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ABSTRACT 

Symptoms of ADHD have been well observed and extensively discussed throughout the 

literature; however, classification of the disorder has recently taken on a new level of 

discrepancy as ADHD is now supported as a longitudinal condition that extends throughout 

adulthood (Barkley & Murphy, 1998). Discrepancies regarding diagnostic procedures for adult 

ADHD coupled with recent changes in diagnostic criteria for the disorder have emphasized the 

continued need for further research pertaining to the diagnosis of ADHD in adults. This study 

utilized archival data to examine 162 college students diagnosed with ADHD with specific 

regard to the comparison of inter-rater reliability rates of the Barkley Adult ADHD Rating Scale 

- IV (BAARS-IV; Barkley, 2011) comparing DSM-IV-TR (APA, 2000) to DSM-5 (APA, 2013) 

ADHD symptom criteria. Inter-rater reliability of reported age of onset and total symptom values 

among informants and relevant descriptive data were also explored. Results indicated no 

significant increase in inter-rater reliability for DSM-5 symptom criteria for adult ADHD, and 

poor to fair inter-rater reliability among informant reports of age of onset and total ADHD 

symptoms. Implications regarding these results and the validity of ADHD diagnoses in college 

students were discussed. 

Key Terms: Age of onset, Attention-Deficit/Hyperactivity Disorder, ADHD, college 

students, diagnosis, DSM-5, inter-rater reliability 
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CHAPTER 1 

INTRODUCTION 

This chapter introduces a study that focuses on the validity of diagnostic criteria for 

attention-deficit/hyperactivity disorder (ADHD). The new ADHD diagnostic criteria found in the 

fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; APA, 2013) 

were examined in comparison to the criteria found in the previous DSM-IV-TR (APA, 2000) with 

specific regard to increased diagnostic validity in college students. Sections within this chapter 

include an overview of the social and professional significance of the study, the purpose and 

research questions of the study, and an overview of relevant key terms.  

Social and Professional Significance of Study 

Attention-deficit/hyperactivity disorder (ADHD) is a neurodevelopmental disorder 

associated with symptoms of inattention and hyperactivity/impulsivity. ADHD symptoms 

typically begin during early development; however, there is now substantial empirical evidence 

supporting adult ADHD as an extension of the disorder in childhood (e.g., Barkley, Fischer, 

Smallish & Fletcher, 2002; Srebnicki, Kolakowski, & Wolanczyk, 2013). Adult college students 

with ADHD are also of particular interest to researchers, as their symptoms may manifest 

themselves differently than symptoms reported in the general adult population. Specific ADHD 

impairments associated with college adults include difficulties managing time effectively, 

controlling impulses, maintaining healthy interpersonal relationships, and regulating the use of 

drugs and alcohol (DuPaul, Schaughency, Weyandt, Tripp, Kiesner, Ota, et al., 2001). 

Although symptoms of ADHD have been observed and discussed throughout the 

literature beginning as early as 1775 (Barkley & Peters, 2012), the criteria used to make a 

diagnosis of ADHD have continued to change. These changes are best reflected in the continued 
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development of the Diagnostic and Statistical Manual of Mental Disorders (DSM), the most 

recent version of which is entitled DSM-5 (APA, 2013). Due to recent discrepancies regarding 

diagnostic procedures for adult ADHD (Hectman, 2011), the most notable changes to current 

diagnostic criteria include altered language for symptom criteria, raising the age of onset 

criterion from 7 to 12 years of age, and lowering the symptom threshold for adult ADHD from 

six to five clinically significant symptoms of impairment (APA, 2013). The recent DSM changes 

in diagnostic criteria for the disorder have emphasized the continued need for further research 

pertaining to the diagnosis of ADHD in adults.  

Purpose of Study 

There are currently no published empirical studies directly comparing the impact of 

changes to adult ADHD criteria reflected in the DSM-5 (APA, 2013) to those found in the DSM-

IV-TR (APA, 2000) with specific focus on inter-rater reliability in college students. Overall, this 

study aims to provide a better understanding of the extent to which the altered symptom-criteria 

language, increased age of onset criterion, and lowered threshold for number of symptoms 

required for DSM-5 diagnosis may increase the validity of ADHD diagnoses among college 

students. Further, the study aims to explore concordance rates among reported age of onset and 

total symptom values within diagnostic evaluations for ADHD. Table 3, included in Chapter 3, 

provides an overview of the research questions, variables, and measures used in this study. The 

following sections give greater detail about each research question. 

Concordance of informant ratings. The first research question evaluated concordance 

of self- and other-reports of symptoms, comparing responses based on DSM IV-TR criteria to 

DSM-5 criteria. Although the core 18 symptoms of ADHD have not changed, the DSM-5 

includes a number of changes that alter the general criteria for ADHD. Most of the symptom 
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criteria now include explicit examples with increased relevance to the adult population. To 

evaluate whether the DSM-5 ADHD criteria offer better diagnostic validity than the previous 

DSM-IV-TR symptoms, this study evaluated concordance rates between self-reported and 

informant-reported symptoms of inattention and hyperactivity/impulsivity using the DSM-IV-TR 

descriptions of symptoms, compared to the DSM-5 descriptions of symptoms. In other words, 

college students who were evaluated using the DSM-IV-TR symptom descriptions (having both 

self and informant reports) were compared to students who were evaluated using the DSM-5 

descriptions (again having both self and informant reports). An overall inter-rater reliability 

coefficient (comparing self versus informant reports) was determined for rates of inattention and 

hyperactivity/impulsivity using the 18 items from the DSM-IV-TR. These coefficients were then 

compared to the overall inter-rater reliability coefficients of inattention and 

hyperactivity/impulsivity (comparing self versus informant reports) for the sample using the 18 

DSM-5 items.  This analysis was conducted twice, once for childhood symptoms and once for 

current symptoms.  

The specific research question for this procedure is as follows: Research Question 1: In a 

sample of college students with a diagnosis of ADHD, those diagnosed using the DSM-IV-TR 

criteria (APA, 2000) were compared to those diagnosed using the DSM-5 (APA, 2013) criteria. 

Self-reports of the 18 individual symptoms of inattention and hyperactivity/impulsivity were 

compared to the informant reports of the same 18 individual symptoms. (1a) With regard to 

current symptoms, are the concordance rates for self and informant reports the same for students 

diagnosed using DSM-IV-TR compared to students diagnosed using DSM-5? (1b) With regard to 

childhood symptoms, are the concordance rates for self and informant reports the same for 

students diagnosed using DSM-IV-TR compared to students diagnosed using DSM-5?   
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Age of onset of symptoms. The second research question analyzed five different age of 

onset values typically found in an ADHD evaluation and calculated a concordance rate for those 

five different values. ADHD literature widely stresses the need for multiple  

sources of data in adult evaluations, and thus, the majority of published studies regarding 

concordance rates in ADHD have focused on the differences between self and informant reports 

of ADHD symptoms. However, in the typical ADHD evaluation, the age at which symptoms 

began may also be addressed across multiple contexts, resulting in a number of discrepant data 

sources for this information. For example, an evaluator can determine an age of onset of 

symptoms from: 1) an interview with the client, 2) a self-report checklist of childhood 

symptoms, 3) a parent-report checklist of childhood symptoms, 4) a self-report checklist of 

current symptoms, and 5) a review of prior medical records. However, these five different 

sources may yield different times for the age of onset.  

Concordance rates among age of onset ratings throughout the ADHD evaluation have yet 

to be reported in the published literature. To address this, the five distinct reports of the age of 

onset criterion within each ADHD evaluation were examined for each participant within the 

study. These five data sources stemmed from both self and informant reports (e.g., parents or 

friends) across multiple measures. Data analysis resulted in an overall level of concordance for 

the age of onset ratings across the sample. Additionally, the variance among the five age of onset 

estimates from each ADHD evaluation was calculated for each unique participant, resulting in 

one variance value for each case in the sample. The descriptive characteristics of the resulting 

sample of unique variance values were discussed, particularly in regard to distribution. Finally, 

in light of the increased age of onset criterion for ADHD in DSM-5 (APA, 2013), descriptive 

data pertaining to the age of onset criterion used for official diagnosis were reported for each 
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participant and discussed by comparing DSM-IV-TR to DSM-5. Specifically, the frequency of 

students who experienced symptoms at age 7 or younger (eligible for diagnosis under both DSM-

IV-TR and DSM-5) was discussed in light of the frequency of students with an onset between 

ages 8 and 12 (eligible for ADHD only under DSM-5 criteria). These were explored in order to 

assess implications of the new DSM-5 criteria.  

The specific research questions for these analyses are as follows: Research Question 2:  

Age of onset was assessed using a total of five measures throughout the ADHD evaluation. Each 

reported age of onset value was archived from each corresponding ADHD evaluation, resulting 

in a total of five age of onset estimates for each individual student within the sample. (2a) What 

is the concordance rate of multiple estimates of age of onset within this sample? (2b) How many 

students within the sample were newly eligible for ADHD diagnosis under DSM-5 based on an 

onset of ADHD symptoms between ages 8 to12? (2c) How many students within the DSM-5 

sample were diagnosed based on an onset of ADHD symptoms at age 7 or younger? 

Total number of ADHD symptoms. The third research question analyzed three different 

values for total number of symptoms typically found in an ADHD evaluation, and calculated a 

concordance rate for those three different values. To date, concordance rates among total 

symptom ratings in adults have yet to be reported in the literature, although these reports stem 

from multiple sources throughout the ADHD evaluation and, therefore, may not match. For 

example, an examiner may count the total number of current symptoms based on the client self-

report, the parent report, or a clinical interview with the client. However, three different sources 

may yield a different number of total symptoms.  Because the DSM-5 gives more examples of 

each symptom than the DSM-IV-TR, it is hypothesized that there will be better agreement among 

raters with regard to number of symptoms for a student who was evaluated using DSM-5 criteria.  
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To address this, the concordance rates among three distinct reports of the total number of 

ADHD symptoms were examined for each participant within the study. Data analysis resulted in 

an overall level of concordance for the symptom ratings across the sample. Additionally, the 

variance among the symptom estimates from each unique evaluation was calculated for each 

participant. The unique variance values of the sample were discussed, with particular emphasis 

on the sample’s distribution. As in the previous research question, descriptive data pertaining to 

the total number of reported symptoms were reported for each participant. This value reflected 

the total number of symptoms cited in the official psychological report used in the ADHD 

evaluation of each participant. Specifically, the frequency of participants with six or more total 

symptoms (eligible for diagnosis under both DSM-IV-TR and DSM-5), and exactly five total 

symptoms (newly eligible for diagnosis under DSM-5) were explored in order to assess the 

implications of the new DSM-5 criteria.  

The corresponding research question is as follows: Research Question 3: The total 

number of self-reported and informant-reported symptoms of inattention and 

hyperactivity/impulsivity were examined within a sample of college students with a diagnosis of 

ADHD. The total number of ADHD symptoms was assessed using a total of three measures 

during the ADHD evaluation. The symptom count from each measure was recorded, resulting in 

a total of three values for each individual student within the sample. (3a) What is the 

concordance rate of multiple estimates of total number of ADHD symptoms within this sample? 

(3b) How many students within the sample were diagnosed with ADHD based on a total of 

exactly five symptoms of inattention and/or hyperactivity/impulsivity? (3c) How many students 

within the sample were diagnosed with ADHD based on six or more total symptoms of 

inattention and/or hyperactivity/impulsivity? 
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Definition of Key Terms 

•  Inattention: Term used to refer to behaviors such as wandering off task, lacking 

persistence, difficulty sustaining focus, and disorganization (not due to defiance or lack 

of comprehension) in the context of ADHD (APA, 2013). These symptoms are listed as 

items 1.a. – 1.i. of the DSM-IV-TR and DSM-5 diagnostic criteria for ADHD (APA, 2000; 

2013). 

•  Hyperactivity: Term used to refer to behaviors such as excessive or inappropriate motor 

activity and excessive fidgeting, tapping, or talkativeness (APA, 2013). These symptoms 

are listed as items 2.a. – 2.f. of the DSM-IV-TR and DSM-5 diagnostic criteria for ADHD 

(APA, 2000; 2013). 

•  Impulsivity: Term used to refer to hasty, potentially harmful behaviors that occur without 

forethought, desire for immediate reward, inability to delay gratification, social 

intrusiveness, or lack of consideration for long-term consequences (APA, 2013). These 

symptoms are listed as items 2.g. – 2.i. of the DSM-IV-TR and DSM-5 diagnostic criteria 

for ADHD (APA, 2000; 2013). 

•  Self/Informant Report: Data regarding symptomology and level of impairment collected 

directly from the individual being evaluated (self report), and from other informants who 

have direct experience with the individual, including immediate family, friends, or 

acquaintances (informant report). Self and informant reports are vital components of the 

ADHD evaluation as a means to gather evidence of symptom presence and functional 

impairment throughout development and across various settings (APA, 2013). 
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•  Age of Onset: The earliest age at which evidence of ADHD symptomology and/or 

functional impairment due to ADHD can be established. The current DSM-5 age of onset 

criterion requires evidence of several symptoms prior to the age of 12 (APA, 2013). 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

A review of the literature pertinent to the study is presented in the following section. The 

first section of the literature review highlights the current understanding of adult ADHD in 

regard to hallmarks of the disorder, prevalence rates, and controversies regarding the validity of 

ADHD. Diagnostic conceptualization throughout the DSM series and specific changes to ADHD 

criteria within the DSM-5 follow. Finally, the diagnostic procedures, common measures used for 

diagnosis, integrating multiple sources of data, age of onset, and the total number of symptoms 

required for an ADHD diagnosis are reviewed. 

Overview of ADHD 

 Attention-deficit/hyperactivity disorder (ADHD) is a neurodevelopmental disorder that is 

prevalent in both children and adults. Current diagnostic criteria describe the disorder as a 

“persistent pattern of inattention and/or hyperactivity-impulsivity” that impedes daily 

functioning and may interfere with normal development (APA, 2013, p. 59). Individuals with 

ADHD struggle with difficulties maintaining attention, regulating impulses, and remaining still 

for long periods of time. Additionally, ADHD may impede certain facets of executive 

functioning, such as time management and working memory (APA, 2013; Barkley & Murphy, 

2011).  

Adults with ADHD tend to struggle with a number of difficulties beyond their immediate 

symptoms. They may also experience difficulty with social relationships, occupational and/or 

academic endeavors, and/or activities within the community that may produce a lower quality of 

life (Manos, 2010). Examples of these difficulties include, but are not limited to, lower 

educational attainment, unsteady employment, inability to manage finances, high-risk sexual 
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behavior, higher number of failed marriages, criminal activity, and increased high-risk driving 

habits (Barkley, Murphy, & Fischer, 2008; Biederman et al., 2008; Murphy & Barkley, 1996b).  

Adult college students with ADHD also have reported difficulties related to college life. 

However, their symptoms may manifest themselves differently than symptoms reported in the 

general adult population. College students with ADHD tend to report difficulties managing time 

effectively, controlling impulses, maintaining healthy interpersonal relationships, and regulating 

their use of drugs and alcohol (DuPaul, Schaughency, Weyandt, Tripp, Kiesner, Ota, et al., 

2001). In the classroom, college students with ADHD tend to experience more distracting 

thoughts than their peers, procrastinate more often, and are often held back academically 

(Weyandt & DuPaul, 2006).  

ADHD has long been considered a disorder found primarily in children. Although 

reported prevalence rates vary throughout the literature, ADHD has one of the highest rates of 

diagnosis when compared to other psychological disorders. It is estimated to exist among 3% to 

7% of the child population (Barkley, 2006a). Despite numerous reports throughout the recent 

literature citing an increase in ADHD prevalence within the child population (Akinbami, Liu, 

Pastor, & Rueben, 2011; Boyle et al., 2011; Centers for Disease Control and Prevention, 2010; 

Zito, Safer, Reis, Gardner, Boles, & Lynch, 2000), the prevalence data reported in the fifth 

edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American 

Psychiatric Association [APA], 2013) have not changed significantly from those found in the 

DSM-IV-TR (APA, 2000). The disorder is more common in men than in women, with a gender 

ratio of approximately 2:1 for predominately inattentive subtypes, and as high as 9:1 in the 

remaining subtypes.  
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The past two decades have presented a distinct increase in research interest regarding the 

developmental course of ADHD symptoms into and throughout adulthood (Fargason & Ford, 

1994; Hill & Schoener, 1996), and numerous studies in the literature support adult ADHD as an 

extension of the disorder in childhood (Barkley, Fischer, Smallish & Fletcher, 2002; Downey, 

Stelson, Pomerleau & Giordiani, 1997; Faraone, Biederman, Feighner, & Monuteaux, 2000; 

Millstein, Wilens, Biederman & Spencer, 1997; Murphy & Barkley, 1996b; Srebnicki, 

Kolakowski, & Wolanczyk, 2013). Originally, studies focusing on the interpretation of the DSM 

diagnostic criteria with adults reported only moderate rates of persistence into adulthood. This 

led researchers to hypothesize that the disorder may subside after adolescence (Barkley et al., 

2002). However, in other literature estimates, which focus on functional impairment and severity 

of symptoms, it is suggested that up to 66% of ADHD diagnoses persist into adulthood (Barkley 

et al., 2002; Kessler, Adler, et al., 2005; Sibley et al., 2012; Weiss & Hechtman, 1993).  Overall, 

the current literature suggests that ADHD may be present in approximately 2% to 4% of the 

general adult population (APA, 2013; Faraone & Biederman, 2005; Kessler et al., 2006; Murphy 

& Barkley, 1996b).  

 Despite mounting empirical evidence of the neurobiological foundations of ADHD, a 

lack of definitive tools for diagnosis have caused many individuals to question the validity of the 

disorder. The indirect nature of multiple measurement sources and controversies surrounding the 

diagnostic criteria for ADHD in adults have led to some discrepancy in the literature as to the 

exact percentage of adults who are believed to meet the diagnostic criteria for ADHD. 

Consequently, the diagnosis of adult ADHD remains controversial among the general public and 

within parts of the scientific community. Conflicting perspectives surrounding ADHD, 

commonly referred to in the media as the ADHD debate, generally form two dichotomous views. 
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Numerous peer-reviewed publications have demonstrated that the etiological roots of ADHD 

begin at the neurobiological level, and that the disorder is highly hereditable (Faraone & 

Biederman, 2000; Mueller & Tomblin, 2012; Nigg, 2012; Rohde, Szobot, Polanczyk, Schmitz, 

Martins, & Tramontina, 2005; Swanson, Flodman, Kennedy, Spence, Moyzis, Shuck, et al., 

2000). Thus compelling evidence is provided supporting the validity of ADHD as a 

neurodevelopmental disorder.  

Critics of this viewpoint contend that, as social constructs and norms continue to evolve 

throughout society, so too have the ADHD criteria for diagnosis (Singh, 2008). As the 

conceptual framework of ADHD has shifted to accommodate new research findings, critics of 

ADHD note that the disorder is based on a collection of symptoms with no definitive cause, 

lacks diagnostic validity, and is highly comorbid with a variety of other established 

psychological and medical diagnoses (Nair, Ehimare, Beitman, Nair, & Lavin, 2006; Newcorn, 

Halperin, Jensen, Abikoff, Arnold, Cantwell, et al., 2001). Such critics contribute to the 

argument, suggesting that perhaps ADHD is not a neurodevelopmental disorder, but rather it 

facilitates discrimination against “lazy” individuals who demonstrate common symptoms of 

inattention and hyperactivity/impulsivity (Biederman, 2013; Noury, Tatineni, Ranjit, & Healy, 

2010; Saul, 2014). For example, Tudor Hart’s contention that ADHD is a “social disease” and 

the “consequence of terminal capitalism” (2013) sparked a number of rebuttals citing ADHD as, 

indeed, a valid diagnosis (Berelowitz, 2013; de Bono, Thomas, Chipchase, & McArdle, 2014; 

Hamilton, 2014). Richard Saul’s recent publication, ADHD Does Not Exist (2014) serves as an 

example of the existence of the ADHD debate within the general public. Saul proposes the 

argument that ADHD does not exist and instead forms a set of symptoms caused entirely by 

comorbid mood and anxiety disorders, vision problems, sleeping difficulties, and other 
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neurological and genetic disorders. Also, a number of critics have contributed to the ADHD 

debate by publishing strong opinion pieces with little to no empirical foundation (e.g., Whitely, 

2013), thus perpetuating the public’s negative attitude toward the disorder and further discord 

among researchers (Paterson, 2013; Starling, 2013).  

These conflicting professional viewpoints lie parallel to an escalating social debate 

related to the perception that there has been a rapid rise in ADHD prevalence rates in the United 

States (Akinbami, Liu, Pastor, & Rueben, 2011; Zito, Safer, Reis, Gardner, Boles, & Lynch, 

2000) and widespread dependence on stimulant medications (Swanson & Volkow, 2003), despite 

reports that the true prevalence rates have not significantly changed (APA, 2000; 2013). General 

public prejudice against the validity of ADHD continues to grow despite evidence to the contrary 

(Biederman, 2013), defending the view that ADHD reflects a set of common, often over-

pathologized symptomology. This further contributes to the general stigma of mental health 

diagnoses in the United States (Miller & Prosek, 2013).  

 Changes to ADHD diagnostic criteria found in the recent publication of the DSM-5 

(APA, 2013) have a number of implications for the professional community. Although the 

overall impact of the changes are widely predicted to be quite small (Epstein & Loren, 2013; 

Taylor, 2013), a number of researchers and clinicians have voiced concern over the potential 

impact of the criteria found in DSM-5 pertaining to the age of onset criterion, number of 

symptoms required for diagnosis, and the language describing required symptoms (Frances & 

Widiger, 2012; George, 2013; Jones, 2011; Locke, 2011; Obiols, 2012; Wakefield, 2010). The 

following sections highlight the conceptualization of ADHD throughout the DSM series and the 

specific changes found in DSM-5 (APA, 2013).  
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Diagnostic Conceptualization of ADHD in the DSM 

Throughout the history of medicine, a need for a common system of classification of 

psychiatric disorders among clinicians and researchers has been apparent. The use of diagnosis 

as a systematic nomenclature is widely utilized by medical doctors, psychiatrists, psychologists, 

social workers, nurses, and other mental health professionals (APA, 2000). The diagnosis of 

patients has created a categorization system allowing clinicians to label and identify common 

disorders and to utilize standard methods of treatment and further understanding of these 

conditions. These labels can then be shared and understood universally among clinicians from 

differing training backgrounds and are often used as a tool to identify and manage national health 

statistics (APA, 2000). While the medical field has used empirically-based diagnostic 

classification systems for some time, the psychiatric field has only relatively recently made these 

changes (Clegg, 2012). Unlike the majority of medically-based afflictions, mental illnesses have 

taken on the ability to become socially embedded within popular culture and thereby fall 

susceptible to the subject of political and economic concerns. For this reason, it would be 

imprudent to accept a diagnosis as a means of properly and definitively identifying a psychiatric 

disorder as an independent and clean-cut entity. As culture and time have evolved, so also have 

the classification of diagnoses and the conceptualization of mental illnesses themselves (Clegg, 

2012). 

In America, the evolutionary process of the classification of psychiatric disorders may be 

viewed as a type of continuum, beginning with a broad census of observed “mental diseases”, 

followed by a psychodynamic characterization of so-called “reactions”, then psychological 

stressors, and finally returning to a more empirically-based perspective in the 1970’s (Clegg, 

2012). The Statistical Manual for the Use of Institutions for the Insane (National Committee for 
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Mental Hygiene) was the first documented standardized manual for the diagnosis of psychiatric 

disorders, published in 1918. The majority of the manual includes descriptions of twenty-two 

broad diagnostic categories used to classify psychiatric disorders at that time. These 

classifications were largely based on biological factors with the exception of psychoses and 

neuroses, which were classified as being psychological in nature. 

Throughout the 1940’s, methods of treatment stemming from a psychodynamic 

perspective grew in popularly, specifically as medical professionals and psychiatrists seemed to 

be of the opinion that psychodynamic approaches were successful in the treatment of post-

traumatic reactions in their patients (Grob, 1991). Over time, increased demand for effective 

treatment coupled with increasing popularity in psychoanalytic conceptualization led to a shift in 

the diagnostic model, capturing the interest of medical professionals and shifting the paradigm of 

diagnosis from biomedical-based to one much more focused on the psychodynamic perspective 

of behavioral symptomatology (Clegg, 2012). As a result of this shift, a committee was formed 

comprised of individuals from the office of the U.S. Surgeon General. They were charged with 

the sole purpose of collaborating to produce an alternative method of psychiatric classification. 

This committee eventually produced Medical 203 (U.S. War Department, 1964), a 

document that would change the course of psychiatric diagnosis for a number of decades. 

