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The literature demonstrates that children with 

Attention Deficit Hyperactivity Disorder (ADHD) often 

experience peer rejection as a result of their difficulties 

with interpersonal interactions. The manner in which 

children with ADHD process social information and the extent 

to which social difficulties may adversely impact these 

children has remained unclear. In the first part of the 

study, the perceptions of social support between boys (ages 

7 to 11 years) with and without ADHD were compared. An 

analysis of variance procedure (ANOVA) was performed and 

children with ADHD were found to perceive significantly 

lower levels of social support from their classmates than 

normal peers at pretreatment. The groups did not differ 

significantly with regard to perceptions of parent, teacher, 

and close friend support. In the second part of the study, 

the role of ADHD parent training and its effectiveness in 

decreasing problem-behaviors, ameliorating social problems, 

and enhancing perceptions of social support was examined. 

Repeated measures MANOVAs revealed a significant rater 

(mother and teacher) by time (pretreatment and 



posttreatment) interaction effect for total behavior 

problems, externalizing behavior problems, internalizing 

behavior problems, and social problems. On each scale, 

mothers reported more behavior problems than teachers at 

pretreatment, but fewer problems than teachers at 

posttreatment assessment. Main effects were not detected. 

ANOVAs performed on social support ratings by children with 

ADHD demonstrated a significant increase in their 

perceptions of parental support between pretreatment and 

posttreatment. Children's ratings of teacher, close friend, 

and classmate support did not differ significantly between 

pretreatment and posttreatment. The findings suggest that 

children with ADHD are socially perspicacious and sensitive 

to subtle changes within their social support systems. The 

parent training program appeared to help with the 

amelioration of problem behaviors in the home, but results 

did not indicate generalization of improvements to the 

classroom. Implications of the findings were discussed and 

suggestions were made for providing assistance to children 

with ADHD. 
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CHAPTER I 

INTRODUCTION 

Attention Deficit Hyperactivity Disorder (ADHD) is a 

childhood psychiatric disorder with prevalence estimates 

ranging from 1% to 20%, depending upon how one chooses to 

define ADHD and the population studied (DuPaul, 1990; Ross & 

Ross, 1982; Szatmari, Offord, & Boyle, 1989). The consensus 

of opinion seems to be that approximately 3% to 5% of the 

childhood population has ADHD (American Psychiatric 

Association, 1987). In addition, ADHD is one of the most 

common referral complaints to child mental health services 

in the United States (Ross & Ross, 1982), accounting for 50% 

or more of clinical referrals (Whalen, 1989). 

In community samples, multiple signs of ADHD occur 

three times more often in males than females (American 

Psychiatric Association, 1987). In clinic samples, however, 

the proportion of males versus females increases to 

approximately 6:1 (Barkley, 1990). The higher proportion of 

males in clinic samples as compared to community samples may 

be due to a referral bias based upon higher frequency of 

aggression and antisocial behavior in males—behavior for 

which a child is more likely to be referred to a psychiatric 

center (Barkley, 1990) . 



Definition 

Attention Deficit Hyperactivity Disorder (ADHD) is 

defined by the key symptoms of developmentally inappropriate 

degrees of inattention, impulsivity, and overactivity 

(DSM-III-R; American Psychiatric Association, 1987). The 

criteria of the Diagnostic and Statistical 

Manual-III-Revised (American Psychiatric Association, 1987) 

represent the most frequently cited definition of ADHD in 

the American professional journals and denote the diagnostic 

standard most commonly used by health service practitioners 

in the United States. According to the Diagnostic and 

Statistical Manual-III-Revised, a child must demonstrate at 

least 8 of 14 symptoms to meet the criteria for a diagnosis 

of ADHD (see appendix A). The DSM-III-R specifies that 

onset should occur before the age of seven years and that 

the symptoms be present for at least six months. The intent 

of the temporal restrictions is to exclude from the 

diagnosis those children whose disruptive behavior is a 

reaction to stressful events (Henker & Whalen, 1989). The 

symptomatology is displayed across a variety of situations 

that tax the children's capacity to pay attention, inhibit 

their impulses, and restrain their movement (American 

Psychiatric Association, 1987; Barkley, 1990). 

Neurophvsioloqical Etiology 

ADHD is currently theorized to be a 

neurophysiologically-based disorder which affects the 



functioning of various brain regions, neurophysiological 

structures, and neurochemistry (Anastopoulos & Barkley, 

1988). For example, Zametkin, Nordahl, Gross, King, Semple, 

Rumsey, Hamburger, and Cohen (1990) demonstrated that 

cerebral glucose metabolism is reduced in adults with 

hyperactivity of childhood onset, both globally and 

regionally. The largest reductions of glucose metabolism 

were in the premotor cortex and the superior prefrontal 

cortex—areas thought to be involved in the control of 

attention and motor activity. Other investigations concur 

with Zametkin's findings and report decreased patterns of 

activation or reactivity in cerebral blood flow in the 

central white matter of the frontal lobes and in the caudate 

nucleus, relative to the normal perfusion that was found in 

these same regions in non-ADHD children (Lou, Henriksen, & 

Bruhn as cited in Anastopoulos & Barkley, 1988). 

While attentional deficits underlie the manifest 

behaviors exhibited by children with ADHD (Douglas, 1983), 

newer conceptualizations of ADHD hypothesize the etiology of 

the disorder to be a deficit in rule-governed behavior, 

stemming from a deficit in the physiological functioning of 

the child's motivational systems (Barkley, 1991). In 

summary, a cognitive/neuropsychological analysis of children 

with ADHD reveals deficits in executive processes, rule-

governed behavior, and behavioral inhibition (Barkley, 

1990). 



Models of ADHD 

Henker and Whalen (1989) have proposed a heuristic 

model of ADHD. Henker and Whalen conceptualize the disorder 

interactionally, as either a child-by-task matrix or a 

child-by-situation matrix. In the child-by-task matrix, one 

may examine the child's attentional resources, sustained 

efforts, or self-regulatory processes during performance 

tasks and cognitive tasks. In the child-by-situation 

matrix, the behavioral symptomatology may be examined within 

the context of the child's environment. When the 

environmental situation is defined as interpersonal, social 

interactions between the child and his or her teachers, 

peers, siblings, and parents may be examined. The 

child-by-interpersonal situation model serves as a useful 

framework within which to investigate the ADHD child's 

perceptions of social support and social interactions, 

because it provides the investigator with a model where the 

child's needs or problems may be considered in relation to 

his or her environment. Unidimensional models used by 

investigators to measure variables of interest in isolation 

are inferior to the multidimensional model proposed by 

Henker and Whalen, because unidimensional models neglect to 

consider the dialectical relationship between a child and a 

given task or environment that governs how "symptoms," 

"deficits," or "problem behaviors" are operationally 

defined. For example, a child's high level of motor 



activity may not present a problem in the environmental 

context of a playground; however, when the child is required 

to remain seated in the classroom environment, teachers 

might define fidgetiness or squirminess as a "problem 

behavior." similarly, a given set of traits and behaviors 

may impact the child's social relationships differentially, 

depending upon which member of the child's social network 

one considers as well as the expectations and needs of given 

relationship. Henker and Whalen (1989) explain that ADHD is 

a "transactional disorder, located in the interface between 

the child and his social worlds" (p. 217), thus the child by 

interpersonal matrix accommodates the interactional nature 

of the child's social functioning. 

Social Support 

The current social support literature has focused on 

the development of theories to elucidate the mechanisms by 

which social support affects health and adjustment (Sarason, 

Sarason, & Pierce, 1990). In order to develop theories, 

social support first must be operationally defined. Broadly 

stated, social support is information leading an individual 

to believe that he or she is cared for, loved, esteemed, and 

a member of a network of mutual obligations (Cobb, 1976). 

The term social support, however, is not a unitary concept. 

Theorists have proposed a number of multidimensional models 

of social support which classify and describe the different 

forms or components of social support (Cobb, 1979; Cohen, 



Mermelstein, Kamarck, & Hoberman, 1985; Kahn, 1979; 

Schaefer, Coyne, & Lazarus, 1981; Weiss, 1974 as cited in 

Sarason, Sarason, & Pierce, 1990). Across the models, 

theorists have described a common set of support dimensions. 

Rose (1986) provided empirical support for delineating six 

common dimensions of support among the multidimensional 

models: (a) attachment (emotional support) which represents 

the ability to turn to others for comfort and security 

during times of stress, leading the person to feel cared for 

by others; (b) social integration (network support, 

belongingness) which refers to a person's feeling a part of 

a group whose members have common interests and concerns, 

engaging in various forms of social and recreational 

activities (casual relationships); (c) reassurance of worth 

(self-esteem, affirmation) which represents the bolstering 

of a person's sense of competence or self-esteem by other 

people; (d) reliable alliance (tangible aid) which refers to 

concrete instrumental assistance, whereby a person in a 

stressful situation is given the necessary resources (e.g., 

financial assistance, physical help with tasks) to cope with 

the stressful event; (e) guidance (informational support) 

which provides the individual with advice or guidance 

concerning possible solutions to a problem; and (f) 

opportunity to provide nurturance which is an individual's 

need to feel that he or she is needed by others. 



Attempts have been made to capture the multidimensional 

aspects of social support within comprehensive theories. 

Social support theories match the characteristics of a 

specific type of stressful event confronting an individual 

with the specific forms of social support found to be most 

beneficial in preventing or ameliorating the stress produced 

by the event. Social support models provide the theoretical 

framework for researchers to formulate and test more 

specific hypotheses regarding the social, psychological, and 

biological processes that link social support variables to 

health. 

Barrera (1986) proposed three general models or 

conceptualizations for quantifying social support: social 

embeddedness (number of connections with significant 

others); enacted support (frequency of supportive 

behaviors); and perceived support (cognitive appraisal of 

the quantity and quality of support). Research has 

indicated that intercorrelations among measures of the three 

concepts are low. The assessment instruments which are 

currently available to measure the different forms of social 

support (e.g., to measure the six common dimensions of 

social support previously discussed in this paper) may be 

conveniently classified using Barrera's three general 

categories of social support. 

The social embeddedness model or network model focuses 

on the individual's social integration into a group and the 
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interconnectedness of those within that group. Measures of 

social embeddedness may be as simple as the presence or 

absence of a specific type of tie or may describe structural 

aspects or patterns of social ties (Belle, 1989). Examples 

of simple social embeddedness measures include whether or 

not a child has an older sibling or a father in the 

household (Sandler, 1980), and the total number of social 

ties or network size (Dubow, 1989, Wolchik, Sandler, & 

Braver, 1984). Complex social network measures include 

network density—the degree to which the network members 

interrelate with one another independent of their 

relationship with the subject (Wellman, 1981), and 

conflicted network size, which is the number of supporters 

who are also sources of interpersonal conflict (Barrera, 

1981). The more complex social network structural measures 

generally have not been used with children (Belle, 1989). 

The enacted support or received support model focuses 

on the frequency of supportive transactions the person 

actually has received or has reported to have received. For 

example, Zelkowitz (1984) examined the frequency of the 

supportive transactions of maintenance, nurturance, and 

recreation whereas Furman and Buhrmester (1985) assessed the 

frequency of several different kinds of support. Few 

researchers, however, have assessed enacted support among 

children (Belle, 1989). 



The perceived support model focuses on support the 

person believes to be available from others. Barrera (1986) 

defined the concept of perceived support as the cognitive 

appraisal of being reliably connected with others. Measures 

of perceived support reflect appraisals of subjective 

dimensions of support such as satisfaction with support that 

was actually received, perceptions of whether adequate 

support would be provided if needed, and feelings toward 

particular network members (Belle, 1989). Other measures of 

perceived quality of support include satisfaction with 

particular relationships (Furman & Buhrmester, 1985) and 

perceived closeness of relationships (Zelkowitz, 1984). 

Perceived support operates by affecting one's interpretation 

of a stressor or knowledge of coping resources (Cohen & 

Wills, 1985). Measures of perceived support are directly 

tied to theoretical models of the impact support has on 

adaptation to stress. For example, Lazarus, Averill, and 

Opton (1974) propose that response to stressful situations 

is in part a function of individuals' judgments about 

whether their social resources are sufficient to cope with a 

situation that is perceived to be threatening. The 

evidence for the positive effects of social support is well 

established in its relationship to self-reported 

psychological distress (Cohen & Wills, 1985). In addition, 

the importance of perception in social support is evidenced 

in the highly consistent finding that the perception of 
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social support is most closely related to health outcomes 

(Antonucci & Israel, 1986? Blazer, 1982; Sandler & Barrera, 

1984; Wethington & Kessler, 1986 as cited in Sarason, 

Sarason, & Pierce, 1990). 

