis x
sex interaction did not achieve statistical signifi-
cance.

Analysis of variance, using the Social Skills sub-
scale of the PIC-R as the dependent variable, was used
to test the hypothesis that female hyperactive subjects
would have better social skills than male hyperactive
subjects. Again, the difference between the male and
female hyperactive subjects did not achieve signifi-
cance on this measure (see Table 13). The normal con-
trol group scored significantly better than the hyper-
active group on this measure of social skills F(1,113)
= 63.4, p < .0001. There were no significant main
effects for sex or diagnosis x sex interaction.

The hypothesis that male hyperactive subjects
would have a more external locus of control than female
hyperactive subjects was tested using the Nowicki-
Strickland Locus of Control Scale as the dependent
variable. The difference between male and female
hyperactive subjects on this measure was not signifi-

cant (see Table 13). The normal control group had a
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significantly more internal locus of control than the
hyperactive group F(1,113) = 7.5, p < .0Ol. Main
effects for sex and diagnosis x sex interaction did not
achieve significance.
- _an erinat e s

It was hypothesized that female hyperactive sub-
jects would show greater evidence of pre- and perinatal
stress, and a greater amount of family disturbance. To
test this hypothesis, a series of 2 x 2 ANOVAs
(diagnosis x sex) was conducted, using the Prenatal and
Perinatal scores from the Developmental History Ques-
tionnaire, and the Total score from the Family History
Questionnaire as dependent variables. The results of
these analyses are presented in Table 15. The male and
female hyperactive groups did not differ significantly
on any of these measures. There was a significant main
effect for diagnosis in level of prenatal stress, with
mothers of hyperactive children reporting higher levels
of stress than mothers of control subjects F(1,113) =
7.4, p < .01l. There were no significant differences
between the hyperactive and normal control groups in
level of perinatal stress or degree of disturbance in
family members. Main effects for sex and diagnosis x
sex interaction did not achieve statistical signifi-

cance on these measures.
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Table 15
-V s r measures o -_an tal ress d
genetic loading.
Family

Dev. History: Dev. History: History:

Prenatal Perinatal Tot core
Sex .12 .00 2.32
Diagnosis 7.42%% 9.66 .00
Sex x Diag .00 1.89 .08
Error (.09) (.08) (.20)

Note: df = 1,113 for all F-statistics. Scores are
square root transformations.

*p < .05.
**p < .01.
**%p < .001.
*k*%p < ,0001.



Chapter 5
Discussion

The major purpose of this study was to investigate
the possibility of gender differences in a group of
cross-situational hyperactive children. Few of the
predicted differences were found. The major exception
to the lack of differences between male and female
hyperactive subjects was that the hypothesis that
hyperactive males would be more impulsive than hyperac-
tive females received partial support. Gender differ-
ences within the hyperactive group were also found on
one measure of behavior disorders, and on one measure
of learning problems, but in both instances the differ-
ences were not in the predicted direction. With these
exceptions, the male and female hyperactive groups in
this study were strikingly similar on all of the mea-
sures of primary symptomatology (impulsivity, short
attention span and overactivity), secondary symptoma-
tology (learning problems, conduct disorders, poor
social skills, low self-control, low self-esteem, and
external 1locus of control), and history variables
(prenatal and perinatal stressors, and disturbance in
family members).

71
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Previous studies (Battle & Lacey, 1972; Kashani,
Chapel, Ellis & Shekim, 1979; deHaas & Young, 1984;
Befera & Barkley, 1985) have suggested that while the
overall severity of hyperactivity is similar in boys
and girls, the profile of symptoms may differ. Specif-
ically, the research has suggested that although the
overall severity of hyperactivity is similar in male
and female hyperactive children, males may be more
overactive and impulsive while females may have greater
attention deficits. The present study supported the
idea that the severity of hyperactivity is similar in
hyperactive boys and girls. However, as measured by
parent and teacher reports, the hyperactive males and
females exhibited similar degrees of behavioral impul-
sivity, inattention, and overactivity. The sex differ-
ences that were found in non-hyperactive children's
classroom behavior (boys were more impulsive and
active) were not evident in the hyperactive group.

Gender differences were found on the CPT (B and BX
trials), suggesting that hyperactive boys may be more
cognitively impulsive than hyperactive girls. However,
similar differences in cognitive style were not sug-
gested by the MFF. It is possible that the CPT is a
more sensitive measure of cognitive impulsivity. The
fact that similar differences occurred in both trials

of the CPT lends credence to this possibility. On the
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other hand, the differences were marginally signifi-
cant, and replication is needed before this finding can
be interpreted with confidence. In any evident, if
hyperactive males are in fact more impulsive than
hyperactive females, it does not seem to translate into
more impulsive behavioral disturbance as measured by
parent, teacher, or self reports.

Previous research (Kashani et al., 1979) has also
suggested that conduct disorders may be more prevalent
in hyperactive boys, and learning disabilities more
prevalent among hyperactive girls (Kashani et al.,
1979). Again, this study failed to find the expected
sex differences on most measures of these associated
characteristics. Nor did it find the expected gender
differences in self-control, self-concept, social
skills, or locus of control among hyperactive subjects.

Hyperactive girls were rated by their mothers as
significantly more delinquent than were hyperactive
boys. Because this difference was marginally signifi-
cant, and because a previous study (Befera & Barkley,
1985) failed to find such a difference, it is 1likely
that this study's finding is a result of Type 1 error.

The finding that hyperactive boys did more poorly
than hyperactive girls on the spelling achievement test
is also contradictory to the prediction that the girls

would exhibit greater learning difficulties. It is
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possible that the poorer performance of the boys is due
to greater cognitive impulsivity, but one would then
expect to find similar deficits in the other achieve-
ment tests. Until replicated, this finding should also
be interpreted with caution.

The inconsistencies in the present findings when
compared to those of previous studies may be due to
differences in selection criteria. Barkley (1981b) has
discussed the need for the use of standardized measures
in assessing and selecting hyperactive subjects for
research purposes. Yet, other than the present study,
only two studies investigating gender differences in
hyperactive samples used such measures (deHaas & Young,
1984; Befera & Barkley, 1985), and one of these (deHaas
& Young, 1984) compared the female hyperactive group to
published norms for male hyperactives, rather than mak-
ing a direct comparison. Of the remaining studies of
gender differences in hyperactive children, two of the
studies wused clinic-referred hyperactive subjects
(Kashani et al., 1970; Befera & Barkley, 1985), one
study retrospectively rated subjects from a longitudi-
nal study (Battle & Lacey, 1972), and two used teacher-
nominated children from normal classrooms (Prinz &
Loney, 1974; dehaas & Young, 1984). Of the studies
which made direct comparisons between male and female

hyperactive subjects, those which used standardized
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measures to diagnose subjects did not find gender dif-
ferences. The studies which found sex differences used
less well-operationalized criteria for inclusion.

The study by Befera and Barkley (1985) used crite-
ria for inclusion that are similar to those of the pre-
sent study. Both studies used clinic-referred subjects
which met the DSM III criteria for Attention Deficit
Disorder with Hyperactivity, and scored at least two
standard deviations above the mean on the Hyperactivity
Index of the Conners Parent Questionnaire. The Befera
and Barkley (1985) study found no gender differences on
15 of 16 subscales of the Personality Inventory for
Children. They did find that the male hyperactive
group had significantly higher scores on the Psychosis
subscale of the PIC-R. A mean score of T = 75.5 on
that scale is not indicative of true psychosis (which
requires a T-score greater than 115), but probably
reflects emotional 1lability. Since the present study
did not include the Psychosis subscale, that particular
finding remains to be replicated.

Another reason for the discrepancy between the
results of the present study and the results of prior
studies may be related to the requirement for perva-
siveness of hyperactive symptomatology in the present
sample which was not a requirement for inclusion in

previous studies. It has been demonstrated that only a



76

small percent of children who are described as hyperac-
tive in at least one setting present the same types of
behavior difficulties across settings (Schachar, Rutter
& Smith, 1981). Schachar and his colleagues (1981)
found that these "pervasive" or "cross-situational"
hyperactive children differed from other behaviorally
disturbed children on behavioral and cognitive mea-
sures, while the "situational" hyperactive children did
not. The group of non-pervasive hyperactive children
appear to be a more heterogeneous group of children
with more diverse characteristics.

The present study included only subjects who dis-
played hyperactive behavior both in the home and at
school, and who had a history of early onset and per-
sistence of hyperactive symptoms. Furthermore, the
behavioral disorder could not be secondary to other
gross physical, intellectual or psychological impair-
ments. The results indicate that this group of cross-
situational hyperactive children does in fact differ
significantly from the group of normal children on most
behavioral, academic, and historical measures. These
findings are consistent with the idea that these chil-
dren present a distinct syndrome of behavioral and cog-

nitive difficulties and that Attention Deficit Disorder
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with Hyperactivity is an appropriate diagnostic cate-
gory for children who present these symptoms across
situations.

None of the studies which have reported gender
differences in hyperactive children attempted to deter-
mine the pervasiveness of the disorder in the subjects
(Battle & Lacey, 1972; Prinz & Loney, 1974; Kashani et
al., 1979; deHaas & Young, 1984). It may be that the
absence of gender differences in this study is due to
the requirement for cross-situational hyperactivity
which was not a requirement for inclusion in prior
studies. However, the other study that did not find
gender differences in symptomatology (Befera & Barkley,
1985) relied on parent report only. Like the present
study, Befera and Barkley did require that their sub-
jects score at least two standard deviations above the
mean on the Conners Parent Questionnaire. It is possi-
ble that many children who score this high on the rat-
ing scale would exhibit the same problematic behavior
at school as they do at home. This is speculative,
however, and further comparisons of situational and
cross-situatio;al hyperactive children is needed to
determine if this is the case.

The question of gender differences in this popula-
tion has important theoretical implications. It has

been suggested that the high referral rate of boys for
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behavioral problems might be due to a greater tolerance
for those behaviors in girls (Eme, 1979; Battle &
Lacey, 1972). If adults had greater tolerance for
behavioral disturbances in girls, then girls would have
to exhibit more severe disturbance than males in order
to be referred to a clinic. One would then expect that
in this clinic-referred group of hyperactive children,
the girls would exhibit more severe symptoms than the
boys. In actuality, the mean hyperactivity scores of
the male and female hyperactive subjects were almost
identical. These findings support the alternative
explanation suggested by Walker, Bettes and Ceci (1984)
that the high referral rate for boys with behavior
problems is not due to biases against males, but is a
result of their exhibiting a higher incidence of behav-
iors such as hyperactivity, which adults view as seri-
ous problems.

It has also been suggested that the higher inci-
dence of hyperactivity in males may be related to etio-
logical factors. One suggestion is that hyperactivity
is the result of neurological damage caused by prenatal
or perinatal stress. Since males' central nervous sys-
tems are slower to develop than are those of females,
males would presumably be more vulnerable to such

stress. If this were the case, females would have to
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suffer more pre- and perinatal stress in order to
develop the same symptoms.

The results of the present study do not support
this hypothesis. While mothers of male and female
hyperactives combined reported more stress during preg-
nancy and birth than mothers of normal controls, moth-
ers of hyperactive females reported similar levels of
stress compared to mothers of hyperactive males. How-
ever, the questionnaire which was the source of this
study's data is retrospective self-report questionnaire
filled out by the mother at the time of enrollment in
the program. Therefore, the mother has to recall preg-
nancy and birth events which happened at least seven
years earlier. Such retrospectively attained data has
been shown to be somewhat unreliable (Evans & Nelson,
1977). Further investigation of pre- and perinatal
stressors using prospective data is needed.

Another etiological model that has relevance to
gender differences is the polygenetic transmission
model (Preis & Huessey, 1979; Eme, 1979; Cantwell,
1975; Morrison & Stewart, 1973; Nichols & Chen, 198l1).
This model predicts that siblings of hyperactive girls
should be at higher risk for having the disorder
because girls have a higher "threshold" and would also
have to be more "genetically loaded" to produce the

symptoms. There is some supportive research for this
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model (Nichols & Chen, 1981; Befera & Barkley, 1985),
but it remains highly inferential.

The present study's findings do not support the
polygenetic model. There was no significant difference
in the degree of familial psychological disturbance
between the male and female hyperactive groups. Nor
was there a significant difference in the degree of
disturbance between the hyperactive and control groups.
Again, the data on family psychological disturbance was
taken from a questionnaire filled out bonne or both
parents (usually the mother) during the intake inter-
view. This data is also subject to unreliability of
recall. The retrospective manner in which this type of
data is usually collected probably contributes to the
discrepancy of findings.