Medical 203 stipulated that a “disorder” was to be defined as a “generic group,” and that which 

we now refer to as specific mental health diagnoses was to be referred to as a “reaction” (Houts, 

2000; U.S. War Department, 1964). The term “reaction” was theorized to be an operational 

definition of an individual’s behavioral response to varying stressors. This conceptualization 

forged a new path for the field and introduced stark contrast to the previously held notions that 

psychiatric disorders were stable, biological, hereditable conditions. 
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 The DSM series, detailed below, is widely utilized by professionals in the United States 

to diagnose psychological disorders, aid in treatment planning, and evaluate treatment efficacy. 

The DSM is also often used to facilitate clinical trials and research, acquire funding, develop 

innovative treatments, educate students, and shape public policy (Eriksen & Kress, 2006; 

Frances & Widiger, 2012). Throughout recent history, the DSM series, particularly the DSM-IV-

TR (APA, 2000), is considered to be widely influential and unmatched by any other manual in its 

ability to influence the mental health field (Duffy, Gillig, Tureen, & Ybarra, 2002).  

DSM. The DSM (APA, 1952) was published under the pretense that it was to be the 

successor to the Statistical Manual for the Use of Institutions for the Insane (National Committee 

for Mental Hygiene, 1918). In the foreword to the DSM, the manual purports itself to be a result 

of the integration of the numerous existing taxonomies for diagnosis, including those used by the 

U.S. Army and the U.S. Veterans Association (APA, 1952). However, these taxonomies were 

largely based upon the ideas set forth in Medical 203, and much of the language remained the 

same throughout the DSM, including the use of the terms “disorder” and “reaction.” The majority 

of the diagnostic categories were carried over, with many sections of Medical 203 and the DSM 

appearing nearly identical in their finalized publications (Clegg, 2012).  

The conceptualization of ADHD has undergone a number of revisions before becoming 

the modern label of ADHD that is relied upon by clinicians today. The language presented in the 

initial publication of the DSM (APA, 1952) implies that lack of attention is largely neurological 

in nature. Children who displayed symptoms of hyperactivity, inattention, and impulsivity were 

considered to fall under the diagnostic category of “minimal brain dysfunction,” and considered 

within the realm of “normal intelligence,” as opposed to other diagnostic labels falling in the 

“brain-damaged mentally subnormal groups” (Clements, 1966, p.9). The distinction of these 



 

17 

 

 

symptoms from those exhibited by individuals with brain damage or borderline intellectual 

functioning was an important factor in the future conceptualization of ADHD (Lange, Reichl, 

Lange, Tucha, & Tucha, 2010). 

DSM-II. In 1968, the DSM-II (APA) was published in response to an internationally 

supported effort to develop a classification system for disease that could be generalized 

throughout the world. To accommodate these requests, the framers of the DSM-II eliminated the 

use of “reaction” to describe symptomology, made changes to some diagnostic labels and 

categories, and also added a section to focus on disorders of childhood. However, the underlying 

premise of the DSM-II remained largely unchanged from those of its predecessors.  

The publication of the DSM-II (APA, 1968) produced a slight change in the 

conceptualization of ADHD among the scientific community with the introduction of the term 

hyperactivity (Barkley, 2006a; Volkmar, 2003). At that time, the concept of modern-day ADHD 

was introduced to the diagnostic nomenclature as “Hyperkinetic Reaction to Childhood” and 

defined as “over-activity, restlessness, distractibility, and short attention span, especially in 

young children.” It was believed to “diminish by adolescence” (APA, 1968, p. 50, cited in 

Barkley, 2006a, p. 9). The subject of hyperactivity remained pertinent in the literature throughout 

the 1970’s and became the basis of a shifting emphasis on the chronic lack of attention exhibited 

by select children (Rothenberger & Neumarker, 2005). An important contribution to this 

discussion in the literature came from a paper originally addressed to the Canadian Psychological 

Association (Douglas, 1972). This paper put forth the argument that hyperactivity should be 

considered a less important feature of the disorder than the increased impulsivity and lack of 

attention, and it also argued that the best treatment of these symptoms tended to be stimulant 

medication (cited by Barkley, 2006a; Douglas, 1972; Rothenberger & Neumarker, 2005). 
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Douglas’ arguments gained influence over time and were largely responsible for the shift in the 

conceptualization of ADHD seen in the DSM-III (APA, 1980).  

DSM-III. The DSM-III (APA, 1980) built a diagnostic framework that implied 

psychiatric disorders were varying maladaptive reactions to increased stress in the environment. 

These reactions were presented distinctly on a number of levels but still had overlapping 

qualities, such that the diagnostic criteria used to describe them ranged unsystematically. 

Therefore, each reaction could not be allowed to be its own discrete entity. In the DSM-II, a 

reaction was still something that an individual was or an individual did: a murky continuum of 

actions and reactions. With pressure mounting to generalize these reactions, the framers of the 

DSM-III sought to create a new manual that would succeed in integrating the strife of previous 

literature as well as the current economic, political, medical, and psychological controversies 

within the U.S. Diagnostic classification broke away from the socially-embedded taxonomies 

utilized in Medical 203 and the DSM-II, and it moved to classify psychiatric disorders from a 

much more objective, scientific, and atheoretical approach (Clegg, 2012).  

The DSM-III aimed to conceptualize psychiatric disorders as being functionally discrete 

entities, each with distinct criteria. It thus perpetuated the historic continuum of diagnostic 

conceptualization and fell back in line with the original medical models set forth in the 

publication of the original Statistical Manual for the Use of Institutions for the Insane. The DSM-

III claimed to “commit itself anew to that quintessential medical activity: diagnosing illness” 

(Guze, 1982, p.7). The decision to present the DSM-III information in an atheoretical perspective 

was driven largely by the perspective that including etiological theories, in association with the 

disorders listed, did not generalize well across diagnosing professionals and neighboring fields, 

and that it would be viewed as a barrier to use of the manual itself. To avoid this, the framers 
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utilized specific language to identify symptoms for each disorder, thereby creating firm 

boundaries for each disorder and diagnostic category within the manual (Clegg, 2012). These 

changes included the implementation of the multiaxial diagnostic system which is still in use in 

the most recent version of the manual. The movement to utilize more symptom-based language 

promoted the notion that psychiatric disorders are afflictions that individuals have as opposed to 

reactions that are displayed.  

The DSM-III relabeled the disorder currently known as ADHD as “Attention Deficit 

Disorder (ADD) with a specifier for “with or without hyperactivity” (Barkley, 2006a; 

Rothenberger & Neumarker, 2005). The DSM-III relabeling of the disorder, with inclusion of the 

diagnostic specifier, highlighted the new perspective that hyperactivity was no longer considered 

to be a hallmark criterion of the disorder (Conners, 2000). With this distinction, the DSM-III 

broke away from the classification criteria set forth in the ninth edition of the International 

Classification of Diseases (ICD) by the World Health Organization, which still focuses heavily 

on hyperactive symptoms in the identification of the disorder.  

Despite these changes, the DSM-III continued to recognize the important role of attention 

deficits and impulsivity in the conceptualization of ADHD, and it subsequently developed 

separate criteria for inattention, impulsivity, and hyperactivity (Barkley, 2006a). Along with 

these specific criteria came explicit numerical cutoff scores for the identification of 

symptomatology, criteria for the age of onset, criteria for impairment setting, and the 

requirement that the symptoms occur in the absence of other psychiatric disorders (Barkley, 

2006a).  

DSM-III-R. Conceptual changes to the DSM-III reflected in its successor, the DSM-III-R 

(APA, 1987) included the renaming and reclassification of various disorders and also the 
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addition of a section devoted to developmental psychiatric disorders, but these changes were of 

little consequence to the overall classification structure (Clegg, 2012). In the DSM-III, the 

concept of ADHD was presented as one distinct construct referred to as ADD. With the 

publication of the revisions found in the DSM-III-R (APA, 1987), the presence of the 

hyperactivity specifier was viewed as a complicating factor, causing it to be unclear whether 

ADD without hyperactivity may be inherently different than ADD with hyperactivity (Barkley, 

2006a). In order to address this concern, the framers of the DSM-III-R removed the diagnostic 

specifier and renamed the disorder attention deficit-hyperactivity disorder (ADHD), as it is 

known today. The symptoms of hyperactivity, impulsivity, and inattention remained core 

components of the diagnostic criteria and were given one unitary symptom cutoff score (APA, 

1987). At that time, the remaining subtype, ADD without hyperactivity, was reassigned to the 

new category, “Undifferentiated ADD” (Rothenberger & Neumarker, 2005).  

DSM-IV and DSM-IV-TR. Perhaps the most notable change exemplified by the DSM-IV 

(APA, 1994) and its successor, the DSM-IV-TR (APA, 2000), was the process by which both 

new versions of the manual were developed and systematically edited from the previous version. 

Changes made to both versions of the manual included minor language changes, reclassification 

of various disorders, and editing of the diagnostic coding system. However, the framers of the 

DSM-IV and DSM-IV-TR placed emphasis on the philosophical concept of mind-body dualism, 

stating that “most, if not all, psychiatric disorders result from a complex and varying interplay of 

biological, psychological, and environmental risk factors” (Frances et al., 1991, p. 409). Cultural 

sensitivity was also given high importance throughout the revision process because the aim of 

diagnostic conceptualization was to formulate criteria that would be cross-culturally applicable 

as opposed to culture-specific. Overall, the DSM-IV and DSM-IV-TR revisions were processed 



 

21 

 

 

using a systematic approach consisting of three phases: literature reviews, analyses of data, and 

analyses of field trials. The integration of these phases, in conjunction with interview data 

solicited from individuals most likely to be affected by a change in diagnostic criteria, created a 

much more stringent and empirically based foundation for the manual. However, despite these 

changes, there remained uncertainty on how the final data presented in the published version of 

the manual was finalized. It may still be the case that consensus of popular clinical judgment was 

the final deciding factor for much of the information (Clegg, 2012). The DSM-IV (APA, 1994), 

and DSM-IV-TR (APA, 2000) criteria for ADHD differ from previous versions in that the two 

general concepts of inattention and hyperactivity, focused upon in the DSM-III-R 

conceptualization of ADHD, were integrated into four subtypes: predominantly inattentive, 

predominantly hyperactive-impulsive, combined, and not otherwise specified.  

DSM-5. In 1999, development and planning for the publication of the most current 

installment of the DSM series, the DSM-5 (APA, 2013), began largely as a result of the increased 

criticism of numerous DSM-IV-TR (APA, 2000) domains which include the following: lack of 

distinction and excessive comorbidity among various disorders; increased reliance upon the 

arbitrary “not otherwise specified" (NOS) category; and poor conceptualization of disorders 

across multiple developmental life stages (Reiger, Narrow, Kuhl, & Kupfer, 2009). To address 

these shortcomings, the framers of the new DSM-5 have included organizational changes via a 

so-called “metastructure.” This organizational structure groups disorders into large, 

scientifically-based clusters, beginning with disorders typically diagnosed in childhood and 

progressing developmentally throughout the text. Also, the previously over-used NOS category 

has been changed to “not elsewhere classified” (NEC; Tannock, 2013). Although the DSM series 

is intended to be a scientific document free of biases, it has been suggested that the development 
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and framing of the DSM has been influenced by political and social agendas (Frances & Widiger, 

2012). The framers of the DSM-IV included a similar sentiment within the manuscript itself, 

stating "our classification of mental disorders is no more than a collection of fallible and limited 

constructs that seek but never find an elusive truth" (APA, 1994, p. 5). While worthwhile on 

certain levels, such constructs, without the consideration of cultural, socio-economic, or larger 

systemic implications, hold the potential to inflict harm on the general public (Miller & Prosek, 

2013). More specific concerns regarding the DSM-5, including a lack of empirical support for 

many of the changes in how disorders are classified, lowered thresholds for diagnosis, and the 

addition of “new” disorders have also been expressed in the literature (George, 2013; Locke, 

2011; Locke, 2012). Contentions regarding these changes have been expressed among several 

professional organizations including The National Institute of Mental Health (NIMH) and the 

American Psychological Association. Such organizations have voiced concern over the lack of 

empirical validity to many of the DSM-5 changes, and that these changes may result in a 

perceptual shift of many psychological disorders, increasing the potential for misdiagnosis of 

individuals who do not truly qualify for a mental disorder. Consequently, the NIMH has recently 

released a statement indicating that the organization will no longer use the DSM series to guide 

future research (Insel, 2013; Frances, 2009; Jones, 2012).  

For the first time in its history, the DSM-5 (APA, 2013) purports that ADHD is now 

conceptually distinct from conduct disorder (CD) and oppositional defiant disorder (ODD) with 

its classification as a neurodevelopmental disorder. These changes were made so that ADHD 

may be recognized earlier and conceptualized as distinct from other highly comorbid disorders 

such as CD, ODD, and learning disabilities (LD). In addition to the reclassification of the 

disorder, the diagnostic criteria reflected in the DSM-5 have introduced changes across three 
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major areas: symptom criteria, required age of onset, and the number of symptoms required for 

diagnosis.  

Symptom criteria. As recommended by researchers in the literature, the framers of the 

DSM-5 have altered the language used throughout the symptom criteria for enhanced application 

of symptoms across the developmental lifespan. The core symptom criteria for the disorder have 

not changed. Instead, additional text is now included for most of the criteria to provide 

clarification of the behaviors being described. Further clarification was added if the original 

symptom was deemed by researchers to be too child-focused. The examples provided in the 

DSM-5 are more reflective of adult behaviors and daily tasks, therefore making the new 

symptoms more relevant to the adult population. For example, a symptom of inattention included 

in the DSM-IV-TR states that the individual being evaluated “Often loses things necessary for 

tasks or activities (e.g., toys, school assignments, pencils, books, or tools)” (APA, 2000, p. 92). 

The same symptom is printed as, “Often loses things necessary for tasks or activities (e.g., school 

materials, pencils, books, tools, wallets, keys, paperwork, eyeglasses, mobile telephones)” in the 

DSM-5 (APA, 2013, p. 59). The inclusion of descriptive items such as wallets, keys, paperwork, 

eyeglasses, and mobile telephones is aimed to enhance applicability to adults. Another example 

pertaining to hyperactivity/impulsivity is the DSM-IV-TR symptom that requires the individual to 

often act as if they are "on the go" or "driven by a motor" (APA, 2000, p. 92). The same 

symptom is listed as, “Is often ‘on the go,’ acting as if ‘driven by a motor’ (e.g., is unable to be 

or uncomfortable being still for extended time, as in restaurants, meetings; may be experienced 

by others as being restless or difficult to keep up with)” in the DSM-5 (APA, 2013, p. 60). The 

DSM-5 version of the symptoms provides a far more detailed description that is directly relevant 

to the adult population. 
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Age of onset. According to the DSM-5, symptoms of ADHD must be present prior to the 

age of 12 to qualify for the disorder. This criterion was increased from the DSM-IV-TR criterion 

mandating that symptoms must be present prior to 7 years of age. Further discussion of the 

rationale for this change is included on page 40. 

Number of symptoms required for diagnosis.  Adults who report five total symptoms of 

inattention and/or hyperactivity/impulsivity are now eligible for diagnosis under the DSM-5. 

Prior diagnostic criteria required that both adults and children present with no fewer than six 

total clinically significant symptoms of impairment. This criterion is discussed in more detail on 

page 42. 

To clarify the distinct diagnostic changes to ADHD, previous criteria presented in the 

DSM-IV-TR (APA, 2000) and the current DSM-5 (APA, 2013) diagnostic criteria for ADHD are 

provided for comparison in Table 1. Both columns reflect the text exactly as found within the 

DSM. Italicized text in the left column indicates DSM-IV-TR diagnostic criteria that have been 

changed within DSM-5, while bolded text in the right column indicates changes and/or additions 

to diagnostic criteria found in DSM-5 (APA, 2013). 

 

Table 1 

DSM Diagnostic Criteria for Attention-Deficit/Hyperactivity Disorder 

DSM-IV-TR (APA, 2000) DSM-5 (APA, 2013) 

A. Either (1) or (2):  A. A persistent pattern of inattention and/or 

hyperactivity-impulsivity that interferes with 

functioning or development, as characterized 

by (1) and/or (2): 
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Table 1, Continued 

DSM Diagnostic Criteria for Attention-Deficit/Hyperactivity Disorder 

DSM-IV-TR (APA, 2000) DSM-5 (APA, 2013) 

1. Inattention: Six (or more) of the following 

symptoms of inattention have persisted for at least 6 

months to a degree that is maladaptive and 

inconsistent with developmental level: 

1. Inattention: Six (or more) of the following 

symptoms have persisted for at least 6 months to a 

degree that is inconsistent with developmental 

level and that negatively impacts directly on 

social and academic/occupational activities: 

Note: The symptoms are not solely a 

manifestation of oppositional behavior, 

defiance, hostility, or failure to understand 

tasks or instructions. For older adolescents and 

adults (age 17 and older), at least 5 symptoms 

are required. 

 

a. Often fails to give close attention to details or 

makes careless mistakes in schoolwork, work, or 

other activities 

a. Often fails to give close attention to details or 

makes careless mistakes in schoolwork, at work, 

or during other activities (e.g., overlooks or 

misses details, work is inaccurate) 

 

b. Often has difficulty sustaining attention in tasks 

or play activities  

b. Often has difficulty sustaining attention in tasks 

or play activities (e.g., has difficult remaining 

focused during lectures, conversations, or 

lengthy reading) 

 

c. Often does not seem to listen when spoken to 

directly  

c. Often does not seem to listen when spoken to 

directly (e.g., mind seems elsewhere, even in the 

absence of any obvious distraction) 

 

d. Often does not follow through on instructions and 

fails to finish schoolwork, chores, or duties in the 

workplace (not due to oppositional behavior or 

failure to understand instructions)  

d. Often does not follow through on instructions 

and fails to finish schoolwork, chores, or duties in 

the workplace (e.g., starts tasks but quickly loses 

focus and is easily sidetracked) 

 

e. Often has difficulty organizing tasks and 

activities  

e. Often has difficulty organizing tasks and 

activities (e.g., difficulty managing sequential 

tasks; difficulty keeping materials and 

belongings in order; messy, disorganized work; 

has poor time management; fails to meet 

deadlines) 

 

f.  Often avoids, dislikes, or is reluctant to engage in 

tasks that require sustained mental effort (such as 

schoolwork or homework)  

f. Often avoids, dislikes, or is reluctant to engage 

in tasks that require sustained mental effort (e.g., 

schoolwork or homework; for older adolescents 

and adults, preparing reports, completing 

forms, reviewing lengthy papers) 
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Table 1, Continued 

DSM Diagnostic Criteria for Attention-Deficit/Hyperactivity Disorder 

DSM-IV-TR (APA, 2000) DSM-5 (APA, 2013) 

g. Often loses things necessary for tasks or activities 

(e.g., toys, school assignments, pencils, books, or 

tools)  

g. Often loses things necessary for tasks or 

activities (e.g., school materials, pencils, books, 

tools, wallets, keys, paperwork, eyeglasses, 

mobile telephones) 

 

h. Is often easily distracted by extraneous stimuli  h. Is often easily distracted by extraneous stimuli 

(for older adolescents and adults, may include 

unrelated thoughts) 

  

i. Is often forgetful in daily activities i. Is often forgetful in daily activities (e.g., doing 

chores, running errands; for older adolescents 

and adults, returning calls, paying bills, 

keeping appointments) 

 

2. Hyperactivity-Impulsivity: Six (or more) of the 

following symptoms of hyperactivity-impulsivity 

have persisted for at least 6 months to a degree that 

is maladaptive and inconsistent with developmental 

level: 

2. Hyperactivity and Impulsivity: Six (or more) of 

the following symptoms have persisted for at least 

6 months to a degree that is inconsistent with 

developmental level and that negatively impacts 

directly on social and academic/occupational 

activities:  

Note: The symptoms are not solely a 

manifestation of oppositional behavior, 

defiance, hostility, or a failure to understand 

tasks or instructions. For older adolescents and 

adults (age 17 and older), at least five 

symptoms are required. 

 

a. Often fidgets with hands or feet or squirms in seat  

 

a. Often fidgets with or taps hands or feet or 

squirms in seat 

 

b. Often leaves seat in classroom or in other 

situations in which remaining seated is expected  

 

b. Often leaves seat in situations when remaining 

seated is expected (e.g., leaves his or her place in 

the classroom, in the office or other workplace, 

or in other situations that require remaining in 

place) 

 

c. Often runs about or climbs excessively in 

situations in which it is inappropriate (in 

adolescents or adults, may be limited to subjective 

feelings of restlessness) 

 

c. Often runs about or climbs in situations where it 

is inappropriate (Note: In adolescents or adults, 

may be limited to feeling restless.) 

d. Often has difficulty playing or engaging in leisure 

activities quietly  

d. Often unable to play or engage in leisure 

activities quietly 
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Table 1, Continued 

DSM Diagnostic Criteria for Attention-Deficit/Hyperactivity Disorder 

DSM-IV-TR (APA, 2000) DSM-5 (APA, 2013) 

e. Is often “on the go” or often acts as if “driven by 

a motor”  

 

e. Is often “on the go,” acting as if “driven by a 

motor” (e.g., is unable to be or uncomfortable 

being still for extended time, as in restaurants, 

meetings; may be experienced by others as 

being restless or difficult to keep up with) 

 

f. Often talks excessively f. Often talks excessively 

 

g. Often blurts out answers before questions have 

been completed  

g. Often blurts out an answer before a question has 

been completed (e.g., completes people’s 

sentences; cannot wait for turn in conversation) 

 

h. Often has difficulty awaiting turn  h. Often has difficulty waiting his or her turn 

(e.g., while waiting in line)  

 

i. Often interrupts or intrudes on others (e.g., butts 

into conversations or games) 

i. Often interrupts or intrudes on others (e.g., butts 

into conversations, games, or activities; may 

start using other people’s things without asking 

or receiving permission; for adolescents and 

adults, may intrude into or take over what 

others are doing) 

 

B. Some hyperactive-impulsive or inattentive 

symptoms that caused impairment were present 

before age 7 years.  

 

B. Several inattentive or hyperactive-impulsive 

symptoms were present prior to age 12 years. 

C. Some impairment from the symptoms is present 

in two or more settings (e.g., at school [or work] 

and at home).  

 

C. Several inattentive or hyperactive-impulsive 

symptoms are present in two or more settings 

(e.g., at home, school, or work; with friends or 

relatives; in other activities). 

 

D. There must be clear evidence of clinically 

significant impairment in social, academic, or 

occupational functioning. 

 

D. There is clear evidence that the symptoms 

interfere with, or reduce the quality of, social, 

academic, or occupational functioning. 

E. The symptoms do not occur exclusively during 

the course of a Pervasive Developmental Disorder, 

Schizophrenia, or other Psychotic Disorder and are 

not better accounted for by another mental disorder 

(e.g., Mood Disorder, Anxiety Disorder, 

Dissociative Disorders, or a Personality Disorder). 

E. The symptoms do not occur exclusively during 

the course of schizophrenia, or other psychotic 

disorder and are not better explained by another 

mental disorder (e.g., mood disorder, anxiety 

disorder, dissociative disorder, personality 

disorder, substance intoxication or withdrawal). 
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Table 1, Continued 

DSM Diagnostic Criteria for Attention-Deficit/Hyperactivity Disorder 

DSM-IV-TR (APA, 2000) DSM-5 (APA, 2013) 

Code based on type: 

 

314.01 Attention-Deficit/Hyperactivity Disorder, 

Combined Type: If both Criteria A1 and A2 are met 

for the past 6 months  

 

 

Specify Whether: 

 

314.01 (F90.2) Combined presentation.  If both 

Criterion A1 (inattention) and Criterion A2 

(hyperactivity-impulsivity) are met for the past 6 

months.  

314.00 Attention-Deficit/Hyperactivity Disorder, 

Predominantly Inattentive Type: If Criterion A1 is 

met but Criterion A2 is not met for the past 6 

months 

 

314.00 (F90.0) Predominantly inattentive 

presentation. If Criterion A1 (inattention) is met 

but Criterion A2 (hyperactivity-impulsivity) is not 

met for the past 6 months. 

 

314.01 Attention-Deficit/Hyperactivity Disorder, 

Predominantly Hyperactive-Impulsive Type: If 

Criterion A2 is met but Criterion A1 is not met for 

the past 6 months  

314.01 (F90.1) Predominantly hyperactive-

impulsive presentation. If Criterion A2 

(hyperactivity-impulsivity) is met and Criterion 

A1 (inattention) is not met for the past 6 months. 

 

Coding note: For individuals (especially 

adolescents and adults) who currently have 

symptoms that no longer meet full criteria, “In 

Partial Remission” should be specified. 

Specify if:  

In partial remission: When full criteria were 

previously met, fewer than the full criteria have 

been met for the past 6 months, and the 

symptoms still result in impairment in social, 

academic, or occupational functioning. 

 

Not applicable Specify current severity:  

Mild: Few, if any, symptoms in excess of those 

required to make the diagnosis are present, and 

symptoms result in no more than minor 

impairments in social or occupational 

functioning. 

Moderate: Symptoms or functional impairment 

between “mild” and “severe” are present.  