In summary, each of the ways of operationalizing 

support provides different information about an individual's 

social relationships. The use of the perceived support 

model has unique strengths and limitations in its 

application to research. The mediational role that 

cognitive appraisals (perceptions) of social support play in 

relation to stress have been well established (Cohen & 

Wills, 1985). In addition, perceived social support has 

been the most frequently used category of social support in 

research with children (Belle, 1989). One limitation of 

perceived quality measures—relative to other constructs of 

support—is the potential for the confounding of support and 

distress, because cognitive appraisals may be affected most 

strongly by psychological functioning. Nevertheless, 

research has demonstrated the primacy of appraisals of 

support over actual received support in the mediation of the 

affects of stress on psychological and physical health. 

Thus, the present study will focus on perceptions of social 

support. 

The Development of Social Support 

Perceived social support might be considered as a 

personality variable. Sarason, Sarason, and Shearin (1986) 
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demonstrated that social support levels are stable over 

periods of up to three years in college students. It is of 

interest to consider how perceptions of social support 

develop in childhood. Sarason, Sarason, and Pierce (1990) 

explained that attractive children who receive interest and 

attention may develop more positive self-concepts and may 

also come to have different and more positive expectations 

of the reactions of others with whom they have contact. 

Positive expectations may then lead these children to be 

more outgoing and, consequently, to be more sociable, 

thereby reinforcing and enhancing their social skills, with 

the result that in adulthood they have an extensive 

supportive network. 

The description (Sarason, Sarason, & Pierce, 1990) is a 

simplified account of the development of perceptions 

concerning one's social environment, but the description 

illustrates that both physical attractiveness and behavioral 

attractiveness (social competence) may affect interpersonal 

interactions and hence, perceptions of social support. 

Sarason, Sarason, & Shearin (1986) have established a 

relationship between perceived support and superior social 

skills (as compared to the skills of those with low social 

support). 

Attractiveness, social competence, and past receipt of 

socially supportive behaviors may facilitate the development 

of the perception of available social support. In contrast, 
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the experience of negative interpersonal interactions or 

failure to receive such support may inhibit the acquisition 

of positive perceptions of available support. 

Social Support and the Moderation of Stress 

Traditionally, social support has been considered 

important in its relation to the effects of stress. Its 

role in the moderation of stress in adults has been 

well-documented (Coyne & DeLongis, 1986; Duckitt, 1984). 

Two primary conceptualizations of how social support 

moderates stress have received validation in the current 

literature. One conceptualization presents social support 

as a "stress buffering model," whereby support protects 

persons from the potentially adverse effects of stressful 

events (Cohen & Wills, 1985). A second conceptualization is 

known as a "main effect model," in which the positive 

association between social support and well-being is 

attributable to an overall beneficial effect of support 

(Cohen & Wills, 1985). Both conceptualizations of social 

support are correct in some respects, but each represents a 

different process through which social support may affect 

well-being. 

The stress buffering model posits that stress arises 

when one appraises a situation as threatening or otherwise 

demanding and does not have an appropriate coping response 

(Lazarus, 1966; Lazarus & Launier, 1978 as cited in Cohen & 

Wills, 1985). A single stressful event may not place great 
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demands on the coping abilities of most individuals. 

However, when multiple problems accumulate, straining the 

problem-solving capacity of the individual, the potential 

for psychological or physical distress occurs. According to 

the stress buffering model, social support may moderate the 

effects of stress by interfering with the hypothesized 

causal link between stressful events and resultant mental 

distress or physical illness at two points (Cohen & Wills, 

1985). First, according to Cohen and Wills, support may 

attenuate or prevent a stress appraisal response. The 

perception that others can and will provide necessary 

resources may redefine the potential for harm posed by a 

situation and bolster one's perceived ability to cope with 

imposed demands, thereby preventing a particular situation 

from being appraised as highly stressful. Second, the 

authors explain, adequate support may intervene between the 

experience of stress and the onset of a pathological outcome 

by reducing or eliminating the stress reaction. Support may 

alleviate the impact of a stress appraisal by providing a 

solution to the problem or by reducing the perceived 

importance of the problem. 

In contrast, the main effect model postulates a 

generalized beneficial effect of social support could occur 

because large social networks provide individuals with 

regular positive experiences and a set of stable, socially 

rewarded roles in the community (Cohen & Wills, 1985) . 
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Social support could be related to overall well-being 

because it encourages positive affect, a sense of 

predictability and stability in one's life situation, and a 

recognition of self-worth. Integration in a social network 

may also help one to avoid negative experiences that would 

increase the probability of psychological or physical 

disorder. 

Adults' perceptions of a child's social support do not 

always correlate well with the child's perceptions of social 

support (Dubow & Ullman, 1987). Therefore, a child's 

self-report may be the best index of whether social support 

will mediate the relation between stress on a child and his 

or her adjustment. 

Social Support in Children 

Recently, the importance of social support in childhood 

has begun to receive attention in the literature (Barrera, 

1986; Belle, 1989; Cowen & Work, 1988 (as cited in Belle, 

1989); Garmezy, 1983; Lin, 1986; Wheaton, 1985; Wolchik, 

Sandler, & Braver, 1987). Considerable evidence 

demonstrates that stressful life experiences are a major 

contributor to the mental and physical health problems of 

children and youth (Garmezy, 1983; Rutter, 1983 as cited in 

Belle, 1989). In addition, studies indicate that social 

support is an important mediator to children's stress and 

emotional well-being. Wertlieb, Weigel, and Feldstein 

(1987) have demonstrated that the higher the degree of 
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stress experienced by a child, the more behavior symptoms he 

or she exhibits. The investigators also demonstrated a 

strong inverse relationship between a family's social 

support and child behavior symptomatology. In addition, 

Compas (1987) has reported that evidence for a direct 

relation between social support and levels of psychological 

or physical symptomatology is strong. Finally, Ryan (1989) 

has reported that school age children (8 to 12 years of age) 

identify and utilize social support as their primary 

stress-coping strategy. The children in this study also 

identified social support as their most helpful (effective) 

coping strategy. Thus, the importance of social bonds and 

relationships throughout childhood is. evident in studies of 

social support. 

Social Interactions of Children with ADHD 

Although the primary symptoms of ADHD do not reflect 

problems in interpersonal functioning, many children with 

ADHD experience pervasive difficulty in their social 

interactions (Guevremont, 1990; Henker & Whalen, 1989; 

Pelham & Bender, 1982; Whalen & Henker, 1985). Children 

with ADHD often have difficulty maintaining the behavior 

expected of them for more than a few minutes, whether this 

involves sustained attention and focused effort, cordial 

social commerce, or age-appropriate control of verbal and 

motoric impulses (Whalen, 1989). Although children who are 

hyperactive seek and prolong social contacts, they often 



16 

serve as catalysts, accelerating inappropriate interactions 

in siblings, parents, peers, and teachers (Henker & Whalen, 

1989). Mash and Johnston (in press) suggest that in 

families of hyperactive children, difficult child 

characteristics represent the primary source of parent-child 

interactive stress. 

In the classroom setting, behavior disordered boys with 

hyperactivity have been found to demonstrate hostility and 

dependency (Margalit, 1989). Moreover, children with ADHD 

receive the most negative scores in peer sociometric 

studies, whether the group is composed of new acquaintances 

or year-long classmates (Henker & Whalen, 1989). Many 

children with ADHD experience seriously disturbed peer 

relations and social rejection (Landau & Moore, 1991). 

Rejected children are generally identified as those whom 

most children least like to play or interact with among 

their peers. It has been estimated that 50% to 60% of 

children with ADHD have experienced some form of social 

rejection from their peer group (Guevremont, 1990). Peer 

rejection is stable over time and children frequently 

maintain their poor social status across transitions into 

new peer groups (Guevremont, 1990). 

Deficient prosocial skills and peer rejection present a 

significant problem for children with ADHD (Milich & Landau, 

1982; Pelham & Bender, 1982; Pelham & Milich, 1984). 

Children with ADHD may lack the positive relationships that 
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are needed to enhance feelings of self-esteem, to enhance 

perceptions of social support, and to provide a critical 

buffer against psychological stress and psychiatric 

problems. 

The Nature of Interpersonal Problems 

In the past few years, there have been numerous 

empirical attempts to define the nature of the interpersonal 

problems associated with Attention Deficit Hyperactivity 

Disorder (Milich & Dodge, 1984; Pelham & Bender, 1982; Pope, 

Bierman & Mumma, 1989; Whaler & Henker, 1985). Although it 

is clear that aggressive acts and violations of social norms 

are fundamental problems for many overactive-inattentive 

children, it is also true that nonaggressive ADHD children 

have parallel social difficulties (Henker & Whalen, 1989; 

Hinshaw, Buhrmester, & Heller, 1989; Hinshaw, Henker, 

Whalen, Erhardt, & Dunnington, 1989). 

Henker and Whalen (1989) outline three hypotheses to 

explain the social problems experienced by children with 

ADHD. First, children with ADHD may process social 

information inadequately or have biased attributional styles 

(Milich & Dodge, 1984 as cited in Henker & Whalen, 1989). 

Most studies of social cognition, however, reveal few 

deficits, suggesting that children with ADHD are socially 

discerning (Whalen & Henker, 1985). A second hypothesis 

proposes that children who are hyperactive lack 

age-appropriate interpersonal skills, including the capacity 



18 

to initiate and disengage from social encounters. The 

problems of inattention and impulsivity may have social 

consequences in that children with ADHD neither learn 

appropriate acts nor refrain from inappropriate ones. A 

third hypothesis, proposed by Whalen and Henker (1985), is 

that children with ADHD may be guided by atypical social 

agendas and goals that are considered inappropriate. For 

example, children with ADHD have been described as negative 

social catalysts, however, their intentions may not have 

been to elicit negative reactions from others, but rather to 

prolong social contact. 

Children with ADHD at Risk 

The investigator hypothesized that due to the 

interpersonal problems and negative social interactions 

experienced by children with ADHD, children with ADHD would 

perceive less available social support than children without 

ADHD. This information was deemed important because of the 

potential risk involved for children with ADHD. Without 

experiencing the overall beneficial effects of social 

support (main effects model) or the stress-buffering effects 

of social support (stress-buffering model), children with 

ADHD may be vulnerable to the deleterious effects of 

stress—a problem which may compound their pre-existing 

difficulties. Thus, the first part of the present study 

compared the perceptions of social support between 

elementary school children with ADHD and nonreferred 
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diagnosed children. The children's subjective appraisals of 

parent, classmate, friend, and teacher social support were 

assessed. 

The Treatment of ADHD 

Physiologically-based treatment methods and 

psychologically-based treatment methods which include 

parent-training programs have been proposed as potential 

treatment options for ADHD. 

Phvsioloaicallv-Based Treatment Methods 

Physiologically-based treatment methods include the 

control of diet and the use of psychopharmacological 

interventions. Dietary treatments, developed by Feingold 

(1979) and Taylor (1987) continue to enjoy widespread usage 

despite evidence that few children have been demonstrated to 

be responders (Varley, 1984). It is possible that increased 

interest in dietary strategies can create cognitive 

dissonance, and hence, a significant placebo effect for the 

parents administering such a rigorous program. Thus, 

parents may overrate the actual effectiveness of a dietary 

intervention. 

Stimulant medication treatment, primarily 

methylphenidate (Ritalin), continues to be the predominant 

intervention for children with ADHD. Stimulant medications 

alter deficits experienced by the child in the domains of 

inattention, impulsivity, and overactivity through 

manipulation of the neurological substrates believed to 



20 

mediate these neurological functions (Anastopoulos, DuPaul, 

& Barkley, 1991). The stimulant medications, via their 

action on the limbic system, striatum, and orbital cortex, 

act to lower the threshold of sensitivity to reinforcement, 

thereby prolonging responding under conditions that 

previously would have led to behavioral extinction (Haenlein 

& Caul, 1987; Lou, Henriksen, & Bruhn, 1984; Lou, Henriksen, 

Bruhn, Borner, & Nielsen, 1989 as cited in Anastopoulos, 

DuPaul, & Barkley, 1991). Because stimulant medications 

make children with ADHD more sensitive to reinforcers 

available in the environment, behavior management programs, 

as well as social and academic remediation, have a greater 

likelihood of succeeding. 