The data from the present study supports the
hypothesis that hyperactivity may result from prenatal
or perinatal stress. For some reason, males seem to be
more vulnerable to such stress, although the reasons
for this vulnerability remain unclear. Investigations
into etiological factors such as prenatal stress, birth
complications, and genetic influences will probably
remain inconclusive and contradictory until they are

carried out longitudinally.
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The results of this study supported the hypothesis
that the severity of hyperactivity would be similar in
male and female hyperactive subjects. There is some
support for the prediction that hyperactive boys have a
more impulsive cognitive style than do hyperactive
girls. However, they failed to show the expected gen-
der differences in behavioral manifestations of primary
and secondary symptomatology of hyperactivity. The
expected differences in pre- and perinatal stress, and
in degree of psychological disturbance in family mem-
bers were not found either.

The present study looked at a group of clinic-
referred children who exhibit the behaviors associated
with Attention Deficit Disorder with Hyperactivity,
both in the home and at school. In contrast, prior
studies have defined their hyperactive samples in a way
which makes it unclear whether the symptoms are of a
pervasive or situational nature. There is evidence
that pervasively hyperactive children present symptoms
that are distinctly different from children who display
the same behavioral symptoms in only one setting.
Hence, it is possible that the gender differences which
have been previously reported were found using situa-
tional hyperactive subjects rather than pervasively

hyperactive subjects. Unfortunately, the present study
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does not address that question. A 2 (male, female) x 3
(pervasive, situational, non-hyperactive) design would
give useful information in that regard. It would also
allow one to compare the overall hyperactivity scores
of the pervasive and situational groups to determine
whether children with more severe symptoms are more
likely to present the same behavioral disturbances
across situations. Similar questions could also be
addressed in children with Attention Deficit Disorder
without Hyperactivity.

In addition, there are a number of ways in which
measurement of the dependent variables could be
improved. This study used individual items from the
Hyperactivity Index of the Conners Parent and Teacher
Questionnaires to measure the behavioral manifestations
of overactivity, impulsiveness and attention deficits.
This measure has only ten items, which greatly
restricts the range of scores a subject can receive on
any of the three constructs. Use of a more extensive
assessment of those behaviors would be useful. For
example, the SNAP is an 18-item parent report question-
naire that is specifically designed to assess these
behaviors (Pelham et al., 1981).

The retrospective nature of the developmental and
family history data collected in this study makes its

reliability suspect. The use of medical records would
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be a more objective and accurate measure of stress
experienced during pregnancy and birth. Questions
about etiological variables will best be answered using
longitudinal research methods. Barkley (1981b) has
suggested following a group of hyperactive subjects
into adulthood and investigating their offspring. This
type of study would give the most accurate and unbiased
information about stress in early development and about
familial disturbance.

In conclusion, the absence of gender differences
in this group of clinic-referred, cross-situational
hyperactive children has important implications for the
assessment and treatment of these children. Further
investigation and replication is needed. The question
of etiology remains inconclusive, and will probably be
best addressed with data from longitudinal research.
Further investigations of differences between pervasive
and situational hyperactivity, as well as between ADD
and ADD-H are warranted. In order for comparisons to
be made between studies, future research should include
clearly defined diagnostic criteria, including the use
of standardized measures such as the Conners Question-

naires to determine the pervasiveness of the disorder.
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Conners' Parent Questionnaire

ololelelolololelolo
T 000000000
loJolelelolololelolo
Instructions: Below 1s a 1ist of 1tems concerning children's
e e e Ta i Deke 7 S 57 |00 o o00000d
13 BT B P S e B
BHELES, L T s e g 1 ece00s
B e | eea00e
the example before beginning.
Definition of the Four Scale Pofnts: 0000000009
0....il0T AT ALL 0000000009
202 IoRErTY 0000000000
340 VERY HUCH foYolhleYoloYolelolo
Example: Msn't clean up hiS/her rOOM..cceeeeeeeecennceannans fuelulololulululolo)
Goein't Chin 15 Hrosher To Ht TR M A 00000000
(oloJeleloloJolelo]o;
1. Disturbs other children....... cecces sceecsceccesan ccecse I loJololelolulole]olo)
2. Restless or OVeraCtIVe. cecieacecccccrcocccacaccscnccccncas [o]aJololololole]olo)
3. ::smmr outbursts, explosive and unpredictable......... |@OOOOOO®OO®
,4. Inattentive, €asily diStracted...ceeceeceeeccccccccaccnnns loJelele]ololole]o]o]
S. Constantly fidgeting; restless in the "squirmy” sense..... |@OQPROPOODD
6. Excitable, 1ODUISIVE.ceeeeeeeeeeeeeennnnnennsccccccaoncnns (e]sa]e]ololololelolo)
7. Demands must be met immediately; casily frustrated........ [oJolalnlo]ololelolo)
8. Cries often and €asi1y.c.cceeecceecccccasenes RTINS [oYeleelolololelolo)
9. Fails to finish things he/she Starts; short....eceeeeeece. |QOG@OOOO0O®
10. f-‘:ototﬁng::g:g':&iwy and drastically.cceccecieceecnenncess  |©QOOODOO0OQ@
(o]olelelolololelolo]
loJolelelolololelolo,
lolelelololofolelole)
lolelelelole]olelo]e)
(o]e]6lolelololelo]e]

lalalalalalaYolalole
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Conners' Teacher Questionnaire

Using the scale defined bclﬁw. please darken in the numbered circle ;OCQOOOQOOOC
on the right that best describes this child in terms of the problems
listed below. PLEASE USE THE ENCLOSED PEIICIL OWLY. OOO@OOOOOq
0= HOT AT ALL 1 = JUST A LITTLE 2 = PRETTY IUCH 3 = VERY !NCH |©OOOOOOOOOY
1. Restless in the "squirmy” SONS€.urrcrercnsscccnnncsansscans cese |OOOOOOOOOC
2. Hakes inappropriate noises when he shouldn't....c.c.cecveeccccceas OOOOOOOOOC
3. Demands must be met {MNEdiatelY.cccecccccccccccrcacacacccanns cee |OOOOOOOOOO
4, Acts "saart” (impudent OF SASSY).c.ccceccccccsceacecs cecence cases |OOOODOOOOOO
S. Temper outbursts and unpredictable behdvior........... cessccee e |OO0OOOOOOCOOC
G. Overly sensitive to CritiCiS@iccceccccccccccccceccccaccsannse csee |OODOOOOOOO
7. Distractibility or attention span a probleM......ccccecccscecces |OOOOOOOOOC
8. Disturbs other children.....ccceecececccccsccascccscccccs ‘eecesee [ulv]ololvlvlvielv]w]
3. Daydreams......... cecees eeecsscsscescssescssssssssscssssssccccss [OOODOOOOOOD
10. Pouts and sulkS...ccecceeas cesese cesccessecssccsccssencsesane e |OOOOOOO0OO
11.. ilood changes quickly and drastically....cceccceccceccaccs cseecas (olelololv]vlv]elv]v)
i2. Quarrelsom......_............................................... (u]elolulololvielvlv]
13. Submissive attitude toward AULhOritY....cccceccecececcccscscccnas (ulelololvlvivielvl)
14. Restless, always "up and on the 99.".ccccececcccscsccccsnsocccce |[OOOOOOOOOD
15. Excitable, 1MPUISIV@. eceeeecrecascacsescscsroscscacsscnes ecssee (o]elululolululelulu]
16. Excessive demands for teacher's attention.......... seccscsccas N [ofelolulolululeluly,
17. Appears to be unaccepted by grouUP...ccceececccoccscccccssase esss |OOOOOOOOOC
18. Appears to be easily led by other children...cececcecccccccacss N [sle]olololulvieluly)
19. Mo sense of fair Play.ccecceccccccccaccsccescacans cescescacnese o |O00O0COO0DD
20. Appears to lack 1€8dershiP..ccccccccccccacccscascscecss cecesanes 0000000000
21. Fails to finish things that he StaArtS......ccecececcee cocsccs cese [QOGCOOOOO0OO
22. Childish and immature........ TR (olv]olulelulu]lelulv)
23. Oenies mistakes or blames others...... esescscscanas sesescccsees N (olelolololulu]eluly)
2%. Does not get along well with other childref...ccccececccccccscse (ulelolulolululelulw;
35. Uncooperative with ClassmBteS...ccccececcccccccccccns cevenns NV (ulelolololululelulv)
2. Easily frustrated in effortS....c.cccececee etscacacacacascsaccses (olelolololvivielviv;
27. Uncooperative with teacher........ esescsscacssenasscnscsnsssce N (olelolulolululeluly)
25. Difficulty in 1eaMmMiNg.ccccceccccecccrcacecnnnes cecssesteceecons alolalsloluluialue
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Peabody Pié:ture Vocabulary Test—Revised
INDIVIDUAL TEST RECORD |

by LLOYD M. DUNN & LEOTA M. DUNN

NAME . . _ __ _ . ... SEX: M F
) made rew) torce)
HOME . HOME
ADDRESS _____ _ _ ____ ______ ___ . .. .. PHONE
GRADE

SCHOOL __ . —-ee .= PLACEMENT —

= spercy) . > eaucaon
TEACHER ___ _ . ___ .. _ . EXAMINER . Lo

1o cownaecr)

LANGUAGE

OF THE HOME: [ Standard English; [ Other
. 15000y 10reQgn BNguage O type of £ 7G5~ G-8eC! 300NN

Date & Age Data
Moren Dey Notice to Users

Date of The PPVT-R 15 not mended for
testing. .. ..... USe In S1UALONS where truth-n-
Date of testing legisiation stpulates that
birth . ..., copres of lest dems and correct

o responses be drsinbuted 10 sub-
Chronological b joCts. parents. or the general pud-.
ane.......... “Sucn csciosures my'm
*If the number of Gays exceeds 15. add 8 month g orrgless i fuwre
10 the age (see Part | of the Manual)

Reason for Tcsting (may inciuce referral SOurCe and DErson authonzing tes' =3

Copyng 1981 by Lioyd M. Dunn snd Leota M Dunn R 18 agamst the COPYngM law 10 reproduc record
Dvm‘o&m.um“m o

PUBLISHED BY AMERICAN GUIDANCE SERVICE, *
Pubushers’ Building. Circle Pines. Minnesota 55014
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Percentile rank. . . .

----------

Stanine
(from Table 3, Appendix A)

Age equivalent . . . .
(from Table 4. Appendix A)

Data from Other Tests

Test
PPVT-R FORM M

]

Dste

1 1
LN LI
1 2
EXTREMELY MOODERATELY
LOW SCORE LOW SCORE -
Results

Observations

Briefly cescribe the subsect's test behavior, such as interest in task. quickness of response. signs of

perseveration, work habits, elc.:
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E SCORE CONFIDENCE BAND

A0t oupt] - This shaded area provides a conhdence band the range of 5COres within wiuch
mare Qumes  WTO the subyect's true scores can be expected 1o fall 68 tmes i 100. (These band
v-n :: Score of bne :: wadih vaiues are based on a median standard error of measurement (SEM) of
° 100-100 7 7 = 7.with the band widths made ncreasingly asymmetncal ioward the exiremes
2 12 10114 s e 10 aflow 1or regression 10 the mesn ) See Pan | of the Manual and the Techmcal
« 10 |11812¢ 0 o Supplement jor more precse values and 3 discussion of SEM conhdence
6 2
7 ()

8 | 125134 12 uncsAhomm.Manulﬂoummdmwbmmmm
7 {1358 above 14 conhdence band for the sge equivalent

4 d L . L . l d 1 L 3 -l

Y v ™ AJBLAR.Z0 A0 GLARAR 20 S0 S S Ah S0 AR B R gn 8 T T T T T Ty
)J T T L

1
& %0 8 100 106 10 15 120 125 130 135 140 145 150 1% 160

8 AR M kbt M o A M M A A MO M0 0RO RS $
15 20 2530 3540455055606570 75 80 & 90 95 ®
1 1 1 1 1 1
T T T 1 . T T
3 4 5 6 7 (] 9
: tow | wiGH MODERATELY EXTREMELY
: AVERAGE SCORE HIGH SCORE | HIGH SCORE
Performance Evaluation

This standardized test provides an estimate only of this individual s hearing vocabulary in Standard
English, as compared with a cross-section of U.S A. persons of the same age. Do you believe the
performance of this subject represents fairly heror tus true abihty inttus area? _.  Yes .No
11 not, cite reasons such as rapport problems, poor testing situation. hearing or vision Iou visual-

perceptual disorder, test 100 easy or 100 hard (automatic basal or ceiing used), etc.

Recommendations

TRk
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PERSONALITY INVENTORY
FOR CHILDREN

ADMINISTRATION BOOKLET

by ROBERT D. WIRT, Ph.D.
PHILIP D. SEAT, Ph.D.
WILLIAM E. BROEN, Jr., Ph.D.