Severe: Many symptoms in excess of those 

required to make the diagnosis, or several 

symptoms that are particularly severe, are 

present, or the symptoms result in marked 

impairment in social or occupational 

functioning. 
Note: Italicized text in left column indicates DSM-IV-TR diagnostic criteria changed in DSM-5; Bolded text in right column indicates  

changes and additions to diagnostic criteria found in DSM-5 (APA, 2013) 

 

 

 The changes described above were in response to a variety of concerns regarding 

diagnostic issues. In response to the concerns raised regarding age of onset, subtype validity, 
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etc., the framers of the DSM-5 include the use of “specifiers” as opposed to subtypes (APA, 

2013). The shift in language from “subtypes” to “specifiers” within ADHD reflects a growing 

body of empirical support for a continuous development of symptom presentation throughout the 

lifespan (Epstein & Loren, 2013). Further general changes include requiring proof of behavioral 

symptoms, as opposed to proof of overall impairment at age of onset. Also, the requirement that 

“several” symptoms be present across settings was also altered from the previous requirement of 

“some” symptoms reflected in the DSM-IV-TR (APA, 2000; 2013). Also of note is the inclusion 

of Other Specified Attention-Deficit/Hyperactivity Disorder, for use when an individual’s 

symptoms do not meet full criteria for ADHD, and the clinician chooses to specify reasoning for 

the diagnosis. Alternatively, Unspecified Attention-Deficit/Hyperactivity Disorder is intended 

for use in situations in which an individual’s symptoms do not meet full criteria for ADHD, and 

the clinician does not wish to provide specific reasoning for the diagnosis (APA, 2013). 

 Modifications found in the DSM-5 (APA, 2013) may make the diagnosis of ADHD more 

reliable with the reliance on the presence of symptoms opposed to impairment, which is a less 

subjective criterion. However, critics note that shifting the focus to symptoms has the potential to 

increase the number of children and adults who meet criteria for ADHD, and it is possible that 

the severity specifiers (mild, moderate, severe) introduce even more subjectivity to the diagnostic 

process and may potentially vary greatly among diagnosticians (Epstein & Loren, 2013). 

Overall, the greatest critique of the modified ADHD criteria in DSM-5 is the lack of solid 

empirical support and need for additional research to avoid the potential for widespread 

misdiagnosis of the disorder (Coghill & Seth, 2011; Epstein & Loren, 2013; Hebebrand and 

Buitelaar, 2011; Prosser & Reid, 2013; Sibley, Waxmonsky, Robb, & Pelham, 2013).  
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Diagnostic Procedures for Adult ADHD 

 Although the diagnostic criteria included in the DSM-5 (APA, 2013) seem to portray 

ADHD as a relatively simple disorder to identify, it may not be so among adults (Biederman, 

2013; Pazol & Griggins, 2012; Nigg, 2013). No objective genetic, medical, or 

neuropsychological assessment currently exists that can definitively confirm the presence of 

ADHD or rule out differential diagnoses (Biederman, 2013; Manos, 2010; Rösler, Retz, Thome, 

Schneider, Stieglitz, & Falkai, 2006). This could be due to many diagnostic measures failing to 

provide appropriate developmental sensitivity in their diagnostic cutoff values for adults 

(Belendiuk, Clarke, Chronis, & Raggi, 2007) or lack of a comprehensive theory in the literature 

fully explaining the symptoms seen in adult ADHD. In order to rely on the most recent version 

of the DSM, clinicians must arrive at a firm diagnosis by collecting as much collateral 

information as possible. Accurate diagnosis of adult ADHD is best labeled as a “clinical 

decision-making process” (Faraone et al., 2000). Clinicians typically seek to first identify the 

current level of ADHD symptoms; assess the extent to which symptoms may be present across 

settings; investigate childhood, developmental, psychiatric, and neuropsychiatric history with 

both the individual and a secondary informant; rule out alternative foundations for symptoms; 

and lastly, determine the potential for the presence of comorbid conditions and seek further 

testing if necessary (Manos, 2010; Wasserstein, 2005). Typical diagnostic tests include methods 

of self report, informant reports, direct observation across multiple settings, and assessment of 

cognitive ability. These tests assess the psychopathology, family history, functional impairments, 

presence of comorbid conditions, and developmental course of symptoms within an individual 

(Rösler et al., 2006).  
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 The value of using information from as many sources as possible is well supported in the 

literature, especially because adults with ADHD have been known to downplay the presence and 

severity of their symptoms on self-report measures (Barkley & Biederman, 1997; Vashak, Lloyd, 

& Taylor, 2013; Vogel, 2013). While information from varying perspectives can help clinicians 

better understand the nature of an individual’s current complaints, varied sources of information 

may also yield discrepant results. For example, age of onset data may be collected via clinical 

interview and multiple self and informant reports, allowing for a variety of responses in the 

ADHD evaluation. Furthermore, the number of total ADHD symptoms may be recorded during a 

clinical interview, across multiple self and informant reports, or through cognitive testing. The 

potential for such discrepant data highlights the assertion that adult ADHD is best diagnosed 

through a deliberate process of clinical judgments (Faraone et al., 2000). 

Common Measures Used in the Diagnosis of Adult ADHD 

 Neurological tests. Much of what is now known and understood about the etiology of 

ADHD has been derived from neurological testing. Neurological testing, in relation to ADHD, 

typically involves a comparison of the magnitude of cognitive differences between individuals 

with and without the disorder, to better isolate and study the attributes that make ADHD unique  

(Mueller & Tomblin, 2012). These types of tests measure processes such as sustained attention, 

planning, interference control, and set shifting (the ability to shift attention between two or more 

tasks). Common cognitive tests include the Continuous Performance Test, (Conners et al., 2000; 

Rosvold, Mirsky, Sarason, Bransome, & Beck, 1956), Porteus Maze (Porteus, 1959), Stroop 

Task (Stroop, 1935), Trail Making Test, Part B (Reitan, 1992), Tower of Hanoi/London 

(Shallice, 1982), and Wisconsin Card Sorting Test (WCST; Heaton et al., 1993). A detailed list 

of these measures may be found in Appendix A.  
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 In a meta-analysis performed by Frazier, Demaree, and Youngstrom (2004), a number of 

commonly used neuropsychological and cognitive assessments including the WCST (Heaton et 

al., 1993), Stroop Task (Stroop, 1935), and Trail Making Test, Part B (Reitan, 1992) were 

examined in relation to ADHD. To designate a baseline for comparing individual cognitive 

strengths and weaknesses, an assessment of overall cognitive ability was derived using 

individual full-scale intelligence quotient (FSIQ) scores. Frazier et al. (2004) found that the 

Cohen’s d effect size values for overall cognitive ability (expressed in terms of standard 

deviations from group means) differed significantly between individuals with and without 

ADHD. However, this study also found that differences between groups on specific cognitive 

ability measures were not statistically significant, suggesting that the use of isolated 

neuropsychological tests may not be sensitive enough for the detection of ADHD (Frazier et al., 

2004).  

 Neurological testing is continually evolving; one such example is the recent development 

of the Quotient ADHD System (Sumner, 2010), which utilizes a motion tracking system to 

monitor inattention and hyperactivity/impulsivity. Another test, the Neuropsychiatric EEG-Based 

Assessment Aid (NEBA) System (United States Food and Drug Administration, 2013), is the 

first objective test for ADHD that analyzes brain waves by utilizing electroencephalogram (EEG) 

technology. With further research, it is possible that the introduction of these new measures may 

provide more reliable and valid methods for diagnosing ADHD.  

 Clinical interviews. Clinical interviews are often considered clinicians’ best tools to 

diagnose ADHD in adults (Murphy & Adler, 2004; Davidson, 2008). Clinical interviews give 

information such as early developmental history, social relationships, medical and psychiatric 

history, and a detailed description of an individual’s primary complaints. Although many 
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clinicians may choose to use an unstructured format for interviewing, there are a number of 

semi-structured diagnostic interview measures that are currently supported and commonly used. 

For example, the Wender-Reimherr Interview (WRI; Wender, 1995) evaluates ADHD symptom 

severity in adults. The Adult Interview, published by Barkley and Murphy (1998), focuses on the 

evaluation of childhood and current ADHD symptoms in adults derived directly from the DSM-

IV-TR criteria. The Connor’s Adult ADHD Diagnostic Interview for DSM-IV (CAADID; 

Epstein, Johnson, & Conners, 2004) includes two parts: risk factors, school, family, 

occupational, psychiatric, and interpersonal history, as well as current and childhood DSM-IV-TR 

symptoms including age of onset, pervasiveness, and level of impairment. Also, the Structured 

Clinical Interview for DSM-IV Criteria for DSM Axis I (SCID-I; First, Spitzer, Gibbon, & 

Williams, 2002) contains checklists for DSM diagnostic criteria and can be used for primary and 

differential diagnosis of ADHD in adults. Reliability data regarding semi-structured clinical 

diagnostic interviews published after the publication of the DSM-IV-TR criteria for ADHD 

(APA, 2000) show test-retest and inter-rater reliability coefficients to be acceptable for these 

measures (e.g., Epstein & Kollins, 2006; Marchant, Reimherr, Robison, Robison, & Wender, 

2013; Zanarini et al., 2000), thus providing support for their utility in the evaluation of ADHD. 

 Behavioral rating scales. Behavioral rating scales are also commonly relied upon by 

clinicians to extract valuable information about ADHD symptoms, history, and level of 

impairment from an individual’s family members and significant others, which can shed valuable 

light on an individual’s overall level of functioning (Barkley, 2006). Some self-rating scales 

which have been formulated to utilize adult-specific language and norms include the following: 

ADHD Rating Scale-IV (DuPaul, Power, Anastopoulos & Reid, 1998), Adult ADHD Self-

Report Scale version 1.1 (ASRS- v. 1.1; Adler, Kessler & Spencer, 2003), Adult ADHD Quality 
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of Life Scale (Flanagan, 1982), Barkley Adult ADHD Rating Scale-IV (BAARS-IV; Barkley, 

2011), Barkley Deficits in Executive Functioning Scale (BDEFS; Barkley, 2011), Barkley 

Functional Impairment Scale (BFIS; Barkley, 2011), Brown Attention-Deficit Disorder Rating 

Scale for Adults (Brown ADD-RS; Brown, 1996), Conner’s Adult ADHD Rating Scales 

(CAARS; Conners, Erhart & Sparrow, 1999), and Wender Utah Rating Scale (WURS; Ward, 

Wender & Reimherr, 1993). A detailed list of these measures and their psychometric properties 

may be found in Table 2.  

 

Table 2 

Common Diagnostic Behavioral Rating Scales for ADHD 

Test Name Description Psychometric Properties 

  Test-Retest 

Reliability
a 

Internal 

Consistency
b
 

ADHD Rating 

Scale- IV 

• Designed for parents (P) and teachers (T) to assess 

symptoms of ADHD based on DSM-IV criteria 

•  18 likert-scale items  

Parent:    .85 

Teacher:    .90 

Parent:    .85 

Teacher:    .90 

Adult ADHD 

Quality of Life 

Scale (AAQoL) 

 

• Assesses overall quality of life rather than direct 

symptoms of ADHD 

•  29 likert-scale items  

•  4 subscales including Life Productivity, Psychological 

Health, Life Outlook, and Relationships 

.88 .93 

Adult ADHD 

Self-Report 

Scale version 

1.1 (ASRS) 

• Assesses ADHD symptoms in adult based on DSM-

IV-TR criteria 

•  18 likert-scale items  

.58 - .77 .63 - .72 

Barkley Adult 

ADHD Rating 

Scale – IV 

(BAARS-IV) 

• Assesses current and childhood ADHD symptoms and 

impairment 

• Likert-scale items based on DSM-IV criteria 

•  Includes informant forms to collect data from 

additional informants 

Current:  .75 

Childhood:  .79 

Current:  .92 

Childhood:  .95 

Barkley Deficits 

in Executive 

Functioning 

Scale (BDEFS) 

• Assesses time management, organization and problem 

solving, self-restraint, self-motivation, and self-

regulation of emotions 

• Likert-scale items based on DSM-IV criteria 

.82 .99 
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Table 2, Continued 

Common Diagnostic Behavioral Rating Scales for ADHD 

Test Name Description Psychometric Properties 

Barkley 

Functional 

Impairment 

Scale (BFIS) 

 

• Evaluates impairment in 15 domains of psychosocial 

functioning 

•  Includes informant forms to collect data from 

additional informants 

.82 .97 

Brown 

Attention-

Deficit Disorder 

Rating Scale for 

Adults (Brown 

ADD-RS) 

•  Focuses on executive functioning opposed to direct 

ADHD diagnostic criteria  

•  For administration to adolescents or adults 

•  40-likert- scale items  

.87 .93 

Conner’s Adult 

ADHD Rating 

Scales 

(CAARS) 

• Assesses DSM-IV criteria for ADHD, emotional 

regulation, and self-concept  

•  66 likert-scale items 

•  Includes “other” forms to collect data from additional 

informants  

.85-.91 .80-.89 

Wender Utah 

Rating Scale 

(WURS) 

• Assesses DSM-IV criteria for adult ADHD  

•  25 likert-scale items 
.68 .87 

a
Values in this column refer to Pearson Product-Moment Correlation (r) 

b
Values in this column refer to Alpha Cronbach (α)  

 

 

Integrating Multiple Sources of Data  

As seen above, different assessment techniques give information about cognitive 

processes, history of difficulty, anecdotal examples, specific symptoms, and areas of functional 

impairment. However, difficulties in integrating this information tend to arise when multiple 

informants are involved in the diagnostic process. This is ironic because most researchers agree 

that diagnostic information must be gathered from as many sources as possible to increase 

validity (Swanson, 2009). The guidelines set forth by the DSM-IV-TR (APA, 2000) require that 

behavioral symptoms of ADHD be present and documentable in at least two settings. This 

requirement has remained largely the same within the DSM-5 (APA, 2013). However, a number 

of issues often complicate the ability for clinicians to gather valid data from multiple sources, 

making accurate diagnosis difficult.   
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For adults diagnosed in community settings or students in university settings, many 

teachers, parents, and significant others who often serve as informants on behavioral rating 

measures are unable to remember the actual symptoms that adult students being evaluated may 

have exhibited in childhood. Retrospective reports of prior symptoms can fall victim to 

distortion, thus severely diminishing the validity of the testing process (Barkley & Murphy, 

1998). Adults often lack adequate documentation of past symptoms (Quinn, 2003), and college 

students who are being evaluated for ADHD may be unable to provide documentation or 

unbiased information regarding their own symptoms in childhood, especially if they have never 

been previously diagnosed with the disorder (Conners et al., 1999). College students are also 

often motivated by external factors such as access to academic accommodations and/or stimulant 

medication that often come along with a diagnosis of ADHD. Moreover, research has shown that 

parental reports of childhood symptoms in their adult children often focus on more memorable 

major life events related to occupation and education, such as being fired or dropping out of 

school, more so than everyday symptoms, such as losing things or missing appointments 

(Barkley et al., 2002). Young adults, such as college students, tend to over-report symptoms and 

functional impairment, while older adults with long-standing symptoms of ADHD tend to 

underreport functional impairment (Sibley et al. 2012). Significant others of adults who are 

presenting for ADHD evaluations do not have the ability to directly assess these symptoms prior 

to the start of their present relationship (Belendiuk et al., 2007). Also, many individuals who 

serve as informants are simply not trained to correctly identify symptoms of inattention and 

hyperactivity/impulsivity. For these reasons concordance rates may often be low, even when self 

and informant reports cover the same time period.  
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The following three sections include further detail regarding the major diagnostic 

changes reflected in the DSM-5. First, a review of concordance rates between ADHD self and 

informant measures is provided. This section relates directly to the altered language reflected in 

the DSM-5 symptom criteria. Next, the rationale and implications of the increased age of onset 

criterion is reviewed. The last section details the number of symptoms required for a diagnosis of 

adult ADHD in the DSM-5 

Concordance Rates Among Informants 

Due to the difficulties described above, investigators have explored the concordance rates 

between self and informant measures in adults. The Pearson product-moment correlation 

coefficient, symbolized as r (Pearson, 1895) is frequently used in the literature to report the 

inter-rater reliability on behavioral rating scales for ADHD (e.g., Barkley & Murphy, 2011). 

Below, qualitative labels pertaining to the strength of agreement (e.g., “moderate” agreement) are 

based on the widely-cited values reported by Cohen (1988), suggesting that r values between .1 

and .3 indicate “weak” agreement, r values between .3 and .5 indicate “moderate” agreement, 

and r values greater than .5 reflect “strong” agreement. Additional, more general qualifiers (e.g., 

“very strong” agreement) are often cited in the literature to for values between .8 and 1.0 (Evans 

1996).  

For example, in 2011, Barkley, Knouse, and Murphy examined the similarities between 

self and informant reports using the Barkley Adult ADHD Rating Scale-IV (BAARS-IV; 

Barkley, 2011) in three groups of adults (total n = 352): one group with a clinical diagnosis of 

ADHD, one group with self-identified symptoms of ADHD, and one group of adults with no 

known symptoms of ADHD. The results of this study showed moderate to high concordance 

rates between self and informant ratings of current functioning (r = .59 to r = .80), with slightly 
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lower levels of concordance between ratings pertaining to childhood symptoms (r = .53 to r = 

.75). Barkley et al. (2011) found that women with self-reported symptoms of ADHD (but no 

formal diagnosis) tended to have higher score discrepancies than men and women in the ADHD 

or control group. They found higher levels of anxiety to be indicative of discrepancy across all 

three groups but did not find significant disparities related to age, intelligence, or education. A 

study by Van Voorhees, Hardy, and Kollins (2011) displayed similar methodology with a focus 

on concordance rates of self and observer ratings using the Conners’ Adult ADHD Rating Scales 

(CAARS; Conners et al., 1999). This study consisted of a sample of 349 adults who were being 

evaluated for self-reported attentional difficulties. Concordance rates were examined and found 

to be in the weak to moderate range (r = .34) between self and observer ratings on the overall 

DSM-IV-TR symptom cluster of the CAARS.  

Dias, Mattos, Coutinho, Segenreich, Saboya, and Ayrao (2008) evaluated the 

concordance rates between retrospective parent and self reports of childhood symptoms of 

ADHD in a sample of 68 community-referred adults using a modified version of the Kiddie 

Schedule for Affective Disorders and Schizophrenia – Epidemiological Version (K-SADS-E; 

Kaufman, Birmaher, Brent, Rao, & Ryan, 1997) in Portuguese. Dias et al. (2008) reported that in 

approximately 68% of cases, self and parent versions of the instrument reflected agreement 

regarding the presence of childhood symptomology, with an agreement on specific ADHD 

subtype in approximately 59% of the sample. While these percentages are relatively high, there 

were a number of limitations to this study, including the potential for invalidation of the 

instrument during translation and the use of a sample heavily skewed toward older adults than 

those of other studies in this area (e.g., Barkley et al., 2002). 
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To explore concordance rates between self and informant measures specific to the college 

student population, Katz, Petscher, and Welles (2009) used the Childhood and Current Symptom 

Scales (Barkley & Murphy, 1998) with 190 self-referred college students. They explored 

differences between students whose symptoms were gauged using self-report only and those who 

were gauged using both self-report and other-report of ADHD symptoms. Katz et al. (2009) 

found that students who met diagnostic criteria for ADHD using only self-reporting methods 

endorsed a similar number of symptoms to those students who met diagnostic criteria using both 

self-report and other-report sources. Katz et al. (2009) also concluded that self-reported symptom 

scores were higher, overall, than informant reports of the same symptoms. Interestingly, this 

finding is contrary to other published studies in adults, which have reported that informant-

reported symptoms of ADHD tend to be more severe compared to self-reported symptoms (e.g., 

Barkley et al., 2002; Zucker et al., 2002). This study lends support to the possibility that some 

college students may over-report, or at times even falsify, self-reported symptoms of ADHD in 

order to become eligible for certain academic accommodations (Quinn, 2013). 

More recently, Willcutt et al. (2012) evaluated the overall reliability of inter-rater 

measures within the scope of their meta-analytic review of the literature. They utilized a number 

of studies focusing on children and adolescents. They found that the correlations between teacher 

and parent ratings of both inattention and hyperactivity/impulsivity were moderate at r = .43 and 

r = .42, respectively. In further studies focusing on the self-report measures of adults compared 

to data reported by a familiar adult, reliability coefficients for the two symptom dimensions 

ranged from r = .54 to r = .47, respectively. Rates of concordance between self and informant 

reports pertaining directly to the DSM-IV-TR diagnostic criteria in studies involving children or 

adolescents have been found to be approximately 19% agreement for the combined subtype, 26% 
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agreement for the inattentive subtype, and 16% for the hyperactive/impulsive subtype (Willcutt 

et al., 2012). These are estimated to be lower than concordance rates between self and informant 

reports in adults.    

The studies reviewed in this section provide evidence for the discrepancies throughout 

the literature with respect to concordance rates between self and informant reports of symptoms. 

While some reports comparing self reports and informant reports are acceptable (e.g., r = .80 in 

Barkley et al., 2011), informant reports yield lower results (e.g., r = .34 in Van Voorhees, Hardy, 

& Kollins, 2011). There are a number of factors that may influence the outcome of these reports, 

such as differences within the participant sample, measures used, and statistical analyses applied 

to the data. The results reported in Katz et al.’s study (2009) raise questions regarding the nature 

of self-report and informant-report concordance rates within the college student population. 

Willcutt et al. (2012) endeavored to provide a larger perspective to this area of research with 

their meta-analysis of the literature. However, this study also yielded a wide range of 

concordance rates and provided further evidence that rates of agreement may be quite low.  

These findings highlight the need for further research in this area, particularly within the 

college student population. As outlined previously, the new diagnostic criteria in the DSM-5 now 

provide specific examples for most of the symptoms of inattention and hyperactivity/impulsivity 

found in ADHD. Such examples were created with the rationale that they will perhaps increase 

the validity of diagnostic procedures and increase concordance rates among informant sources. 

However, further research is needed to provide empirical evidence of the enhanced utility of the 

new DSM-5 criteria for ADHD. 

Age of Onset of ADHD Symptoms 

The age of onset criterion for ADHD diagnosis has long been regarded as inappropriate 
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for older children, adolescents, and adults (see Applegate et al., 1997; Faraone et al., 2000; 

2006). In the DSM-IV-TR (APA, 2000) the age of onset criterion states that in order to qualify for 

a diagnosis of ADHD, impairment must be present before 7 years of age. This means that adults 

must garner “proof” of these symptoms retrospectively and often with the aid of multiple 

informants. Unfortunately, adults cannot always remember this time period accurately, and 

independent informant raters have an even more difficult time offering valid insight to this time 

period. The difficulty that informants face in accurately reporting the age of symptom onset often 

leads to discrepant data across multiple measures in the ADHD evaluation.  

Moreover, there does not appear to be any empirical validity behind the choice of age 7 

as the age of onset for the disorder (Barkley, 1997; Barkley & Murphy, 1998). This concern was 

debated in the development of the DSM-5 (APA, 2013). Suggestions were made to increase this 

age to a range to somewhere between 12 and 14 (Barkley, 1997). Although this range has not yet 

been rigorously tested and empirically proven either, there is some evidence lending support to 

these changes. Applegate et al. (1997) suggested that a large number of children who participated 

in the DSM-IV-TR field trials were unable to meet diagnostic criteria for ADHD prior to age 7, 

but as they grew older they exhibited symptoms high enough in severity to meet criteria by the 

age of 14. Also, children who met criteria at the age of 7 and 14 scored similarly on measures of 

neurocognitive functioning, comorbidity, and personality (Applegate et al., 1997; Faraone et al., 

2000), which further elucidated the need for further testing to validate a more appropriate age of 

onset. The current DSM-5 (APA, 2013) now reflects a change in the age of onset criterion from 7 

years of age to 12 years of age, thus taking the concerns of researchers into account and sparking 

further controversy due to continued lack of empirical evidence (Coghill & Seth, 2011).  

Despite concerns expressed throughout the literature that the higher age criterion may 
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result in the risk of over-diagnosis and mislabeling ADHD as common developmental pubertal 

changes (Bastra & Frances, 2012; Thomas, Mitchell, & Batstra, 2013), no empirical evidence 

currently exists in the literature to support this. According to a recent study conducted on 

approximately 2000 children in the United Kingdom, an increase in the age of onset criterion 

from 7 to 12 yielded only a 0.1% increase in prevalence rates (Polanczyk, Caspi, Houts, Kollins, 

Rohde, Moffitt, 2010). Since only a small number of adults report symptom presence prior to the 

age of 7 (Kessler, Berglund, Demler, Jin, Merikangas, & Walters, 2005), increasing the age of 

onset criterion to 12 years of age likely increased the validity of diagnosis in adolescents and 

lessened rates of under-diagnosis of ADHD in adults (Bell, 2011; Cortese, 2013). Once again, 

further research is warranted in this area reflecting the DSM-5 changes, particularly within the 

adult population. 