The use of methylphenidate has proven effective in 

increasing sustained attention, decreasing impulsivity, and 

increasing performance on short-term memory tasks for ADHD 

individuals (Hechtman, Weiss, & Perlman, 1984; Sykes, 

Douglas, & Morgenstern, 1972). Methylphenidate has been 

found to enhance the ability of children with ADHD to learn 

associations with which they are either entirely unfamiliar 

or partially familiar, without interfering with previously 

mastered ones (Rapport, Quinn, DuPaul, Quinn, & Kelly, 

1989). other reported benefits of methylphenidate include 

decreases in demanding, disruptive, and noncompliant 

behaviors in family and peer cultures, accompanied by 

improvements in interpersonal responsiveness and in 
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goal-directed efforts in the classroom. Other stimulant 

medications utilized in the treatment of ADHD include 

Dexedrine and Cylert. 

Some have argued that stimulant medications produce 

undesirable side-effects such as poor appetite and insomnia. 

More serious side-effects, such as growth retardation and 

the unmasking of Tourette's Disorder have been observed, 

however, such risks appear extraordinarily low (Whalen & 

Henker, 1991). While parents and physicians must remain 

sensitive to the individual differences between children, 

side-effects are most likely to be negligible and 

controllable through careful evaluation and monitoring 

(Whalen & Henker, 1991), given the present understanding of 

the drug. Administration procedures are so precise, at this 

time, that individuals may begin treatment without having to 

experience any side-effects (John F. Whitaker, M. D., of the 

Whitaker Health Science Center, personal communication, 

February 10, 1990). 

Stimulant medications should be closely monitored by 

the attending physician or psychiatrist, because each person 

has an optimal dosage. Rapport, Quinn, DuPaul, Quinn, and 

Kelly (1989) recommend the use of "practical, yet careful," 

individual assessments of methylphenidate dosages using a 

variety of instruments in a systematic range of settings in 

order to ascertain individually appropriate dosage amounts. 
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For a review of stimulant medication dose ranges, see 

Anastopoulos, DuPaul, and Barkley (1991). 

It is important to remember that stimulant medication 

only provides the cognitive ingredients necessary for 

potential behavioral, academic, and social remediation; 

stimulant medication alone is not sufficient. Henker and 

Whalen (1989) remind us that medication cannot ensure that 

disruptive behaviors are replaced by prosocial acts such as 

sharing, support, and intimacy. Acquisition of social 

competence is a more intricate process than is tempering 

aggravating or aggressive acts. The provision of social and 

academic remediation in combination with stimulant 

medication constitutes that which may effect positive, 

desired outcomes. Additional support is provided for a 

multimodal treatment approach by the American Academy of 

Pediatrics (AAP) Committee on Drugs. The AAP has provided 

guidelines for the treatment of ADHD: "Medication for 

children with ADHD should never be used as an isolated 

treatment. Proper classroom placement, physical education 

programs, behavior modifications, counseling, and provision 

of structure should be used," (Campbell & Cohen, 1990). 

Psvcholocricallv-Based Treatment Methods 

Psychologically-based methods such as child-focused 

psychotherapy, traditional verbal therapy, 

cognitive-behavioral therapy, and family therapy have not 

been proven to aid in the amelioration of ADHD 
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symptomatology, nor have these treatments facilitated the 

development of self-esteem in the face of ADHD according to 

most investigators (Abikoff, Ganeles, Reiter, Blum, Foley, & 

Klein, 1988; Henker & Whalen, 1989; Ingersoll, 1988). 

Heinicke, Ramsey, & Diane (1986) have provided a contrasting 

result, in that ADHD subjects seen four times per week 

showed greater improvement on indices of personality 

functioning than those seen once a week over an 18 to 38 

month period. This intensive intervention is not feasible, 

however, for most families or practitioners. While the 

psychotherapeutic interventions may not aid in the treatment 

of ADHD per se, they may be appropriate for the treatment 

of depression or stress that is secondary to the 

presentation of the disorder. 

When used in conjunction with stimulant medication, the 

psychologically-based intervention that has gained the 

greatest support and empirical validation is that of 

behavioral treatment, especially classroom contingency 

management and parent training (Barkley, 1987; Dangel & 

Polster, 1984; Forehand & McMahon, 1981; Furey, & Basili, 

1988; Henker & Whalen, 1989; Pisterman, McGrath, Firestone, 

& Goodman, 1989; Webster-Stratton, 1989; Whalen & Henker, 

1991). Parent-training programs are primarily educative, 

providing the parents with information about behavioral 

principles and the use of behavioral modification 

techniques. Behavioral rewards (reinforcement), natural or 
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planned consequences, and time-out procedures (punishment) 

help structure the child's environment in such a way as to 

motivate the child to comply with parental requests, 

complete assigned tasks (such as homework), and form habits. 

In summary, parent training programs restructure the types 

of demands that parents place on their children with ADHD so 

as to be less taxing of the children's behavioral handicaps, 

and through rearranging environmental contingencies known to 

affect children's motivation, to increase work performance, 

rule-governed behavior, and compliance (Anastopoulos, 

DuPaul, & Barkley, 1991). The most popular parent training 

programs have been proposed by Barkley, (1981, 1987); Dangel 

and Polster, (1984); Forehand and McMahon, (1981); Patterson 

(1982) and W. R. Jenson, (personal communication, February 

10, 1990). 

University of North Texas Parent Training 

Members of the University of North Texas Attention 

Deficit Hyperactivity Disorder Research Clinic have 

developed a parent training program (Baker, Kottman, Askins, 

Huzinec, McCal, & Robert, Copyright TXu 493 374, 1991) which 

incorporates a social support component with the didactic 

component of traditional ADHD parent training programs. In 

addition to learning about child behavior management 

strategies, participants learn about ADHD and benefit from 

the social support gained while sharing their past 

experiences and the progress accomplished during the 
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program. The following paragraphs provide a review of the 

didactic content and process issues which have emerged 

during the previous eight parent training programs presented 

by Martha Askins and Rhonda Robert at the University of 

North Texas ADHD Research Clinic. 

Session I. In the first session, a review of the 

program is provided and group members are introduced. The 

didactic portion of the first session includes defining ADHD 

and its associated features. In addition, the developmental 

course of ADHD is discussed. In the first session, parents 

are eager to share their experiences. Oftentimes, parents 

discuss their primary concerns, their purposes for attending 

the group, and their frustrations with professionals in the 

fields of medicine, psychology, or education. Many are 

surprised to learn that symptoms of ADHD may remain with 

individuals into adulthood. 

Session II. In the second session, psychological and 

physiological options for the treatment of ADHD are 

reviewed. Parents' discussions seem to focus on questions 

and experiences related to the effects of stimulant 

medications. In each group, we find parents who 

successfully utilize and support the use of stimulant 

medications, parents for whom stimulant medications were 

not found to be useful (e.g., side effects outweighed the 

benefits of stimulant medications or the child did not 

respond to stimulant medications), and parents who oppose 
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the use of stimulant medications. Some parents advocate the 

use of dietary planning as a means of regulating the 

symptomatology associated with ADHD. 

Session III. In the third session, parent-child 

interactional patterns are discussed. Models of 

non-compliance which depict how noncompliance may be 

behaviorally conditioned are illustrated. In addition, ways 

in which the cycles of non-compliance may be broken are 

discussed. We have found it necessary to present the 

content of this session with sensitivity to the frustrations 

of parents who have found behavior management to be 

difficult with their children. Some group members express 

feelings of low self-esteem with regard to parenting skills. 

Others become angry or defensive when the possible 

problematic parent-child interactions are discussed. In 

order to minimize defensiveness, we have found it useful to 

present the content of the session with empathy for the 

struggles that the parents have faced. In addition, we 

validate their frustrations and offer hope for ameliorating 

the problematic dyadic interactions through the use of 

behavior management strategies. 

Session IV. In session four, learning and the use of 

reinforcement are discussed. Also, parents are assisted 

with developing a behavior management plan which includes 

the use of a point system. Parents seem to enjoy this 

session. The discussion concerning types of reinforcers or 
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rewards affords parents the opportunity to share their 

creative ideas and to assist one another with 

problem-solving. They seem to exude increased confidence 

and energy with regard to their parenting skills. 

Session V. In session five, house rules, how to give 

commands, and punishment (logical consequences, loss of 

privileges, and time out) are discussed. The therapeutic 

process of session five is similar to session four, in that 

group members actively discuss techniques that have and have 

not been useful for child behavior management. Again, 

advice-giving is common and parents seem to share enhanced 

feelings of support. At times, disagreements surface 

concerning the use of physical punishment. 

Session VI. In session six, education is discussed. 

Topics include how to communicate with teachers and how to 

assist children with homework. As part of the termination 

process, accomplished goals are reviewed and any "unfinished 

business" of the parent training program is addressed. The 

discussion in session six involves sharing frustrations and 

successes with regard to maximizing the educational 

opportunities presented to children with ADHD. The group 

often focuses on advocacy for their children's rights within 

the educational system. The process issues in session six 

involve bringing closure to our group meetings. Group 

members often express anger that more is not being done 
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by professionals to support the needs of children with ADHD. 

At times, the group leaders may be the recipient of mixed 

feelings from the group members. For example, group leaders 

may be asked to provide additional information, outside 

support, or a second parent training program. When group 

members perceive that immediate "follow-up assistance" is 

not available, parents may channel angry feelings toward the 

group leaders. Simultaneously, group members are 

appreciative for the education and support that they have 

shared with one another and the group leaders. Typically, 

we have scheduled a follow-up session or social dinner to 

provide an opportunity for group members and leaders to 

re-unite and share progress that has occurred since 

termination of the parent training group. The follow-up 

meeting also serves to assuage the feelings of loss 

associated with termination. 

Treatment Evaluation 

ADHD treatment failure and success are evaluated on the 

basis of reduced overactivity, impulsivity, and inattention, 

as well as improved social skills, enhanced self-esteem, 

improved relationships with teachers, peers, and family 

members, and improved academic functioning. The 

effectiveness of psychopharmacological interventions is 

well-established. Whalen and Henker (1991) estimated that 

60% to 90% of children diagnosed with ADHD receive stimulant 

therapy for prolonged periods during their school careers 
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and reported that the vast majority of Children with ADHD 

show medication-related improvements. Barkley (1977) 

documented that over 70% of children with ADHD taking 

stimulant medications exhibit behavioral, academic, and 

attentional improvements, according to parent-teacher 

ratings, laboratory task performance, and/or direct 

observations. 

Regarding psychological interventions, 

cognitive-behavioral techniques have been hypothesized to 

enhance motivation and improve problem-solving strategies 

and self-regulatory competence; however, there has been no 

convincing evidence that cognitive-behavioral therapy 

reliably enhances attentional, cognitive, or social 

competence in vivo (Abikoff, 1987). 

Behavioral techniques such as contingency management 

seem most effective with discrete problems or symptoms that 

can be readily identified and that occur with sufficient 

frequency to allow manipulation of reinforcement 

contingencies (Whalen & Henker, 1991). Finally, stimulant 

medication administered in conjunction with behavior 

management programs have been demonstrated to be the most 

efficacious treatments for (Anastopoulos, DuPaul, & Barkley, 

1991). 

The present study evaluated the clinical utility of the 

University of North Texas Parent Training Program with 

regard to a) ameliorating social problems and decreasing 
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total behavior problems, externalizing behavior problems, 

and internalizing behavior problems as reported by parents 

and teachers, and b) enhancing perceptions of social support 

among children with ADHO whose parents participated in the 

training program. It was hypothesized that the new 

knowledge and understanding of ADHD as well as behavioral 

management techniques would improve behavioral compliance 

and enhance parent-child relationships in such a way that 

children would perceive increased levels of social support. 

Furthermore, it was hypothesized that the parent-school 

involvement proposed by the University of North Texas parent 

training program would help generalize behavioral and social 

treatment gains to the classroom setting. 

Hypotheses 

Hypothesis 1 

It was hypothesized that perceptions of available 

social support from parents, classmates, teachers, and close 

friends of children with ADHD would be significantly lower 

than the perceptions of available social support of non-

referred children. 

Hypothesis 2 

It was hypothesized that parent and teacher reported 

behavior problems would decrease significantly between 

pretreatment (pre-parent training) and posttreatment 

(post-parent training). 
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Hypothesis 3 

It was hypothesized that ratings of social support by 

children with ADHD would increase significantly between 

pretreatment (pre-parent training) and posttreatment (post-

parent training). 

Hypothesis 4 

For descriptive purposes, correlation coefficients were 

calculated between all dependent variables from the Social 

Support Scale for Children, the Child Behavior Checklist, 

and the Child Behavior Checklist, Teacher Report Form, 

within and across pre- and posttreatment assessments. The 

correlations were examined in terms of the convergent and 

discriminant validity of the constructs addressed in this 

study, test re-test reliability, and the relationships 

between the constructs across time. 