Published by

] WESTERN PSYCHOLOGICAL SERVICES
Ml PUSLISHERS ANO OISTRISUTORS

12031 WILSHIRE BOULEVARD
LOS ANCELES. CALIFORNIA 90028

A DIVISION OF MANSON WESTERN CORPORATION

This inventory consists of statements about children and family re-
lationships.

DIRECTIONS: First fill in the information requested on the answer
sheet; then read each of the statements in this booklet and decide
whether it is true or /alse as applied 1o your child. [ secuon of answer

Look at the example of the answer sheet shown

at the right. In the exampie the mother decided T

that statement 25 was true as applied to herchid | os. @8 1!

and statement 26 was faise as applied to herchild. | 5g ! l
1

It a statement is TRUE or MOSTLY TRUE, as applied 0 your child,
use a pencii (o blacken between the lines of the column headed YT
(Yes or True column. See 25 in the example). If a statement is FALSE
or NOT USUALLY TRUE, as applied to your child, blacken between
the lines of the column headed NF (No or Faise column. See 26 in the
exampie).

In marking your answers on the answer sheet, be sure that the
number of the statement agrees with the nurmber on the answer sheet.
Make your marks heavy and black. Erase completely any answer you
wish to change. Do not make any marks on this bookiet.

W-1824 Copyngnt 9 1977 by WESTERN PSYCHOLOGICAL SERVICES
mnuwmn“anmwmmamw.um
AS ngres reserved 123456789 Prreeg 0 USA
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DO NOT MAKE ANY MARKS ON THIS BOOKLET

L

2

My child learned to walk before he (she) was six
years old.

My child seems average or above average in intel-
ligence.

. My child is small for his age.
. Sometimes | think I'm too easy with the child.

My child never talks to strangers.

. My child tends to pity him (her) self.
. My child often plays with a group of children.
. My child usually kisses me defore going to school

or to play.

. My child hardly ever smiles.
. Others always listen when my child speaks.
. My child has hit a school official (teacher etc.).

Several times my child had complaints, but the
doctor could find nothing wrong.

. Other children often get mad at my child.
. Usually my child kisses his (her) parents before

going to bed.

. My child hardly ever needs puanishment.

My child thinks others are against him or her for
racial or religious reasons.

. My child worries about things that usually oaly

adults worry about.

. My child was a blue baby.

. 1 often wonder if my child is loaely.

. Usually my child takes things in stride.
. My child has many friends.

My child is troubled by constant coughing.

. My child is likely to take remarks the wrong way.
. Little things upset my child.

3L
32

33.

3s.

3s.
39.

4l
@
a3,

4S.

47.

. My child keeps thoughts to him (her) seif.
. My child sometimes thinks he or she is someone

else.

. Often my child has to go to bed with a cold.
. As a younger child, it was impossibie to get my

child to take a aap.

. It has been a long time since our family has gone

out together.

. At one time my child was uaconscious with an

injury to his (her) head.
My child’'s manners sometimes embarrass me.

My child has never mentioned his (her) heart racing
or pounding.
My child seidom gets a restful sieep.

. My child oftea tries to show off.

My child is ailways humming to him (her) seif.

. My child has had to have drugs to relax.
. My child has usually been a quiet child.

At times my child has seriously hurt others.
My child has never had cramps in the legs.

. My child has had a severe case of one or more of

the following: measles, mumps, encephalitis (sleep-"
ing sickness), chicken pox, scariet fever, whooping
cough, meningitis.

My child has a good sease of humor.

At times my child yells out for no reason.

My child sometimes sees things that aren't there.

. As a child, my child hit other children on the head

with sharp toys.

My child often complains of being hungry.
My child is worried about sin.

Stuttering has beea a probiem for my child.

GO ON TO THE NEXT PAGE
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49.

0.

st

s2
s3.
54
ss.

6.

57.
8.
59.

60.
61.
62.
63.
64.
6S.
66.

My child will beg until | give in.

The child's father has been fired from his job several
times.

Other children don't seem to listen to or notice my
child much.

My child is fairly helpful indoing chores around the
house.

My child is rather unattractive.

My child is liable to scream if disturbed.
My child sometimes undresses outside.
My child hardly ever kisses me.

My child has little self-confidence.
Certain foods make my child ill.

My child has no special talents.

Our family seems to enjoy each other more than
most families.

My child usually undresses him (her) self for bed.
1 often wish my child would be more (riendly.
My child broods some.

My child could do better in school if he (she) tried.
My child can comb his (her) own hair.

My child never liked to be cuddled.

At times my child gets so excited you can't under-
stand his (or her) talk.

. Often my child destroys other children's toys.
. The child's father seems jealous of the child.

. My child is usually rejected by other children.
. My child seems to enjoy destroying things.

. Axdwmychildpulhomhis(het)hair.

My child usually comes when called.

. Now and then my child writes letters to (riends.

. | am afraid my child might be going insane.

94

s.
76.
mn.
78.

L1

83.

My child sweats very little.
My child seems to delight in smashing things.
My child is overconfident in most things.

My child has trouble making decisions.

. My child has had convuisions.

. Thunder and lightning bother my child.

The school says my child needs helpin gettingalong
with other children.

Lately my child has shown interest in religion.

My child loves to hug and kiss.

. My child often gets up at night.
. Most of my child’s friends are younger than he

(she) is.
Eating is no problem for my child.

. Others think my child is “easygoing”.
. Sometimes I think my child's memory has been lost.
. There is a loc of swearing at our house.

. | have found out my child has had sex play

with the opposite sex.

. Mychildmukutheludinthinp.

My child often asks if 1 love him (her).

. My child ﬂmmupbdonbe(:hc)momy-rold.

94. My child would probably take blame rather than li.

. My child changes moods quickly.

. Other children look up to my child as a leader.

. My child could ride a tricycle by age five years.

. My child takes criticism easily.

. My child sometimes gets angry.

. My child often jumps into things without thinking.

. My child someiimes hears things others don't hear.

My child somuctimes swears at me.

GO ON TO THE NEXT PAGE
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108.

12

13.
114,
11s.
116.
17.
118.
9.

124.

125.
126.

127.

My child is not worried about disease.

. My child frequenty complains of being hot even

on cold days.
My child’s behavior often makes others angry.

. My child scems bored with school.

. The child's parents are now separated or divorced.

My child gets exhausted 3o easily.

. My child belongs to a gang.
. My child plays a musical instrument.
. My child often expresses dislike for teachers.

My child tends to talk faster than he (she) can
think.

I can't get my child to do his (her) school lessons.
My child stays ciose to me when we go out.
Often my child goes about wringing his (her) hands.
My child is sometimes cruel to animals.

Recently my child has complained of eye trouble.
My child likes to build things from clay or sand.

The child’s parents have broken up their marriage
several times.

. Sometimes my child runs errands for me.
. Others think my child is talented.

My child is afraid of animals.

. My child frequently has gas on the stomach (sour

stomach).

My child is good at lying his (ber) way out of
trouble.

My child often carries a cloth or doll for comfort.

The child’s parents sometimes fordid the child to
play with certain other children.

Sometimes my child gets so excited he (she) can't
sleep at night.

. It is not too unlikely that my child will stay in the

house for days at a time.

129.
130.
131.

132,
133.

142,

143,
144,
148.
146.
147.
148,
149,

1st.
152,
153.

15S.

My child shows a lot of affection for a pet.
My child usually gets up without being called.

My child has had brief periods of time when he (she)
seems unaware of everything that is going on.

My child often cheats other children in deals.

The child's parents have to keep after him (her) to
do his (her) chores.

. My child is good at leading games and things.
. My child is more nervous than most children.
. My chil‘cl's feelings are hurt casily.

. My child usually runs rather than walks.

My child sometimes irritates others with practical
jokes.

. My child never played peek-a-boo.
. My child never worries about what others think.

. Sometimes my child earns extra money by doing

small jobs around the neighborhood.

The child’s parents try to be as permissive as pos-
sible.

My child likes to dress like older children.
Usually my child eats all the food oa his (her) plate.
My child is different than most children.

A child has a right to disagree with his (her) parents.
Others have remarked how polite my child is.
My child has original ideas.

At one time my child had speech difficuities.

. My child usually compietes something once it is

started.

My child is afraid of dying.

My child carries a weapon (knife, club, etc.).
Pestering others is a probiem with my child.

. My child believes in God.

My chijd can cut things with scissors as well as can
others of his (ber) age.
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159.

160.
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174,
178.

176.

[ feel | am very close to my child.

. My child has never been elected to an office in 2

club or school
My child doesn’t seem to care for fun.

My child often talks about how strong he (or she)
is.

At times my child has hit and kicked me.
My child sometimes feels things that aren't there.

Mistakes are often made by my child just because
of hurrying.

. My child worries about hurting others.

. My child doesn’t seem to care to be with others.

. My child seems to enjoy talking about nightmares.
. Others have toid me | baby my child.

. My child has difficulty doing things with his (her)

hands. .

. Several times my child has performed in front of a

group.

. Several times my child has asked if he (she) were

adopted.

. Often my child will sieep most of the day on a

holiday.

. Others think my child is mean.

My child often stays in his (her) room for hours.

. My child seems to know everyoane in the neigh-

borhood.
My child can cry one minute and laugh the next

At times my child scratches his (her) face until
it bleeds.

Yoices sometimes tell my child to do things.

. Often my child talks back to me.

. My child has never had any paralysis.

. My child would never take advantage of others.
. My child will take the blame for others.
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182
183.
184,
18S.

186.
187.
188.
189.
190.
191.
192,

193.
194,

198.

197.
198.

S 8 8 8

8

3.

g EERE

My child has to be coaxed or threatened before he
(she) will eat.

My child has had an operation on his (her) head.
My child’s allowance is his (her) own to spend.
My child usually blames others for any trouble.

My child has more than three bowel movements
a day.

My child can be left home alone without danger.
Starting school was very difficult for my child.
My child jumps from one thing to another.

My child is always talking about the future.

My child has beea in trouble for attacking others.
My child seldom breaks rules.

How to raise the child has never been a problem
at our house.

My child belongs to a clubd.

Several times my child has threatened to kill him
(her) seif.

My child usuaily doesa't trust others.

My child seems too serious minded.

My child has more (riends than most children.
My child cries if left home alone.

. Often my child goes to the toilet outside the house.
. Strength impresses my child.
. My child often hits younger children.

My child has many friends of the opposite sex.
Often my child does things before thinking.
My child seems unhappy about our home life.
When my child gets mad, watch out.

My child seems shy with the opposite sex.

My child never really forgives anyone.

. My child reaily has no real {riend.
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211
212
213.
214

21s.

216.
217.

218.

219,

. My child often tells jokes.

My child often tattles (tells) on others.

My child has never been avay from home at night.
My child is as happy as ever.

Others often remark how moody my child is.

We often argue about who is the boss at our house.

My child could walk downstairs alone by age five
years.

Sometimes my child will go into a rage.

My child often complains that others don’t under-
stand him (her).

My child has to be prevented from eating and drink-
ing too much.

The trouble with my child is a “chip on the shoul-
der.”

. My child has very few {rieads.
. My child loves to make fun of others.

222. My child likes to play active games and sports.

Others often remark how relaxed my child is.

Sometimes [ worry about my child’s lack of concern
for other’s feelings.

Blushing is a problem for my child.

. Nothing seems to scare my child.

My child can wash him (her) seif as well as other
children his (her) age.

. Often my child is afraid of little things.

Often my child smashes things when angry.

My child doesa't seem to be interested in practical
things.

. 1 have often been embarrassed by my child’s sassi-

ness.

My child tends to see how much he (she) can get
away with.

. Others think my child is a “cry baby".
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23s.

7.
238.
239.
240.
241.
242
243.
244,

245.
246.

247.
248,

249,

251,

252,
233,

8B ¥

259.

. My child can’t seem to keep attention on anything.

My child has never been in trouble because of sex
behavior. :

. My child almost never argues.

My child gives in too easily.

Playing with matches is a problem with my child.
My child often disobeys me.

The child’s mother frequently has crying spells.
My child cries when scolded.

My child is better than average at sports.

Falling down is a problem for my child.

The child's parents are not active in community
affairs.

My child likes to show off.

My child sometimes chews on his (her) lips until
they are sore.

My child has never been spanked.

My child loves to rock back and forth when sitting
down.

My child is a good loser.

. My child loves to stay over night ata friend’s house

My child usually plays with older children.
The child’s father changes jobs frequently.
My child has a weight problem.

. School has been easy for my child.

. Others have said my child has a lot of “personality™.
. Sometimes my child wets the bed.