Number of Symptoms Required for Diagnosis of Adult ADHD 

 DSM-5 (APA, 2013) states that adults must exhibit at least five out of the nine symptoms 

listed in the inattentive category and/or the hyperactive/impulsive category to meet diagnostic 

criteria for ADHD. This change has come on the heels of protests that the previous DSM-IV-TR 

(APA, 2000) threshold of six of nine symptoms was too stringent for the adult population, 

spurring contention in the literature (Barkley & Murphy, 1998; Hechtman, 2011). Barkley and 

Murphy (1998) found that out of a large number of adults from a community sample, only those 

individuals with symptom severity levels within 2.5 to 3.0 standard deviations from the 

community sample mean surpassed the threshold criteria and actually qualified for a diagnosis of 

the disorder. The DSM-IV-TR threshold of endorsing six out of nine symptoms falls at 

approximately 1.5 standard deviations above the mean in the clinical child population, falling in 

the 93rd percentile. Applying this criterion to adults results in a relative cutoff at the 99th 
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percentile. Increased attention regarding this discrepancy has bolstered support for the 

adjustment of this criterion in the DSM-5 (Hechtman, 2011).  

While many researchers support the rationale for lowering the threshold from six to five 

symptoms needed to diagnose ADHD in adults, there have been concerns voiced in the literature 

regarding the potential for further increasing the prevalence rates of ADHD among adults. 

Extensive further research regarding the new DSM-5 criteria is required, specifically the number 

of symptoms needed for diagnosis, before any change in prevalence rates may be substantiated. 

However, any increase in the true prevalence rates of adult ADHD would be difficult to 

accurately measure given the tendency for this criterion to be reported differently across multiple 

measures in the ADHD evaluation. 

Current Study 

The following section gives a broad overview of the three research questions, and then 

gives the three specific research questions and corresponding hypotheses. The first question 

evaluated whether the DSM-5 ADHD criteria offer better diagnostic validity (in other words, 

stronger reliability across multiple informants) than the previous DSM-IV-TR symptoms. 

Concordance rates between self-reported symptoms of ADHD and informant-reported symptoms 

of ADHD using the DSM-IV-TR descriptions of symptoms were compared to concordance rates 

using the DSM-5 descriptions of symptoms. In order to achieve this, students who were 

evaluated using the DSM-IV-TR symptom descriptions (and had both self and informant reports) 

were compared to students who were evaluated using the DSM-5 descriptions (and had both self 

and informant reports). An overall inter-rater reliability coefficient (comparing self versus 

informant reports) for both inattention and hyperactivity/impulsivity was determined for the 

sample using the 18 items from the DSM-IV-TR. The coefficients were then compared to the 
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overall inter-rater reliability coefficients (comparing self versus informant reports) for the sample 

using the 18 items from the DSM-5.  This analysis was conducted twice, once for childhood 

symptoms and once for current symptoms. It was hypothesized that the examples provided in the 

DSM-5 to describe symptom criteria would yield higher concordance rates than the criteria found 

in the DSM-IV-TR, as these examples provide clarification that is directly relevant to the adult 

population.  

The second research question addressed the age of onset criterion for diagnosis. There 

were three parts to this question. First, the concordance rates among five distinct informant 

sources for each individual ADHD evaluation were examined across the sample as a whole. 

These five sources, described in greater detail below, included two self-report measures, two 

informant-report measures, and one clinical interview. This analysis resulted in an inter-rater 

reliability coefficient for the sample, reflecting the concordance rate of the five age of onset 

estimates from the multiple-measure ADHD evaluation. Variance among the five self-reported 

age of onset values was also calculated for each unique case within the sample and discussed in 

terms of frequency and distribution. 

Also included in Research Question 2 was a report of the frequency of students who 

experienced symptoms between ages 8 and 12 (eligible for ADHD only under DSM-5 criteria) 

and with an onset at age 7 or younger (eligible for diagnosis under both DSM-IV-TR and DSM-

5). If only a small proportion of students fall into the latter category, this will lend support to the 

argument that the DSM-5 changes regarding age of onset will have a minimal impact on 

prevalence rates (Epstein & Loren, 2013; Taylor, 2013).  

The third research question is similar to the second, but with respect to the total number 

of symptoms needed for a diagnosis of ADHD. First, concordance rates among three distinct 
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reports of the total number of ADHD symptoms for each ADHD evaluation were examined 

across the sample. These three sources, described in greater detail below, included one self-

report measure, one informant-report measure, and the final psychological report. As above, the 

resulting interrater reliability coefficient was discussed for the sample as a whole, as were the 

unique variance values for each participant.  

Lastly, the frequency of participants with exactly five total symptoms (eligible for 

diagnosis only under DSM-5) and six or more total symptoms (eligible for diagnosis under both 

DSM-IV-TR and DSM-5) were reported in order to assess implications of the new DSM-5 

criteria. If only a small proportion of students exhibit exactly five total symptoms, this will 

indicate a smaller projected impact for this DSM-5 criterion. The values for this analysis were 

determined solely from the official psychological report used in the ADHD evaluation of each 

participant.  

Research Questions 

The following lists the specific research questions and corresponding hypotheses that 

were addressed within the study:  

1. In a sample of college students with a diagnosis of ADHD, those diagnosed using the 

DSM-IV-TR criteria (APA, 2000) were compared to those diagnosed using the DSM-5 (APA, 

2013) criteria.  Self reports of the 18 individual symptoms of inattention and 

hyperactivity/impulsivity were compared to the informant reports of the same 18 individual 

symptoms.   

a. With regard to current symptoms, are the concordance rates for self and 

informant reports the same for students diagnosed using DSM-IV-TR compared to students 

diagnosed using DSM-5?   
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b. With regard to childhood symptoms, are the concordance rates for self and 

informant reports the same for students diagnosed using DSM-IV compared to students 

diagnosed using DSM-5?   

Hypothesis 1: The DSM-5 diagnostic criteria for ADHD will yield higher rates of inter-

rater reliability among self-reported and informant-reported symptoms of inattention and 

hyperactivity/impulsivity in college students compared to the previous DSM-IV-TR diagnostic 

criteria. 

2. Age of onset was assessed using a total of five measures from the ADHD 

evaluation. These sources included two self-report measures, two informant-report measures, and 

one clinical interview. Each reported age of onset value was archived from each corresponding 

ADHD evaluation, producing in a total of five age of onset estimates for each individual student 

within the sample. The level of concordance (inter-rater reliability) among these five values was 

determined across the sample as a whole, as well as descriptive data for each unique case.  

a. What is the concordance rate of multiple estimates of age of onset within this 

sample?  

b. How many students within the sample were newly eligible for ADHD 

diagnosis under DSM-5 based on an onset of ADHD symptoms between ages 8 to12?  

c. How many students within the DSM-5 sample were diagnosed based on an 

onset of ADHD symptoms at age 7 or younger? 

Hypothesis 2: Due to the exploratory nature of this question, no hypothesis was provided.  

3. The total number of self-reported and informant-reported symptoms of inattention and 

hyperactivity/impulsivity was examined within a sample of college students with a diagnosis of 

ADHD. The total number of ADHD symptoms was assessed using a total of three measures 
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during the ADHD evaluation. These measures included one self-report measure, one informant-

report measure, and one clinical interview. The symptom count from each measure was recorded, 

resulting in a total of three values for each individual student within the sample. The level of 

concordance (inter-rater reliability) among these five values was determined across the sample as 

a whole, as well as descriptive data for each unique case. 

a.  What is the concordance rate of multiple estimates of total number of ADHD 

symptoms within this sample?  

b. How many students within the sample were newly eligible for ADHD 

diagnosis under DSM-5 based on a total of exactly five symptoms of inattention and/or 

hyperactivity/impulsivity?  

c. How many students within the DSM-5 sample were diagnosed based on six or 

more total symptoms of inattention and/or hyperactivity/impulsivity? 

Hypothesis 3: Due to the exploratory nature of this question, no hypothesis was provided.  
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CHAPTER 3 

METHODOLOGY 

This chapter presents the research design and methodology for the current study. 

Included are an overview of the study’s participants, research design, data collection procedures, 

instrumentation, variables of interest, statistical analyses, and power analyses. To reduce 

redundancy and facilitate better understanding for the reader, the variables, measures, and 

procedures of the study are all reviewed in one collective section. Please refer to Table 3 for an 

overview of the research questions, variables, and measures used in this study. 

 

Table 3 

Summary of Research Questions, Variables, and Measures 

Research Question Variables Measures Analyses 

1a. With regard to current 

symptoms, are the 

concordance rates for self and 

informant reports the same for 

students diagnosed using 

DSM-IV-TR compared to 

students diagnosed using 

DSM-5? 

 

Individual, 

current 

symptoms  

of ADHD 

1. BAARS – IV, Current 

Symptoms, Self-Report 

(Barkley, 2011)  

2. BAARS – IV, Current 

Symptoms, Other-Report 

(Barkley, 2011) 

3. BAARS – Revised (DSM-

5), Current Symptoms, Self-

Report 

4. BAARS – Revised (DSM-

5), Current Symptoms, Other-

Report 

Compared concordance 

rates for participants 

evaluated using the 

DSM-IV-TR to 

concordance rates for 

participants evaluated 

using the DSM-5, using 

Pearson product-

moment correlation 

coefficients followed by 

Fisher’s r to Z 

transformation 

1b. With regard to childhood 

symptoms, are the 

concordance rates for self and 

informant reports the same for 

students diagnosed using 

DSM-IV compared to students 

diagnosed using DSM-5?   

Individual, 

childhood 

symptoms 

of ADHD 

1. BAARS – IV, Childhood 

Symptoms, Self-Report 

(Barkley, 2011)  

2. BAARS – IV, Childhood 

Symptoms, Other-Report 

(Barkley, 2011) 

3. BAARS – Revised (DSM-

5), Childhood Symptoms, 

Self-Report 

4. BAARS – Revised (DSM-

5), Childhood Symptoms, 

Other-Report 

Compared concordance 

rates for participants 

evaluated using the 

DSM-IV-TR to 

concordance rates for 

participants evaluated 

using the DSM-5, using 

Pearson product-

moment correlation 

coefficients followed by 

Fisher’s r to Z 

transformation 
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Table 3, Continued 

Summary of Research Questions, Variables, and Measures 

Research Question Variables Measures Analyses 

2a. What is the concordance 

rate of multiple estimates of 

age of onset within this 

sample? 

Age of 

onset of 

ADHD 

symptoms  

1. Clinic Application for 

Services (Self Report) 

2. Semi-Structured Academic 

Interview (Self Report)  

3. BAARS-IV-TR/Revised, 

Current Symptoms, Self 

Report 

4. BAARS-IV-TR/Revised, 

Current Symptoms, Other 

Report  

5. BAARS-IV-TR/Revised, 

Childhood Symptoms, Other 

Report 

1. Computed intra-class 

correlation coefficient 

across sample  

2. Computed variance 

values among reported 

ages for each case and 

descriptive data across 

sample 

2b. How many students 

within the sample were newly 

eligible for ADHD diagnosis 

under DSM-5 based on an 

onset of ADHD symptoms 

between ages 8 to12? 

Age of 

onset of 

ADHD 

symptoms 

Final Psychological Report Descriptive data 

analysis 

2c. How many students 

within the DSM-5 sample 

were diagnosed based on an 

onset of ADHD symptoms at 

age 7 or younger? 

Age of 

onset of 

ADHD 

symptoms 

Final Psychological Report Descriptive data 

analysis 

3a. What is the concordance 

rate of multiple estimates of 

total number of ADHD 

symptoms within this sample? 

Total 

symptoms 

of ADHD 

1. Semi-Structured Academic 

Interview (Self Report)  

2. BAARS-IV-TR/Revised, 

Current Symptoms, Self 

Report 

3. BAARS-IV-TR/Revised, 

Current Symptoms, Other 

Report  

1. Computed intra-class 

correlation coefficient 

across sample  

2. Computed variance 

values among reports of 

symptom estimates for 

each case and 

descriptive data across 

sample 

3b. How many students 

within the sample were newly 

eligible for ADHD diagnosis 

under DSM-5 based on a total 

of exactly five symptoms of 

inattention and/or 

hyperactivity/impulsivity?  

Total 

symptoms 

of ADHD 

Final Psychological Report Descriptive data 

analysis 
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Table 3, Continued 

Summary of Research Questions, Variables, and Measures 

Research Question Variables Measures Analyses 

3c. How many students within 

the DSM-5 sample were 

diagnosed based on six or more 

total symptoms of inattention 

and/or 

hyperactivity/impulsivity? 

Total 

symptoms 

of ADHD 

Final Psychological 

Report 

Descriptive data analysis 

Note. Barkley ADHD Rating Scale-IV (Barkley, 2011) 

 

Participants 

 Participants were 162 consenting college students who were previously diagnosed with 

ADHD as the result of a psycho-educational evaluation conducted at one assessment clinic at a 

large, public southeastern university in the United States. This study utilized archival data from 

two groups of participants: College students with a current diagnosis of ADHD based upon 

DSM-IV-TR diagnostic criteria (n = 81) and college students with a current diagnosis of ADHD 

based upon the DSM-5 diagnostic criteria (n = 81). In sum, participants ranged in age from 17 to 

50 (M = 23.7) and were 44% male and 56% female. Overall, approximately 72% of participants 

reported themselves as Caucasian, 7% reported themselves as African American, 14% reported 

themselves as Hispanic, 3% reported themselves as Asian/Pacific Islander, and 4% identified as 

“Other.” College education levels for the total sample were self-reported as follows: 10% college 

freshman; 22% college sophomores, 22% college juniors, 24% college seniors, and 22% 

graduate students. Chi square goodness-of-fit analysis indicated that age (χ2
 [23, n = 162] = 

26.556, p = .275), gender (χ2
 [1, n = 162] = 1.229, p = .268), ethnicity (χ2

 [4, n = 162] = 0.418,  

p = .981), and level of education (χ2
 [4, n = 162] = 6.865, p = .143) did not differ significantly 
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between DSM-IV-TR and DSM-5 groups. Further demographic statistics may be found in Table 4 

below.  

 

Table 4 

Demographic Statistics 

 DSM-IV-TR DSM-5 Total 

 Frequency Percent Frequency Percent Frequency Percent 

Female 

Male 

42 

39 

51.9 

48.1 

49 

32 

60.5 

39.5 

91 

71 

56.2 

43.8 

Caucasian 

African American 

Hispanic 

Asian/Pacific Islander 

Other 

59 

5 

10 

2 

5 

72.8 

6.2 

12.3 

2.5 

6.2 

57 

6 

12 

2 

4 

70.4 

7.4 

14.8 

2.5 

4.9 

116 

11 

22 

4 

9 

71.6 

6.8 

13.6 

2.5 

5.5 

Freshman 

Sophomore 

Junior 

Senior 

Graduate Student 

4 

20 

21 

21 

15 

4.9 

24.8 

25.9 

25.9 

18.5 

12 

16 

15 

17 

21 

14.8 

19.8 

18.5 

21.0 

25.9 

16 

36 

36 

38 

36 

9.9 

22.2 

22.2 

23.5 

22.2 

 

Demographic data for the larger population of students enrolled at the specific university 

from which this sample was collected indicate that the average gender statistics are 65.5% 

female and 33.2% male. Ethnicity statistics for this university reflect that approximately 79.0% 

of students identify as Caucasian, 6.8% as African American, 16.1% as Hispanic, 4.0% as Asian 

/ Pacific Islander, and 7.7% of students identify as “Other” (American College Health 

Association, 2013). Further, the total number of students officially enrolled at this university 

during the compilation of this study was 40,593, with approximately 14% of students classified 

as college freshmen, 17% of students classified as college sophomores, 22% classified as college 

juniors, 28% classified as college seniors, and 20% classified as graduate students (Office of 

Institutional Research, 2015). Subsequent chi square goodness-of-fit analyses were conducted to 
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reflect these demographic statistics, concluding that neither ethnicity (χ2
 [4, n = 162] = .829,       

p = .935) or education level (χ2
 [4, n = 162] = 6.645, p = .156) across the sample as a whole 

differed significantly in comparison to the larger population of students at this university.  

 Archival participant data from between the years of 2012 and 2015 were collected for the 

purposes of this study. All participants were enrolled in college courses and agreed to 

participation in research prior to the start of the ADHD evaluation. Exclusion criteria for this 

study included student status (participants had to be enrolled in college courses) and diagnostic 

status. Students who did not meet full diagnostic criteria for ADHD were not selected for the 

current study.  

Research Design 

The research questions were tested using a correlational research design. The analyses 

utilized in this study determined concordance rates as opposed to the more typical directional 

trends among variables, as is often determined in correlational analyses. Therefore, the variables 

within each of the research questions were not labeled as independent or dependent in nature, but 

rather simply termed variables of interest. Specifically, symptoms of inattention and 

hyperactivity/impulsivity comprise the variables used in Research Question 1. Age of onset was 

used as a variable in Research Question 2, and total number of symptoms was used as a variable 

in Research Question 3. Detailed descriptions of these variables are provided in the following 

section. 

Procedures, Measures, and Variables  

 The following section details the procedures for the ADHD evaluation conducted prior to 

each participant’s diagnosis. Given the generally subjective nature of the ADHD diagnostic 

process in adults, the procedures specific for the study are included for clarification. Next, the 
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measures included in the present study are also reviewed with respect to each instrument’s 

purpose, development, and psychometric properties. Specifically, these measures include an 

application questionnaire, written transcript of a semi-structured academic interview, and the 

Current Symptoms Scale and Childhood Symptoms Scale of the Barkley Adult ADHD Rating 

Scale – IV (BAARS-IV; Barkley, 2011). Each of the included measures is a routine component 

of the ADHD evaluation. Lastly, the variables (with specific methods of measurement) used in 

each of the research questions are operationally defined at the conclusion of this section. 

Procedures for evaluation of ADHD. All participants within the study were evaluated 

for ADHD at a university-based clinic specializing in the diagnosis of ADHD, LD, and other 

academic difficulties. Students evaluated at this clinic are typically self-referred or referred by 

others for concerns regarding perceived impairment in academic, professional, or social settings. 

The average age of students evaluated at the Assessment Clinic is 23.5 years; gender statistics for 

students evaluated at the clinic are approximately 53% male and 47% female; approximately 

69% of students identify as Caucasian, 12% as Hispanic, 12% as African American, 3% as 

Asian, and 4% as “Other”.  

Evaluations at the Assessment Clinic are conducted by advanced graduate students 

enrolled either in a combined counseling psychology and school psychology doctoral program or 

a school psychology specialist degree program. Student evaluators must take pre-requisite 

courses in cognitive and psycho-educational assessment, and undergo an extensive training 

process, which includes topics such as case management, confidentiality, the ADHD diagnostic 

process, administration and interpretation of numerous cognitive and self-report assessments, 

suicidality, and report-writing procedures. These topics are contained within a structured training 

manual developed by the Assessment Clinic staff. Evaluators are also provided with a 
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comprehensive list of resources including emergency staff contact information and organizations 

throughout the university and local community. Each client is assigned to one evaluator 

throughout the evaluation process. Each individual evaluation takes place within a four-to-six 

hour time span and is closely supervised by both a certified school psychologist and a licensed 

psychologist. The Assessment Clinic utilizes up to ten evaluators at any given time, and it is 

estimated that up to 50 evaluators were involved in providing psycho-diagnostic evaluations 

during the years that data were archived for this study (2010-2015).  

At the time of evaluation, all participants signed an informed consent form to allow 

evaluation data to be utilized for research purposes. The informed consent form and the 

university’s Internal Review Board letters of approval may be found in Appendix C. Students 

evaluated for ADHD completed a variety of measures including the application for services, 

academic interview, the Barkley Adult ADHD Rating Scale (BAARS-IV; Barkley, 2011), the 

Barkley Deficits in Executive Functioning Scale (BDEFS; Barkley, 2011), the Academic 

Success Inventory for College Students (ASICS; Prevatt, Drehar, Welles, Yelland, Li, & Lee, 

2011), and select clinical forms (i.e., Driving Behavior Survey, Driving History Survey, Work 

Performance Rating Scale – Self-Report) from Attention-Deficit Hyperactivity Disorder: A 

Handbook for Diagnosis and Treatment (Barkley, 2006a).  

Additionally, a screening for common Axis I disorders (SCID-I; First et al., 2002) and 

select subtests from the Woodcock-Johnson Tests of Cognitive Abilities and Achievement – III 

(Woodcock, McGrew, & Mather, 2001) were administered. To determine diagnosis, the 

evaluator must take into account the data from all of the above measures, as well as any objective 

measures of functional impairment and data provided from other psychological reports or 

academic transcripts. Evaluators are instructed to aggregate these data in a structured template 



 

55 

 

 

(i.e., diagnostic check lists) and each diagnostic report is completed following a pre-determined 

template. The final diagnosis, along with supporting details (e.g., age of onset and total number 

of symptoms considered for diagnosis) is provided in the psychological report concluding each 

ADHD evaluation.  

Measures. The following measures were chosen from the total measures used in the 

ADHD diagnostic process due to their direct relevancy to the variables of interest in the current 

study (i.e., total number and severity of reported symptoms of inattention and 

hyperactivity/impulsivity and age of onset for the disorder). A detailed description of how each 

measure reflects these variables is offered in the next section. 

Application for services. The application for services (provided in Appendix D) is a 

component of the routine clinical battery for ADHD and LD evaluation developed by the staff of 

the university clinic where participants have been evaluated. This measure was filled out by each 

student prior to his or her scheduled ADHD evaluation. The application for services consists of a 

set of self-report demographic questions.  

Due to the objective nature of the measure, there is little risk for any positive or negative 

bias within the instrument. The measure provided demographic data for the current study 

including participant age, gender, ethnicity, and year in school. Also included in this measure is 

an item pertaining to the age of onset of functional deficits in academic settings. Since all 

participants in the study will have an ADHD diagnosis, this item pertains directly to the age of 

onset criterion addressed in Research Question 2, and serves as the first of five total sources that 

provide an estimate of the participant’s age of onset for the disorder. 

Semi-structured academic interview. Evaluators engaged each student in an extensive 

verbal semi-structured academic interview at the time of his or her ADHD evaluation. This 
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measure contains a set of general questions suggested for use by ADHD evaluators as a semi-

structured academic interview. Evaluators are given guidelines for the content of this interview 

during training, which can be found in Appendix E. Evaluators utilize the information gathered 

throughout this interview in the final determination of an ADHD diagnosis. 

Specific psychometric data pertaining to reliability and validity are unavailable for this 

instrument. Despite the subjective nature of the overall measure, the specific data being collected 

for examination in the study are objective in nature and leave little room for interpretation by the 

evaluator. For example, if a student reports that his symptoms began at “age five” or during 

“elementary school” in the interview process, the verbatim response is directly recorded by the 

evaluator regardless of the validity of the claim. Therefore, there remains little risk for bias in the 

context of the study. Only information pertaining to age of onset and specific number of 

symptoms of inattention and hyperactivity/impulsivity will be recorded from this measure for 

purposes of Research Questions 2 and 3, respectively.  

Barkley Adult ADHD Rating Scale (BAARS-IV). The BAARS-IV Current and 

Childhood Symptoms Scales (Barkley, 2011) were completed by the student as part of the overall 

ADHD evaluation. If necessary, students are offered help with the completion of these forms 

from the evaluator. The items on the BAARS-IV exactly mimic the items in the DSM that are 

needed to make a diagnosis of ADHD. The BAARS-IV is an updated version of a diagnostic 

scale for ADHD, which has been continually developed by Dr. Russell Barkley for over a 

decade, beginning within the era of the DSM-III- r (APA, 1987). The scales are typically updated 

concurrently with diagnostic criteria updates within the DSM series, taking advancements in 

research and patient symptom complaints into consideration. Barkley’s scales have been utilized 

in a number of research studies regarding ADHD in both college students and general adults 
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(Barkley, Murphy, Dupaul, & Bush, 2002; Barkley, Murphy, & Fischer, 2008; Prevatt, Proctor, 

Baker, Garrett, & Yelland, 2011; Voinescu, Szentagotai, & David, 2012).  

The BAARS-IV checklist consists of the 18 DSM-IV-TR symptoms of ADHD (APA, 

2000), which are divided into two subscales (i.e., nine symptoms of Inattention and nine 

symptoms of Hyperactivity/Impulsivity). Each of the 18 symptoms of ADHD is rated on likert 

scale for frequency of occurrence (0 = never or rarely, 1 = sometimes, 2 = often, 3 = very often). 

For an item to be considered clinically significant, a rating of 2 (often) or 3 (very often) must be 

endorsed (Barkley, 2011). Both the Current Symptoms and Childhood Symptoms Scales include 

separate self-report and informant-report versions, with the only difference between versions 

being the conjugation of language contained within the instrument. In the context of the study, 

the informant versions of each scale will be given to raters who have experience with the student 

during his or her childhood (such as a parent or sibling) and raters who know the student well 

currently (typically a significant other, friend, or roommate). Each of the BAARS-IV forms 

yields one overall score for symptoms of inattention, one overall score for symptoms of 

hyperactivity/impulsivity, and one overall total score pertaining to overall symptom severity.  