CHAPTER II 

METHOD 

Participants 

Subjects included 60 boys in the 2nd through 5th 

grades, between the ages of 7 and 11 years. The majority of 

the survey was Caucasian (96.6%; with one Hispanic child and 

one African-American child). Fifty-nine percent of the 

children were living in two-parent families. On the 

Hollingshead (1975) four-factor index of socioeconomic 

status (SES), on the basis of parental occupation and 

education, the families formed a normal distribution, 

ranging from lower class (20) to upper class (66), with a 

mean SES ratings of 47.9 and 42.7 for the ADHD and non-

referred comparison groups, respectively. 

Thirty of the subjects were boys diagnosed with 

Attention Deficit Hyperactivity Disorder (ADHD) (mean age = 

8 years, 11 months). Children diagnosed as having ADHD were 

obtained from a pool of children whose parents participated 

in an ADHD Parent Training program conducted by the 

University of North Texas ADHD Research Group. Diagnostic 

reports completed by appropriate health service providers 

were collected from the parents to verify the diagnosis of 

ADHD, according to the criteria of the DSM-III-R (American 

32 
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Psychiatric Association, 1987). Thirty boys with ADHD were 

surveyed for the first part of the present study. Seventeen 

boys (mean age = 8 years, 7 months) with ADHD and their 

parents, who participated in the University of North Texas 

parent training program, were surveyed for the second part 

of the study. Nine families chose not to participate in the 

collection of data at two-month follow-up. The remaining 30 

subjects (mean age = 9 years, 8 months) served as a 

non-referred, comparison group for the first part of the 

study. The non-referred sample was surveyed from three 

suburban middle-class elementary schools. The criteria for 

inclusion of subjects in the non-referred (normal) group 

included the absence of a current clinically diagnosable 

mental disorder, the absence of a learning disability, and 

the absence of a physically handicapping condition. 

Instruments 

Parent measures. A parent questionnaire was used to 

collect demographic information about the subjects and their 

parents (see Appendix D). The demographic information 

included birth date, age, gender, grade, ethnicity, gross 

family income, parent educational level, marital status of 

parents, primary residence of the child, diagnosis and 

medication status of the child, current interventions, and 

previously attempted interventions. 

The Child Behavior Checklist (CBCL) was developed by 

Achenbach and Edelbrock (1981, 1983) and is a 118-item scale 
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for use with children 2 to 16 years of age and takes 

approximately 20 minutes to complete. The form is 

self-explanatory and can be filled out by most parents who 

have at least fifth-grade reading skills (Achenbach & 

McConaughy, 1987). The parent is asked to circle each item 

that describes the child currently or within the previous 

six months, on a 3-point scale (0 « "not true"; 1 = 

"somewhat or sometimes true"? 2 = "very true or often 

true"). The parent is also asked to write in any problems 

the child experiences that are not listed on the CBCL. 

There are separate versions of the CBCL for ages 2-3 years 

and 4-16 years (CBCL/4-16). The CBCL/4-16 was used in the 

present study (see Appendix E). 

The CBCL/4-16 is scored on versions of the profile that 

are standardized separately for boys and girls at ages 4 to 

5, 6 to 11, and 12 to 16. Computer-scored profiles are also 

available (Achenbach, 1991). The Behavior Problem Scale 

contains 113 items. The Behavior Problem Scale has been 

factor analyzed into nine subscales (Achenbach, 1991): 

Withdrawn, Somatic Complaints, Anxious/Depressed, Social 

Problems, Thought Problems, Attention Problems, Delinquent 

Behaviors, Aggressive Behaviors, and Sex Problems. A 

second-order factor analysis of the Behavior Problem Scale 

has yielded two primary factors, which have been labeled 

Internalizing and Externalizing. Finally, a total Behavior 

Problem Scale may be computed. Scores for each of these 
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subscales and factors can be computed, yielding T-scores and 

percentiles. 

Normative data for the CBCL for boys and girls ages 

4-16 is based on 1300 randomly selected nonreferred children 

between 4 and 16 years of age (Achenbach & Edelbrock, 1981, 

1983). Studies of the psychometric properties of the parent 

CBCL for children 4-16 years of age have shown it to be a 

reliable and valid instrument (Achenbach & Edelbrock, 1983). 

Test-retest reliabilities range from .89 for one week to .64 

for over four months, and the CBCL has been shown to 

correlate highly with other behavior rating scales. Similar 

findings have been reported from the teacher version of the 

CBCL (Edelbrock & Achenbach, 1984). 

The CBCL appears well suited for use in identifying 

children with internalizing and externalizing behavior 

problems. Edelbrock and Costello (1988) examined the 

relationships between scores on the CBCL, Diagnostic 

Interview Schedule for Children, and DSM-III-R (American 

Psychiatric Association, 1987) clinical syndromes. They 

found that numerous behavior problem scales scored from the 

CBCL were significantly related to one or more diagnoses. 

The strongest relations were between scores on the 

Hyperactive, Delinquent, and Depressed subscales and 

attention deficit disorder, conduct disorder, and 

depression/dysthymia, respectively. Zelko (1991) found that 

the CBCL was useful in differentiating boys with ADHD from 
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psychiatric and normal controls. Mash and Johnston (1983) 

found that the parent CBCL could significantly discriminate 

children with ADHD. In addition, the parent CBCL has shown 

to be sensitive to the treatment effects of parent training 

for conduct disorders (Webster-Stratton, 1984, 1985). 

Teacher measure. The Child Behavior Checklist, Teacher 

Report Form (Edelbrock & Achenbach, 1984; Achenbach & 

Edelbrock, 1986; Achenbach, 1991) is modeled after the 

parent version, with changes made to reflect school related 

behaviors (see Appendix F). The teacher's report form has 

93 of the same behavioral/emotional problem items as the 

CBCL. Some of the items differ slightly between the two 

instruments, such as referring to "pupils" vs. "children." 

Twenty-five CBCL items are replaced on the Teacher Report 

Form with items that are more appropriate for teachers. The 

Teacher Rating Form's behavioral/emotional problem items are 

scored on a profile consisting of narrow-band syndrome 

scales. The narrow-band scales were derived from factor 

analyses of Teacher Rating Forms completed for 1,700 

children referred for mental health or special school 

services. The scales were constructed and normed separately 

for boys and girls at ages 6 to 11 and 12 to 16 (Achenbach & 

Edelbrock, 1986). The Behavior Problem Scale has been 

factor analyzed into eight subscales (Achenbach, 1991): 

Withdrawn, Somatic Complaints, Anxious/Depressed, Social 

Problems, Thought Problems, Attention Problems, Delinquent 
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Behaviors, and Aggressive Behaviors. As with the parent 

version of the Child Behavior Profile, second-order factor 

analyses produced two broad-band groupings of scales 

designated as internalizing and externalizing. In addition, 

a total problem behavior scale may be computed. Scores for 

each of these subscales and factors can be computed, 

yielding T-scores and percentiles. 

Edelbrock, Costello, and Kessler (1984) found that the 

Teacher Report Form of the CBCL could significantly 

discriminate children with ADHD. The teacher version has 

also been shown to correlate highly with various scales of 

the revised Conners Teacher Rating Scale that assesses 

externalizing behavior problems (Edelbrock, Greenbaum, & 

Conover, 1985) and to discriminate between clinic-referred 

and nonreferred children (Edelbrock & Achenbach, 1984). 

Child measure. The Social Support Scale for Children 

(Harter,, 1985) is a 24-item self-report survey that 

assesses perceived social support and regard which 

significant others manifest toward the self. Social support 

in the form of positive regard from others is the central 

construct of the scale. Four possible sources of social 

support or positive regard are assessed by the scale; the 

sources of support include (a) parents, (b) teachers, (c) 

classmates, and (d) close friends. Two sources of peer 

support were included in the scale under the assumption that 

the nature and extent of support from these two groups may differ. 
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The content of each of the four subscales of the Social 

Support Scale for Children varies somewhat, from one source 

of support to another. The parent scale taps content 

involving the extent to which parents understand their 

children, want to hear about their children's problems, care 

about their feelings, treat them like a person who really 

matters, like them the way they are and act like what their 

children do is important. The teacher support scale 

assesses the degree to which children's teachers help them 

if they are upset, help them to do their very best, care 

about them, are fair to them, and treat them as a person. 

The classmate support scale taps the extent to which 

children's classmates like them the way they are, are 

friendly, do not make fun of them, listen to what they say, 

and ask them to join in play or games. The close friend 

scale is somewhat different from the preceding three 

subscales. The parent, classmate, and teacher subscales 

assume that these people exist in the child's life, and 

assess the perceived regard of these three sources toward 

the child. The close friends subscale, in contrast, asks 

whether the child has a close friend who responds in certain 

ways toward the self. Thus, these items ask whether the 

child has a close friend whom they can tell problems to, who 

really understands them, whom they can complain to about 

things that bother them, whom they can spend time with, and 

who really listens to what they say. 
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Each subscale contains 6 items for a total of 24 items 

on the instrument. (An additional sample item is included 

for practice but is not scored.) The items are presented in 

the order: parent, classmate, teacher, and close friend. 

The items repeat themselves in that order throughout the 

questionnaire. See Table 1 for the master list of items 

grouped according to subscale. 

The item content corresponds to the esteem support 

function as described by Cohen and Wills (1985). Children 

respond to each item by first asking to decide which kind of 

child is most like him or her, the one described in the 

first part of the statement or the one described in the 

second part of the statement. He or she is then asked to go 

to the side of the statement which is most true for him or 

her and then asked to decide whether this statement is only 

"sort of true" for him or her or "really true." The 

effectiveness of this format lies in the implication that 

half of the children in the "world" or one's reference group 

may have support from others whereas the other half may not. 

That is, this type of question format seems to legitimize 

either choice, and allows the child to identify with 

existing groups of children. (It does not require that they 

endorse "I" statements or direct judgments about the self.) 

Moreover, none of the response choices are false. Rather, 

the child selects the appropriate type and level of 

trueness. The fact that there is a total of four response 
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choices seems to allow many children to select the less 

positive statement, since they have the option of indicating 

that it is only "sort of true". In addition, Harter has 

found that an even number of response choices has advantages 

over an odd number of choices (e.g., Likert-type scale) 

since the child must commit himself or herself to either a 

negative or positive judgment and cannot hedge by opting for 

the middle position. 

The actual questionnaire filled out by the child is 

entitled People in My Life (see Appendix G). The general 

scoring procedure is to score each item on a scale from four 

to one where a four represents the highest level of support 

(i.e., really true that my parents treat me like a person) 

and a one represents the lowest level of support (i.e., 

really true that my parents don't treat me like a person). 

In the present study, the score was multiplied by 100 for 

ease of examination of results. 

The scale may be administered in groups or 

individually. After filling out the information at the top 

of the scale, children are instructed as to how to answer 

the questions. Items are read aloud for third and fourth 

graders. Fifth graders and older children can read the 

items for themselves after the sample item is explained. 

Typically, the scale is introduced as a survey and children 

are asked to give examples of surveys. In explaining the 

question format, one asks the child to check only one box on 
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either side of the sentence. Explicit instructions 

regarding what to say to a child who is taking the 

questionnaire are listed in the Manual for the Social 

Support Scale for Children (Harter, 1985). 

Harter (1985) reported psychometric information for the 

Social Support Scale for Children. The scale was 

administered to two elementary school samples, grades three 

through six to 330 children, and two middle school samples, 

grades six through eight to 807 children, for a total of 

1137 subjects. All samples were from Colorado, in 

neighborhoods consisting of families ranging from lower 

middle to upper middle class. Approximately 90% of the 

subjects were Caucasian. 

The internal consistency reliabilities for each 

subscale ranged from .72 to .88 and are presented in Table 

2, for all four samples (elementary school children, time A 

and time B, and middle school children, time A and time B). 

The parent and teacher subscale reliabilities are somewhat 

higher than the two peer subscales. Several items were 

attenuating the reliabilities of these subscales. Thus, two 

new friend items were rewritten (items 8 and 24) and two 

were slightly modified (12 and 16). One classmate item (14) 

was also deleted and a new item written. Thus, these 

changes should improve the reliabilities of these two peer 

subscales. 
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The means and standard deviations are presented in 

Table 3. Scores for the two samples are combined, since 

there were not systematic differences between them. Three 

trends are of interest. First, parent and teacher support 

appears to be systematically higher than the two sources of 

peer support. Secondly, teacher support tends to decline as 

a function of grade level. Thirdly, girls report higher 

levels of support from close friends than do boys. The 

differences have not been tested to determine if they are 

statistically significant. 