. My child goes to bed oa time without complaining.
. My child belongs to Boy Scouts, Girl Scouts or

some younger branch of these organizations.
‘Smthcrod.gpoumcchild'i:auuayin..

. My child can't sit still in school because of ner-

vousness.
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264.
268.

. 267.

269.
270.
271,

274,
27s.

3

g 3

282,
283.

28s.

286.

My child has older brothers or sisters.

1 do not approve of most of my child's [riends.

. My child vomits frequently after meals.

Coastipation has never been a problem for my child.

My child tells of having the same dream over and
over.

. My child likes to “boss™ others around.

Reading has been a problem for my child.
[ sometimes “blow up™ at the child.

My child doesn't seem to have any fear.
Parents should be strict with their children.
My child is very jealous of others.

Five minutes or less is about all my child will ever
sit at one time.

. My child is oftea restless.

We seldom argue about religion at our house.

A scolding is enough to make my child behave.

. My child seldom misses school because of illness.

. Frequently my child looks under the bed before

going to bed.

. We frequently argue about money matters at our

house.

. My child often talks about the Devil.
. Often my child sings around the house.

. My child sometimes disobeys his (her) parents.

My child tends to doubt everything others say.
Usually my childs legs or arms are swinging.

. Several times my child has been in trouble for

stealing.
My child seldom complains of stomach aches.

Neither parent has ever been mentally ill.

. My child wakes sleeping pills to get to sleep.
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288.
289.

291.

292
293.

295.

296.

300.
Jot.
302
303.

30s.
306.
307.

310.
31

312
3.

My child has never failed a grade in school.

If my child can't run things, he (she) won't play.

. The child’s parents can't seem to live within their

income.

Others have remarked about my child’s unusual
imagination.

1 have heard my child swear at others.

The child's parents are often out socially.

. My child is in a special class in school (l’far slow

learners).

At times my child has to be held down because of
excitemnent.

Others think my child has a2 “know it all” attitude.

. My child usually plays alone.

. My child won't go into the bedroom without some-

one ecise there.

. Several times my child took money {rom home

without permission.

Our family attends Church together.

My child often talks to him (her) self.
Affection is (requently shown in our home.

My child loves to work with aumbers.

. Usually my child sees good in everybody.

My child often talks about religion.
My child sometimes eats oo many sweets.

My child has never been in trouble with the police.

. My child often brings friends home.
. My child could feed him (her) self fairly well by

age five years.
My child seldom visits a doctor.

My child’s favorite stories are fairy tales or aursery
rhymes.

The child's father doesn’t understand the child.

Nakedness embarrasses my child.
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318.

9.

320.
Ju1.
.

323.

324.
32s.
326.
.
3z8.
329.
330.
331
32
333.

334
33s.
33e6.

337.
338.
339.

Dizzy spells are no problem with my child.

My child usually falls right to sleep once in bed.
My child learned to count things by age six years.
The child's father drinks 100 much.

I have several times found my child masturbating
(playing with seif sexually.).

My child could print his (her) first name by age six
years.

My child tends to brag.
My child doesa't seem to learn from mistakes.

My child would rather be with aduits than with
children his (her) own age.

My child can’t seem to wait for lhinis like other
children do.

My child tends to be pretty stubborn.

My child rarely gets excited.

My child often asks questions about sex.

My child gets spanked abéut once a day.

My child seidom talks.

My child is constantly moving about.

My child is very critical of others.

My child seldom gets into mischief.

My child always does his (her) homework on time.

Sometimes during the night my child will crawl in
bed with me.

My child often vomits when getting a headache.
My child is usually a leader in groups.

Sometimes my child lies to avoid embarrassment
or punishment.

1 have a terrible time getting my child to take a bath.
Car sickness is a problem with my child.

| always worry about my child having an acaident
when he (she) is out.
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341,
342
343.

348.

347.

349.

350.

3s1.

3s2.
353,
354.

3sS.

3s6.
3s2.
358.
3%9.
360.
J6l.
J62.

£ § &

. Other children make fun of my child’s dilfcrent

ideas.

Our whole family seidom gets to eat together.
My child usually stays neat and clean.
Reading is my child’s favorite pasttime.

. My child loves excitement.

My child is often ashamed of the family.

. Often my child plays to hard.

The child’s father usually makes the important
decisions at our house.

. *Bad days™ are requeat with my child.

My child often visits art museums or attends con-
certs.

My child insists on keeping the light on while
sleeping.

My child could be trusted to walk upstairs alone
before he (she) was four years old.

My child seems to prefer adults to children.
Sometimes my childs muscles twitch.

Much of my child's time is taken up with art or
music.

My child sometimes smears self and walls after
going to the toilet.

Punishment is usually given by the child’s father.
My child never stays out too late at night.

My child seldom if ever has dizzy spells.
Chewing fingernails is a problem for my child.
My child is dependent on others.

An interruption is likely to get my child angry.

A lot of my child’s suggestions as well as actions are

very impractical.

. During the past few years we have moved often.

My child worries about talking to others.

. My child never sieep walks.
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369.

370.

.

.

m.

374.

37s.

376.
n.
378.
mn.
380.
381.

8.
384.

386.
ig.
3s8.

g

100

My child first talked before he (she) was two years
old.

My child gets common colds more often than most
children.

My child will usually admit being wrong.

The child’s pareats disagree a lot about rearing the
child.

School teachers complain that my child can't sit
sull

Often my child locks himself (herself) in the bed-
room.

My child has some bad habits.

Several times my child has spoken of a lump in his
(ber) throat.

“Head in the clouds” describes my child.

We often have friends in for a social evening.

My child often wakes up screaming.

My child drools when eating.

My child has been with me since he (she) was bom.
Often my child will laugh for no apparent reason.
My child frequently has nightmares.

My child is often the center of attention.

My child almost never acts selfishly.

My child sometimes skips school.

My child is usually in good spirits.

. The child’s parents are active in church.

My child seems (earful of blood.
My child is not as strong as most children.

My child seems more clumsy than other children his
(her) age.

Others have remarked how seif confident my child
is in a group.

. Others often remark how sensible my child is.
. The child's father seidom heips around the house.

392.
393.
394.

395.
396.
397.
398.

399.

10l.
102.
403.

40S.

§ &

g &

410.

411,
412
413.

414,
418.
416.
417.

My child loves to play in water.
Arguing is my childs biggest downfall

My child seems to understand everything that is
said.

My child will do anything on a dare.
My child aiways seems to have a coid.
At times my child just keeps oa spinning around.

Sometimes the child’s (ather will go away for days
after an argument.

Sometimes my child gets 30 nervous his (her) hands
shake.

. Skin rash has been a problem with my child.

1 have often found my child playing in the toilet.
The child’s father sometimes gets drunk and mean.
My child often plays sports.

. My child sometimes becomes envious of the posses-

sions or good fortune of others.

Shyness is my child’s biggest trouble.

. My child often talks in rhymes.
. The child’s mother makes most of the important

decisions in the home.

. My child will do anything for a laugh
. My child is a healthy child.

My child thinks others are pioting agaiast him
(ot her.)

My child has difficuity holding his (her) head up.
Usually my child gets along well with others.

The child’s parents do not get along with the
aeighbors.

My child seems eager to piease others.
My child seems to ha;e no shame.
Usually my child plays iaside.

The child’s father seidom misses work.
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419.

421.

423.
424.

42s.
426.
427.
428
429.
430.
431,
432,

433.
434,
433,

436.
437.
138.
439,

a4l
442,

4.

101

My child gets lost easily.

My child has the habit of picking his (her) nose
ustil it bleeds.

. My child has had asthma attacks.

My child is put to bed early if he (she) disturbs the
rest of the family.

Often my child takes walks alone.
My child often has headaches.

The child’s parents have set firm rules that must be
obeyed.

Often my child will wander about aimlessly.
My child seems to get along with everyone.
My child is easily embarrassed.

My child is very popular with other children.
My child gets confused easily.

The child’s father dislikes his present job.
My child is almost always smiling.

My child has more accidents resulting in cuts,
bruises, and broken bones than other children.

Several times my child has threatened to run away.
At times my child has difTicuity breathing.

There is always a lot of argument at our dinner
table.

Others don't understand my child.

My child plays with frizn;u who are often in trouble.
My child seidom has nose bleeds.

My child often talks of loving someone much oider.

. Parents should teach their children who is boss.

My child has never been expelled from school.
Sometimes my child acts like a ciown.

My child loses most friends because of his (or her)
temper.

. Our house is always in a mess.

43,

$E L

451.

452
453.

434,
453,

457.
458.
459.

461,
462
463.

465.

7.

§ &

470.
471.

My child whines a lot.
My child is shy with children his (her) own age.

. My child doesn't seem to feel pain like others..
. My child was difficult to toilet train.
. My child waats a lot of attention when sick.

. My child saves most of his (her) spending money.

The child’s mother or father have never been di-
vorced.

My child can count change when buying something.

Winning a game seems more important than the fun
of playing to my child. R

The child’s mother strongly dislikes housework.
My child has never run away from home.

My child needs laxitives.

My child shows unusual talent.

A mother’s place is in the home.

Speaking up is no problem for my child.

. | had an especially difficult time with temper tan-

trums in my child at an early age.
My child worries a lot about physical health.
My child can tell the time (airly weil.

Sometimes my child comes home with torn clothes.

. Sharing things has beea no problem (or my child.

Maay times my child has become violent.

. The child’s parents always discuss important mat-

ters before making a decision.

| have a problem stopping my child from eating
everything.

. The child’s mother can't stand to stay home all day.

. Murder and crime stories seem to be my child’s

favorites.
My child’insists on polished shoes.
My child can take a bath by him (her) self.
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474,
475.
476.
477.

478.
479.

481.
432,
483,

48S.

437.

490.

9l.
492,

493.
494.

495.

496.
497.

My child smokes at home.

Recently my child has complained of chest pains.
The child’s father frequently “blows up™ at the child.
M} child sees strange things.

My child is shy with adults.

Before going to sleep my child needs a teddy bear
or doll in bed.

Frequently my child argues with others.
I have heard that my child drinks alcohol

. There is seidom a need to correct or criticize my

child.

My child is rather absent-minded.

Others have remarked how pale my child looks.
My child bites his (her) fingernails or toenails.

. The child’s father is home almost every evening.

My child repeats numbers and letters over and over.

. My child is always telling lies.

Recently the child’s parents have argued with the
school officials.

. When talking my child often jumps from one topic

to another.

. By the age of five years, my child could dress him

(her) self except for tying things.

My child most always tells me where he (she) is
going to play.

The child's parents seldom visit the school.

My child boasts about being sent to the principal
in school.

My child never has fainting spells.
My child is crabby most of the time.

My child spends over fifteen minutes at a time
combing his (her) hair.

Music lessons have to be forced on my child.
The child’s father is too strict with the child.
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498.

499.

so1.
s02.
503.

50s.

507.

s10.
SiL.
si12.
513.
Sla,
sis.

S16.
s17.
Si8.

519.

520.
s21.
2.
sa.
S24.

My child has as much pep and energy as most
childrea.

Recently the school has sent home notes about my
child’s bad behavior.

. A parent should try to treat a child as an equal.

My child often has unusual ideas.
My child will never clean his (or her) room.

Sometimes my child will put off doing a chore.

. My child is able to keep out of everyday dangers.

My child often talks about death.

. My child ususlly does just what you tell him (her)

not to do.

My child has frequently been hospitalized.

. My child likes parties.
. My child always shows affection to me.

The child’s father gets along fine with the child.
Sex seems t0 concern my child more than others.
My child is usually rested after a good sleep.

My child has been difficult to manage.

Children should be seen and not heard.

Hardly a day goes by when my child doesa’t getinto
a fight.

My child often sits and reads the dictionary.
Others say our family is close.

Working puzzles is one of my child's favorite
hobbies.

Most of my child’s time is taken up watching tele-
ision.

Frequently my child has a high fever.
Sometimes my child’s room is messy.

| have seen my child laugh when others get hurt
My child often talks of flying off into spacs.

Sometimes my child irritates me.
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s21.
s28.

529.

S30.
531
532
533.
534.

538.
536.
$37.
538.
539.

541,

542
543.

545.

547.

549.
3s0.

ss1.

Often my child tells fantastic stories.

The child’s father is hardly ever home.

My child is seidom short of breath.

Sometimes [ don't understand what my child means.

My child usually feels sorry when he (or she) has
hurt others.

My child is usually afraid to meet new people.

My child aimost never needs punishing or scoiding.
My child speaks of him (her) seif as stupid or dumb.
My child could eat with a fork before age four years.

Often my child complains of blurring (blurred
vision).

There is a lot of tension in our home.