In addition to the 18 DSM-IV-TR symptoms described above, the BAARS-IV contains 

two subscales that will not be utilized in this study. The first is a nine-item subscale pertaining to 

the sluggish cognitive tempo (SCT) construct debated in the literature (Barkley, 2012; 

Mcburnett, Pfiffner, & Frick, 2001). Secondly, ten items pertaining to settings commonly 

affected by ADHD symptoms are included (i.e., school, home life, social interactions, work, 

community activities, dating relationships, money management, driving, leisure activities, and 

management of daily responsibilities). All of these items are rated on the same 0 – 3 likert scale 

described above. While these subscales yield valuable diagnostic information, they are not 
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relevant to the current research questions and were not factored into the scores analyzed in this 

study. 

 Updated age- and gender-based norms for the BAARS-IV were established prior to the 

release of the measure in 2011, and reflect a clinically significant number of symptoms at 1.5 

standard deviations, or the 93rd percentile, above the mean (Murphy & Barkley, 1996b; Barkley, 

2011). A total of 1249 adults were surveyed; demographic characteristics of this sample are 

shown to be largely representative of the greater U. S. adult population, supporting 

generalizability of the scale (Barkley, 2011). Demographic factors were examined in relation to 

the BAARS-IV scores. Age was shown to correlate significantly with symptoms, although only 

to a low degree, and significant gender differences were only found for the Current Symptoms 

Scale Impulsivity subscale and the Childhood Symptoms Scale Inattention subscale. No norms 

were collected for the other informant versions of the Current Symptoms Scale and Childhood 

Symptoms Scale of the BAARS-IV. These versions are intended for informants who are familiar 

with the symptoms and functional impairment level of the individual being assessed, and they 

are designed to provide ancillary data for the diagnostic evaluation (Barkley, 2011). 

Reliability values for the BAARS-IV are satisfactory, with the internal consistency for all 

subscales reported to be above α = .80. The internal consistency of the Current ADHD total 

score and Childhood ADHD total score are reported as α = .914 and α = .947, respectively 

(Barkley 2011). Concordance rates between self and informant ratings for the Current Symptoms 

Scale and Childhood Symptoms Scale total scores are reported to be r  = .70 and r = .75, 

respectively, suggesting a reasonable level of agreement. While no data is available regarding the 

predictive validity of the BAARS-IV scales, data collected prior to the publication of the scales 

indicate evidence of satisfactory postdictive criterion validity for both current and childhood 
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symptoms (Barkley, 2011). Additionally, evidence of factor validity has been satisfactorily 

established, although the results indicate uncertainty regarding whether a two-factor or three-

factor model is most appropriate (Barkley, 2011).  

The specific forms used for the present study were slightly adapted from the original 

BAARS-IV scales to accommodate the evaluation process of the indicated university clinic (i.e., 

omission of the SCT items from the Current Symptoms scales).  Both DSM-IV-TR and DSM-5 

list nine symptoms of inattention, and nine symptoms of hyperactivity/impulsivity, with the only 

difference between the two versions being the specific language used to describe each symptom. 

Upon the release of the DSM-5 ADHD criteria (APA, 2013), the BAARS-IV forms were adapted 

by university clinic staff to reflect the diagnostic changes from DSM-IV-TR (APA, 2000) (i.e., 

language pertaining to symptom criteria). The original DSM-IV-TR versions of all BAARS-IV 

scales used in the study (Current Symptoms – Self, Current Symptoms – Other, Childhood 

Symptoms – Self, and Childhood Symptoms - Other) may be found in Appendices G, H, I, and J, 

respectively. For comparison, the adapted versions of the Current Symptoms – Self and 

Childhood Symptoms – Self scales, containing language specific to the DSM-5, are provided in 

Appendices K and L. Hereafter, the adapted DSM-5 versions of the BAARS-IV scales will be 

referred to as the adapted BAARS-IV.  

Data review procedures.  Archival clinical files for students who were diagnosed under 

DSM-5 (APA, 2013) diagnostic criteria were systematically assessed in the chronological order 

in which they were evaluated until a sample of 81 participants were obtained based on selection 

criteria. Individuals who did not provide research consent, were not diagnosed with ADHD, or 

were not enrolled as a university student during the time of evaluation were not selected as 

participants. Similarly, files of students who were evaluated under DSM-IV-TR (APA, 2000) 
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diagnostic criteria were systematically assessed in chronological order until the second group of 

81 participants were obtained based on the above selection criteria. In sum, a total of 591 

evaluations (completed between the years of 2010 to 2015) were assessed for appropriateness for 

this study. Of the 591 evaluations assessed, 162 were ultimately selected for this study based 

upon exclusion criteria. Data collection procedures were developed by the researcher prior to the 

compilation of this manuscript. Initial information was gathered from the Assessment Clinic 

regarding measures used, the organization of individual charts, and the specific procedure for the 

evaluation of ADHD. The following sections detail data collection procedures specific to each 

research question. Corresponding research variables are also defined for each question. 

Research Question 1. Information pertaining to symptoms of inattention and 

hyperactivity/impulsivity were measured and collected during the ADHD evaluation using the 

first 18 items from the original and adapted versions of the following scales: BAARS – IV 

Current Symptoms Scale – Self, BAARS – IV Current Symptoms Scale – Other, BAARS – IV 

Childhood Symptoms Scale – Self, and BAARS-IV Childhood Symptoms Scale - Other (Barkley, 

2011). The first 18 items on each of these scales directly reflect the ADHD symptoms listed in 

the DSM. Inattention and hyperactivity/impulsivity are considered the variables of interest in this 

question. The 18 items on the BAARS-IV forms specifically reflect the variables on inattention, 

and hyperactivity/impulsivity, and are scored accordingly.  

Research Question 2. The age of onset criterion is the variable of interest in this 

question. Data reflecting specific age of onset reported values was recorded from the following 

five distinct ADHD evaluation sources: (1) the initial application for services (found in 

Appendix D), (2) the semi-structured academic interview (found in Appendix E), (3) the BAARS 

– IV Current Symptoms Scale – Self, (4) the BAARS – IV Current Symptoms Scale – Other, and 
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(5) the BAARS – IV Childhood Symptoms Scale – Other (Barkley, 2011). Specifically, data was 

collected from one distinct item endorsed on each of the measures listed above for the purpose of 

Research Question 2a. These items differ semantically across measures, but they all refer 

specifically to the age of onset criterion. These sources of data comprise the five total sources in 

the ADHD evaluation where the age of onset for ADHD symptoms is addressed. To alleviate 

disagreement among reported age of onset values for each student, the analysis in Research 

Questions 2b and 2c will utilize only the distinct age of onset value reported in the final 

psychological assessment report from each evaluation (outlined above in Procedures for 

Evaluating ADHD). This report reflects information gathered across all measures used in the 

ADHD evaluation and was primarily relied upon for the final diagnosis of ADHD. 

Due to the subjective and often discrepant nature of self and informant reports of the age 

of onset criterion, verbatim responses were recorded from each source and coded when the 

response lacked a specific value. For Research Questions 2a, 2b, and 2c, ages were recorded as 

one distinct age value. For example, when qualitative responses (e.g., “as long as I can 

remember”) or age ranges (e.g., “5 - 8”) were reported, the response was coded as the youngest 

distinct age value within the response (e.g., “1” and “5”, respectively). For the purpose of 

Research Questions 2b and 2c, these distinct age values both lie within the category of “7 years 

of age or younger.” When responses included references to school age ranges or specific grades 

(e.g., “elementary school”, “high school,” or “7th grade”), specific age values were assigned 

based on the youngest average reported age for U.S. school-aged children for the reported grade 

(e.g., “5” and “12”, respectively). Typically, children begin Kindergarten at age 5 and progress 

through one grade per year of the K-12 system until the age of 18 (Corsi-Bunker, 2011). Lastly, 

qualitative responses such as “I don’t know” or “?” were coded as missing data.  
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Research Question 3. In this research question, the total number of symptoms 

required for diagnosis of ADHD is the variable of interest. A total count of ADHD symptoms 

(including both inattentive and hyperactive/impulsive symptoms) was recorded using (1) data 

from the BAARS – IV Current Symptoms Scale – Self, (2) the BAARS – IV Current Symptoms 

Scale – Other (Barkley, 2011), and (3) data from the final psychological report. Specifically, data 

from the BAARS-IV was collected by counting the frequency of symptoms endorsed as 

occurring often or very often (endorsed as 2 or 3 on the 0 to 3 likert scale, respectively). Both the 

application for services (Appendix D) and semi-structured interview (Appendix E) include an 

assessment of total symptom count. A specific example of how the total symptom count was 

totaled within the semi-structured interview is included in Appendix E. All recorded values were 

considered by the evaluator and entered into an overall symptom count, which was used in the 

finalized psychological report. The total symptom count value found in the final report served as 

the third data source for this question. Due to confidentiality factors, an example of such a full 

psychological report (including the total symptom count) is not included in this manuscript. 

However, the psychological reports do not reference any information that cannot be found in the 

measures detailed above. To summarize, there are three data sources in the ADHD evaluation in 

which the total number of reported ADHD symptoms is addressed. All data collected in the 

current study were stored in a secured digital file, in a secure location in the researcher’s 

possession.  

Data Analyses 

 The following section outlines the specific data analyses that were used in the current 

study. An explanation of analyses is paired with each corresponding research question below.  

1.  In a sample of college students with a diagnosis of ADHD, those diagnosed using the 
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DSM-IV-TR criteria (APA, 2000) were compared to those diagnosed using the DSM-5 (APA, 

2013) criteria. Self reports of the 18 individual symptoms of inattention and 

hyperactivity/impulsivity were compared to the informant reports of the same 18 individual 

symptoms.   

a. With regard to current symptoms, are the concordance rates for self and 

informant reports the same for students diagnosed using DSM-IV-TR compared to students 

diagnosed using DSM-5?   

b. With regard to childhood symptoms, are the concordance rates for self and 

informant reports the same for students diagnosed using DSM-IV compared to students 

diagnosed using DSM-5?   

To address Research Question 1a, the inter-rater reliability between self-report 

and informant-report of the BAARS-IV Current Symptoms Scale (Barkley, 2011) was 

determined for each participant. This process was conducted using a sample of college students 

who received a diagnosis of ADHD under the DSM-IV-TR (APA, 2000) diagnostic criteria and a 

different sample of college students who received a diagnosis of ADHD under the new DSM-5 

(APA, 2013) diagnostic criteria. Concordance rates between the self-report and informant-report 

versions of the Current Symptoms Scale from original BAARS-IV (reflecting DSM-IV-TR 

criteria) were first determined using the Pearson product-moment correlation coefficient, 

symbolized as r (Gibbons, 1985; Pearson, 1895). This statistic is used to determine the linear 

relationship between continuous variables and has been routinely used to report inter-rater 

reliability on behavioral rating scales for ADHD (Barkley & Murphy, 2011; Van Voorhees, 

Hardy, & Kollins, 2011; Willcutt et al., 2012). Next, concordance rates between the adapted self-

report and informant-report versions of the BAARS-IV Current Symptoms Scale (reflecting 
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DSM-5 criteria) were also determined using the Pearson correlation coefficient, r (Pearson, 

1895). The two resulting Pearson r values were then compared using Fisher’s r to Z 

transformation (Fisher, 1921) to determine whether the two correlation coefficients are 

statistically different. The r to Z transformation converts the correlation coefficient, r, to a 

standardized score to normalize the variance and overall distribution of the population, p, thus 

allowing for improved accuracy in comparison (Fisher, 1921; Ruben, 1966; Wuensch, 2013). 

Determination of Pearson r values were conducted using Statistical Package for Social Sciences 

(SPSS; IBM Corporation, 2012). The Fisher r to Z transformation test was conducted using a 

calculated formula, which is available for public use (Lowry, 2013). 

To address Research Question 1b, the inter-rater reliability between self-report and 

informant-report of the BAARS-IV Childhood Symptoms Scale (Barkley, 2011) was determined 

for each participant. This process was conducted using the same two samples of college students 

from Research Question 1a, who either received a diagnosis of ADHD under the DSM-IV-TR 

(APA, 2000) or the new DSM-5 (APA, 2013) diagnostic criteria. Concordance rates between the 

self-report and informant-report versions of the Childhood Symptoms Scale from original 

BAARS-IV (reflecting DSM-IV-TR criteria) was first determined using the Pearson correlation 

coefficient, symbolized as r (Gibbons, 1985; Pearson, 1895). Next, concordance rates between 

the adapted self-report and informant-report versions of the BAARS-IV Current Symptoms Scale 

(reflecting DSM-5 criteria) were also determined using the Pearson correlation coefficient, r. As 

in Research Question 1a, the two resulting Pearson r values were then compared using Fisher’s r 

to Z transformation (Fisher, 1921) to determine whether the two correlation coefficients are 

statistically different. As above, the determination of Pearson r values was conducted using 

Statistical Package for Social Sciences (IBM Corporation, 2012). The Fisher r to Z 
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transformation test was conducted using a calculated formula, which is available for public use 

(Lowry, 2013). For each of the informant versions of the BAARS-IV, a total frequency count 

pertaining to the specific informant (i.e., parent, friend, sibling, roommate, or spouse) was also 

reported for the sample. 

2.  Age of onset was assessed using a total of five measures from the ADHD evaluation. 

These five sources, described in greater detail below, included two self-report measures, two 

informant-report measures, and one clinical interview. Each reported age of onset value was 

determined from each corresponding ADHD evaluation, resulting in a total of five values age of 

onset estimates for each individual student in the sample.  

a.  What is the concordance rate of multiple estimates of age of onset within this sample?  

b. How many students within the sample were newly eligible for ADHD diagnosis under 

DSM-5 based on an onset of ADHD symptoms between ages 8 to12?  

c. How many students within the DSM-5 sample were diagnosed based on an onset of 

ADHD symptoms at age 7 or younger? 

To address the concordance of the five distinct ‘age of onset’ values in the ADHD 

evaluation, a one-way, random, absolute, intra-class correlation coefficient (ICC; McGraw & 

Wong, 1996; Osborne, 2008; Shrout & Fleiss, 1979) was determined to assess the rate of inter-

rater reliability among reported age of onset values referred to in Research Question 2a. The ICC 

is commonly used to determine inter-rater reliability, or concordance rates, among more than two 

ordinal, interval, or ratio variables (Hallgren, 2012). Age of onset values were assessed from a 

total of five sources. Thus an ICC computation was used as opposed to the Pearson r coefficient, 

which is designed to examine the relationship between only two variables. This computation is 

preferable to the calculation of simple percentage agreement because an ICC accounts for chance 
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agreement among raters (Uebersax, 2006). A one-way random ICC model was used because the 

specific raters (in this case, the student and corresponding informants providing information in 

each individual ADHD evaluation) differed for each participant and were not repeated within the 

sample. Since the scores (i.e., age of onset values) in this analysis were not rank-ordered, the 

ICC value was computed in terms of absolute agreement. Emphasis was placed on interpretation 

of the single-measures ICC, as the aim was to determine whether the concordance rates of 

informants matched those of other informants throughout the sample. This differs from the 

average-measures ICC, which reflects the average reliability of all measures combined (Shrout & 

Fleiss, 1979, cited in Hallgren, 2012). In other words, the single-measures ICC is used when data 

are collected from one rater at a time and emphasis is placed upon more than one rater to 

estimate inter-rater reliability, as is the case in the adult ADHD evaluation. In the case of 

multiple raters within an ADHD evaluation, the goal is to utilize each informant as a reliable 

source of data. The average measures ICC is relied upon to place emphasis on the average of 

multiple ratings for each variable. Since informant reports are typically taken into clinical 

consideration on an individual basis during the ADHD evaluation and rarely averaged, only 

single-measures ICC values were reported in this study. ICC values generally range from -1.0 to 

1.0, with a value of 1.0 indicating complete agreement and a value of 0.0 indicating that any 

agreement is attributed purely to chance. Negative ICC values indicate disagreement, and in 

cases where more than three raters, or data sources, are compared, ICC values may be less than -

1.0 (Hallgren, 2012). Common qualitative cutoffs for ICC values are cited as values less than .40 

indicating poor inter-rater reliability, values between .40 and .59 indicating fair inter-rater 

reliability, values between .60 and .74 indicating good inter-rater reliability, and values above .75 

indicating excellent inter-rater reliability (Cicchetti, 1994). In addition to the ranges given above, 
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the ICC analysis gives an F test statistic, which computes the statistical significance of the ICC. 

The p value accompanying this F statistic utilizes the common convention of being considered 

statistically significant if p < .05. Determination of ICC values were conducted using Statistical 

Package for Social Sciences (IBM Corporation, 2012). 

To further address Research Question 2a, variance values among the five self-reported 

age of onset values were calculated for each unique case within the sample. In the case of this 

study, each individual ADHD evaluation was treated as a unique population of reported age of 

onset values. Population variance (σ²), computed as the average of the sum of squared deviations 

about the mean of a set of values (Abu-Bader, 2011), was used as a method to examine the level 

of dispersion among the reported age of onset values within each individual ADHD evaluation 

included in this study. Larger levels of dispersion among the reported age of onset values, 

reflected by higher variance values, indicated lower levels of agreement among the multiple age 

of onset reports within each ADHD evaluation. Descriptive data were reported using the 

Statistical Package for Social Sciences (IBM Corporation, 2012) and illustrated in a histogram 

plot to determine how the frequencies are distributed over the individual variance values. 

Pearson’s moment skewness coefficient and Fisher’s skewness coefficient values were 

determined to aid in exploration of the skewness of the distribution (Abu-Bader, 2011; Pearson, 

1895).  

For Research Questions 2b and 2c, the frequency of students who fell into either category 

(age of onset below age eight versus age eight or above) was determined and discussed, 

particularly in regard to potential implications resulting from the increased age of onset criterion. 

For each of the sources of data, a frequency count pertaining to the specific informant (i.e., 

parent, friend, sibling, roommate, or spouse) was also reported. 
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3.  The total number of self-reported and informant-reported symptoms of inattention and 

hyperactivity/impulsivity was examined within a sample of college students with a diagnosis of 

ADHD. A total number of ADHD symptoms was assessed using three distinct measures during 

ADHD evaluation. These three measures, described in greater detail below, included one self-

report measure, one informant-report measure, and the final psychological report. The symptom 

count from each measure was recorded, resulting a total of three total symptom values for each 

individual student within the sample.  

a.  What is the concordance rate of multiple estimates of total number of ADHD 

symptoms within this sample? 

b. How many students within the sample were newly eligible for ADHD diagnosis under 

DSM-5 based on a total of exactly five symptoms of inattention and/or hyperactivity/impulsivity?  

c. How many students within the DSM-5 sample were diagnosed based on six or more 

total symptoms of inattention and/or hyperactivity/impulsivity? 

To address the concordance of the three distinct data sources for total number of ADHD 

symptoms in Research Question 3a, a one-way, random, absolute, intra-class correlation 

coefficient (ICC; McGraw & Wong, 1996; Osborne, 2008; Shrout & Fleiss, 1979) was 

determined to assess the rate of concordance among reported number of symptoms across the 

sample. To determine the nature of the ICC analysis, the same criteria are considered as in 

Research Question 2a. A one-way random ICC model was used because the specific raters differ 

for each participant and are not repeated within the sample, and was computed in terms of 

absolute agreement, with emphasis on the single-measures ICC. Determination of ICC values 

were conducted using Statistical Package for Social Sciences (IBM Corporation, 2012). 
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To further address Research Question 3a, variance statistics among the three symptom 

count values were calculated for each unique case within the sample. As in Research Question 

2a, each individual ADHD evaluation was treated as a unique population of reported total 

symptom values. Population variance (σ²), computed as the average of the sum of squared 

deviations about the mean of a set of values (Abu-Bader, 2011), was used as a method to 

examine the level of dispersion among the reported total symptom values within each individual 

ADHD evaluation included in this study. Larger levels of dispersion among the reported total 

symptom values, reflected by higher variance values, indicated lower levels of agreement among 

the multiple total symptom reports within each ADHD evaluation. Descriptive data were 

reported using the Statistical Package for Social Sciences (IBM Corporation, 2012) and 

illustrated on a histogram plot to determine how the frequencies are distributed over the 

individual variance values. As above, Pearson’s moment skewness coefficient and Fisher’s 

skewness coefficient values were determined to aid in exploration of the skewness of the 

distribution (Abu-Bader, 2011; Pearson, 1895).   

For Research Questions 3b and 3c, the frequency of students who fell into either category 

(five total symptoms versus more than five symptoms) were determined and discussed, 

particularly in regard to potential implications resulting from the lowered total-symptom 

threshold for adult ADHD. For each of the sources of data, a frequency count pertaining to the 

specific informant (i.e., parent, friend, sibling, roommate, or spouse) was also reported. 

Power Analyses 

Research Question 1. Using the statistical program G*Power (Faul et al., 2007), an 

apriori power analysis for a one-tailed normal bivariate correlation model showed that a sample 

size of n = 38 was needed. Inputs to G*Power included an alpha error probability of α = .05, 
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hypothesized correlation p values of H0 = .59 (r
2
 value of .59) and H1 = .80 (r

2
 value of .80), and 

the desired power value set to .80. The hypothesized correlation coefficients utilized in this 

analysis were gathered from the literature as the lowest and highest reported values of inter-rater 

reliability of ADHD symptoms in adults within an individual study (cited in Barkley et al., 

2011), thus providing an adequate empirically-supported range. Although the power analysis 

showed that an n of 38 was sufficient for this analysis, the final n was based on the required 

sample size for subsequent Research Questions 2a and 3a. 

To determine the appropriate sample size for the r to Z transformation test (Fisher, 1921) 

used in Research Questions 1a and 1b, an apriori power analysis was computed for the 

comparison of two independent correlation coefficients in G*Power (Faul et al., 2007). The 

projection of a medium effect size (q = .40; cited in Cohen, 1988), an alpha error probability of  

α = .05, and allocation ratio of N2/N1 = 1 yielded a total sample size of n = 162 to achieve the 

desired power value of .80. Therefore, each sample of participants used to compute the two 

Pearson r values was comprised of a value of n = 81.  

Research Questions 2 and 3. For Research Questions 2a and 3a, an intra-class 

correlation coefficient (ICC; McGraw & Wong, 1996; Osborne, 2008; Shrout & Fleiss, 1979) 

was utilized to determine inter-rater reliability, or concordance rates, among reported data. 

Suggested sample sizes for studies utilizing the ICC have been discussed in the literature 

(Donner, 1999; Shoukri, Asyali, & Donner, 2004; Walter; Eliasziw, & Donner, 1998). The 

suggested method for obtaining a precise sample size for the ICC utilizes measured values of 

within-subject and between-subject variances within the sample. Given the lack of empirical 

support in the literature for the variance between sources of age of onset and total symptom 

counts within ADHD evaluations in college students, it was difficult to conduct a valid apriori 
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power analysis to estimate appropriate sample size for the ICC analysis. Therefore, ICC values 

reported in this study were interpreted with caution and increased emphasis was placed on 

descriptive analyses to describe the characteristics of the sample. Research Questions 2b, 2c, 3b, 

and 3c were also analyzed using only descriptive statistics.   
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CHAPTER 4 

RESULTS 

Research Question 1 

In a sample of college students with a diagnosis of ADHD, those diagnosed using the DSM-IV-

TR criteria (APA, 2000) were compared to those diagnosed using the DSM-5 (APA, 2013) 

criteria. Self-reports of the 18 individual symptoms of inattention and hyperactivity/impulsivity 

were compared to the informant reports of the same 18 individual symptoms.  

 Research Question 1a. With regard to current symptoms, are the concordance rates for 

self and informant reports the same for students diagnosed using DSM-IV-TR compared to 

students diagnosed using DSM-5? 

The relationship found between the self-report and other-report ratings of current ADHD 

symptoms based on the DSM-IV-TR diagnostic criteria were as follows: current ADHD 

(inattentive symptoms only) r = .17, (p = .06); current ADHD (hyperactive symptoms only)  

r = .41 (p < .001); current ADHD (total score) r = .27 (p < .01). The relationship found between 

the self-report and other-report ratings of current ADHD based on the DSM-5 diagnostic criteria 

were as follows: current ADHD (inattentive symptoms only) r = .21, (p < .05); current ADHD 

(hyperactive symptoms only) r = .50 (p < .001); current ADHD (total score) r = .37 (p < .001). 

The difference between the sets of DSM-IV-TR correlations and DSM-5 correlations was not 

statistically significant for current ADHD inattentive symptoms (Z = -0.27 p = .40), current 

ADHD hyperactive symptoms (Z = -0.66, p = .25), or current ADHD total score  

(Z = -0.65, p = .26).  
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 Research Question 1b: With regard to childhood symptoms, are the concordance rates 

for self and informant reports the same for students diagnosed using DSM-IV-TR compared to 

students diagnosed using DSM-5?   