An oblique rotation was performed on each of the four 

samples separately. The number of factors was determined by 

a combination of the magnitude of the eigen values and 

interpretability. Interestingly, a three-factor solution 

was more appropriate for the elementary school students. 

Among the elementary school groups, the two peer scales, 

classmate and friend, combined to form one factor. In the 

middle school samples, classmate and friend emerged as 

separate factors. These differences are interpretable from 

a developmental perspective in that the younger children 

have not yet differentiated the roles of classmates and 

close friends. For the young adolescents, these appear to 

be more distinct, particularly as close friendships emerge 

as an important source of information concerning the self. 

Harter cites Rosenberg (1979) who explained that during the 

elementary school years peers, in general, provide feedback 
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concerning the self, whereas when children move into 

adolescence, it is one's network of close friends which 

becomes critical. See Table 4 for factor pattern (oblique 

rotation) for elementary school children. See Table 5 for 

factor pattern (oblique rotation) for middle school 

students. 

Among one elementary sample, two friend items (go 

places with [.35] and eats over at house [.34]) had moderate 

cross-loadings on the parent subscale. Apparently, for 

these children, parents have some say over whether or not 

they spend time with peers. Thus, the parent perceived as 

more supportive is more likely to allow this type of 

interaction. These two items were therefore altered to 

remove the confounding influence of parental support. 

Among the middle school, two friend items (go places 

with [.39] and spend time with [.40]) had moderate 

cross-loadings on the classmate factor. These items refer 

to activities which one could well engage in with someone 

other than a close friend and thus they were modified, such 

that the content is more analogous to the other friend 

items. 

One classmate item was changed, item 14, making 

reference to helping one with schoolwork he or she missed. 

Apparently this was not viewed as a strong index of social 

support during this age period. All of the items which 

define factors involving classmates speak more to one's 
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social and/or personal relationships with peers and friends 

rather than issues involving scholastic performance. 

The intercorrelations among subscale scores are 

presented in Table 6 for the two age groups, elementary 

school pupils and middle school students. Low moderate 

correlations exist among the subscales (range from .27 to 

.57), and the pattern is quite similar for the two groups 

with one exception. The correlation between classmate 

support and friend support is higher for the elementary 

school children (.57) than for middle school students (.41), 

consistent with the factor analysis indicating that 

classmate and friend support define one peer factor at the 

elementary school level whereas they are separate factors in 

middle school. 

Procedures 

Parents of the non-referred children were informed that 

a research project to examine children's perceptions of 

social support was being conducted. A packet containing 

permission to participate (see Appendix B) and a parent 

questionnaire (see Appendix D) was sent to the parents to 

collect demographical information. The Social Support Scale 

for Children was administered to the non-clinical comparison 

children in the elementary school's library during one 

30-minute session. 

The parents of children with ADHD who enrolled to 

attend the University of North Texas parent training program 
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were mailed a packet of materials containing a consent form 

(see Appendix C), the parent questionnaire (see Appendix D), 

and a request for a copy of an evaluation which documented 

ADHD as a primary diagnosis. Parents completed the Child 

Behavior Checklist (See Appendix E) in one 20-minute session 

during an orientation meeting. Parents were asked to give 

the Child Behavior Checklist, Teacher Rating Form (see 

Appendix F) to their child's teacher to complete and return 

in an addressed, stamped envelope. 

Three parent training programs were presented 

consecutively. Each parent training program was conducted 

for a period of eight weekly sessions which included an 

orientation session, six core training sessions, and a 

termination session. Parents were considered to have 

completed the program if they attended at least four of the 

six core training sessions. The CBCL and CBCL-TRF were 

administered one week after the core parent training program 

sessions ended and two months after the parent training 

program ended. The Social Support Scale for Children was 

administered to the children with ADHD in a clinic group 

meeting room during one 30-minute session. The subjects 

whose parents participated in the University of North Texas 

parent training program were assessed during two additional 

30-minute sessions: (one week after the parent training 

program ended and two months after the parent training 

program ended). 
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The children were told that the investigators were 

interested in a survey of the children's opinions and that 

they would be asked questions about how people might help 

children or do things for them when they need or want help. 

The questions and possible responses were read aloud as the 

investigators monitored the subjects' completion of the 

measure. The biographical information questionnaires and 

the measures were coded by number for each subject in order 

to insure anonymity of responses. 



CHAPTER III 

RESULTS 

The hypothesis that children with ADHD would perceive 

less available social support than non-referred children was 

tested with a one-way ANOVA, with parent, classmate, friend, 

and teacher scores of the Social Support Scale for Children 

as dependent variables and group (children with ADHD vs. 

non-referred children) as the independent variable. Results 

indicated that children with ADHD perceived less available 

social support from their classmates than non-referred 

children F(l, 58) = 4.39, p - '°4 (see Figure 1). A similar 

trend was noted with regard to friend support; however, the 

difference between the groups was not statistically 

significant £(1, 58) = 2.30, p = .13. The two groups did 

not differ significantly with regard to their experience of 

available support from parents F(l, 58) = .44, p = -51 and 

teachers £(1, 58) = .64, p < .43. Means and standard 

deviations of the social support scales for the two groups 

are listed in Table 7. 

The second hypothesis predicted that the T scores of 

the Total Behavior Problems Scales, Externalizing Behavior 

Problems Scales, Internalizing Behavior Problems Scales, and 

the Social Problems Subscales of the Child Behavior 
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Checklist (CBCL) and the Child Behavior Checklist, Teacher 

Report Form (CBCL-TRF) would decrease significantly between 

pretreatment and posttreatment. 

No mean differences were found between the three parent 

training groups on the T scores of the Total Behavior 

Problems Scale of the CBCL E(2, 21) = .15, e = .86 or on the 

Total Behavior Problems Scale of the CBCL-TRF £(2, 21) = 

.90, e = .42). Thus, the three groups were combined in 

subsequent analyses. 

Repeated measures MANOVAs were performed on the T 

scores of the total Behavior Problems, Externalizing 

Behavior Problems, Internalizing Behavior Problems scales, 

and the Social Problems subscale of the CBCL and the CBCL-

TRF. Each problem scale was analyzed separately. This was 

done in order to test the within-subject effects of rater 

(mother and teacher), time (pretreatment and posttreatment), 

and their interaction on each of the dependent variables. 

For total Behavior Problems, the Wilks' Lamda and 

associated F statistic was nonsignificant for the main 

effects of rater, F(l, 14) = .016, e = .90; and time, F(l, 

14) = .329, e - *58; however, an interaction effect between 

rater and time was found to be significant, F(l, 14) = 

17.886, e = .0008, (see Figure 2). An examination of the 

means revealed that over time, teachers reported a slight 

increase in total Behavior Problems while mothers reported a 

modest decrease. Means and standard deviations for all CBCL 
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T scores at pretreatment and posttreatment are listed in 

Table 8. 

For externalizing behavior problems, the Wilks' Lamda 

and associated £ statistic was nonsignificant for the main 

effects of rater, F(l, 14) = .335, e = >57; and time, F(l, 

14) =2.19, e = .16, however? an interaction effect between 

rater and time was found to be significant, F(l, 14) = 

12.67, e = •0031, (see Figure 3). An examination of the 

means revealed that over time, teachers reported a slight 

increase in externalizing behavior problems, while mothers 

reported a substantial decrease (see Table 8). 

For internalizing behavior problems, the Wilks' Lamda 

and associated F statistic was nonsignificant for the main 

effects of rater, F(l, 14) = .0013, e = >97; and time, F(l, 

14) » .776, e = *39; however, an interaction effect between 

rater and time was found to be significant, F(l, 14) = 6.40, 

E = .024 (see Figure 4). An examination of the means 

revealed that over time, teachers reported a substantial 

increase in internalizing behavior problems, while mothers 

reported a slight decrease (see Table 8). 

For social problems, the Wilks' Lamda and associated F 

statistic was nonsignificant for the main effects of rater, 

F(l, 14) - .911, e - -356; and time, F(l, 14) = 1.29, e = 

.276, however; an interaction effect between rater and time 

was found to be significant, F(l, 14) = 11.12, e = .0049, 

(see Figure 5). An examination of the means revealed that 
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over time, teachers reported a slight increase in social 

problems, while mothers reported a considerable decrease 

(see Table 8). 

The third hypothesis predicted that scores (parent, 

teacher, close friend, and classmate) of the Social Support 

Scale for Children, reported by children with ADHD, would 

increase significantly between pretreatment and 

posttreatment. Dependent t-tests were performed to examine 

children's ratings of perceived support from their parents, 

classmates, friends, and teachers between pretreatment and 

posttreatment. Children's perceptions of parental support 

increased significantly between pretreatment and 

posttreatment t(l, 16) = 2.79, p = .013 (see Figure 6). 

Perceptions of teacher support did not differ significantly 

over time t(l, 16) = .509, p = .687. Perceptions of close 

friend support did not differ significantly over time t(l, 

16) = .049, p = .96. Although not significant, a general 

trend toward improved ratings of classmate support was noted 

over time £(1, 16) = 1.77, p = .096. Means and standard 

deviations for children's ratings of social support at 

pretreatment and posttreatment are listed in Table 9. 

For descriptive purposes, intercorrelations among all 

dependent variables were calculated across rater (mother, 

teacher, and child) and time (pretreatment and 

posttreatment). The correlation coefficients are listed in 

Table 10. To interpret univariate correlations outside the 
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context of this study and its hypotheses would not be valid, 

because the ratio of calculated correlations to subjects is 

very high and increases the likelihood of Type I error. 

Therefore, only correlations which are relevant to this 

study will be the focus of presentation in the following 

section. 

First, the correlations were examined in terms of 

convergent and discriminant validity for the constructs 

addressed in this study. Within rater (mother and teacher) 

and within time of assessment (pretreatment and 

posttreatment), a pattern of significant, low to moderate 

correlations (r = .47, £ » .056 to £ = .58, p = .01) were 

found between CBCL and CBCL-TRF Externalizing, 

Internalizing, and Social Problems scales. The pattern 

showed that the three scales did not demonstrate sufficient 

convergence to indicate a single underlying dimension of 

child behavior problems. Therefore, externalizing, 

internalizing, and social problems were found to represent 

separate behavior problem dimensions for children with ADHD. 

For children's ratings of social support at 

pretreatment assessment, perceptions of parent and teacher 

support were significantly, highly correlated (r = .84, p = 

.0001) as were perceptions of classmate and close friend 

support (£= .84, £ = .03). At posttreatment, the pattern 

of significant correlations remained the same, but the 

magnitude of the correlation between parent and teacher 
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support decreased to .48, (j> • .05) and the magnitude of the 

correlation between classmate and close friend support 

decreased to .49, (p = .05). Thus, at pretreatment, the 

pattern of convergence between the correlations of parent 

and teacher support on the one hand, and close friend and 

classmate support on the other, provided support for the 

existence of two underlying dimensions of perceived support: 

adult and peer support. However, the four sources of 

support became more divergent at posttreatment. 

Second, the test re-test reliabilities of the 

correlations were examined. Within rater, CBCL and CBCL-TRF 

Externalizing, Internalizing, and Social Problems scales and 

social support variables were examined across pretreatment 

and posttreatment. Mothers' ratings of all CBCL behavior 

problems were significantly, highly correlated between 

pretest and posttest assessment times. The correlation 

coefficients for externalizing, internalizing, and social 

problems were .70 (£ = .002), .89 (p = .0001), and .78 (p = 

.0002), respectively. An examination of the means revealed 

that mothers' ratings decreased on each of the behavior 

problems scales (see Table 8). Thus, the positive 

correlations indicated that the mothers' ratings of child 

behavior problems decreased consistently and the children's 

relative rank order on problem behaviors remained the same 

across time. 
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Teachers' ratings of externalizing behavior problems 

were significantly, moderately correlated between pretest 

and posttest assessment (£ - .59, e - .02). Teachers' 

ratings of internalizing problems (r = .24, e = .40) and 

social problems (£ = .37, e = «17) were not significantly 

correlated across time. Thus, while teachers' ratings of 

children's externalizing behavior problems were fairly 

stable between pretreatment and posttreatment, their reports 

of internalizing and social behavior problems were not 

stable over time. 

Children's ratings of parent (£ = .63, e = .007), 

teacher (x = .69, e 38 .0021), friend (£ = .86, e = .0001), 

and classmate (£ = .84, e m .0001) support were 

significantly, highly correlated across pretreatment and 

posttreatment. Thus, the children's ratings of social 

support remained stable across time. 