My child needs protection from every day dangers.
My child has a terrible temper.

My child daydreams quite a bit.

It is necessary for the child’s mother to work outside
the home.

. Several times my child has threatened to kill others.

The child's father spends very little time with the
child.

My child refuses to do aaything around the house.
My child usually stays mad a long time.

. My child needs help when going to the toilet.

My child is adopted.

. My child runs around the house naked.

My child always insists on wearing clean clothes.

. My child respects the property of others.

My child seidom has back pains.

Frequently my child will put his (her) hands over his
(her) ears.

The child's father has very little patience with the
child.
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552
553.

554.
$55.
556.

557.
$58.

559.

s61.

s62.

570.

My child wants to sit in the bath tub for hours.

The child’s father has heid the same job (or the last
five years (or since marriage).

I have no troubie getting my child to bed at night.
My child often speaks of being smarter than others.

My child loves to read about murder and other
crimes.

My child didn't have colic as an infant.

My child learned to drink from a cup by age three
years.

The child’s parents frequently quarrel.

. Often my child sets goals that are too high.

My child’s headaches usually start witha pain in the
back of the neck.

Everything has to be perfect or my child isn't sat-
isfied.

. The child’s parents belong to several clubs or com-

munity groups.

. My child gets pneumonia aimost every year.

. Spanking doesn't seem to affect my child.

. Lately my child has had diarrhea a lot.

. My child was a “planned™ child.

. My child talks a lot about his (her) size or weight.

. My child tends to repeat everything (parroting).

My child has never had face twitchings.

. My child was completely toilet trained by three

years of age.

572. My child often will cry for no apparent reason.

33

575.
576.

57.

. Both parents enjoy children.
. My child seildom talks about sickness.

My child tends to swallow {ood without chewing it.

My child will worry a lot before starting some-
thing new.

My child is afraid of strangers.
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§78. My child has trouble swallowing.

579. My child had difficulty breathing at birth.

580. My child shows a lot of interest-in fire.

581. My child usually looks at the bright side of things.
S82. My child is afraid of the dark.

583. Our marriage has been very unstable (shaky).
584. My child usuaily keeps his (her) mouth open.
58S5. My child often has crying spells.

586. My child often talks about the future.

587. My child never seems to have a goal.

588. Sometimes my child gets hot all over without
reason.

589. Nothing seems to get my child upset.

12

$90. Delivery of mychildmwithinm

591. Often my child will lick bis (her)ips, ... - -

592 My child seems tired most of the time, .-

593. Mychildreﬁnedoreouldn‘tmck-nﬁ;h_‘_
My child is excsptionally neat and clean. - |
Othalhnmkdhovmnnym‘.h
My child takes illness harder than most children.
My child was a premature or over-due baby.
Mouynmmbonychﬂd‘shlumm .
Mychildgo\enondlmwithmoppaiusu.

Usually my child will sieep all night without
awakening
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Continuous Performance Test (CPT)

Name of Child

Name of Tester

Date of Testing

RESULTS:
(a) "X" Trials:

Total Correct Responses :

Number of Errors of Commission:

thunber of Frrors of Ommission :

Total Number of Errors :

(b) "BX" Trials:

Total Correct Responses H

Nunber of Errors of Commission:

Nunber of Errors of Ommission :

Total tMumber of Errors :
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11.
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MATCHING FAMILIAR FIGURES
Answer Sheet
Set 1-F

Note: First two items are practice
Sequence of responses

house....1

Response latency to
first response

scissors....6

phone....3

bear....1

tree....2

leaf....6

cat....3

dress....5

giraffe....4

lamp....5S

boat....2

cowboy....4
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bard to decide. Remember, answer yes if che statement is 000000000 C

fika you, ‘Thers are no gighe of vrons snsverse ) ¢ (0000000000

Read each itea to the child. If the child answers yes, O00000000C

Che page. Lf the child snsvers g, Fill o the cirere  |OOO000000C
oumbered "1" at the right hand side of the page. Mark ONLY

ONE asumbered circle for each item and do not skip any items|
DO NOT USE A BALLPOINT PEN. If you changc your mind, erase
your first mark completely. Please do not maks any extra
marks on the shest.

-----

If someone bothers me when I'm busy, I ignore
hia or her.
When the teacher is busy I talk with my friends

...........

---------

When someone pushes ne I fight thea

.....................

I cthink about other things while I work
It's hard to keep working when ®y friends are...........
having fua. .

It's hard to wait for something I want

..................

I make miscakes because I work too fasC.......c.cccvenn.
I know vhen I'a doing something wrong without
someone telling ame.

If @y vork is too hard I switch to something else

-----------

10. After 1 do someching it's hard to tell what will
happen next.

It's hard for me to finish my work if I don't like it...

........

1.

Q000000000
(Wleluloleluivieluly
0000000000
Q000000000
0000000000
Q00000000
(Wlelolulululv]eluly
(Wlelololulvlv]elaly
0COI000CCC
0000000000
olelolulolulelelule)
(olelolulolululelulo)
Q00000 00CC
Q00000000
0000000000
oleldglololulelelulw)
(vlv]olololulv]elvlo;
jolelolelolvlv]elu]e)
QCCCCOOOLC
(v]elolololvlelelole;
0000OCO000CT
o]elalulolv]v]elule,

Taloiaintalatalialie
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000000000 Definition cf :ie Two Scale Points
lolulololululululo; Qe TES
ulololololuivleluly]
luJelolulolulolulolu) EREER 18. I usually vant my own vay.
00000000 ®OD|.---- 19. I am good at making things with my hands
O000OOOOOD| -+ 20. I give up easily
O000OOOOO®|----- 2l1. I am good in my school work
OO0O00OOOOOD|----- 22. 1 do many bad things
luleluluvlolulvIuIviv] EEEEE 2. I can drav well
O0D0OOOOOD|..--. 24. 1 am good in music
O0000OO0OO)|-.... 2S. I behave badly at home
O000OOO0DOS)|..... 26. I am slow in finishing my school work
(uloJulvlolululululo] FRER 27. 1 am an important member of 2y class
O000OODODY|..... 28, I am nervous
O00OO0O00Y|..... 29. I have pretty eyes

- 12000000 J..... 30. I can give a good report in front of the class
10000000000,..... 31. 1In school I am a dreamer
OCOOOOOOOJ|..... 32. I pick on my brother(s) and siscec(s)
e]olelelolelo]elofo] NN 33. My frierds like my ideas
(ololulololululeluIu] 34. I often get into trouble
lelulujolululelulu] I 35. I am obedient at home
elelololojololululu] 36. I am lucky
slelolololululululu] N 37. I worry a lot
O000OOOOOI..... 38. My parents expect too much of me
OCOORCOOOQ..... 39. I like being the way I aa
COCTOOOCO..... 40. I feel left out of things
|CCCOOOO00C..... 41. I have nice hair
COOOTOIOCY|..... 42. 1 often volunteer in school
000CCOOQOL..... 43. I wvish I were different
alalolulolalalaialnl I 44. I sleep well at righe




45.

47.
48.
49.

31.

53.

33.
56.
57.

59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.

71.
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olelololvlulvielsi

Definition of the I:m Scale Points 000000000C

[ 000000000C

- Wlvlolulvivivieluia

I hate 8Ch00L. ... ccuicciecncarencacctocccccsasacccnans 000000000
1 am among the last to be chosen for games............. ©00000000C
T am sick @ 10C.cvcecceacnccncrnncccccseccaaccsocccanes O0O0O00000C
Iam ofuln mean to other people......ccccecececnociannes OO0D0O0000C
My classmates in school think I have good ideas........ 000000000C
T &8 URNBPPYcccececccrcaccacsoscccscscssssssscsnscscnons 000000000C
T have many friends.........ccocceeencccccecsecccccnnnas 000000000
I am cheerful.ccccueeeccccccccrsncccccscccssssacncacnss 000000000
I am dumb about most things.......ccccveeencccccanccns ©00000000C
T am §00d 1loOKiNg..cceccecccccsvrscncocccscscsnascsnonns 0000000008
I have 10CS Of P@P.c.ceccceeccrsccsacscocscsssccsocnnns 000000000
T get into a lot of fights....ceiuerinacnacnncaccsannns 000CO000COE
1 am popular with bOYS..cceieeeeereccecoacscsascnananns 000000000 C
People PLCK ON MB..cccceeecececcecocccsscccoctacsosnnes 0000000000
y family is disappoincted in M@.......ccccevcecoccroane 00000C00aT
I have a pleasant f£8CE...c . ccceccaccsccrcscnsoscsasaans 0CO0ROROCE
Vhen I cry to make someching, everything seems to go... 0000000008
:r::'pickcd ON 8C NOMB.cccctecercsosssossssacsaccsannce 00000000CE
I an a leader in gomes and SPOTTS....ceccvcrcrceccacnns 0000000000
I am Clumsy....cccivvenceeccacsacccsossscsoscsncssacanse 00CORCOCe
In games and sports, I watch instead of play........... [olelolv]olulelelule)
I forget what I learn....c.coeeccercncatoccccsracnocsas 000CCEOOOC
I am easy to 3@t along With.....cieveierieaceccencnnnen [e]elojelv]oielelvie;
I lose oy temper @281 V... .ccicietrercurocconnnassananss lolelole]olelelelole
1 am popular with girls......cceiuiieeienieenaccnannn [e]e]clelelelelolole:
T am & 00d T@BART....uvverreennnecersaeneconcascnnnnns lelelolelelvielolole

I would rather work alone than with & gTOUP.....ceeecns .
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T LT o DT VAR SLD S, A FT TR N md - - Ve
i

[ Telolululolulellw
Ay ad Nowicki-Strickland Locus of Control 00D00009CC
Iastructions: " I am going to read to you sone more ©0000Q0OC0O0C
statements. Some of them are true of you and so you will
answer yes. Some are not true of you and so you vill aaswver ©00000000C
no. Ansver every question even 1f some are hard to decide.
TResember, answer yes if the statement is generally like you, ©00000000C
or no {f che statement is generally not like you. There are
no u;ht or vrong ansvers. Ounly you can tell us how you feel 200000000C
sbout things, 30 wve hope you vill ansver the wvay you really 000000000 C
feel inside.”
Read each item to the child. 1If the child ansvers yes, 000000C00C
£411 {n the circle oumbered "0" at the right hand side of the
page. If the child assvers no, f111 in the circle aumbered O000000COC
"1" at the right hand side of the page. Mark ONLY ONE
sumbered circle for esch item and do not dkip any items. DO OOOOOOOOOO
NOT USE A BALLPOINT PEN. If you change your mind, erase your
first oark completely. Please do not make any extra marks oo ©000CO00CC
the sheec. Slololololololelolu
Definition of the Two Scale Points 000000000 C
Hy Slelololululbleloly
00000000CC
1. Do you believe that most prodlens will solve......cccveeee \ ~
themselves 1f you just doa't fool with them? ©0000CCOCC
2. Do you believe that you can scop yourself.......... el OOOCOO000C
from catching a cold?
3. Are some kids just borm lucky?....cccccececes PR RIIEREN o Telolololulvieluia
4. Most of time do you feel that getting.....ccecveccceseces | HOOOCOOCET
good grades neans & great deal to you?
S. Are you often blamed for thingd thaf....cccceieececens BN loJelolololulvlelule;
just aren't your faulc?
6. Do you believe that 1f somebody studies.......cccceccee ¥ [ofelolulolululelulv;
hard enough he or she can pass any subject?
7. Do you feel that most of the time it doesu't....c........-{OOOOOOCCOCCT
pay to try hard because things never turn out right anyway?
8. Do you feel that if things start out vell 1o the...cccee e |OCOOCCOOCCT
morning that it's going to be a good day no matter what you do?
9. Do you feel that most of the Ctime Paredts............cee+- | QQCOCCOOOCC
listen to what their children have to say?
10. Do you believe that wishing cac make good things..........|Q0OCOIOCECCC
happen?
11. Uthen you set punished does it ususlly seed.........c.cce loocececese
its for no good reason at all?
12. Most of the time do you find it hard to charge 2..........|QQQQOCCCCCC
friend's (mind) opinioan?
13. Do you think that cheering nore than luck helps........... [e]elclololololelule
s team to win?
14. Do you feel that it's nearly inpossible to change......... lele]o) Relelule
your parent’'s aind about anything?
15. Do you believe that your parents should allow you......... CO0OCOC ol
to make most of your own decisions?
C\ AR N ANAA
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[000DOOOTDD
10000000000

lvlulololululeluly)
lolululolululeluly)
(ulolulololulolululy)
ololululolulolulofo]
lolulvlolululululu]
lulolululolulolulolu)
Llolulololululululyl
lolulvlolululululy)
ulelululolululululyl
ulolulololululeluly]
julelulololululululy)
ulelulololulolululy;

jielelolololulofulolyy

[oJolole)olololelolo)

0000000000
1|elolefololololelulu] I

lololeleloloolelole);
uleluloulolululululyl
wlelululolulolululyl
©000Q000000
eJelolulojululululy)
elelolulolulolululy)

wlololololululululyl
CCOCROO000
lelelelelojolulelolo]
ocOCeROO000

ofololololofolvlulol i

OO N DANAMMAD

-----

16. Do you feel that wvhen you do scmething wrong there's
very little you can do to make it right?

17. Do you believe that most kids are just born good at
sports?

18. Are most of the other kids your age stronger than you
are?

19. Do you feel that one of the best ways to handle most
problems s just not to think about them?

20. Do you feel that you have a lot of choice in deciding
who your friends are?

2l. If you find a four leaf clover do you believe that it

aight bring you good luck?
22. Do you often feel that whether you do your homework has

° much to do with what kind of grades you get?