The relationship found between the self-report and other-report ratings of childhood 

ADHD symptoms based on the DSM-IV-TR diagnostic criteria were as follows: childhood 

ADHD (inattentive symptoms only) r = .34, (p < .01); childhood ADHD (hyperactive symptoms 

only) r = .42 (p < .001); childhood ADHD (total score) r = .36 (p < .001). The relationship found 

between the self-report and other-report ratings of childhood ADHD based on the DSM-5 

diagnostic criteria were as follows: childhood ADHD (inattentive symptoms only) r = .39,  

(p < .001); childhood ADHD (hyperactive symptoms only) r = .39 (p < .001); childhood ADHD 

(total score) r = .38 (p < .001).  The difference between the sets of DSM-IV-TR correlations and 

DSM-5 correlations was not statistically significant for childhood ADHD inattentive symptoms 

(Z = -0.35, p = .37), childhood ADHD hyperactive symptoms (Z = 0.21, p = .42), or childhood 

ADHD total score (Z = -0.15, p = .44).  

Research Question 2 

Age of onset is assessed using a total of five measures throughout the ADHD evaluation. Each 

reported age of onset value was archived from each corresponding ADHD evaluation, resulting 

in a total of five age of onset estimates for each individual student within the sample. The level of 

concordance among these five values was determined for each student, resulting in one inter-

rater reliability coefficient per participant.  

Research Question 2a: What is the concordance rate of multiple estimates of age of 

onset within this sample? 
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Table 5 

Intra-class Correlations: Age of Onset 

 

Intra-class 

Correlation 

95% Confidence Interval F Test with True Zero Value 

Lower 

Bound Upper Bound Value df1 df2 Sig. 

Single 

Measures .162 .094 .243 1.965 133 536 .000 

     Note: df = degrees of freedom. 

 

To investigate the concordance of reported age of onset values within the greater sample, 

inter-rater reliability was assessed using a one-way random, absolute ICC (McGraw & Wong, 

1996). Please refer back to page 66 for a detailed description of this analysis. The resulting single 

measures ICC (ICC = .16) was statistically significant with F (133,536) = 1.97, p = .00). 

However, this value (.16) would be considered “poor” inter-rater reliability between age of onset 

ratings (Cicchetti, 1994).  

To further investigate the variability of self-reported age of onset values, the population 

variance among the three reported age of onset values within each unique ADHD evaluation was 

calculated for each participant and the distribution of these variance values were explored for the 

sample as a whole. The variance values ranged from σ² = 0.56 to 135.69, with a mean of M = 

25.10 and standard deviation of SD = 24.08.  The skewness value for the sample of variance 

values was 1.765 (SE = 0.191) and the kurtosis value was 3.843 (SE = 0.379). The Pearson’s 

skewness coefficient of the sample of variance values fell outside of the ± .20 range (.27) and 

Fisher’s skewness coefficient fell outside of the ± 1.96 range (9.29). Additional results may be 

found in Table 6 below. Further review of the histogram (Figure 1) and normal Q-Q plot (Figure 
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2) below reflects these values, with a pattern indicating a severely positively skewed distribution 

toward lower variance values.  

 

Table 6 

Distribution of Age of onset Variance Values 

Mean 25.10 

Median 18.56 

Mode 0.96 

Standard Deviation 24.08 

Variance 579.90 

Skewness 1.765 

Standard Error of Skewness 0.19 

Kurtosis 3.84 

Standard Error of Kurtosis 0.38 

Range 135.13 

Minimum 0.56 

Maximum 135.69 

Pearson’s skewness coefficient 0.27 

Fisher’s skewness coefficient 9.29 

Note: Multiple modes exist; smallest value is reported. 

 
Figure 1 

Distribution of Variance: Age of Onset 
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Figure 2 

Normal Q-Q Plot of Variance: Age of Onset 

 

Research Questions 2b and 2c: (2b) How many students within the DSM-5 sample were 

newly eligible for ADHD diagnosis under DSM-5 based on an onset of ADHD symptoms 

between ages 8 to12? (2c) How many students within the DSM-5 sample were diagnosed based 

on an onset of ADHD symptoms at age 7 or younger? 

A total of 3 participants (3.7%) within the DSM-5 group were found to have a diagnosis 

of ADHD based on an age of onset between ages 8 and 12. A total of 76 participants (93.8%) 

within the DSM-5 group were found to have a diagnosis of ADHD based on an age of onset of 

age 7 or younger. In other words, only 3.7% of participants who were diagnosed under DSM-5 

standards would not have met criteria if the DSM-IV-TR diagnostic criteria were still in use.  

Descriptive information regarding the sample may be found in Appendix M, and detailed 

frequencies may be found below in Table 7. 
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Table 7 

Frequency Statistics: Age of Onset 

Age of Onset Frequency Percent 

 

5 73 90.1 

7 3 3.7 

8 2 2.5 

10 1 1.2 

13 2 2.5 

 

 

Research Question 3 

The total number of self-reported and informant reported symptoms of inattention and 

hyperactivity/impulsivity were examined within a sample of college students with a diagnosis of 

ADHD. The total number of ADHD symptoms is assessed using a total of three measures during 

the ADHD evaluation. The symptom count from each measure was recorded, resulting in a total 

of three values for each individual student within the sample.  

 Research Question 3a: What is the concordance rate of multiple estimates of 

total number of ADHD symptoms within this sample?  

To investigate the concordance of self-reported total symptom values within the greater 

sample, inter-rater reliability was assessed using a one-way random, consistency ICC (McGraw 

& Wong, 1996). The resulting single measures ICC (ICC = .39) is statistically significant with F 

(161,324) = 2.89, p = .00). This value (.39) would be considered borderline “poor” to “fair” 

inter-rater reliability between age of onset ratings (Cicchetti, 1994).  

 

 



 

78 

 

 

Table 8 

Intra-class Correlations: Total Number of Symptoms 

 

Intra-class 

Correlation 

95% Confidence Interval F Test with True Zero Value 

Lower 

Bound Upper Bound Value df1 df2 Sig. 

Single 

Measures .386 .290 .483 2.889 161 324 .000 

    Note: df = degrees of freedom. 

 

To further investigate the variability of total symptom values, the variance among the five 

reported total symptom values within each unique ADHD evaluation was calculated for each 

participant and the distribution of these variance values were explored across the sample as a 

whole. The variance values ranged from σ² = .00 to 53.56, with a mean of M = 6.19 and standard 

deviation of SD = 9.46.  The skewness value is 2.778 (SE = 0.191) and the kurtosis value is 

8.651 (SE = 0.379). The Pearson’s skewness coefficient of the sample of variance values fell 

outside of the ± .20 range (.36) and Fisher’s skewness coefficient fell outside of the ± 1.96 range 

(14.63). Additional results may be found in Table 9 below. Further review of the histogram 

(Figure 3) and normal Q-Q plot (Figure 4) below reflects these values, with a pattern indicating a 

severely positively skewed distribution.  

 

Table 9 

Distribution of Total Symptom Variance Values 

Mean 6.19 

Median 2.78 

Mode 0.22 

Standard Deviation 9.46 

Variance 89.45 

Skewness 2.78 
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Table 9, Continued 

Distribution of Total Symptom Variance Values 

Standard Error of Skewness 0.19 

Kurtosis 8.65 

Standard Error of Kurtosis 0.38 

Range 53.56 

Minimum 0.00 

Maximum 53.56 

Pearson’s skewness coefficient 0.36 

Fisher’s skewness coefficient 14.63 

 

 

 
Figure 3 

Distribution of Variance: Total Number of Symptoms 
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Figure 4 

Normal Q-Q Plot of Variance: Total Number of Symptoms 

 

Research Questions 3b and 3c: (3b) How many students within the sample were newly 

eligible for ADHD diagnosis under DSM-5 based on a total of exactly five symptoms of 

inattention and/or hyperactivity/impulsivity? (3c) How many students within the DSM-5 sample 

were diagnosed based on six or more total symptoms of inattention and/or 

hyperactivity/impulsivity? 

A total of 3 participants (3.7%) within the DSM-5 group were found to have a diagnosis 

based on exactly five total symptoms of ADHD. A total of 77 participants (95.0%) within the 

DSM-5 group were found to have a diagnosis based on six or more total symptoms of ADHD. In 

other words, only 3.7% of the participants who were diagnosed under new DSM-5 standards 

would not have met criteria if DSM-IV-TR diagnostic criteria were still in use.  Descriptive 
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information regarding the sample may be found in Appendix M, and detailed frequencies may be 

found below in Table 10. 

 

Table 10 

Frequency Statistics: Total Number of Symptoms 

Total Current 

Symptoms Frequency Percent 

 

4 1 1.2 

5 3 3.7 

6 8 9.9 

 7 3 3.7 

 8 11 13.6 

 9 9 11.1 

 10 6 7.4 

 11 10 12.3 

 12 6 7.4 

 13 4 4.9 

 14 7 8.6 

 15 4 4.9 

 16 4 4.9 

 17 3 3.7 

 18 2 2.5 
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CHAPTER 5 

DISCUSSION 

 The following section offers discussion of the results of this study in light of the 

concordance rates between self and informant symptom ratings of ADHD, among reported age 

of onset values, among reported total symptom values, and in regard to the overall prevalence of 

ADHD. This section concludes with a discussion of the study’s limitations and implications for 

future research and clinical practice. 

Findings 

Concordance of Self and Informant Symptom Ratings. While the specific symptoms 

required for diagnosis were not altered in the DSM-5, examples were added to most symptom 

descriptors to provide descriptions of the behaviors indicative of adult ADHD. These changes 

have the potential to increase the reliability of self-report and informant-report measures that are 

so heavily relied upon within the typical ADHD evaluation. This study aimed to examine 

whether the additional symptom descriptors found in the DSM-5 provide stronger inter-rater 

reliability between self-report and informant-report measures and to discuss the implications for 

the overall rate of diagnosis of ADHD in adults. 

The first research question aimed to evaluate whether the DSM-5 ADHD criteria offer 

better diagnostic validity than the previous DSM-IV-TR symptoms by determining concordance 

rates between self-reported and informant-reported symptoms of inattention and 

hyperactivity/impulsivity using the DSM-IV-TR and DSM-5 descriptions of ADHD symptoms. 

Concordance rates for inattentive, hyperactive/impulsive symptoms, and total symptoms were 

analyzed separately and then compared between the two versions of the DSM symptom criteria. 
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 The comparison of the DSM-IV-TR and the DSM- 5 self and other concordance rates for 

current ADHD symptoms yielded no significant differences between the two sets of symptom 

criteria. Further, there were also no significant differences between comparisons of DSM-IV-TR 

and DSM-5 childhood ADHD symptom criteria. Despite the hypothesis that slight language 

alterations found in the new DSM-5 symptom criteria may increase self and other raters’ ability 

to identify symptoms of ADHD, the results of this study indicate that this is not the case. This 

may be due to the insubstantial nature of the changes between the old and new symptom criteria. 

While examples of specific behaviors associated with symptoms in adults are included within the 

DSM-5, it appears that these additions do not introduce enough new information to significantly 

impact symptom ratings.  

 The current study yielded weak to moderate concordance rates among self-report and 

other-report ratings for current DSM-IV-TR symptoms of ADHD, and weak to moderate 

concordance rates among self-report and other-report ratings of current DSM-5 ADHD 

symptoms. Regarding childhood symptoms, the current study yielded moderate concordance 

rates among self-report and other-report ratings for DSM-IV-TR symptom criteria and moderate 

concordance rates among self-report and other-report ratings of DSM-5 symptom criteria. 

Collectively, the concordance rates found within this study are suggestive of slightly lower inter-

rater reliability among self and other symptom reports as compared to previously cited results 

found in the literature. For example, Barkley, Knouse, and Murphy (2011) reported strong to 

very strong concordance rates between total self and informant ratings, while a subsequent study 

by Van Voorhees, Hardy, and Kollins (2011) reported total self and informant reports of 

concordance rates for general DSM-IV-TR ADHD symptoms to be in the low to moderate range. 

Given the variability of reported concordance rates found within the literature (e.g., Barkley et 
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al., 2011; Van Voorhees et al., 2011; Willcutt et al., 2012), most of the concordance rates found 

among current symptom ratings within this study (r = .41 for hyperactive/impulsive symptoms, 

and r = .27 for total symptoms) appear to fall within a similar range to those cited in the 

literature, with the lower concordance rate among self and other ratings of current inattentive 

ADHD symptoms falling notably lower than values cited in previous literature.  

 There are a number of factors that may contribute to the variability of self and other 

ratings of ADHD symptoms in this study. For example, the nature of the sample of college 

students used may have contributed to lower rates of concordance simply due to limited 

availability of quality informant ratings during the ADHD evaluation. College students are often 

located away from family members who may hold valuable insight into symptomology. College 

students also represent a younger sample of the general adult population and may not have 

access to a reliable long-term partner to provide quality ratings of current symptomology and 

functional deficits. Within the current study, the majority of other ratings for current symptoms 

of ADHD were provided by a roommate or friend (41.4%), or the participant’s significant other 

(26.5%), while the majority of childhood ratings were provided by parents (82.1%) or siblings 

(11.7%). (Complete information regarding other ratings in this study may be found in Appendix 

L.) While current symptom raters are likely to spend a large amount of time with the participant, 

individuals who fall into the category of college roommate or significant other may have only 

known the college student for a few months and may therefore have difficulty offering accurate 

ratings of his or her behavior. Conversely, parents and siblings are asked to rate childhood 

symptomology by relying on distant memory, which makes the diagnosis of ADHD in college 

students more difficult than in adolescents or children. 
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The literature suggests that the source of informant information, whether from a parent, 

sibling, friend, spouse, or other rater, does not necessarily alter the quality of the information. 

Although there has been some evidence to show that parent ratings may provide stronger 

predictive power when making a diagnosis of ADHD (e.g., Dvorsky et al., 2016), it does not 

appear to be the case that parents serve as more valid informants, overall, than spouses or others 

(Van Voorhees et al., 2011). Instead, variance among informant ratings may be secondary to the 

setting in which the symptoms may have been observed and the context of the informant’s 

relationship to the person being evaluation for ADHD. Within this study, the concordance rates 

were slightly higher for childhood symptom ratings than for current symptom ratings, and self-

report ratings revealed higher levels of symptom severity than those of informant ratings. These 

findings contradict previous findings in the literature (e.g., Barkley et al., 2002 and Zucker et al., 

2002) that note opposite trends (i.e., higher current symptom ratings and more severe informant 

report ratings) in samples of adults with ADHD. Interestingly, the results of this study appear to 

corroborate findings that self-report ratings tend to be higher than informant-report ratings in 

samples of college students (Katz et al., 2009). It may be the case that, for college students, 

parent and sibling raters may offer more reliable reports due to a generally stronger relationship 

with the participant than would be found with older adults. Further, many college students within 

this sample were referred following difficulties with school work, and thus, may have been 

highly motivated to over-report symptoms of ADHD in order to qualify for academic 

accommodations (Green & Rabiner, 2012; Quinn, 2013). This may serve as an additional 

consideration for the variable concordance rates between self and informant reports found in this 

study. Lastly, it may be the case that since self-raters undergo a larger diagnostic process, 

including multiple self-report measures and often an interactive clinical interview, these 
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individuals may be more likely to gain insight into ADHD symptomology and therefore endorse 

more symptoms than informant reporters. Future research is needed to determine whether 

concordance rates may appear to be stronger in a larger sample of college students diagnosed 

with ADHD, or whether the new DSM-5 symptom criteria may offer increased validity rates 

beyond the results of the current study. 

 Concordance of Reported Age of Onset Values. The diagnostic criteria for most 

disorders found in the DSM series are reliant solely upon the duration and severity of current 

symptomology (APA, 2013). However, the diagnosis of ADHD requires added liability of the 

part of the clinician with the requirement of a valid age of onset criterion. Accurate data 

pertaining to the age of onset criterion is difficult to determine in the adult population, yet must 

still be considered in order to provide a valid diagnosis. Often, diagnostic data is collected from a 

variety of sources within the typical ADHD evaluation (Barkley & Biederman, 1997; Vashak, 

Lloyd, & Taylor, 2013; Vogel, 2013). This study aimed to determine the level of concordance 

among multiple reported age of onset values, both throughout the sample as a whole and within 

each unique ADHD evaluation. 

The one-way, single-measures ICC analysis was used to examine the extent to which age 

of onset ratings corresponded for each participant. Although the ICC reliability coefficient was 

statistically significant, the value of the ICC indicated that there was poor agreement among 

individual age of onset values throughout the sample for individual ratings. To offer further 

descriptive information regarding the agreement between raters within each individual ADHD 

evaluation, the variance among the five age of onset values was determined for each case, 

yielding one unique variance value for each participant, and plotted in a histogram and normal 

Q-Q plot to illustrate the qualities of the distribution for these data. The level of skewness was a 



 

87 

 

 

particular point of interest, as this gives a qualitative impression of whether there tended to be 

higher or lower levels of variance among age values within each unique case. Both the Pearson’s 

skewness coefficient and Fisher’s skewness coefficient for this distribution indicated that 

variance values were severely skewed in the positive direction. Since both of these skewness 

coefficients are calculated based upon deviation from mean, they are particularly sensitive to 

outliers and were interpreted with caution (Abu-Bader, 2011). To provide further visual 

interpretation of the data, histogram and normal Q-Q plots were examined to determine whether 

the data approached the shape of a normal curve. Figures 2 and 3 both reveal a pattern of positive 

skewness, indicating that as a whole, the variance among informant rating values within each 

ADHD evaluation were heavily skewed toward lower values, indicating less variance (and 

therefore greater agreement) among the reported ages for each participant.  

 This portion of the analysis serves as an important distinction from the ICC analysis, as 

the ICC analysis focuses on absolute agreement, meaning that the same level of disagreement is 

calculated for ratings that may be 10 years apart (e.g., reported age of onset value of 10 years old 

and 5 years old) or merely one year apart (e.g., 10 years old and 9 years old). The variance 

distribution provides a better understanding of the amount of variability within each unique case. 

The results of this study indicate that while the overall single-measures concordance rate (ICC 

value) for age of onset was poor, the variance values throughout the sample are generally low. In 

other words, the distribution of the variance values within this sample suggests that the majority 

of the values were small, indicating smaller amounts of variance within each distinct ADHD 

evaluation.  

The results of this study indicate that the variance levels among reported age of onset 

values were higher than those for total symptom values. In other words, it appears that there was 
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more variance within each individual case pertaining to the age of onset estimate than estimates 

of a student’s total number of current symptoms of ADHD. The fact that the age of onset 

criterion is reported as a function of memory may offer some explanation as to why these values 

are difficult to agree upon for both college students being evaluated for ADHD and informant 

reporters such as parents or siblings. These values cannot be verified by the evaluator beyond the 

addition of multiple informants within the evaluation. The poor concordance found throughout 

the sample may be due in large part to the source of the informant ratings which was not 

controlled for or directly compared within the scope of this study. The age of onset criterion is 

unique because it is not directly observable as many inattentive or and hyperactive/impulsive 

symptoms are. Students who are being evaluated may be inaccurate historians and parents may 

find it difficult to recall with certainty when a set of behaviors began, particularly if the child was 

not yet experiencing any functional difficulties in daily home life. 

Interestingly, the majority of participants in the current study were diagnosed with an age 

of onset of five years of age, which contradicts many studies that provide evidence that few cases 

of adult ADHD are reported to begin prior to the age of seven (Kessler, et al., 2005) and may 

even begin later into adolescence (Barkley, 1997). This may be due in part to the fact that 

children in the United States formally begin Kindergarten at age five. However, it is also 

important to consider the susceptibility of both self and informant reporters to be affected by the 

language used on the self report measures used in this study. Of note, students and informant 

reporters were asked to recall symptoms that may have began between the ages of “5 and 12,” 

which provides reference to the age of five and may explain the high occurrence of this age in 

the current dataset. If this trend could be substantiated, it could lend support to the possibility 

that age of onset estimates may often be incorrect as a function of the fallible nature of long-term 
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memory. Another possibility to consider regarding the tendency for students and parents to 

provide lower values for the age of onset may be well-documented academic advantages that 

college students may gain access to with a diagnosis of ADHD (Quinn, 2003; Sollman et al., 

2010). Mild symptoms of the disorder may be exaggerated, or symptoms may be feigned 

altogether, in order to qualify for academic accommodations that allow for extended time for 

assignments or access to private tutoring (Quinn, 2003; Sollman et al., 2010). While the use of 

collateral informants provides support to aid in the detection of such cases, it could also be 

possible that college students may direct parents to fill out informant report measures to reflect 

higher symptom severity, or a particular age of onset, such as the age of five.  

 Concordance of Total Symptom Values. In addition to meeting the required age of 

onset criterion for diagnosis, individuals must also experience at least six current symptoms of 

ADHD (now five symptoms for adults within the DSM-5). Diagnostic evaluations examine 

current symptomology in a variety of ways, but mostly commonly include the use of self-report 

and informant-report measures. Behavioral ratings to substantiate the presence of current 

symptoms are collected from a variety of sources within the typical ADHD evaluation. This 

study examined the level of concordance among the multiple reports of current symptom values. 

As in the previous research question, values were analyzed throughout the sample as a whole and 

within each unique ADHD evaluation.  

The one-way, single-measures ICC analysis was used to examine the extent to which 

total symptom ratings corresponded for each participant. Although the ICC reliability coefficient 

was statistically significant, the value of the ICC indicated that there was poor agreement among 

individual total symptom values throughout the sample for individual ratings. To offer further 

descriptive information regarding the agreement between raters within each individual ADHD 
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evaluation, the variance among the three total symptom values was determined for each case, 

yielding one unique variance value for each participant, and plotted in a histogram and normal 

Q-Q plot to illustrate the qualities of the distribution for these data. As in the previous research 

question, the level of skewness was a particular point of interest, as this gives a qualitative 

impression of whether there tended to be higher or lower levels of variance among total 

symptom values within each unique case. Both the Pearson’s skewness coefficient and Fisher’s 

skewness coefficient for this distribution indicated that variance values were severely skewed in 

the positive direction. This was further confirmed by reviewing the histogram and normal Q-Q 

plots (found in Figures 4 and 5, respectively). This positively skewed outcome indicates that as a 

whole, the variance among informant rating values within each ADHD evaluation were heavily 

skewed toward lower values, indicating less variance (and therefore greater agreement) among 

the reported total symptom values for each participant.   

 ICC analyses within this study indicate that, while both fell in the poor range, 

concordance rates among the total number of reported ADHD symptoms appear to be slightly 

higher than those for the age of onset criterion examined in Research Question 2. This is 

supported by observing that the severity of skewness was greater (indicating lower variance 

values and higher agreement) for total number of symptoms as opposed to the reported age of 

onset criterion. As noted above, one viable reason for this distinction may be that the total 

number of current symptoms that an individual is experiencing may be observed directly by 

others, whereas the age of onset criterion must be derived from memories that are often over ten 

years in the past by the time most college students present for an evaluation of ADHD. Of note, 

the variance values within this research question fell across a larger range than those pertaining 

to the age of onset criterion. While this analysis offers only descriptive data, it can be inferred 
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that the larger span of variance may be a result of fewer informants (three informant sources as 

compared to five sources in Research Question 2a), and the qualitative differences between the 

nature of the informants asked to comment on current symptoms as opposed to childhood 

symptoms. Studies have shown various informant roles (e.g., parents, siblings, etc.) to be of 

equal utility in the diagnosis of ADHD (Van Voorhees et al., 2011), the nature of the informant’s 

relationship to the student being evaluated must also be taken into account. While there is no 

empirical evidence regarding the concordance of total symptoms within each evaluation to 

compare these results to, it can be inferred that concordance rates likely vary among cases and 

among sample as a whole, as can be seen in other concordance studies cited above (e.g., Barkley 

et al., 2011; Van Voorhees et al., 2011; Willcutt et al., 2012).   

The Prevalence of Adult ADHD.  The heterogeneity of ADHD has led to difficulties in 

the identification of prevalence rates, particularly with the need to reevaluate the current age of 

onset criteria and required number of total symptoms for adults put forth in the diagnostic criteria 

(APA, 2000; APA, 2013). The DSM-5 diagnostic criteria altered the total symptoms required for 

diagnosis in adults by reducing the diagnostic threshold from a total of six symptoms to five 

symptoms. Also, new criteria allow for diagnosis based upon an age of onset between ages 8 to 

12, lowering the threshold for diagnosis from the previous requirement of age 7 or younger. This 

study has indicated that these changes may yield a very small fluctuation in prevalence rates, but 

not the changes that were feared by many researchers prior to the release of the DSM-5. The 

nature of this study allowed for an anecdotal exploration of the potential impact that the 

increased age of onset criterion and decreased total symptom threshold may have on the 

diagnosis of ADHD in college students.  
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Results of this study indicated that only three participants within the DSM-5 group, or 

approximately 3.7%, were diagnosed with the disorder based upon an age of onset value between 

the ages of 8 and 12, which would fall into the expanded age range introduced by the new DSM-

5 diagnostic criteria. Several studies offered evidence that the onset of ADHD may occur later in 

many cases, lending evidence to an increased age of onset (e.g., Applegate et al., 1997; Barkley 

1997; Faraone et al., 2000) and fueling some concern that this may significantly increase the 

prevalence rates of the disorder (Bastra & Frances, 2012; Thomas et al., 2013). While the 

projected 3.7% increase in prevalence found in this study is higher than the estimated 0.1% 

increase in the pediatric prevalence rate for ADHD reported by Polanczyk, Caspi, Houts, 

Kollins, Rohde, and Moffitt (2010), it is much lower than the projected 27% increase in adult 

prevalence rate discussed by Matte et al. (2015). This relatively small percentage still appears to 

discredit many of the concerns found in the literature that changing this portion of the diagnostic 

criteria could incite unprecedented levels of demand for clinical services (e.g., Prosser & Reid, 

2013). The results of this study indicate that in reality, the majority of participants would have 

qualified for diagnosis under the DSM-IV-TR diagnostic criteria for ADHD. In fact, the majority 

of participants selected for the current study endorsed an onset of symptoms prior to the age of 

seven, which falls in a much younger range than anticipated by researchers who have endorsed 

the need for an increase onset criterion in adults (e.g., Barkley, 1997).  