Finally, the relationships between behavior problems 

and perceptions of social support were examined both within 

time (pretreatment and posttreatment) and across time. 

Mothers' pretreatment and posttreatment ratings of total 

behavior problems were significantly, negatively correlated 

with children's pretreatment ratings of close friend support 

(r = -.50, e = .04; £ = -.50, e = .04, respectively). 

Mothers' pretreatment ratings of social problems were 

correlated negatively and significantly with children's 

posttreatment ratings of classmate support (£ = - .56, e = 
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.02). Mothers' posttreatment ratings of social problems 

were found to correlate negatively and significantly with 

children's pretreatment and posttreatment ratings of 

classmate support (r = - .53, E ~ *03' £ ~ -48' E = *05' 

respectively). 

Mothers' pretreatment ratings of externalizing behavior 

problems were significantly correlated with children's 

posttreatment ratings of parental support (£ = .54, E • 

.03) . 

Teachers' pretreatment ratings of externalizing 

behavior problems were negatively and significantly 

correlated with children's pretreatment ratings of teacher 

support (E = - .56, E " *03), but not with children's 

posttreatment ratings of teacher support. 

Teachers' pretreatment ratings of internalizing 

behavior problems were significantly correlated with 

children's pretreatment (£ = .61, E - ' 0 2) ant* posttreatment 

(r = .53, E - *04) ratings of classmate support. 

Exploratory Analyses 

Only eight families and their children's respective 

teachers completed questionnaires at two-month follow-up, 

thus the sample size was too small to yield meaningful 

conclusions. Nevertheless, results including follow-up data 

are of interest and will be described below as exploratory 

analyses. 
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The second hypothesis predicted that CBCL T scores 

would decrease significantly between pretreatment and 

posttreatment, and be maintained at two-month follow-up. A 

repeated measures MANOVA was performed on the T scores of 

the total Behavior Problems, Externalizing Behavior 

problems, Internalizing Behavior problems scales, and the 

Social Problems subscale of the CBCL and the CBCL-TRF. Each 

problem scale was analyzed separately. This was done in 

order to test the within-subject effects of raters (mother 

and teacher) and time (pretreatment, posttreatment, and 

follow-up), and their interaction on each of the dependent 

variables. 

For total behavior problems, the Wilks' Lamda and its 

associated £ statistic for was nonsignificant for the main 

effects of rater, £(1, 6) = .78, E = .41; and time, F(l, 6) 

= .65, E = .56; however, an interaction effect between rater 

and time was found to be significant, F(l, 6) = 6.41, p = 

.04 (see Figure 7). The Greenhouse-Geisser adjusted E 

values for these effects were .41, .27, and .12 

respectively. Post hoc analyses revealed that the 

interaction was significant for differences between raters 

across pretreatment and posttreatment, F(l, 6) = 12.40, E = 

.01, but not across posttreatment and follow-up, £(1, 6) = 

4.12, E = • 09. An examination of the means showed that 

between pretreatment and posttreatment, teachers reported a 

slight increase in total behavior problems, while mothers 
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reported a modest decrease. Means and standard deviations 

for all CBCL T scores at pretreatment, posttreatment, and 

follow-up are listed in Table 11. 

The repeated measures MANOVAs for the within subject 

effects of rater and time on the externalizing behavior 

problems, internalizing behavior problems, and the social 

problems CBCL T scores were nonsignificant and will not be 

reported. 

A repeated measures ANOVA was performed to test the 

hypothesis that scores (parent, teacher, close friend, and 

classmate) of the Social Support Scale for Children, rated 

by children with ADHD, would increase significantly between 

pretreatment and posttreatment, and be maintained at follow-

up. Children's ratings of parental support indicated a 

nonsignificant trend toward perceptions of increased 

available support over time E(2, 6) = 4.00, E = .085. 

Similarly, children's ratings of classmate support indicated 

a nonsignificant trend towards perceptions of increased 

available support over time £(2, 6) = 4.03, E - -078. Mean 

levels of perceptions of teacher support £(2, 6) = .14, E = 

.87 and close friend support Z(2, 6) = .69, E = «54 n o t 

change significantly over time. Results are displayed in 

Figure 8. Means and standard deviations for children's 

ratings of social support at pretreatment, posttreatment, 

and follow-up are listed in Table 12. 



CHAPTER IV 

DISCUSSION 

The present study examined the perceptions of social 

support among children with Attention Deficit Hyperactivity 

Disorder (ADHD) and evaluated the efficacy of the University 

of North Texas ADHD parent training program. At pretest, 

children with ADHD were found to perceive less available 

social support from their classmates than nonreferred 

children. A similar trend was observed between the two 

groups regarding perceptions of available support from close 

friends; however, the difference was not statistically 

significant. This finding parallels previous research which 

has documented experiences of disturbed peer relationships 

and social rejection among children with ADHD (Guevremont, 

1990; Landau & Moore, 1991; Henker & Whalen, 1989). 

Although investigators have demonstrated that children with 

ADHD experience interpersonal difficulties, the nature of 

these difficulties has remained elusive. The present 

finding suggests that children with ADHD are socially 

perceptive and discerning. Moreover, they are sensitive to 

peer rejection and seem to experience negative consequences 

as a result of their problematic interactions with 

classmates. 
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Whereas children typically benefit from peer feedback 

and are able to modulate their behaviors in accordance with 

socially prescribed norms, children with ADHD often have 

difficulty inhibiting behavior and controlling their 

impulses to respond in situations. Problems with behavioral 

inhibition prevent children with ADHD from postponing a 

response long enough to evaluate the consequences of the 

response. In addition, because children with ADHD are 

unable to hold the representation of an event in mind for a 

prolonged period of time, they are not likely to evaluate 

information objectively and separate emotional bias from 

their reactions to an event (R. Barkley, personal 

communication, May 13, 1994). Thus, despite their 

sensitivity to problematic interactions, children with ADHD 

experience ongoing social difficulties. 

Children with ADHD did not differ from the comparison 

group in their experience of social support provided by 

parents and teachers. Thus, hopefully, parents and teachers 

are working effectively with these children in such a way as 

to convey support for their emotional needs. 

In summary, results from the first part of this study 

suggest that because children with ADHD have difficulties 

with behavioral inhibition or impulsivity, they encounter 

frequent problematic social interactions which result in 

lowered perceptions of peer support. Although positive 

relationships with parents and teachers likely buffer stress 
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and enhance feelings of self-esteem, children with ADHD 

would benefit from interventions designed to improve their 

social skills and enhance their experience of support from 

peers. For example, participation in a social skills 

training program may help decrease problem behaviors while 

bolstering the children's sense of peer acceptance and 

affiliation. Although many social skills programs have 

failed to demonstrate improvements, the inclusion of 

behavioral contingencies in the classroom may help children 

generalize newly learned behaviors to their environment 

(Guevremont, 1990). 

The second objective of the present study was to 

evaluate the efficacy of the University of North Texas 

Attention Deficit Hyperactivity Disorder parent training 

program in reducing problem behaviors and enhancing 

perceptions of social support. The approach of testing 

change in these variables separately was supported by the 

low to moderate intercorrelations between mothers' and 

teachers' reports of externalizing, internalizing, and 

social problems. The low to moderate intercorrelations 

suggest that these three areas represent separate dimensions 

of child behavior problems. 

Results indicated that over time, mothers' and 

teachers' reports of changes in behavior problems differed 

significantly. Mothers reported more problems than teachers 

at pretreatment, and the raters' positions were reversed at 
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posttreatment on the total behavior problems, externalizing 

behavior problems, and internalizing behavior problems 

scales of the CBCL and CBCL-TRF. On the social problems 

subscale, mothers' and teachers' ratings were equal at 

posttreatment. In most cases, teachers reported a slight 

increase in problem behaviors over time, while mothers 

reported a moderate decrease. The most dramatic decrease 

was observed on mothers' reports of decreases in their 

children's externalizing behavior problems. 

The discrepancy between mothers' and teachers' 

ratings may be clarified through review of the univariate 

correlations. The test-retest correlations for both 

mothers' reports of child behavior problems and children's 

perceptions of support were consistently high, indicating 

stability in their reports over time. On the other hand, 

test-retest reliabilities for teacher reports were low for 

all variables except externalizing behavior problems (which 

were only moderately correlated between the two time 

points), indicating fluctuations in their reports over time. 

These findings suggest that either children's behavior 

problems in school settings are a less stable phenomenon or 

that teachers make global assessments of children's behavior 

problems and do not discriminate between levels of child 

behavior problems. 

Overall, the findings demonstrated that the parent 

training program was helpful in ameliorating overt behavior 
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problems in the home environment, but not in the school 

setting. Behavioral modification programs implemented in 

the home may take more time to affect overall, positive 

change in children's behavior. The concept of parent-

teacher collaboration was not introduced in the University 

of North Texas parent training program until the sixth core 

session; thus, the assessment of child behavior changes in 

school at posttreatment may have been premature. 

Collaboration between parents and teachers which involves 

developing specific behavioral goals and contingencies will 

likely facilitate the generalization of newly learned 

behaviors into the classroom setting. In addition, teachers 

may benefit from skills training programs designed to 

address specific instructional, environmental, and 

behavioral modifications that will maximize educational and 

behavioral objectives in the classroom. 

Improvements are suggested for the current parent 

training program to enhance behavioral outcomes. First, the 

current parent training program should be lengthened by at 

least two sessions to provide more opportunity for parents 

to practice and acquire the behavior modification concepts 

and techniques. Second, parent homework assignments (e.g., 

practice and recording of specific interventions) combined 

with review at the beginning of each session would augment 

skills acquisition and help parents modify the prescribed 

methods to meet the specific needs of their families. 
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Trends in the exploratory analyses seemed to indicate 

that positive behavioral changes regressed slightly at two-

month follow-up. Therefore, parents may benefit from 

additional professional support designed to facilitate the 

refinement of skills. Additional assistance may be provided 

in the form of group follow-up sessions or more specialized 

dyadic (parent and child) observation and training. The 

supplementary training would assist with refining previously 

taught skills and troubleshooting new problems. 

In addition to behavioral assessment, treatment outcome 

was evaluated with regard to changes in children's 

perceptions of social support. Results indicated that 

children's perceptions of parental social support increased 

significantly between pretreatment and posttreatment. This 

result was striking in light of the information that 

children with ADHD did not originally differ from their non-

referred peers on reports of parent support. Moreover, 

mothers' reports of externalizing behavior problems at 

pretreatment were found to correlate highly with children's 

perceptions of parental support at posttreatment. Thus, 

although parental support was not previously defined as a 

problem area for children with ADHD, children seemed to have 

associated the implementation of behavior modification and 

encouragement (i.e., emphasis on positive behaviors) with 

the receipt of enhanced support. In addition, parents 

recognized externalizing behavior problem areas relatively 
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early in treatment and responded with appropriate attention 

to their children's needs. 

In addition to advocating structure for children, the 

parent training program promoted modifying parental 

expectations of child behavior to a level that was 

developmentally appropriate (versus age normative) for the 

children. Russell Barkley refers to this concept as taking 

a "disability perspective," (personal communciation, May 13, 

1994). Parents have uniformally described feelings of grief 

associated with learning that their child has a disability. 

The atmosphere of the parent training sessions allows 

parents to discuss feelings of loss associated with having a 

child with special needs. At the same time, parents 

experience validation for their perceptions of their 

children's limitations and seem relieved that they can 

choose modified, realistic goals for themselves and their 

children. 

Children's assessments of teacher support were 

inversely related to teachers' ratings of external behavior 

problems, suggesting that children with ADHD who display 

"acting out" behavior problems in school tend to perceive 

their teachers as less supportive. Children with 

externalizing behavior problems likely receive more 

redirection than their classmates. The children may 

interpret these interventions as nonsupportive. These 

results should be considered in light of the fact that 
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children with ADHD do not experience significantly lower 

levels of teacher support than their peers, thus the 

findings highlight the importance of attending to positive 

teacher-child relationships, but do not suggest a 

significant problem area. 

Finally, the association between behavior problems and 

perceptions of peer support for children with ADHD was 

clarified. In general, mothers reported a negative 

association between social problems and classmate support as 

well as a negative association between total behavior 

problems and close friend support. Therefore, evidence was 

provided for the assumption that children's perceptions of 

social support from peers is influenced by problematic 

social interactions. Interestingly, teachers reports of 

internalizing behavior problems were positively associated 

with children's ratings of classmate support. The 

relationship between internalizing behavior problems in the 

classroom and social support from peers is an area in need 

of further examination and clarification. Although not 

statistically significant, a general trend toward improved 

support in peer relationships was observed in the primary 

study and in the exploratory analyses. As children with 

ADHD are able to enjoy understanding from significant adults 

and increase prosocial behaviors (through behavior 

modification), their interactions with peers will hopefully 
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improve, resulting in the experience of enhanced social 

support. 