.....

-----

cee

23. Do you feel that wvhen a kid your age decides to hit you,
there's little you can do to stop him or her?
24. Have you ever had a good luck charm?

25. Do you believe that vhether or not people like you
depends on how you act?
26. %ill your pareants usually help you if you ask them to?

27. Have you felt that vhen people were zean to you it was
usually for no reasoa at all?

28. Most of the time, do you feel that you can change what
sight happen tomorrow by what you do today?

29. Do you believe that when bad things are going to happen
they just are going to happen no matter what you try to do
to stop them?

Do you think that kids can get their own way if they
just keep trying?

31. Most of the time do you find {t useless to try to get
your own way at home?

32. Do you feel that wvhen good things happen they happen
because of hard work?

33. Do you feel that vhen somebody your age wants to be
your enemy there's little you can do to change macters?

34. Do you feel that it's easy to get friends 2o do what you
~ant thea to?

35. Do you usually feel that you have little to say about
vhat you get to eat at home?

36. Do you feel that when someone doesn't like you there's
lictle you can do about 1it?

37. Do you usually feel that it's almost useless to try

in school because most other children are just plain smarter
thaa you are?
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ASTAK /= a \

ASSESSSMENT \

— Y Y

WIDE RANGE ACHIEVEMENT TEST

Joseph F Jastak, Sidney W. BYou. Sersh Jastan

Name __ __ . — - Sex M F Test Resuits: ‘::. 2':. ";::. "::.
Date. — Birth Date Age —_ Reading

School_____ ___ J— . —— .« ==— Grage Soetling —— .- —
.30'0"00 oy . —.-=~ Exammner _. - ——— Arnthmetic -
Page 1 Spomnq. Level | & Level I

—— ——— ——re- : - - —— - — : :
=1 /0N o X _1 v I+ AIC A JUi vy
; o T .

Name N

! 16 32

2 17 33

3 18 34

< 19 35

5 24 36

5 2" 3T

7 22 38

] 23 e

9 24 40
10 25 1

' 26 <2
12 = <35
12 28 a3
14 29 45
18 30 <6

Level I. Raw Scores (RS) and Grade Ratings (GR)

Level II. Raw Scores (RS) and Grade Ratings (GR)

; Tent Csumw u &! AS GR AS GA AS CA AS CA AS GCR I Test Cumul ' RS GCA A3 GR AS GCA l! i. A3 _GCA
— core o /= S e -_ Score S = P
R IR - L otveng . <
—— i - - “« . ~om B
- Al e ’ e
- N L
B el : .

HASE ALL INTERPQETANINKS DN STANDARD SCORES

PAGES '6 TO €42 OF MANLA,
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LEVEL I-SPELLING AGES: 5-11,n.

- c - e v L] ~ [ ~ A M e ] A

LEVEL 1—SPELLING LIST AND PRONUNCIATION GUIDE

1.go voiiiiii it Children gotoschool .........................0 M

2.8 ......iiiiiieens Thecathasfur ..................c.oiiiiniiinn kit

S.im ... Weareinthe room .................c.ovvenanene in

. boy ...ttt The boyplaysball .......................ianat boi

S.end ...l Bill and Bob play together ............ ........... ind
6.will ................ They will wait for you ............. ............. wil

7. make ................ Shecan make adress ........................... mik

8 him ................. They saw him intown ..................oooonn. him

9.88y ................. Seyitslowly ............ ...l si

10.cut ................. Mother will curthecake ......................... kit
l.eook ................ We cook our own dinner ........................ kdok

12. light ....... ....... The light is bright .............................. 113

13. must ................ Wemustdoour work .......................... mist

14. dress ................ Thedressfiswall ............................. drés

1S. reach ............... He couldn't reach the ball .. ... ........... .. ... rich

16. order ............... The captain’s order was obeyed ............ ...... o’ dir

17. wateh ............... My watch is fast ............................... wich
18.enter ............... Enter this way ................................ W thr
19.growm .............. Potatoes are grown in the field ............ ...... gron

20. nature ............... The study of nature is interesting .......... ....... nd’ chér
2]. explain .............. Explain how it happened ................. ...... eks plin’
2.edge ................ Hesaton the edgeof the chair ............ ...... &

23. kitchen .............. Our kitchen is small ..................... ...... kich’ tn
2¢. surprise ............. Hemay swprise you ..................... ...... o¥r priz’
25. result ............... The result of your work is good .. ........ ...... ré zOlY
26. advice ............... My advice was forgotten . ................. ...... id vis’

27. purchase ............ We did not purchase the car .............. ...... pr chls
28. brief ................ 1 received a brief note . .................. ...... bréf

29. success . ............. Success makes people happy .............. ... .. sk séy’
30. reasonable ........... His request was reasonable and just ........ ...... réz'nlbl
31. imeginary ........... He told us an imaginary story ............. ...... T mij’Y ner 1
32. occupy .............. We occupy a small apartment ............. ...... 3k’ 4 pf
33. charscter ............ Her fine character was praised ....... . ..... ...... ki ik wr
34. s0ciety .............. Every society has rules ......................... 't a
35. official .............. An official invitation came today ........... ...... 3 fish’ &l
36. recognize ............ He did not recognize me ....................... rik’ dg niz
37. familiar ............. We are familiar with the pews . ........... ... ... {5 mil’ ybr
38. commission .......... The commission reported to the mayor ............ k3 mish’ 8a
39. beneficial ........... .Good food is beneficial to health ................. b¥n ¥ flsk’ &l
40. appropriation ........ Congress made an appropriation for schools . ... ... § prd pri I’ shiin
41. enthusiasm .......... People showed enthusiasm for the hero ... .. ...... Inth’ dlz’'m
42, critcize or critCise ... It is easy 1o criticizeothers . ..................... keft’ Y siz
43. prejudics . .......... Prejudice is harmful to people .................. préf’ 88 dis
44, belligerent ...... .... The soldier was belligerent and brave ... ......... bE I ¥r Eat
45. occurrence ...... .... War is 8 tragic OCCUrrence ...................... 3 ki tns o
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Page 4
Reading, Level | A R z H | Q S E B O
Two letters in name o A B O S E R T H P I U Z Q =»
cat see red to big work book eat was him how
then open letter jar deep even spell awake block size «
weather  should lip finger tray felt stalk clif lame struck
approve plot huge quality sour imply humidity urge «
bulk exhaust abuse collapse glutton clarify »
recession threshold horizon residence participate quarantine
luxurious rescinded emphasis aeronautic intrigue repugnant
putative endeavor heresy discretionary persevere anomaly
rudimentary miscreant usurp novice audacious mitosis v
seismograph spurious idiosyncrasy itinerary pseudonym aborigines
Leovel t, RS _GA RS GA as ‘;: RS GA RS GA L} X-1] L -1 RS GR L} -1 /g _GR RS _GR
Raw Scores (RS) o wT | a:”ux: N R TR SR TR R T
' 0 [ 3 ) X Y ] b ? b
8nd Grade Ratings(GR)| 2 wo | 11 »s | 20 k8 | 73 17 | 3 34 | & 29| 5 40 | & 33 ' s 49| & 19| B 32
3 PO 12 P9 l 2 K9 0 18 » 25 e 30 8 4 ' “ s7 ' s 70 o 00 e 9
« P 3 Ko 2 PARK ] @ 28 @ 3 @ S8 2 6 S % 7 s 0 ” 9%
SEE MANUALFORNOAMS | $ 22 | 14 1 | 23 11 | 32 20 | a1 26 | 50 32 | S0 ¢« i 68 60 | 77 72| 8 83 | % 95
¢ »3 19 K2 | 2¢ 2 33 2y | € 26 i s 33 6 45 ' 69 62 H L R | 7 S 1 97 98
! Pa ' % Xa ; 29 1) b 22 . @ | 82 3¢ . 6 4?7 ° C 6e : 79 ¢ | e 65 . 9% 97
¢ PS | 17 K§ 2 16 | 35 22 ea 2° | 83 36 $2 a9 v 68 ' 8@ S, 8 86 " 98
‘' ac g ! ¢ o9 |
Reading, Level Il
Two letters in name o) A B O S E R T H P I U Z Q un s
milk city in tree animal himself between chin split form
grunt stretch theory contagious grieve toughen aboard triumph 1
contemporary escape eliminate tranquillity conspiracy image ethics «
deny rancid humiliate bibliography unanimous predatory alcove o
scald mosaic municipal decisive contemptuous deteriorate stratagem
benign  desolate protuberance prevalence regime irascible peculiarity «
pugilist enigmatic predilection covetousness soliloquize longevity abysmal
ingratiating oligarchy coercion vehemence sepulcher emaciated evanescence 1
centrifugal subtlety beatify succinct regicidal schism ebullience «
misogyny beneficent desuetude egregious heinous internecine synecdoche o
Level Il WS_GR RS _GA RS _GA A3 GA RS_OR RS GA As GA A3 GA RS OA RS OA RS GA AS_GA
. > , .3 23
Raw Scores (RS) R R P R R H R HE R HE R
ond Grade Ratings(GR)| > «xsi 9 15] 16 25133 16,3 a7| ¥ ""‘ 6832 00[( 6 92|68 103|7 113 129
3 ! a7ty 2028 3T N esl e S9! as 6983 e e 93!/69 10877 wnTiey 30
4 me' vt gl 29 N9 N sy W A e T % 81 65 34.°C '04':’ 18 A '3‘l
SEEMaNUALFORNORMS [ 1 X3 1101 30k aC nosiae g Cuowoane s s ozela 0
. . . an e s adaiee 137
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WIDE RANGE ACHIEVEMENT TEST JASTAK
Page 2, Arithmetic, Level | ’
Oral Part ® 6 ¢ ¢ © ¢ ¢ ¢ &6 6 0o © o o o.
44 Lt 9 § € 3 Fingers 8 fingers. 9 or 6? 42 or 287
3 pennies, spend 17 ___. 3+4apples? ___________. 9 marbles, lose 3?
B A
Written Part 32
6 5 24 4x2-= 23 29 15
1e1= *2 -3 +40 x3 -18 +8
4 —=1=
"n
452 1
. 14+ hr. = min
137 $62.04 7 67968
+245 - -5.
6—2-= 30 1 v
ERRr [ —
43
18 T s 823 ¢ 2 :
T vV x96 3l For3s:
1
*2 =
2
%yd. = in 1% 2 - _
) 5 3yr = mo Multiply: 7.96
27)384 s _ Sy o ' 30.8
EERT) —_—
2-} doz. =
Which 1s more? Find the average of Write as a percent
7 13
TS 24, 18, 21, 26, 17 . alx3l:
<= % s et
Ans. Ans.
Write as decimal
5 -3 $x¥x3- 2 20% of 120 =
— —_— T :
Change to familiar
8.2 ) 62.703 numerals:
6 = - (-8)(*9)=_______
MCXLII=
Find interest on Solve: Fina square root: /55439
$300|t4%%lor7mo. y+(9-8y)=6S5
Ans. y*
Raw Scores (RS) RS_OR AS GR AS_GR A3 GA RS GOR .a—s OA RS GA AS _GA A3 GA AS GR AS GR RS _GA
anc Grade Ratings (GR) [0 N1! 3 N8 1C Per11s x9.3 21,25 29130 39|38 494 60
N2 & B0 PRI IE T2 23 M 33 41| X Star 6)
[ R R S SRS A LR SR P S I C S P TR 'Y
SEE MANUAL POR NORMS §:~

L I e R T dt 28 38 )Y a9 X Yt 4T b9
« N < . .ty K M R R Y R L Y R




2.

10.