In terms of the number of symptoms required for diagnosis, only a small percentage of 

participants who were found to exhibit exactly five symptoms of ADHD, the new threshold for 

current symptoms of adult ADHD found in DSM-5. Only three participants in this study 

(approximately 3.7% of the total sample) were newly eligible for diagnosis and would not have 

qualified for a diagnosis of ADHD under the DSM-IV-TR criteria, again suggesting that the new 



 

93 

 

 

DSM-5 diagnostic changes are quite arbitrary in terms of projected prevalence rates. 

Furthermore, the vast majority (approximately 85%) of the DSM-5 participants in this study 

qualified for a diagnosis with seven or more symptoms and over half (approximately 57%) of the 

DSM-5 participants in this study qualified for a diagnosis with 10 or more symptoms, lending 

evidence that few college students with ADHD met criteria with only five or six total symptoms. 

Limitations 

The present study operated under the assumption that ADHD is a valid, measureable 

neurodevelopmental disorder that exists within the adult population, and that the diagnostic 

criteria, specific symptoms found in the DSM-IV-TR (APA, 2000) and DSM-5 (APA, 2013), and 

corresponding behavioral rating scales represent the most valid representation of ADHD. Given 

the nature of correlation research design and the use of archival ADHD evaluation data, common 

threats to validity including history, maturation, regression, mortality, testing, and 

instrumentation were not applicable to the study (Creswell, 2008). However, the susceptibility of 

self-report measures to bias and potential malingering is well documented in the literature 

(Conners et al., 1999; Harrison, Edwards & Parker, 2007; Jachimowicz & Geiselman, 2004; 

Quinn, 2003; Sollman, Ranseen, & Berry, 2010), which may have an unforeseen impact on the 

validity of the study. It was assumed that items endorsed within self-report and informant-report 

behavioral rating scales reflected open and honest responses. Use of alternative behavioral rating 

scales in subsequent studies may yield alternative results to those reported in this study. Two of 

the five measures that were used in the study (the application for services and academic 

interview) are not standardized. Therefore, the measures may have been particularly susceptible 

to weaknesses in validity and reliability. However, only two items were taken from these 

measures (age of onset and total number of reported symptoms), which reduced the potential 
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compromise of the study’s internal validity. Lastly, since the study focused on ADHD in college 

students, the generalizability of results was limited to the college student population and limited 

by the characteristics of the diagnostic evaluation procedures and selected sample of the study, 

thus potentially compromising the study’s level of external validity (Creswell, 2008).  

Finally, while the procedures for each participant’s ADHD evaluation were the same, the 

individual evaluations may have differed from participant to participant with respect to current 

life circumstances including academic pressures, financial difficulties, or familial stress. The 

severity of such circumstances for students undergoing an evaluation of ADHD may yield 

discrepant responses compared to students without the pressure of acute life stressors. 

Furthermore, there is a lack of empirical data reflecting the norms of inter-rater reliability 

(concordance rates) among self-report and informant-reports of ADHD symptoms in the college 

student population. 

Implications  

The results of this study address only a small portion of the gaps found in current ADHD 

literature, and bring to light some notable implications for future research and clinical practice. 

Prior to the release of the DSM-5 (APA, 2013), the potential changes to the DSM-IV-TR ADHD 

diagnostic criteria (APA, 2000) were anticipated to have a number of implications for the 

professional community. Although the publication of the DSM-5 has since revealed the overall 

changes to be relatively minor, further research continues to be needed to determine the 

longstanding changes pertaining to the age of onset criterion, number of symptoms required for 

diagnosis, and the language describing required symptoms.  

Research Implications. The small amount of students who were diagnosed with ADHD 

based upon revised DSM–5 criteria (i.e., increased age of onset criterion and lowered threshold 
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for current symptoms) suggests that the changes do not pose a great impact on the rate at which 

the disorder is diagnosed within the college student population. However, there are many aspects 

to this hypothesis that were beyond the scope of this study, and therefore implicate the need for 

further research. The qualitative changes to the ADHD symptom criteria for adults found in the 

DSM-5 do not appear to significantly increase the validity of the items in terms of inter-rater 

reliability. This finding provides direct implications in response to the numerous publications 

that discuss the possibility of the new criteria introducing vast changes to how ADHD is 

perceived and diagnosed. There has been significant evidence in the literature that the symptoms 

of ADHD are tied strongly to deficits in executive functioning (Barkley et al., 2008; Barkley, 

2011). This has led to discussion that the language used to describe ADHD symptomology may 

show increased validity if items include specific references to executive functioning problems in 

addition to inattention, hyperactivity, and impulsivity (Kessler et al., 2010). Future studies may 

be able to determine whether changing the language used to describe symptomology (beyond the 

examples offered in the DSM-5) may offer greater diagnostic validity for both the college student 

ADHD population and the general adult ADHD population.  

 Findings in this study regarding the concordance of reported total symptom values and 

age of onset values suggest that values found within the same case file often do not directly 

match, and therefore evaluating clinicians are often forced to choose how to interpret 

inconsistent reports when making a diagnosis of ADHD. Since the current study only focused on 

one sample of college students, future studies utilizing larger samples across multiple university 

settings, as well as samples from the general adult population, may provide more insight as to the 

concordance rates of these clinical data. Further, future studies that focus on the comparison of 

the validity of informant data within a college student population would serve to address some of 
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the current gaps in the literature pertaining to students with ADHD. Although beyond the scope 

of the current study, it would also be prudent to conduct future studies to further examine the 

process of how evaluators choose to navigate conflicting clinical data, particularly within the 

college student population where symptom exaggeration may be an issue (Quinn, 2003). It may 

also enhance the validity of findings if participants are asked for age of onset without any 

precipitating information (i.e., primer for symptoms that may have begun between the ages of 5 

through 12).  

In light of current findings, it may be the case that college students endorse younger ages 

of onset than are found within the general adult population. This may be due to the availability of 

more valid informants (i.e., younger parents, siblings) or it may reflect a tendency for college 

students to exaggerate symptoms in order to gain academic accommodations (Quinn, 2003). 

Further research in this area, particularly in comparison of college students with ADHD to the 

general adult ADHD population, is warranted to further explore these differences. For example, 

investigation into how often the age of onset criterion is relied upon solely as a deciding factor in 

the diagnosis of adult ADHD, how reliable age of onset estimates are across different informant 

sources and over time, and establishing empirical evidence for the current age of onset at age 12 

would continue to address some of the continued concerns of both researchers and clinicians and 

remaining gaps in the adult ADHD literature (e.g., Coghill & Seth, 2011). 

Lastly, since ADHD has been found in disproportionately higher rates within some 

vulnerable and minority populations (Miller & Prosek, 2013) and carries numerous co-

morbidities (APA, 2013), diagnosis is often complicated by these factors. Further, there is 

compelling research supporting the relationship between ADHD symptoms and environmental 

factors such as familial stressors and history of abuse or trauma (Richards, 2013). Although the 
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current study implicates that prevalence rates were not greatly affected by the changes found in 

the new diagnostic criteria, further research with a broader sample, special focus on marginalized 

populations, and with attention to co-morbidity is warranted. 

The need for continued empirical study across a multitude of areas pertaining to ADHD 

(e.g. etiology, measurement, symptom validity, temporal stability, etc.) is clear. Further 

empirical inquiry will continue to address the gaps in research across these areas and disseminate 

further knowledge among researchers and clinical professionals.  

Clinical Implications. Overall, the fact that the language used to describe adult ADHD 

symptoms in the DSM-5 yielded no significant changes compared to the DSM-IV-TR language 

indicates little need for change on behalf of current clinicians. However, while this study 

provides support that the diagnostic changes seen within the DSM-5 were small overall, there is 

still a need to explore alternative perspectives to future changes in diagnostic criteria. For 

example, some clinicians and researchers have voiced concern that reliance on impairment as 

opposed to symptomology may introduce even more subjectivity to the diagnostic process, 

particularly when ADHD is viewed as a one-dimensional set of symptoms instead of on a 

continuum (Epstein & Loren, 2013). While the new DSM-5 criteria place continued emphasis on 

symptomology, the new severity specifiers (i.e., mild, moderate, and severe) may introduce more 

variability across how diagnosis and accommodations are approached within the college student 

population, since specifiers may be based upon either the number of symptoms or magnitude of 

impairment. It is important for clinicians to bear in mind that ADHD, at it’s core, is multi-

dimensional in nature and may present at varying severity levels regardless of symptom 

specifiers (Willcutt, 2012). 
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In terms of the diagnosis of ADHD among college students, the poor concordance among 

reported age of onset values for the participants in this study adds support to the argument that 

age of onset should be considered with caution when making a diagnosis of ADHD in adults. It 

would be prudent to explore the concordances of reported age of onset values as a function of the 

language used to ask the question during the ADHD evaluation. For example, a respondent may 

report one response for a question such as, “At what age did you first notice difficulties 

concentrating in school,” and an alternative response for a question that incorporates ADHD 

symptoms as a whole and may require direct knowledge of the disorder, such as, “At what age 

did your ADHD symptoms begin?” While the language used to gather information is important 

in any diagnostic interview, it may have particular when focusing on the diagnosis of ADHD in 

the college student population since the age of onset criterion carries weight in the diagnostic 

process.  

This study also brings to light the degree to which collateral information may coincide 

within any given college student ADHD evaluation, and the degree to which this information 

should be relied upon to support a valid diagnosis of the disorder. While research supports the 

inclusion of collateral information as a core component of the adult ADHD evaluation (Barkley 

& Biederman, 1997; Vashak, Lloyd, & Taylor, 2013; Vogel, 2013), these reports may be best 

gathered using a semi-structured interviewing format, during which evaluators would be able to 

gather further detail from other informants regarding the age of onset and presence, frequency, 

and intensity of any childhood and/or current symptoms. Additional details of note may include 

inquiry about how long the informant has known the individual being evaluated, the extent of 

past interactions across settings, and the nature of the settings where ADHD symptoms may have 

been observed by the informant. While there is empirical evidence to show that informants in 
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differing roles tend to yield equally valid information (Van Voorhees et al., 2011), the present 

study implicates that increased focus on the quality of informants’ observations of potential 

symptoms may yield less variance among reported onset and symptom values within each 

evaluation, and in turn lessen the burden on evaluators to sift through a wide range of clinical 

data to make this often challenging diagnosis. 

Conclusion 

A major contention related to the DSM-IV-TR diagnostic criteria for ADHD (APA, 2000) 

involved the clear misfit between the specific language used for children and generalizability to 

adults (Hechtman, 2011). Not only are some items (such as the reference to waiting for one’s 

turn; APA, 2000) developmentally insensitive, but they also force adults with symptoms of 

ADHD into a group that is unclear, as many individuals have clear symptoms of ADHD but are 

unable to endorse the specific language describing the symptoms. It was hypothesized within this 

study that perhaps the addition of specific examples of symptoms within the DSM-5 diagnostic 

criteria would lead to higher concordance rates and a better understanding of how symptoms of 

inattention, and hyperactivity/impulsivity are presented in adults. However, despite hypotheses 

that the slight language alterations, older age of onset, and decreased symptom threshold found 

in the new DSM-5 adult ADHD symptom criteria may lead to large changes in diagnosis or 

conceptualization of the disorder, the results of this study indicate otherwise. To date, little 

research has been completed in this area to provide evidence for increased validity of the DSM-5 

criteria or to address the concordance rates between self- and informant-reported symptoms 

using the new criteria for ADHD. This study lends support to the argument that the addition of 

new language to the diagnostic criteria does not appear to increase the validity of symptom 

criteria in college students with ADHD. Furthermore, this study offers support to the existing 
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literature that the reliance upon self- and other-report measures to determine age of onset and 

total number of current ADHD symptoms is discouraged, since these multiple reports yield poor 

concordance rates among informants. 

The three significant changes to ADHD diagnostic criteria reviewed above present a 

multitude of research avenues to be explored within further studies. The introduction of any 

diagnostic changes to a psychological or neuropsychological disorder has the potential to alter 

the perception of the disorder, as well as to potentially alter prevalence rates in the general 

population. In the case of ADHD, it appears that the new diagnostic criteria introduce relatively 

few changes to the way that the disorder is viewed by college students with ADHD or by the 

informants used to corroborate their ADHD evaluations. While further testing is certainly 

warranted in this area, particularly in adults, before any conclusions may be made, the results of 

this study implicate that the diagnostic changes will not lead to an upsurge in the number of 

individuals with the disorder, or contribute to further discord among clinicians as to the validity 

of the disorder. Future empirical research is needed to examine these variables across multiple 

samples of college students with ADHD, within a larger general adult ADHD sample, and to 

determine whether individuals from special population areas or with comorbid disorders may be 

more susceptible to misdiagnosis or over-diagnosis of ADHD. In time, researchers will likely 

continue to see diagnostic changes come to pass within subsequent publications of the DSM, 

when the concerns surrounding adult ADHD will assuredly be addressed once again. 
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APPENDIX A 

COMMON COGNITIVE TESTS USED IN THE DIAGNOSIS OF ADHD 

Test Name Description 
Areas of Cognitive 

Measurement 

Continuous Performance Test (CPT) 
Measurement based on failure to 

respond to a target sequence 
Sustained attention 

Porteus Maze 

Measurement based on following a plan 

to reach a goal without errors or 

backtracking  

Planning 

Stroop Test 
Measurement based on correctly naming 

color-content mismatched color-words 
Inference control 

Tower of Hanoi/London 
Measurement based on moving objects 

across screen without any rule violations 
Planning 

Trail Making Test, Part B 

Measurement based on correctly 

matching series of letters and numbers 

without violation of rules of time limit 

Set shifting 

Wisconsin Card Sorting Test 

(WCST) 

Measurement based on correctly 

following directions throughout shifting 

rules 

Set shifting 
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APPENDIX B 

INFORMED CONSENT 

  

 

 

Consent Form 
 

 

1. I consent to receiving a psycho-educational assessment from the Adult Learning 
Evaluation Center at Florida State University.   

 
2. I understand that no information concerning my evaluation will be released from the 
Adult Learning Evaluation Center within the limits of confidentiality that have been 
specified (see Client Information). 
 
3. I understand the information provided to me regarding supervision and observation of 
services.  
 
4. I understand that the fee for a psycho-educational assessment is $500.00 and is 
payable on the first day of the evaluation unless other arrangements have been 
finalized through financial aid.  
 
5. I understand that it is in my best interest to put forth my best effort during the psycho-
educational evaluation.  
 

6. The following section specifically applies to a research project that you are being 
asked to consider.  
 
I freely and voluntarily and without element of force or coercion, consent to be a 
participant in the research project, Exploration of the Factors Underlying Academic 

Difficulty in College Students. 
  
I understand that this research is being conducted by Dr. Frances Prevatt at Florida 
State University. I understand the purpose of the research project is to create an archival 
data base that can be used to evaluate correlates of learning disability (LD) and 
Attention Deficit Hyperactivity Disorder (ADHD) in a college population. I am being asked 
to allow the results of my current evaluation to be utilized in this archival data base. I 
understand that all clients in ALEC, (approximately 200 per year) are asked to 
participate in this research. I am not being asked to do anything other than my standard 
evaluation; I am just allowing my data to be used later for research purposes. 
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I understand that I must be at least 18 years of age in order to participate in this study. 

 
I understand that I will receive no direct benefits in return for participating in this research 

project. I understand that my participation is totally voluntary and I may withdraw my 

consent at any time in the research. I understand that if I do not agree for my data to be 
used, that will have no impact on my evaluation. 

 

I understand there is no risk involved if I agree to let my data be used.  
 

I understand that my identity will never be associated with the data (that is, my name 
and any identifying information will be removed.)The records will be kept private and 

confidential to the extent permitted by law. Data will be stored securely and only the 

researchers will have access to the data base.  
 

I understand that I may contact Dr. Frances Prevatt, Florida State University, Adult 

Learning Evaluation Center, 214 Stone Building, (850) 644-9445, for answers to 
questions about this research or my rights. 

 

If you have any questions or concerns regarding this study and would like to talk to 
someone other than the researcher(s), you are encouraged to contact the FSU IRB at 

2010 Levy Street, Research Building B, Suite 276, Tallahassee, FL  32306-2742, or 850-

644-8633, or by email at jjcooper@fsu.edu. 
 

I do [ ] do not [ ] consent to allow my data to be used in the manner described above.  

 
I do [ ] do not [ ] give ALEC my permission to contact me by email or telephone to 

describe future research projects and ask me if I would be interested in participating. If 

yes, this permission is granted for ____ years from today’s date.  
 

I do [ ] do not [ ] consent to participate in an additional research study that involves the 
comparison of my responses to those of a group of college students without ADHD. 

Should I agree, I will be given an additional thirty-three questions, which will add 

approximately ten minutes to my psycho-educational evaluation.   
 

I have read, understand, and agree to all Adult Learning Evaluation Center procedures outlined 

in this document.  
 

Signature ___________________________            Date__________________________ 
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APPENDIX C 

INTERNAL REVIEW BOARD: LETTERS OF APPROVAL 

 

 

Office of the Vice President For Research 

Human Subjects Committee 
Tallahassee, Florida 32306-2742 

(850) 644-8673, FAX (850) 644-4392 
 

RE-APPROVAL MEMORANDUM 
 

Date: 4/13/2012 
 

To: Frances Prevatt [fprevatt@fsu.edu]  
 

Address: 4453 

Dept.: EDUCATIONAL PSYCHOLOGY AND LEARNING SYSTEMS 
 

From: Thomas L. Jacobson, Chair 
 

Re: Re-approval of Use of Human subjects in Research 
Exploration of the Factors Underlying Academic Difficulty in College Students 

 
Your request to continue the research project listed above involving human subjects has been approved by 

the Human Subjects Committee. If your project has not been completed by 4/10/2013, you are must request 

renewed approval by the Committee. 
 

If you submitted a proposed consent form with your renewal request, the approved stamped consent form is 
attached to this re-approval notice. Only the stamped version of the consent form may be used in recruiting 

of research subjects. You are reminded that any change in protocol for this project must be reviewed and 
approved by the Committee prior to implementation of the proposed change in the protocol. A protocol 

change/amendment form is required to be submitted for approval by the Committee. In addition, federal 
regulations require that the Principal Investigator promptly report in writing, any unanticipated problems or 

adverse events involving risks to research subjects or others. 
 

By copy of this memorandum, the Chair of your department and/or your major professor are reminded of 

their responsibility for being informed concerning research projects involving human subjects in their 
department. They are advised to review the protocols as often as necessary to insure that the project is 

being conducted in compliance with our institution and with DHHS regulations. 
 

Cc: Betsy Becker, Chair [bbecker@fsu.edu] 
HSC No. 2012.7742 
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The Florida State University 

Office of the Vice President For Research 
Human Subjects Committee 

Tallahassee, Florida 32306-2742 
(850) 644-8673, FAX (850) 644-4392 

 
RE-APPROVAL MEMORANDUM 

 
Date: 3/21/2013 

 
To: Frances Prevatt [fprevatt@fsu.edu]  

 

Address: 4453 
Dept.: EDUCATIONAL PSYCHOLOGY AND LEARNING SYSTEMS 

 
From: Thomas L. Jacobson, Chair 

 
Re: Re-approval of Use of Human subjects in Research 

Exploration of the Factors Underlying Academic Difficulty in College Students 
 

Your request to continue the research project listed above involving human subjects has been approved by 

the Human Subjects Committee. If your project has not been completed by 3/12/2014, you are must request 
renewed approval by the Committee. 

 
If you submitted a proposed consent form with your renewal request, the approved stamped consent form is 

attached to this re-approval notice. Only the stamped version of the consent form may be used in recruiting 
of research subjects. You are reminded that any change in protocol for this project must be reviewed and 

approved by the Committee prior to implementation of the proposed change in the protocol. A protocol 
change/amendment form is required to be submitted for approval by the Committee. In addition, federal 

regulations require that the Principal Investigator promptly report in writing, any unanticipated problems or 
adverse events involving risks to research subjects or others. 

 

By copy of this memorandum, the Chair of your department and/or your major professor are reminded of 
their responsibility for being informed concerning research projects involving human subjects in their 

department. They are advised to review the protocols as often as necessary to insure that the project is 
being conducted in compliance with our institution and with DHHS regulations. 

 
HSC No. 2013.10126 
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The Florida State University 

Office of the Vice President For Research 
Human Subjects Committee 

Tallahassee, Florida 32306-2742 
(850) 644-8673, FAX (850) 644-4392 

 
RE-APPROVAL MEMORANDUM 

 
Date: 1/17/2014 

 
To: Frances Prevatt [fprevatt@fsu.edu]  

 

Address: 4453 
Dept.: EDUCATIONAL PSYCHOLOGY AND LEARNING SYSTEMS 

 
From: Thomas L. Jacobson, Chair 

 
Re: Re-approval of Use of Human subjects in Research 

Exploration of the Factors Underlying Academic Difficulty in College Students 
 

Your request to continue the research project listed above involving human subjects has been approved by 

the Human Subjects Committee. If your project has not been completed by 1/7/2015, you must request 
renewed approval by the Committee. 

 
If you submitted a proposed consent form with your renewal request, the approved stamped consent form is 

attached to this re-approval notice. Only the stamped version of the consent form may be used in recruiting 
of research subjects. You are reminded that any change in protocol for this project must be reviewed and 

approved by the Committee prior to implementation of the proposed change in the protocol. A protocol 
change/amendment form is required to be submitted for approval by the Committee. In addition, federal 

regulations require that the Principal Investigator promptly report in writing, any unanticipated problems or 
adverse events involving risks to research subjects or others. 

 

By copy of this memorandum, the Chair of your department and/or your major professor are reminded of 
their responsibility for being informed concerning research projects involving human subjects in their 

department. They are advised to review the protocols as often as necessary to insure that the project is 
being conducted in compliance with our institution and with DHHS regulations. 

 
HSC No. 2013.11913 
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The Florida State University 

Office of the Vice President For Research 

Human Subjects Committee 

Tallahassee, Florida 32306-2742 

(850) 644-8673, FAX (850) 644-4392 

 

RE-APPROVAL MEMORANDUM 

 

Date: 12/11/2014 

 

To: Frances Prevatt [fprevatt@fsu.edu]  

 

Address: 4453 

Dept.: EDUCATIONAL PSYCHOLOGY AND LEARNING SYSTEMS 

 

From: Thomas L. Jacobson, Chair 

 

Re: Re-approval of Use of Human subjects in Research 

Exploration of the Factors Underlying Academic Difficulty in Colelge Students 

 

Your request to continue the research project listed above involving human subjects has been 

approved by the Human Subjects Committee. If your project has not been completed by 

12/9/2015, you must request renewed approval by the Committee. 

 

If you submitted a proposed consent form with your renewal request, the approved stamped 

consent form is attached to this re-approval notice. Only the stamped version of the consent form 

may be used in recruiting of research subjects. You are reminded that any change in protocol for 

this project must be reviewed and approved by the Committee prior to implementation of the 

proposed change in the protocol. A protocol change/amendment form is required to be submitted 

for approval by the Committee. In addition, federal regulations require that the Principal 

Investigator promptly report in writing, any unanticipated problems or adverse events involving 

risks to research subjects or others. 

 

By copy of this memorandum, the Chair of your department and/or your major professor are 

reminded of their responsibility for being informed concerning research projects involving 

human subjects in their department. They are advised to review the protocols as often as 

necessary to insure that the project is being conducted in compliance with our institution and 

with DHHS regulations. 