The present study has several limitations. The 

generalizability of the findings may be restricted, because 

the sample was predominantly Caucasian and did not contain 

individuals from a variety of ethnic backgrounds. In 

addition, professionals and parents should be cautious in 

applying the results of the present study to girls with 

ADHD. With regard to clinical presentation, there are few 

distinctions between the genders. Girls tend to have more 

affective symptoms, but display fewer conduct problems and 

incidences of aggression than boys (Barkley, 1990). 

Differences may exist, however, in the way boys and girls 

utilize social support. For example, Harter (1985) observed 

that girls reported higher levels of close friend support 

than boys, but theaw differences were not tested 

statistically. Expanding the population of the sample with 

multicultural and gender considerations would facilitate 

generalizability of the results in future studies. 

Limitations regarding interpretation of the statistical 

results of this study exist. Many statistical analyses were 

performed on a relatively small sample size, increasing the 

likelihood that a Type I error was committed (rejecting the 

null hypothesis when it should be accepted). Another 

disadvantage of having low degrees of freedom is that the 

statistical power needed to detect significant differences 
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was decreased. Thus, utilizing a larger sample size in 

future research would maximize the likelihood of detecting 

accurate changes within the population. 

Directions for future research include developing the 

suggested improvements in the parent training program (e.g., 

additional sessions for direct skills training, enhancing 

opportunities for application of knowledge with homework) 

and replicating the study with a broader sample of 

individuals and a comparison group. In addition, 

interventions such as dyadic (parent-child) training might 

be assessed as an adjunct to parent training or as a 

comparison method of training to determine the most 

effective, efficient means of teaching behavior modification 

techniques. Although social skills training programs for 

children with ADHD have been met with limited success, the 

evaluation of a social skills program which provides 

contingencies for the development of prosocial behaviors in 

both home and school environments may be worthwhile. 

In summary, the present study has demonstrated that 

children with ADHD are socially sensitive and accurately 

report subtle changes in their social support system (e.g., 

they reported significantly enhanced parent support between 

pretreatment and posttreatment). The child, parent, and 

teacher ratings on indices of child social support and 

social/behavioral problems over time have provided 

meaningful objectives for future treatment programs. 



APPENDIX A 

DIAGNOSTIC CRITERIA FOR ATTENTION DEFICIT HYPERACTIVITY 

DISORDER (DSM-III-R, AMERICAN PSYCHIATRIC 

ASSOCIATION, 1987) 
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Diagnostic Criteria for Attention Deficit Hyperactivity 

Disorder fDSM-III-R. American Psychiatric 

Association. 1987) 

Diagnostic criteria for Attention-deficit Hyperactivity 

Disorder 

Note: Consider a criterion met only if the behavior is 

considerably more frequent than that of most people of the 

same mental age. 

A. A disturbance of at least six months during which at 

least eight of the following are present: 

(1) often fidgets with hands or feet or squirms in 

seat (in adolescents, may be limited to subjective 

feelings of restlessness) 

(2) has difficulty remaining seated when required to 

do so 

(3) is easily distracted by extraneous stimuli 

(4) has difficulty awaiting turn in games or group 

situations 

(5) often blurts out answers to questions before they 

have been completed 

(6) has difficulty following through on instructions 

from others (not due to oppositional behavior or 

failure of comprehension) 

(7) has difficulty sustaining attention in tasks or 

play activities 
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(8) often shifts from one uncompleted activity to a 

another 

(9) has difficulty playing quietly 

(10) often talks excessively 

(11) often interrupts or intrudes on others, e.g., 

butts into other children's games 

(12) often does not seem to listen to what is being 

said to him or her 

(13) often loses things necessary for tasks or 

activities at school or at home (e.g., toys, 

pencils, books, assignments) 

(14) often engages in physically dangerous activities 

without considering possible consequences (not for 

the purpose of thrill-seeking), e.g., runs into 

street without looking 

Mote: The above items are listed in descending order of 

discriminating power based on data from a national field 

trial of the DSM-III-R criteria for Disruptive Behavior 

Disorders. 

B. Onset before age of seven. 

C. Does not meet the criteria for a Pervasive Developmental 

Disorder. 
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Criteria for severity of Attention-deficit Hyperactivity 

Disorder: 

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

make the diagnosis and only minimal or no impairment in 

school and social functioning. 

Moderate: Symptoms or functional impairment intermediate 

between "mild" and "severe". 

Severe: Many symptoms in excess of those required to make 

the diagnosis and significant and pervasive impairment in 

functioning at home and school and with peers. 

Note. From DSM-III-R (p. 52-53) by the American Psychiatric 

Association, 1987, Washington, D.C.: Author. Copyright 1987 

by the American Psychiatric Association. Reprinted by 

permission. 
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Consent for Participation; Nonclinical Form 

I, . , agree to participate in a 

study of parents and children associated with the University 

of North Texas ADHD Research Clinic conducted at my child's 

elementary school. 

The purpose of this study is to compare perceptions of 

children without ADHD to perceptions of children with ADHD. 

We will use the information obtained from this study to 

further develop information about ADHD in an effort to 

better meet the needs of parents and their children. 

I understand that my child and I will be asked to 

complete a number of forms, checklists, questionnaires 

relating to my attitudes as well as the attitudes and 

behaviors of my child. I understand that my materials will 

arrive in a packet and that my child will complete his or 

her questionnaires with classmates during one 30-minute 

session at the elementary school. (In general, children 

find the surveys fun to complete!) 

I have been informed that any information obtained in 

this study will be recorded with a code number and that I 

will not be personally identified with any of the 

information that I provide. Under this condition, I agree 

that any information obtained from this research may be used 

in any way thought best for publication or education. 



73 

I understand that there is no personal risk or 

discomfort directly involved with this research and that I 

am free to withdraw my consent and discontinue participation 

in this study at any time. A decision to withdraw from the 

study will not effect the services available to me or my 

child. 

If I have any questions or problems that arise in 

connection with my participation in this study, I should 

contact Dr. David Baker, the research director at (817) 

565-2671. 

Signature of the Participant Date 

Signature of the Investigator Date 

THIS PROJECT HAS BEEN REVIEWED BY THE UNIVERSITY OF NORTH 

TEXAS COMMITTEE FOR THE PROTECTION OF HUMAN SUBJECTS (Phone: 

817-565-3940). 
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Consent for Participation; ADHD Parent Training Form 

I, , agree to participate in a 

study of parents and children associated with the Parent 

Training Program for parents of children with Attention 

Deficit Hyperactivity Disorder (ADHD) conducted at the 

Psychology Clinic of the University of North Texas. The 

Parent Training Program is an 8-week program that meets once 

a week for 1.5 hours and is designed to provide parents of 

children with ADHD an opportunity to learn more about ADHD 

and ways of effectively dealing with the behavioral 

manifestations of the disorder. The purpose of this study 

is to evaluate the effectiveness of the Parent Training 

Program. We will use the information obtained from this 

"study to develop further the Parent Training Program in an 

effort to better meet the needs of parents and their 

children. As a participant, I understand that my 

involvement in the Parent Training Program will be 

coincident with my participation in this research project. 
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I understand that before and after the program my child 

and I will be asked to complete a number of experimental 

tasks including the completion of forms, checklists, and 

questionnaires relating to my attitudes and behaviors as 

well as the attitudes and behaviors of my child with ADHD. 

I understand that this will be done once before the program 

begins, immediately upon completion of the program and three 

months after the end of the program. 

I have been informed that any information obtained in 

this study will be recorded with a code number and that I 

will not be personally identified with any of the 

information that I provide. Under this condition, I agree 

that any information obtained from this research may be used 

in any way thought best for publication or education. 

I understand that there is no personal risk or 

discomfort directly involved with this research and that I 

am free to withdraw my consent and discontinue participation 

in this study at any time. A decision to withdraw from the 

study will not effect the services available to me or my 

participation in the Parent Training Program. 
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If I have any questions or problems that arise in 

connection with my participation in this study, I should 

contact Dr. David Baker, the research director at (817) 

565-2671. 

Signature of the Participant Date 

Signature of the Investigator Date 

THIS PROJECT HAS BEEN REVIEWED BY THE UNIVERSITY OF NORTH 

TEXAS COMMITTEE FOR THE PROTECTION OF HUMAN SUBJECTS (Phone: 

817-565-3940). 
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Subject #:. 

Demoaraphical Questionnaire 

Information Sheet 

Date: 

CHILD: Age:. 

Grade: 

Date of Birth: 

Sex: 

Ethnicity: Caucasian Asian 

African American Native American 

.Hispanic 

Other 

Check applicable diagnoses: 

Attention Deficit Hyperactivity Disorder 

Undifferentiated Attention-Deficit Disorder 

(previously ADD without Hyperactivity) 

Oppositional-Defiant Disorder 

Conduct Disorder 

Learning Disability. If so, please describe type 

Other. Please list 

At school, does your child qualify for special services? 

yes no 

If yes, how did the school classify your child? 

emotionally disabled mentally retarded 

other health impaired learning disabled 

gifted 
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Check the behavior(s) your child displays more than his 
peers: 

impulsive inattentive hyperactive 

Is your child currently taking medication? yes no 

If yes, please indicate which type: 

Methylphenidate (Ritalin) Dexedrine Cylert 

Anti-depressant Other. Type: 

What are the total mg per day taken by your child? mg 

Have other medications been tried? yes no 

If yes, which medications were tried and why were they 

discontinued? 

When did your child begin taking medication? 

1 mo. ago 2-3 mos. ago 4 mos.-l yr. + 1 yr. 

Does your child take medication holidays? yes no 

ADHD or ADD Undifferentiated Current Treatments used: 

Behavior modification techniques used at home 

Parent training group 

Parent training in individual or family counseling 

Individual counseling or play therapy for child 

Cognitive-behavioral training for child 

Social skills training for child 

Family counseling where child's ADHD was addressed 
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School or educational interventions 

Parent support group, i.e., CHAD, Parents of ADD 

Modification of diet. If so, what was modified 

Other. If so, describe 

ADHD or ADD Undifferentiated Previous Treatments used: 

Behavior modification techniques used at home 

Parent training group 

Parent training in either individual or family 

counseling 

Individual counseling or play therapy for child 

Cognitive-behavioral training for child 

Social skills training for child 

Family counseling where child's ADHD was addressed 

School or educational interventions 

Parent support group, i.e., CHAD, Parents of ADD 

Modification of diet. If so, what was modified 

Other. If so, describe 

With whom does the child reside? 

both parents mother only 

mother & stepfather father only 

father & stepmother other: 
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MOTHER OR PRIMARY FEMALE CAREGIVER: Age: 

Marital status: Single Married 

Remarried Widowed 

DOB: 

Divorced 

Highest Education Level: 

less than 8th grade 

completed 8th grade 

some high school 

completed high school 

Current occupation: 

.some college or training 

.college graduate 

_some graduate work 

.graduate degree 

FATHER OR PRIMARY MALE CAREGIVER: Age: 

Marital status: Single Married 

Remarried Widowed 

DOB: 

Divorced 

Highest Education Level: 

less than 8th grade 

completed 8th grade 

some high school 

completed high school 

.some college or training 

.college graduate 

.some graduate work 

.graduate degree 

Current occupation:. 
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FAMILY: 

Number of children in household: 

Number of people living in the household: 

Total household income: 

less than $10,000 55,001 - 70,000 

10,000 - 25,000 70,001-85,000 

25,001 - 40,000 85,001 - 100,000 

40,001 - 55,000 more than 100,000 
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CHILO BEHAVIOR CHECKLIST FOR AGES 4-18 For office um oflty 
10# 

CHILD'S 
NAME 

GRAOE IN 
SCHOOL 

NOT AT7ENCHNG 
SCHOOL • 

SEX 

• Soy • OW 

AGE ETHNIC 
GROUP 
OR RACE 

TOOArS OATE CHILD'S ilRTHOATE 

y« o«t« Ma. 

Pleas# fill out this form to reflect your 
view of the child's behavior even if other 
people might not agree. Feel free to write 
additional comments beside each Item 
and in the spaces provided on page 2. 