1l. Date of child's last physical exam:

Child’'s Name

116

Developmental Histo

Sex of Child (circle one):

a. Caucasian

b. Black

c. Asian

d. Chicano/Hispanic
e. Native American
£. Other:

male

female

Date of Birth:

Place of Birth:

Home Address:

Bome Phone :

Parents' Names:

Business Phone:

Child's Physician's Name:

Address of Physician:

School Informaticn

12. Name of school child attends:

13.
1.
18.

16.

Address of school:

Child's grade in school:

Child‘'s classrocs teacher:

Nane of principal:




17. 1s your
appropriate

a.
b.
c.
d.
e.
L.

18. Is your

117

child enrolled in any special program at school? (please circle all
choices)

none
counseling
tutoring

speech therapy
reading

other (specify):

child currently receiving any special help outside of school? (please circle

all appropriate choices)

a.
b.
c.
a.
..
t.

none
counseling
tutoring

speech therapy
remedial reading
other (specify):

19. If answer to question #18 is yes, please specify name of the agency or person

providing th

NAME:
ADDRESS :

e tresatment and the address below:

Pregnancy History

20. Did the
(circle one)

yes

child's mother have any illnesses or complications while carrying the child?

21. If answer to $21 is yes, please circle below:

rash infection marked swelling of hands & feet
Deasles toxemia very puffy face
diabetes headaches abdominal pains

dizzy spells high blood prassure convulsions

blur

ring vision other (specify: )




1

-

22. D1d the child's DOthes have a special diet 2uring pregnancy? /girtle Sne)

yes no

2). 12 yes to 322, please cirsle below:

salt &o low calorie other:

24. Jid dother taxe any asdicaticns or dougs 2usiag pregnancy? (pleass sitcle)

yYes no

25. 12 yes to 224, please specily delow:

The _dedicazicn Started in which
was taxen :2... Name of doug sonth ¢l Srecnancy 23: mow .2ng

eonssol nausea?

eonsrol fluad rezenzian?

contsol diet or weight?

Nelp vou sleep?

Nelp you stay awake?

help relieve nervousness
or anx.ecty?

help Telisve deprassion?

help sontsol allessres?

other? (please specily)

26. Did dother smoke tobacsod dusiag his pregnancy? (cissle) ves no

27. I yes, cicsle the DOAN(S) in which smoking ocurred:

1 2 3 ) H 6 7 8 9

28. Did xother drink alcohol during this pregnancy? (cizzle) yes a0

29. I2 ves, ciccle the donth(s) in whueh drinking occursed:

1 2 3 ) S § 7 8 9
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30. Did mother take aspirin-containing drugs during this pregnancy? ves no

31. If yes, circle the month(s) in which aspirin-taking occurred:

1 2 3 4 S 6 7 8 9
32. Did mother drink coffee during this pregnancy? (circle) yes no

33. 1f yes, circle the month(s) in which coffee was taken:

1 2 3 4 H] 6 7 8 9

34. Did mother have severe emotional stress prior to this pregnancy?

Yes no

35. Did mother have severe emotional stress during this pregnancy?

yes no

36. Did mother have severe emotional stress after this pregnancy?

Yes no

37. Was mother exposed to x-ray shortly before or during this pregnancy?

yes no

38. If yes, in which month(s) was mother exposed to x-ray?

1 2 3 ) L 6 7 8 9

Birth of Child

39. Was baby term or premature? (circle one) tern premature

40. Birth weight of baby:

41. Length of baby at birth:

42. Was any medication given to mother during labor or delivery? vyes no
43. If yes, please circle below:

local anesthesia (e.¢. caudal, spinal, saddleblock)

general anesthesia (e.g. ether, nitrous oxide)

pain pills (e.g. demercl, codeine)

other (please specify: )




120

¢4. Type of delivery (please circle):
normal torceps caesarean

45. Was labor/delivery abnormal in any way? (circle one) Yyes no

If yes, please explain:

46. How long was the labor with this child? hour's
47. Was labor spontaneocus or induced? spontaneous induced
48. Did this baby have difficulty starting to breathe? yes no

1f yes, please circle all that apply:

use of incubator jaundice (yellowing of skin)
repiratory problems . convulsions
heart problems other

Growth and Development
49. Were there any difficulties during the baby's first month at home?

yes no
S0. If yes, please indicate which cne(s) of the following:
excessive crying feeding problems

unusual muscle activities other

S1. _Please indicate age when your child began performing the bahaviors listed below:

Sailed

Laughed

Cut first tooth

Sat by self

Said first word

Crawled

Stocd alone




Walked by self

Fed

121

self

Number of words (approximately) by age 2

Talked in sentences
Able to hold crayon or pencil
Toilet trained for day time
Totally toilet trained
Dressed self

Tied ovn shoes

Child's Health

s2.
53.

54.

SS.

S6.
the

Child's height: inches

Child's weight: pounds

Please circle the following medications if used by your child currently or recently:
None
Ritalin, dexedrine, amphetamines (or other similar drugs)
Phenobarbital, tranquilzers
Iron
Dilantin
How many times has your child been hospitalized? ‘ times

Please list all hospitalizations, including child's age at hospitalization, how long
child was hospitalized, and the resason for the hospitalization:
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S$7. Did the child ever have any operations? (please cirle) yes no

If yes, please specify:

$8. Has your child ever been in any accidents resulting in serious injury?
yes no

If yes, please specify:

59. What is the highest fever your child has had?

60. Has this child ever had (or currently have) any of the following diseases? (please
circle all that apply): .

meningitis encephalitis asthma
diabetes heart disease heart murmer
cystic fibrosis epilepsy seizures
hydrocephalus cerebral palsy brain tumor
leukenia anemia arthritis
bone disease muscle disease kidney problems
tuberculosis cancer Deasles
Dumps chicken pox

61. Does your child have any allergies? (please circle) yes no

If yes, please specify:

62. Has your child had (or currently have) any medical problems which you think might be
related to your present concerns? (please circle) yes no

If yes, please specify:
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Pamily Background:
Please list all siblings or other children currently living in the home:

Sex  Aqe  Grade in School

Mother's occupation

Pather's occupation

Current marital status (please circle which apply):

a.
b.
c.
d.
e.
L.
g.

married, living together in the home
married, living apart

separated

divorced

widowed

single

other:

Current family income: R

In cases where the family will participate in the child and parent groups, as
well as receiving a medication or placebo pill, these groups will be conducted
in the evenings from 6:00-7:30 at the MSU CLINICAL CENTER. Please indicate
below any evening between 6:00-7:30 that you could NOT come to the CLINICAL

CENTER:

Monday

Tuesday

Wednesday

Thursday
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How dic you find out about this program? (circle all that apply)
a. radio announcement
b. TV announcement
C. newspaper article
d. community newsletter
e. 3chool newsletter
f. family physician or pediatrician
g. school teacher or other school personnel
h. family physician or pediatrician

i. other (please specify)




-
N

5

Family History
Is thers enyone slse in your femily whe hes hed ¢ problem similer to your child's?
Heve eny members of the femily ((ether, mether, brolher, sister, eunt, wncle, grendperenn, coutni) cipwrienced eny of

Whick. side of the iemily?

Hinews Femily Member Fether's side Molner's v
Alcoholism
Allergies

Asthvne/Hay fover
Blindness/ Eyw problems
Cencer or Levtemie

Deeines

Deprossion
Diebetes

Epilepey

Heort disesse
Kidney problem:
Loerning problems

Montal reterdetion

Musculer dystrophy
Schitophrenie
Speech problems
Stillbirth or eerly
childhood deeth
Suicide
Thyroid diseese
Tuberculosis
Other:

IR
TR
JARHEEEAE
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Appendix B

Public Service Announcements
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MICHIGAN STATE UNIVERSITY

DEPARTMENT OF PSYCHOLOGY BAST LANSING - MOCHIGAN - @9836-1117
October 30, 1964

James R. Rawlinson, M.D.
1201 Oakland
Lansing, MI 48913

Dear DOr. Rawlinson,

The Michigan State University Psychological Clinic and Clinical Center are
jointly offering a program to help families with children with chronic inattention
and impulsivity problems, especially those diagnosed attention deficit disordered.
It is called the Chilg Behavior Project. We would like to solicit your help in
referring patients to this program. You may refer any of your patients to the
project who meet the following criteria:

1. chronic inattention and/or impulsivity problems at school or in the home
2. age between 7 and i1 vears
3. the child 1s not mentally retarded

The treatment program incorporates the following widely used clinical treatment
components:

1. a series of parent groups in which techniques for managing children
with behavioral problems are discussed and applied

2. a series of child groups in which techniques for self-control and
problem=solving are taught and practiced

3. psychostimulant therapy

These three components of the program run concurrently, and last about 12
weeks. All of the children given the medication will be monTYtored by Dr. John M,
Pascoe, M.D., Director of the Child Health Care Clinic in the College of Human
Medicine within the Clinical Center at Michigan State University, as well as other
Board certified pediatricians. The cost of the program is a one-time fee of only
$50.00, which can be waived if it presents a hardship for any family. We are
currently accepting referrals for the next series of groups which will begin in the
Winter.

A representative of the Chilg Behavior Project will call your office in the

next week to set up a brieé appointment to provide more information and answer any
questions in person. In the meantime, you may obtain further information or
initiate a referral by calling either Or. Wade F. Horn at 355-9564 or Or. John M,
Pascoe at 353-3002. We hope that you will consider the interventions.availadle
through the Chilg Behgvior Proiect as a possible adjunctive service to those
families in your practice who are having chronic inattention and impulsivity
problems with their school-aged children.

Sincerely,

Wade F. Horn, Ph.D. John M. Pascoe, M.D.,M.P.H.
Project Co-Director Project Co-Director
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MICHIGAN STATE UNIVERSITY

NEPASTMENT ¢ PAYCHOLOGY GAST LANSING  MICHIGAN - amde-411?7

PSYCHULOGY RESEARCH BUILNING

Does your child have behavior problens at hené or at school? ODoes your
child have trouble sitting still, paying attention, or following directions?
Does your child behave impulsively or have temper outbursts? If your child
has any of these behavior problems and is between the ages of 7 and 1], a
new program called the Child Behavigr Project may be able to help. Call the

Michigan State University Psychology Clinic at 355-9564 for further

information. That’s 355-93544.
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Appendix C

Consent Forms
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MICHIGAN STATE UNIVERSITY

OEPARTNENT OF PSYCHOLOGY CAST LANSING  MICHIGAN - eanpe-1010

PEVOHOLOGY RESEARCH BURLINNG

Informed Consent

I, the parent (or legal guardian) of
agree to have him/her and myself participate in the Child Behavior Project, a
cl.lt:ucal evaluation program examining the effectiveness of a caumly_am'
medication (Ritalin)- for chronic inattention problems administered with or
without a family therapy program for families with children experiencing chronic
inattention and impulse control problems in the home and/or at school. I
understand that a lottery will be conducted to randomly assign my child and
myself to one of a numwber of different combinations of these treatment

approaches.. I further understand that some children may benefit more than
others through their participation in this project, and no guarantee has been
made that my child's difficulties or other famnily problems will be cured through

participation in this program.
More specifically, I understand that participation in this project will involve:

(1) periodic assessments of my child at the MSU Psychological Clinic,
including one assessment prior to treatment, one assessment just after
treatment has ended, and one assessment at four to six months following
the end of treatment. This clinic assessment will involve approximately
2 hours of psychological testing with my child and a 20 minute
observation of my child and myself interacting in a playroom setting;

(2) periodic questionnaires about myself and my family, to be completed
by me once before treatment, once just after treatment has ended, and
once four to six months following the end of treatment. If my family is
chosen to participate in the group treatment sessions, I will also
complete some additional questionnaires at several points during the

treatment.

(3) a lottery process to determine whether my child will ceceive
medication for management of attentional nroblems, or an inactive
(Placebo) pill. A board eligible or board certified pediatrician at the
MSU Clinical Center will monitor the administration of the medication to
my child, including a minimum of one clinic visit per month at the MSU
Clinical Center throughout the course of the study;

(4) a lottery process to determine whether my child and myself will
participate in 12 weekly, 2-hour group treatment sessions for my child

and myself; and

(S) periodic observations of my family during the evening meal time,
one to be comdletad prioc to treatmant, onc to be completed just after
treatment has ended, and one to he completed at four to six months
following the end of treatment;

I understand that my child should not participate in this study if he/she is
allergic to Ritalin; has marked anxiety, tension or agitation; glaucoma; high
blood pressure; depression; motor tics, or a family histocy of tics.
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Should my child and myself be assigned to the child and parent group treatment
sessions, I further understand that the parent groups will involve instruction
in child management techniques and the child groups will involve instruction in
self-control and problem solving techniques. These groups will be co-lead by
advanced graduate students in the child and family clinical psychology training
program under the supervision of Dr. Wade F. Horn, a fully licensed clinical
psychologist and assistant professor in the Department of Psychology at Michigan
State University. I understand that in order to supecrvise the group leaders,
each of the treatment groups will be either videotaped or audiotaped. These
tecordings will be used for supervision of the group co-leaders and will be
erased at the end of the treatment program.