 

Cc: [] 

HSC No. 2014.14213 
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The Florida State University 
Office of the Vice President For Research 
Human Subjects Committee 
Tallahassee, Florida 32306-2742 
(850) 644-8673, FAX (850) 644-4392 
 
APPROVAL MEMORANDUM 
 
Date: 11/14/2014 
 
To: Diana Marshall [dmarshall127@aol.com]  
 
Address: 1624 Eagles Landing Blvd, Apt. 87, Tallahassee, FL, 32308 
Dept.: EDUCATIONAL PSYCHOLOGY AND LEARNING SYSTEMS 
 
From: Thomas L. Jacobson, Chair 
 
Re: Use of Human Subjects in Research 
Diagnostic Validity of Attention-Deficit/Hyperactivity Disorder In College Students: A 
Comparison of DSM-IV-TR and DSM-5 
 
The application that you submitted to this office in regard to the use of human subjects in the 
proposal referenced above have been reviewed by the Secretary, the Chair, and one member of 
the Human Subjects Committee. Your project is determined to be Expedited per 45 CFR Â§ 
46.110(7) and has been approved by an expedited review process. 
 
The Human Subjects Committee has not evaluated your proposal for scientific merit, except to 
weigh the risk to the human participants and the aspects of the proposal related to potential risk 
and benefit. This approval does not replace any departmental or other approvals, which may be 
required. 
 
If you submitted a proposed consent form with your application, the approved stamped consent 
form is attached to this approval notice. Only the stamped version of the consent form may be 
used in recruiting research subjects. 
 
If the project has not been completed by 11/13/2015 you must request a renewal of approval for 
continuation of the project. As a courtesy, a renewal notice will be sent to you prior to your 
expiration date; however, it is your responsibility as the Principal Investigator to timely request 
renewal of your approval from the Committee. 
 
You are advised that any change in protocol for this project must be reviewed and approved by 
the Committee prior to implementation of the proposed change in the protocol. A protocol 
change/amendment form is required to be submitted for approval by the Committee. In addition, 
federal regulations require that the Principal Investigator promptly report, in writing any 
unanticipated problems or adverse events involving risks to research subjects or others. 
 

By copy of this memorandum, the Chair of your department and/or your major professor is 

reminded that he/she is responsible for being informed concerning research projects involving 

human subjects in the department, and should review protocols as often as needed to insure that 

the project is being conducted in compliance with our institution and with DHHS regulations. 

 

This institution has an Assurance on file with the Office for Human Research Protection. The 

Assurance Number is FWA00000168/IRB number IRB00000446. 

 

Cc: Frances Prevatt, Advisor 

HSC No. 2014.14098 



 

109 

 

 

The Florida State University 

Office of the Vice President For Research 

Human Subjects Committee 

Tallahassee, Florida 32306-2742 

(850) 644-8673, FAX (850) 644-4392 

 

RE-APPROVAL MEMORANDUM 

 

Date: 9/2/2015 

 

To: Diana Marshall [dmarshall127@aol.com]  

 

Address: 1624 Eagles Landing Blvd, Apt. 87, Tallahassee, FL, 32308 

Dept.: EDUCATIONAL PSYCHOLOGY AND LEARNING SYSTEMS 

 

From: Thomas L. Jacobson, Chair 

 

Re: Re-approval of Use of Human subjects in Research 

Diagnostic Validity of Attention-Deficit/Hyperactivity Disorder In College Students: A 

Comparison of DSM-IV-TR and DSM-5 

 

Your request to continue the research project listed above involving human subjects has been 

approved by the Human Subjects Committee. If your project has not been completed by 

8/31/2016, you must request renewed approval by the Committee. 

 

If you submitted a proposed consent form with your renewal request, the approved stamped 

consent form is attached to this re-approval notice. Only the stamped version of the consent form 

may be used in recruiting of research subjects. You are reminded that any change in protocol for 

this project must be reviewed and approved by the Committee prior to implementation of the 

proposed change in the protocol. A protocol change/amendment form is required to be submitted 

for approval by the Committee. In addition, federal regulations require that the Principal 

Investigator promptly report in writing, any unanticipated problems or adverse events involving 

risks to research subjects or others. 

 

By copy of this memorandum, the Chair of your department and/or your major professor are 

reminded of their responsibility for being informed concerning research projects involving 

human subjects in their department. They are advised to review the protocols as often as 

necessary to insure that the project is being conducted in compliance with our institution and 

with DHHS regulations. 

 

Cc: Frances Prevatt, Advisor [fprevatt@fsu.edu] 

HSC No. 2015.16264 
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APPENDIX D 

 

APPLICATION FOR SERVICES 

 

 

Adult Learning Evaluation Center (A.L.E.C.) 

2207 Stone Building 
Florida State University 

Tallahassee, FL  32306-4464 
 

Phone: 850-644-3611   Fax: 850-645-3308 E-mail: coe-alec@fsu.edu 
Application for Services  

 

Are you interested in: 

__ Evaluation                  __ ADHD Coaching    __ Not Sure 
 

Name  
 

Local 
Address 

 

Permanent 
Address 

 

Phone number  Home:                                    ok to leave message at home? Yes___ No___ 

Cell Phone:                            ok to leave message on cell?    Yes___ No___ 

Work:                                     ok to leave message at work?   Yes___ No___ 
Email address  

College attending  
 

Date Enrolled  
 

Major   Estimated College GPA: 

 

Year  ___freshman   ___sophomore  ___junior  ___senior ___grad student 
Previous 
Colleges attended 

1.                                                                      Date_____________ 
2.                                                                      Date_____________ 
3.                                                                      Date_____________ 

Previous college 
degrees or 
certificates 

1. 
2. 
3. 
4. 

 
Date of birth    
Age  Gender ___Male ___Female 
SS number  Ethnicity   

Name of high 
school 

 Location of high 
school 

 

Date Graduated  High School GPA:  
Is this a Weighted GPA?   YES or NO            Is it on a 4.0 scale or 5.0 scale?    4.0 OR 5.0 
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What college courses are most difficult for you at this time? (e.g., algebra, chemistry) 
1. 5. 

2. 6. 

3. 7. 

4. 8. 

Please describe the kinds of problems you encounter in these classes (e.g., trouble 
remembering formulas; difficulty understanding concepts as they are taught; trouble 
remembering ideas, concepts, or facts; anxiety about taking tests, etc.). Please be as 
specific as possible.  
 

 

 

 

 

 

Have you taken a foreign language in College?  ___yes   ___no 

If yes, which language(s)________________________________ 

If yes, what grade(s) did you receive in your foreign language class(es) 

_________________________________________________. 

 
 
When did you first have difficulties with schoolwork?  

___ Elementary school ___ Middle school ___High school ___ College 
 
Have you taken the SAT?  YES / NO 
         If “yes”, what were your scores?  _____Verbal ______Quantitative ____Combined  
 
Have you taken the ACT? YES / NO  
         If “yes”, what were your scores? 

 _____English  _____Math  _____Reading  _____ Science  _____Composite 
  

Have you taken any other entrance exams? (e.g., GRE, LSAT)  YES / NO  
 
Were you required to remediate any subject prior to taking any college level courses? 
 If Yes, in what subjects?  _____English  _____Math  _____Reading   
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List college courses you have failed or withdrawn from: 

Name of course Number of times 
withdrawn 

Number of times Failed 

   
   
   

   
   
   

 
 

How many different schools did you attend from K- 12
th
 grade?  

Have you ever repeated a grade?   ___yes ___no 
                If yes, which grades?  

Have you ever had a psychological or psycho-educational 
assessment? 

___yes ___no 

      If yes, what grade(s) were you in?  
Have you ever been diagnosed as learning disabled? 
      If Yes, in what subject (i.e. reading, writing, or mathematics)? 

___yes ___no 

                                                   As ADHD? ___yes ___no 
                                                   Other diagnosis? ___yes ___no 

Are you currently taking any ADHD medications? ___yes ___no 
If yes, which medicine?  

Have you ever been placed in a special education classroom? ___yes ___no 
Describe any academic help (e.g. tutoring) you have had in :  
     College 
 

 

     High School 
 

 

     Middle School 
 

 

     Elementary School 
 

 

What is your primary language?  
Are you fluent in a language other than English? 
If yes, which language(s) 

___yes ___no 

Which foreign language did you study in high school?  
     For how many years?  

     What grade(s) did you receive in your high school foreign   
     language class(es)? 

 

Did you fail any math classes in high school?    ___ yes ____no 
         If yes, which courses were they? (algebra, trig, etc.) 
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Has anyone in your family:  
  -been diagnosed as learning disabled? ___yes ___no 
  -been diagnosed as ADHD? ___yes ___no 

  -had learning difficulties? ___yes ___no 
  
Do you suspect any problems with your hearing or vision? ___yes ___no 

If yes, please explain: 
 
 
 

 

 

Symptom Checklist 
 

Review of Symptoms: 

Please indicate which of the following is currently, OR has been a problem: 

 
       In general                      When studying, taking tests, 

             or thinking about academics 

 

Symptom     Yes  No  Yes  No 

 

Nausea or stomachaches   ___  ___  ___  ___ 

Difficulty following instructions  ___  ___  ___  ___ 
Depressed mood    ___  ___  ___  ___ 

Easily distracted    ___  ___  ___  ___ 

Restless     ___  ___  ___  ___ 

Careless     ___  ___  ___  ___ 

Feeling of losing control        ___  ___  ___  ___ 
Poor concentration    ___  ___  ___  ___ 

Anxious or worried    ___  ___  ___  ___ 

Cannot sit still, fidgets   ___  ___  ___  ___ 

Feeling hopeless    ___  ___  ___  ___ 

Poor organizational skills   ___  ___  ___  ___ 
Palpitations, increased heart rate  ___  ___  ___  ___ 

Act as if “driven by a motor”/have 

non-stop energy   ___  ___  ___  ___ 

Irritable     ___  ___  ___  ___ 

Trembling or shaking    ___  ___  ___  ___ 
Forgetful     ___  ___  ___  ___ 

Difficulty sleeping    ___  ___  ___  ___ 

Act without thinking, impulsive  ___  ___  ___  ___  

Fails to finish tasks    ___  ___  ___  ___ 

Talks excessively     ___  ___  ___  ___ 
Shortness of breath, dizziness   ___  ___  ___  ___ 

Feel sluggish, low energy, or fatigued ___  ___  ___  ___ 

Difficulty sustaining attention   ___  ___  ___  ___ 
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Describe any serious accidents or injuries you have had, with age at the time of the 
accident, and describe any consequences (e.g., social, physical, emotional, academic, 
or behavioral) of the head injury. 
 
 
 
 
What are your academic strengths? (either specific courses or things you do well) 
 
 
 
 
Who referred you to the Adult Testing Center? (check one) 
_____  Advisor/Counselor:  Name and Department: __________________________ 
_____  Parent 
_____  Friend 
_____  Website 
_____  FSU Health Services 
_____ Student Disabilities Resource Center (SDRC) 
_____  Flier/Poster around campus 
_____  Other: __________________ 
 
 
Please sign the following statement: 
 
I _________________________________, understand that I may be called to make an 
appointment for an evaluation at the Adult Learning Evaluation Center. If I schedule an 
appointment and am unable to appear, I agree to call at least 24 hours in advance of my 
appointment time.  If I do not show up and do not call at least 24 hours in advance, 
I agree to pay a cancellation fee of $50.00 and understand that I will likely not be 
rescheduled. I understand that if I am an FSU student and do not pay this fee; a stop 
will be placed on my record that will prevent me from registering for classes, obtaining 
grades, or receiving transcripts. 
  
 
_______________________________          ___________________ 
Signature                                                                              date 

 

 
 
 
 
 
 
 
 

For Official Use Only: 

__  Late Cancellation Fee  __ 4 to 6 weeks 
__ Prior testing?   __ Transcripts 

  __ Other forms 
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APPENDIX E 

SEMI-STRUCTURED ACADEMIC INTERVIEW 

 

SUGGESTED QUESTIONS FOR AN ACADEMIC INTERVIEW 

 

Please use this as a guideline.  The best interviews always come from open-ended 

questions.  For example, good starter questions regarding one’s academic history 

may be something like this: “How would you describe your general academic 

experience?”  If your client seems vague, help them along with good follow-up 

questions such as, “Do you recall the experience being positive, happy, negative, 

anxiety provoking, depressing, etc…,” and “Overall, how confident did you feel in 

your academic capabilities?” “So let’s talk about that.”  

   
Elementary: 

 
How would you describe your general experience?  Do you recollect the experience being 

positive, happy, negative, anxiety provoking, depressing, etc….  Overall, how confident did 

you feel in your academic capabilities? 
 

Academics [School]  

 

 What was most difficult? 

 What came easiest? 

 Do you recall getting bad grades (tests, in-class assignments, homework)?   

 Do you recall having difficulty completing in-class assignments because of a lack of 
understanding?   

 Do you recall receiving special academic assistance in class or from a pull-out situation?  If so, 

what type and in what subjects?  

 Do you know if you were evaluated outside of the regular class standardized tests?  If so, do you 
have a copy of the evaluation report?  

 Do you recall if you had difficulty passing FCAT?  

 Did you receive any special accommodations during the FCAT?  
 

Academic [Home] 

 Was homework difficult? If so, what subject was most difficult? 

 Do you recall having difficulty completing homework assignments due to a lack of 
understanding directions or understanding concepts? 

 Do you recall having difficulty studying, in general? 

 Do you recall feeling excited or nervous before bringing home your report card?   
 

Behavior [School] 

 How would you describe your conduct at school  

 Do you recall any poor conduct grades?  

 Did you have difficulty completing in-class assignments due to not staying on-task or forgetting 

directions? 

 How do you feel academic problems, if any, affected your behavior?   



 

116 

 

 

 

 

 



 

117 

 

 

 

 



 

118 

 

 

APPENDIX F 

BAARS – IV: CURRENT SYMPTOMS SCALE, SR FORM, DSM-IV-TR 

 

 

CURRENT SYMPTOMS SCALE – SELF-REPORT FORM 
 

Instructions: For the next 18 items, please circle the number next to each item that best describes your 

behavior DURING THE PAST 6 MONTHS.  
  

                    

Items:   

*Rated “Never or rarely,” “Sometimes,” “Often,” or “Very often”              

 
1. Fail to give close attention to details or make careless mistakes in my work in other activities 

2. Fidget with hands or feet or squirm in seat 

3. Difficulty sustaining my attention in tasks or fun activities 

4. Leave my seat in classrooms or in other situations in which remaining seating is expected 

5. Don’t listen when spoken to directly 

6. Shift around excessively or feel restless or hemmed in 

7. Don’t follow through on instructions and fail to finish work or chores 

8. Have difficulty engaging in leisure activities quietly (feel uncomfortable or am loud or noisy) 

9. Have difficulty organizing tasks and activities 

10. I am “on the go” or act as if “driven by a motor” (or I feel like I have to be busy or am always doing 

something) 

11. Avoid, dislike, or am reluctant to engage in tasks that require sustained mental effort 

12. Talk excessively (in social situations) 

13. Lose things necessary for tasks or activities 

14. Blurt out answers before questions have been completed, complete others’ sentences, or jump the gun 

15. Easily distracted by extraneous stimuli or irrelevant thoughts 

16. Have difficulty awaiting my turn 

17. Forgetful in daily activities 

18. Interrupt or intrude on others (butt into conversations or activities without permission or take over 

what others are doing) 

 

 

How old were you when problems with attention, impulsiveness, or hyperactivity first began to occur? 
_______________ years old 

 

 

 

 
 

 
 
 

 
 
 

 
 

Adapted from Barkley Adult ADHD Rating Scale-IV (BAARS-IV) by Russell A. Barkley. Copyright 2011 by The Guilford Press. 
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APPENDIX G 

BAARS – IV: CURRENT SYMPTOMS SCALE, OR FORM, DSM-IV-TR 

 

 

CURRENT SYMPTOMS SCALE – OTHER-REPORT FORM 
 

Your relationship to the person being rated: (Circle one) 

Mother       Father      Brother/sister      Spouse/partner      Friend      Other (specify): ____________________ 

Instructions: You are being asked to describe the behavior of someone whom you know well. How often does 

that person experience each of these problems? For the next 27 items, please circle the number next to each item 

below that best describes the person’s behavior DURING THE PAST 6 MONTHS.  

                    
Items:   

*Rated “Never or rarely,” “Sometimes,” “Often,” or “Very often”              

 

1. Fails to give close attention to details or makes careless mistakes in his/her work in other activities 

2. Fidgets with hands or feet or squirms in seat 
3. Difficulty sustaining his/her attention in tasks or fun activities 

4. Leaves his/her seat in classrooms or in other situations in which remaining seating is expected 

5. Doesn’t listen when spoken to directly 

6. Shifts around excessively or feels restless or hemmed in 

7. Doesn’t follow through on instructions and fails to finish work or chores 
8. Has difficulty engaging in leisure activities quietly (feels uncomfortable or is loud or noisy) 

9. Has difficulty organizing tasks and activities 

10. Is “on the go” or acts as if “driven by a motor” (or he/she  feels like he/she has to be busy or always 

doing something) 

11. Avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort 
12. Talks excessively (in social situations) 

13. Loses things necessary for tasks or activities 

14. Blurts out answers before questions have been completed, completes others’ sentences, or jumps the 

gun 

15. Is easily distracted by extraneous stimuli or irrelevant thoughts 
16. Has difficulty awaiting his/her turn 

17. Is forgetful in daily activities 

18. Interrupts or intrudes on others (butts into conversations or activities without permission or takes over 

what others are doing) 

 
 

If you indicated that this person experienced any of the problems above, at what age did these problems 

develop? 

_______________ years old 

 
 
 

 
 
 

 
 

Adapted from Barkley Adult ADHD Rating Scale-IV (BAARS-IV) by Russell A. Barkley. Copyright 2011 by The Guilford Press. 
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APPENDIX H 

BAARS – IV: CHILDHOOD SYMPTOMS SCALE, SR FORM, DSM-IV-TR 

 

 

CHILDHOOD SYMPTOMS SCALE – SELF-REPORT FORM 

 

Instructions: For the next 18 items, please circle the number next to each item that best describes your 

behavior when you were a child BETWEEN 5 AND 12 YEARS OF AGE. 

  

                    

Items:   

*Rated “Never or rarely,” “Sometimes,” “Often,” or “Very often”              

 
1. Failed to give close attention to details or made careless mistakes in my work in other activities 

2. Fidgeted with hands or feet or squirmed in seat 

3. Had difficulty sustaining my attention in tasks or fun activities 

4. Left my seat in classrooms or in other situations in which remaining seating was expected 

5. Didn’t listen when spoken to directly 
6. Shifted around excessively or felt restless or hemmed in 

7. Didn’t follow through on instructions and failed to finish work or chores 

8. Had difficulty engaging in leisure activities quietly (felt uncomfortable or was loud or noisy) 

9. Had difficulty organizing tasks and activities 

10. Was “on the go” or acted as if “driven by a motor” 
11. Avoided, disliked, or was reluctant to engage in tasks that required sustained mental effort 

12. Talked excessively  

13. Lost things necessary for tasks or activities 

14. Blurted out answers before questions had been completed, completed others’ sentences, or jumped the 

gun 
15. Was easily distracted by extraneous stimuli or irrelevant thoughts 

16. Had difficulty awaiting my turn 

17. Was forgetful in daily activities 

18. Interrupted or intruded on others (butted into conversations or activities without permission or took over 

what others were doing) 
 

 

 

 

 

 

 

 

 
 

 
 
 

 
 

Adapted from Barkley Adult ADHD Rating Scale-IV (BAARS-IV) by Russell A. Barkley. Copyright 2011 by The Guilford Press. 
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APPENDIX I 

BAARS – IV: CHILDHOOD SYMPTOMS SCALE, OR FORM, DSM-IV-TR 

 

 

CHILDHOOD SYMPTOMS SCALE – OTHER-REPORT FORM 
 

Your relationship to the person being rated: (Circle one) 

Mother       Father      Brother/sister      Spouse/partner      Friend      Other (specify): ____________________ 

 

Instructions: You are being asked to describe the childhood behavior of someone whom you know well. How 

did that person experience each of these problems? For the next 18 items, please circle the number next to each 

item below that best describes their behavior when they were a child BETWEEN 5 AND 12 YEARS OF 
AGE.  

  

                    

Items:   

*Rated “Never or rarely,” “Sometimes,” “Often,” or “Very often”              
 

1. Failed to give close attention to details or made careless mistakes in my work in other activities 

2. Fidgeted with hands or feet or squirmed in seat 

3. Had difficulty sustaining my attention in tasks or fun activities 

4. Left my seat in classrooms or in other situations in which remaining seating was expected 
5. Didn’t listen when spoken to directly 

6. Shifted around excessively or felt restless or hemmed in 

7. Didn’t follow through on instructions and failed to finish work or chores 

8. Had difficulty engaging in leisure activities quietly (felt uncomfortable or was loud or noisy) 

9. Had difficulty organizing tasks and activities 
10. Was “on the go” or acted as if “driven by a motor” 

11. Avoided, disliked, or was reluctant to engage in tasks that required sustained mental effort 

12. Talked excessively  

13. Lost things necessary for tasks or activities 

14. Blurted out answers before questions had been completed, completed others’ sentences, or jumped the 
gun 

15. Was easily distracted by extraneous stimuli or irrelevant thoughts 

16. Had difficulty awaiting my turn 

17. Was forgetful in daily activities 

18. Interrupted or intruded on others (butted into conversations or activities without permission or took over 
what others were doing) 

 

 

If you indicated that this person experienced any of the problems above, at what age did these problems 

develop? 
_______________ years old 

 

 
 
 

 
 

Adapted from Barkley Adult ADHD Rating Scale-IV (BAARS-IV) by Russell A. Barkley. Copyright 2011 by The Guilford Press. 
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APPENDIX J 

BAARS-IV SCALE ITEMS ADAPTED FOR DSM-5 

 

 

DSM-5 ITEMS:  

CURRENT/CHILDHOOD SYMPTOMS SCALE – SELF/OTHER-REPORT FORM 
 

  

                    

Items adapted to reflect DSM-5:   
*Rated “Never or rarely,” “Sometimes,” “Often,” or “Very often”              

 

1. Fail to give close attention to details or make careless mistakes in schoolwork, at work, or during other activities 

(e.g., overlook or miss details; work is inaccurate). 
2. Fidget with or tap hands or feet or squirm in seat 

3. Have difficulty sustaining my attention in tasks or play activities (e.g., have difficulty remaining focused during 

lectures, conversations, or lengthy reading). 
4. Leave my seat in situations when remaining seated is expected (e.g., leave my place in the classroom, in the 

office or other workplace, or in other situations that require remaining in place).   

5. Don’t seem to listen when spoken to directly (e.g., mind seems elsewhere, even in the absence of any obvious 
distraction). 

6. Run about or climb in situations where it is inappropriate (note: in adolescents or adults, may be limited to 
feeling restless). 

7. Don’t follow through on instructions and fail to finish schoolwork, chores, or duties in the workplace (e.g., start 

tasks but quickly lose focus and am easily sidetracked). 
8. Unable to play or engage in leisure activities quietly  

9. Have difficulty organizing tasks and activities (e.g., difficulty managing sequential tasks; disorganized work; 

have poor time management; fail to meet deadlines). 
10. Am “on the go” acting as if “driven by a motor” (e.g., am unable to be or am uncomfortable being still for 

extended time, as in restaurants, meetings; may be experienced by others as being restless or difficult to keep up 

with). 
11. Avoid, dislike, or am reluctant to engage in tasks that require sustained mental effort (e.g., schoolwork or 

homework; for older adolescents and adults, preparing reports, completing forms, reviewing lengthy papers).   

12. Talk excessively 
13. Lose things necessary for tasks or activities (e.g., school materials, pencils, books, tools, wallets, keys, 

paperwork, eyeglasses, mobile telephones). 

14. Blurt out an answer before a question has been completed (e.g., complete others’ sentences, cannot wait for my 
turn in conversation). 

15. Am easily distracted by extraneous stimuli (for older adolescents and adults, may include unrelated thoughts). 

16. Have difficulty waiting my turn (e.g. while waiting in line). 
17. Am forgetful in daily activities (e.g. doing chores, running errands; for older adolescents and adults, returning 

calls, paying bills, keeping appointments).   
18. Interrupt or intrude on others (e.g., butt into conversations, games, or activities without asking or receiving; for 

adolescents or adults, may intrude into or take over what others are doing).   
 
 
 

 
 

 
 
 

 
 

Adapted from Barkley Adult ADHD Rating Scale-IV (BAARS-IV) by Russell A. Barkley. Copyright 2011 by The Guilford Press. 
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APPENDIX K 

FREQUENCY STATISTICS: OTHER RATERS 

 Childhood Symptoms Current Symptoms 

Rater Frequency Percent Frequency Percent 

Mother 112 69.1 17 10.5 

Father 21 13.0 2 1.2 

Both Parents 3 1.9 1 0.6 

Sibling 19 11.7 18 11.1 

Roommate/Friend 1 0.6 67 41.4 

Significant Other 1 0.6 43 26.5 

Other 4 2.5 14 8.6 
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APPENDIX L 

DESCRIPTIVE STATISTICS: AGE OF ONSET AND TOTAL NUMBER OF 

SYMPTOMS 

 

 Age of Onset Total Symptoms 

Mean 5.41 10.69 

Median 5.00 11.00 

Mode 5 11 

Standard Deviation 1.602 3.472 

Range 15 15 
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