Further, I give my consent for representatives of the Child Behavior Project
contact the school my child attends so that an assessment of my child's school
behavior can be made through the use of periodic teacher questionnaires. 1
further understand that at the time of these school contacts, the representative
of the Child Behavior Project may discuss ways of best managing my child's
school behavior with the classroom teacher.

I understand that participation in this program is completely voluntary, and
that my child's assent for participation will also be sought. I further
understand that I will be asked to pay a one-time fee of $58.00 to cover
administrative costs, and all physician and medication costs. However, I
understand that if this fee presents an undue hardship, it can be waived.
free to decline entrance into the program, and I may withdraw my consent to
participate at any time during the program. I understand that I may discontinue
participation at any time without jeopardizing current or future treatment at
MSU's Clinical Center.

I understand that possible side effects of Ritalin include: (1) changes in
appetite; (2) insomnia; (3) abdominal pain; (4) changes in blood pressure and
heart rate; and (S) hypersensitivity reactions. [ further understand that in
the unlikely event of serious side effects resulting from taking the medication,
Michigan State University, its agents, and employees will assume the
responsibility as required by law. Treatment for serious side effects is
available where the side effects are incurred during the treatment program. I
have been advised that I should look toward my own health insurance program for

payment of said medical expenses.

T understand that all questionnaires and other assessment data are confidential.
After the questionnaires have been checked for completeness, [ understand that
my name will be removed, and I will be identified only by a code number in order
to ensure confidentiality. Any reports of this program which are made will be
presented only as group averages, and neither myself nor amy family will be
identified in any way.

I have tead this consent form, and all my questions have been answered. I also
understand that if I have any further questions ! may contact either John M.
Pascoe, M.D., (355-2721) or Wade F. Horn, Ph.D. (353-6640). I freely and
voluntarily choose to participate. I understand that I may withdraw at any
time. I have not been promised any reward, inducement, or payment to
participate. 1 have been told that ample opportunity is available to me aow and
later to obtain information about this study. [ also acknowledge :_hat [ have

teceived a copy of this consent form.

I am

Signature Date ditness Nate



132

MICHIGAN STATE UNIVERSITY .

DEPARTMENT OF PSYCHOLOGY FAST LANSING - MICHIGAN - 408261117
PSYCHOLOGY RESEARCH BUILDING

Consent Form for School Contact

1, the parent (or legal guardian) of
agree to allow members of the Child Behavior Project from Michigan State
University's Psychological Clinic to contact the school my child attends
in order to ask my child's classroom teacher to complete a questionnaire
regarding my child's classroom behavior.

My child currently attends the school named below:

The name of my child's classroom teacher is:

Signature of parent (or legal guardian) Witness

Date Date
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Appendix D

Tables
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Table 16

Correlations of dependent variables using square root transformations.

1 2 3 4 S 6 ? 8 9 10
1. PPVT-R -
2. MAge .01 -
3. Grade .07 .93 -
4. Income .00 .03 .05 -
S. Conners’ PQ:
HByper. -.11 -.08 -.08 .07 -
6. Conners' TQ:
Hypez. -.12 -.03 -.05 .01 .84 -
7. PIC-R:
Hyper. -.12 -.02 -.01 .00 67 620 -
8. MFr:Errors ~.31%* -,.34** -.36** -.11 <370 L3170 250 -
9. MPPF:Latency .23 .18 .16* .08 -.20° -.17° -.12 -.68°* -
10. CPT:
Comission B -.03 -.20* -.23** -.02 .20* .28 2300 .28%* - 18° -
11. CPT:
Comission BX -.10 -.19* -.26%* -.04 .29 .3lee .22 L340 < 240 .58
12. CPT:
Omission B -.12 -.36%* -,39** - 01 J22% L2330 .20°* .39%* - 20°* .45
13. CPT:
Omission BX -.29%* -, 51l** . S5%* . QS 270 .26 .14 .42°* -.08 .21
14. WRAT-R:
Reading .30 .09 L2770 .08 -.30%" <«.37** -.19°* -.26°%* .07 -.11
15. WRAT-R:
Arithmetic .26°* -,10 .06 0.03 -.26°* -, 38** -.15 -. 24 .08 -.11
16. WRAT-R:
Spelling 320 <06 .25 .05 -.30°® < {41** -, 18" -.27°° .05 -.15°*
17. PIC-R:
Achievement -.34%* - 16° -.20* .05 .60°* .56 Y AL +34°° -.08 L2330
18. PIC-R:
Intellectual -.38° .16° .01 -.08 .15* .22 .15 .12 .03 .12
19. PIC-R:
Development -.40%* -.12 -.20* .07 .57 .54 .40°* L37%e -,08 .18*
20. Humphrey's
Self-Control .22%* -.17° -.13 -.14 ~.30%* =.29** -, 25** -.10 .07 -.20*
21. N-S Locus
of Control 230 .23 .28** -.12 -.25%% =, 26%" -,22°%* - 3]°° J33** -.05
22. Piers-Harris
Self-Concept .11 -.12 -.12 -.17* -.37¢* - 350" o 3lee - 14 .03 -.14
23. PIC-R:
Undisciplined -.11 -.02 .00 -.02 .8lee 750 .80°* .29°* -.19* .12
24. PIC-R:
Delinquency -.08 .0l .03 .05 71w .66 .63 .21° -.08 -.01
25. PIC-R:
Social Skills -.11 .13 .13 .06 .66%* 590 .63 .15 -.07 .15
26. Dev. History
Prenatal .06 .08 .09 -.01 L2770 A .21 .08 .01 -.02
27. Dev. History: :
Perinatal -.01 -.06 -.04 .01 .11 .16°* .09 .09 -.03 .12
28. Pamily History .0S -.12 -.20° -.13 .00 .01 .03 -.03 .06 .06

Note: Scores are square root transformations.

< .0S.
e 5 < .01,
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Table 17

Correlations of dependent variables using square root transformations.

1 12 13 14 15 16 17 18 19 20
1. PPVT-R -.10 -.12 =.29°* .30 .26 2320 < 34" -.38°* -_40°* .22%°
2. Me -.19 -.36%* -.S1e* .08 -.10 .06 -.16°* .16 -.12 -.17°
3. Grade =-.26%* =.39%* - 550¢ 270 .06 .25 -,20°* .01 -.20* -.13
4. Income -.04 -.01 -.08 .08 -.03 .05 .05 ~-.08 .07 -.14
S. Conners' PQ:
Hyper. .29 .22%° .27%°  -.30%* -,26°* -.30°* .60 .15° .S7** -.30°*
6. Conners' TQ:
Hyper. 310 2300 .26%% = 370 o 380 < {l°** .56% L2200 .54 =, 290
7. PIC-R:
Hyper .22% .20* .14 -.19* -.15 -.18* R YA .15 .40%* = 25%¢
8. MFP:Errors 340 J390e L42%%  <.26% - 247 -.27°%e L340 .12 .37 -.10
9. MFF:Latency -.24** =-,20* -.08 .07 .08 .05 -.08 .03 -.08 .07
10. CPT:
Comission B .58 450 .21 -.11 -.11 -.15* L2300 .12 .18  -.20*
11. CpPT:
Comission BX - 440 287 -, 270 -,22°%% - 32¢° .26%¢ .17 L2400 = 270
12. CPT:
Omission B - 550 < 17e -.24%% < 24° .26 .13 .29% -.08
13. CPT:
Omission BX - =.36%* =,35°* - 39e~ .39 .18* .42 -.09
14. WRAT-R
Reading - .60°* .90%® .50 -.SS** o _4B8** .19¢
15. WRAT-R:
Arithmetic - .62%% <. 40" <. 43" - 44°** 3lee
16. WRAT-R:
Spelling - -.53%* - S5See . 53ee  19e
17. PIC-R:
Achievement . - 450 9l - 240
18. PIC-R:
Intellectual - .55** -.15
19. PIC-R:
Development - -.230e
20. Hymphery's
Self-Control -
21. N-S Locus of
Control -

22. Piers-Harris
Self-Concept L3800 -

23. PIC-R:

Undisciplined -.25°¢* -, 38¢* -
24, PIC-R:

Delinquency -.22°* -,.38°* .84 -
25. PIC-R:

Social Skills ~-.25°* -.41°* 7500 .63 -

26. Dev. History:

Prenatal -.08 -.16* .29% .20° 260 -
27. Dev. History: .
Perinatal .02 .01 .06 .07 .06 .51 -
28. Pamily History -.0% -.18* .03 .02 -.03 .26%* .19* -

Note: Scores are square root transformations.

e p < .0S.
*e p < .0l.
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Table 18

Means and standard deviations of dependent variables.

PPVT-R Age Grade Income
X S.D. X S.D. X s.D. X s.D.
HM 105.5 10.4 106.0 14.9 2.8 1.2 2.9 2.1
HF 104.4 11.0 105.0 l6.8 2.8 1.6 3.0 2.2
NM 113.5 15.4 110.7 15.3 3.2 1.3 2.8 2.3
NF 104.9 20.1 107.8 16.1 3.1 1.6 3.2 2.4
Conners' PQ: Conners' TQ: PIC-R:2
Hyperactivity Hyperactivity Hyperactivity MFF:Errors
X S.D. X S.D. X S.D. X S.D.
HM 21.8 3.7 21.3 3.7 72.8 14.0 13.6 6.0
HF 22.0 4.1 20.4 5.1 75.6 18.2 12.9 6.9
NM 4.7 4.0 6.5 6.2 50.0 7.9 8.2 3.8
NF 3.1 2.7 3.1 2.8 49.2 8.2 7.6 . 5.5
MFF: CPT: CPT: CPT:
Latency Comission B Comission BX Omission B
X S.D. X S.D. X S.D. X S.D.
HM 12.2 9.4 8.6 8.1 14.2 17.3 3.2 4.5
HF 11.3 6.3 4.9 7.7 7.5 14.3 2.2 2.8
NM 12.6 5.5 5.1 5.6 7.6 18.3 1.1 1.2
NF 20.8 15.5 1.7 1.6 1.9 2.0 .4 .6
CPT: WRAT-R WRAT-R WRAT-R
Omission BX Reading Arithmetic Spelling
X S.D. X S.D. X S.D. X S.D.
HM 7.9 7.0 92.7 17.0 90.9 12.3 88.2 14.1
HF 9.7 9.0 100.5 16.6 95.2 13.9 98.8 14.3
NM 3.9 5.7 108.6 16.1 99.4 15.5 100.5 14.4

]
>
.

w
»
.

-]

107.5 13.4 103.2 14.1 105.5 12.7
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PIC-R? pPIC-R® pPIC-R® Humphrey's
Achievement Intellectual Development Self-Control
X S.D. X §.D. X S.D. X S.D.
HM 63.2 11.5 61.1 20.0 59.7 11.7 5.0 2.0
HF 67.0 16.1 54.9 17.6 63.2 12.6 6.0 2.5
NM 42.7 7.7 48.4 9.4 42.9 7.6 6.9 2.0
NF 47.7 10.5 51.7 8.2 46.6 9.1 6.1 1.9
Nowicki-
Strickland Piers-Harris PIC-R: 8 PIC-R:2
Locus of Control Sglf-Concept Undisciplined Delinquency -
X S.D. X S.D. X §.D. X S.D.
HM 22.2 4.3 55.6 12.4 77.0 13.4 71.2 14.2
HF 21.4 4.3 56.3 13.0 87.2 17.3 81.2 16.7
NM 24.3 5.5 64.9 9.4 47.5 7.4 49.9 8.7
NF 24.9 5.3 64.1 7.0 46.8 7.0 46.2 5.2
Developmental Developmental Family
PIC-R2 History: History: History:
Social Skills Prenatal Perinatal Total
b4 S.D. X S.D. .4 S.D. b4 S.D.
HM 67.8 14.8 5.2 3.5 3.6 2.3 15.4 9.2
HF 69.2 13.6 4.8 2.6 3.7 3.3 14.6 3.7
NM 47.9 10.4 3.3 2.7 2.5 1.9 9.6 6.1
NF 45.7 9.4 3.0 2.7 2.7 2.1 8.0 4.3
*T-scores are reported for PIC-R scale scores.
Note: HM = hyperactive males (N = 60); HF = hyperactive females (N = 19),

NM = normal males (N = 23), NF = normal females (N = 15).
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