PARENTS* USUAL TYPE OF WORK, eve* H net worth* now. /P/eaie 
6a apac/fte-for aiaiwp*. avfo «#cAan< hf^ti tchoot raacfter, homtmikt, 
Jafto«ar, *at»a opinio*. i/»o# aaJaana*, §rmy «argeartlj 

FATHER* 
TYPE OF WORK: 

MOTHIR-S 
TYPE OF WORK:. 

THIS FORM FILLEO OUT SY: 

Q MotN# (name): « « « _ 

Q Father (name): 

Q Other-name 4 felatioftshjp to ch»M:. 

Ptease list the sports your child most likes 
to lake part In. For example: swimming 
baseball, skating, skate boarding, bike 
riding, fishing, etc. 

• None 

Compared to others of the same 

a. 

b. 

c. 

Compared fo others o( the same 
age, about how much time 
he/she spend In each? 

does age, he 
one? 

m welt does he/she do each 

Ooftl 
Know 

Laaa 
Than Average 
Average 

ill Oo«t*t 
Know 

Below Above 
Avaraga Avarage 

• • • • • • • • 
• • o • • • • • 
• o • • • • • • 

Compared to others of the same 
age, about how much time doe* 
he/she spend In each? 

Compared to others of the same 
age, how well does he/she do each 
one? 

Owtl 
Know 

L.St 
Than Average 
Average 

Mora 
Than 
Average 

OOAI 
Know 

•«la*r 4 , . , . - . Abow 
« w i g * * '«'•«• Av.r.g. 

• • • • • • • • 
• • o • • • • • 
• • • • • • • • 

II. Ptease list your child*• favorite hobbles* 
activities, and games, other than sports. 
For example: stamps, dolls, books, piano, 
crafts, cars, singing, etc. (Do not include 
listening to radio or TV.) 

G None 

III. Please list any organizations, clubs, 
teams, or groups your child belongs to. 

Q None 

a. 

b. 

c. 

Compared to others of the same 
age, how active is he/she In each? 

Oonl 
Know 

u u 
Acllv* Avaraga 

More 
Aetlve 

• • • • 
• • • • 
• • • • 

IV. Please list any Jobs or chores your child 
has. For example: paper route, babysitting, 
making bed, working in store, etc, (Include 
both paid and unpaid jobs and chores.) 

• None 

b, 

c. 

Compared to others of the same 
age, how w 
them out? 
age, how well d j ^ s he/she carry 

Don! 
Know 

Balow 
Avaraga Avaraga 

Above 
Avaraga 

• • • • 
• • • • 
• • o • 
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V. 1. About how many dot# frtenda does your «MM have? Q Horn Q t D 2of J Q 4 or 
(Oo net Include brothers 4 slaters) 

2. About how many times a week does your child do thing* with any (Honda outaldo of regular school hour*? 

(Do not Include brothers A slaters) D lees than 1 O 1 or 2 • 3 or mora 

Vt. Compared to othara ol hisAter aga, how wait does your child: 

a. Got along with his/her brothers & sisters? 

b. Get along with other kids? 

c. Behave with his/her parents? 

d. Play and work by himseil/herself? 

Woraa About Average Bettor 

o • • 

• • • 
• ' o • 

• • • 

G Has no brothers or sisters 

VII. 1. For agea 6 and older - performance In academic subjects. If child la not being taught, please give reason 

a. Reading, English, or Language Arts 

b. History or Social Studies 

Falling Below average Average Above average 
• • • 

• 
• • 

• 
c. Arithmetic or Math • • • • 
d. Science • • • • 

Other academic • • subjects - for ex- e. • • • • 
ample: computer 

• courses, foreign f. • • • • 
language, busi-

• • ness. Do no( in- Q. • • • • 
clude gym, shop. 
driver's ed.t etc. 

2. Is your child In a special class or special school? • No a Y«s -what kind of class or school? 

3. Has your child repeated a grade? • No a V l l - grade and reason 

4. Haa your child had any academic or other problema in school? • No • Yes*please describe 

Whan did these problems start? 

Have these problems ended? 0 No Q Yes*when? 

Does your child have any Illness, physical disability, or mental handicap? • No • Yes * please describe 

What concern* you most about your child? 

Ptease describe the best things about your child: 
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Below is a list of Items that describe children and youth. For each Item that describes 
months, please circle the 2 if the Item It very true or often true of your child. Circle the 1 it 
true of your child. If the Item Is not true of your child, circle the 0. Please answer all Items < 
not seem to apply to your child. 

0 * Not True (as far as you know) 

i . 
2. 

Acts too young for his/her age 
Allergy (describe): 

1 m Somewhat or Sometimes True 

0 1 2 31. 

td now or within the past 0 
11s somewhat or sometimes 
* aa you can, even If some do 

2 m Yery True or Often True 

0 1 2 3. Argues a lot 
0 1 2 4. Asthma 

0 1 2 5. Behaves like opposite sex 
0 1 2 6. Bowel movements outside toilet 

0 1 2 7. Bragging, boasting 
0 1 2 a. Can't concentrate, can't pay attention for long 

0 1 2 9. Can't get his/her mind off certain thoughts; 
{describe): 

0 1 2 10. Can't sit still, restless, or hyperactive 

0 1 2 11. Clings to adults or too dependent 
0 1 2 12. Complains of loneliness 

0 1 2 13. Confused or seems to be in a fog 
0 1 2 14. Cries a lot 

0 1 2 15. Cruel to animals 
J) 1 2 16. Cruelty, bullying, or meanness to others 

0 1 2 17, Day-dreams or gets lost in his/her thoughts 
0 1 2 18. Deliberately harms self or attempts suicide 

0 1 2 19. Demands a tot of attention 
0 1 2 20. Destroys his/her own things 

0 1 2 21. Destroys things belonging to his/her family 
or others 

0 1 2 22. Disobedient at home 

0 1 2 23. Disobedient at school 
0 1 2 24. Doesn't eat welt 

0 1 2 25. Doesn't get along with other kids 
0 1 2 26. Doesn't seem to feel guilty after misbehaving 

0 1 2 27. Easily jealous 
0 1 2 28. Eats or drinks things that are not food ~ 

donl include sweets (describe*: 

0 1 2 29. Fears certain animals, situations, or places. 
other than school (describe): 

0 1 2 30. Fears going to school 

Fears he/she might think or do something 

0 1 2 32. Feels he/she has to be perfect 
0 t 2 33. Feels or complains that no one loves him/her 

0 1 2 34. Feefs others are out to get him/her 
0 1 2 3$. Feels worthless or inferior 

0 1 2 36. Gets hurt a lot, accident-prone 
0 1 2 37. Gets In many fights 

0 1 2 38. Gets teased a lot 
0 1 2 39. Hangs around with others who get in trouble 

0 1 2 40. Hears sounds or voices that aren't there 
(describe): 

0 1 2 41. Impulsive or acts without thinking 

0 1 2 42. Would rather be alone than with others 
0 1 2 43. Lying or cheating 

0 1 2 44. Bites fingernails 
0 1 2 45. Nervous, highstrung, or tense 

0 1 2 46. Nervous movements or twitching (desenbe): 

0 1 2 47. Nightmares 

0 1 2 4a. Not liked by other kids 
0 1 2 49. Constipated, doesnl move bowels 

0 1 2 50. Too fearful or anxious 
0 1 2 51. Feels dizzy 

0 1 2 52. Feels too guilty 
0 1 2 53. Overeating 

0 1 2 54. Overtired 
0 1 2 55. Overweight 

56. Physical problems without known medical 
cause: 

0 1 2 a. Aches or pains (not headaches) 
0 1 2 b. Headaches 
0 1 2 c. Nausea, feels sick 
0 1 2 d. Problems with eyes (describe)* 

0 1 2 e. Rashes or other skin problems 
0 1 2 f. Stomachaches or cramps 
0 1 2 g. Vomiting, throwing up 
0 1 2 h. Other (describe)! 

Please see other side 
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0 m Not True (at far at you know) 1 « Somtwhst or Sometimes True 2 * Vtry Tai« of Often True 

0 1 
0 1 

0 1 2 

0 1 2 

57. 
56. 

59. 
60. 

61. 
62. 

63. 
64. 

65. 
66. 

Physically attacks people 
Picks nose, skin, or other parts of body 
(describe): 

Plays with own sex parts In public 
Plays with own sex parts too much 

Poor school work 
Poorly coordinated or clumsy 

Prefers being with older kids 
Prefers being with younger kids 

Refuses to talk 
Repeats certain acts over and over; 
compulsions (describe): 

0 1 2 67. 
0 1 2 68. 

0 1 2 69. 
0 1 2 70. 

0 1 2 71. 
0 1 2 72. 

0 1 2 73. 73. Sexual problems (describe):. 

0 1 2 74. Showing off or clowning 

0 1 2 75. Shy or timid 
0 1 2 76. Sleeps less than most kids 

0 1 2 77. Sleeps more than most kids during day 
and/or night (describe): „ 

78. Smears or plays with bowei movements 

79. Speech problem (describe): 

80. Stares blankly 

81. Steals at home 
82. Steals outside the home 

83. Stores up things he/she doesn't need 
(describe): 

0 1 2 84. Strange behavior (describe):. 

0 1 2 85. 

0 1 2 86. 

0 1 2 87. 
0 1 2 86. 

0 1 2 89. 
"0 1 2 90. 

0 1 2 91. 
0 1 2 92. 

0 1 2 93. 
0 1 2 94. 

0 1 2 95. 
0 1 2 96. 

0 1 2 97. 
0 1 2 96. 

0 1 2 99. 
0 1 2 100. 

0 1 2 101. 
0 1 2 102. 

0 1 2 103. 
0 1 2 104. 

0 1 2 105. 

0 1 2 106. 

0 1 2 107. 
0 1 2 108. 

0 1 2 109. 
0 1 2 110. 

0 1 2 111. 
0 1 2 112. 

113. 

Strange Ideas (describe):. 

Stubborn, sullen, or irritable 

Sudden changes in mood or feelings 
Sulks a lot 

Suspicious 
Swearing or obscene language 

Talks about killing self 
Talks or walks In sleep (describe): 

Truancy, skips school 
Underactive, slow moving, or lacks energy 

Unhappy, sad, or depressed 
Unusually loud 

Uses alcohol or drugs for nonmedical 
purposes (describe): 

Vandalism 

Wets self during the day 
Wets the bed 

Whining 
Wishes to be of opposite sex 

Withdrawn, doesn't get involved with others 
Worries 

Please write in any problems your child has 
that were not listed above: 

Si CiCC c : Ci 'DC VOU MAVF IN^WPOtrn fi' iifrPO'J'.'C AMY YOU ARE CONC^PNEO 
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Note. Copyright T.M. Achenbach, Ph.D. Reproduced by 

permission. 
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TEACHER'S REPORT FORM For office UM only 
to I 

Your answers will be used to compare the pupil with other pupils whose teachers have completed similar forms. The Information 
from this form will also be used for comparison with other Information about this pupil. Please answer as well as you can, even 
if you lack full Information. Scores on Individual items will be combined to identify general patterns of behavior. Feel free to 
write additional comments beside each item and In the space provided on page Z 

PUPILS 
NAME 

PARENTS' USUAL TYPE OF WORK, even K not woddng now. (Ptots* 
«tpecMc is you can—to exampta, ai/fo mactmnic, high school feac/ier, 
homemtkw, liborwr, l*the opera/or, $ho4 salesman, trmy sergttnt.) 

FATHERS 
TYPE OF WORK! 

MOTHERS 
TYPE OF WORK.-

PUPIL'S SEX 

a Boy • Girt 

PUPIL'S 
AGE 

ETHNIC 
GROUP 
OR RACE 

PARENTS' USUAL TYPE OF WORK, even K not woddng now. (Ptots* 
«tpecMc is you can—to exampta, ai/fo mactmnic, high school feac/ier, 
homemtkw, liborwr, l*the opera/or, $ho4 salesman, trmy sergttnt.) 

FATHERS 
TYPE OF WORK! 

MOTHERS 
TYPE OF WORK.-

TODAY'S DATE 

Mo D*t* Yf 

PURL'S SiRTHOATE (If known) 

Mo. Date Vr 

THIS FORM FILLED OUT BY: 

O Teacher (name) Yf 

O Counselor (name) 

• Other (specify) 
name! 

GRADE 
IN 
SCHOOL 

NAME 
OF 
SCHOOL 

O Counselor (name) 

• Other (specify) 
name! 

1. How long have you known this pupil?. . months 

II. How well do you know Mm/Hef? 1. • Not Wait Z O Moderately Wtll 3. • Very Well 

Hi. How much time does he/the spend In your class per week? 

IV. What kind of cfass Is it? (Please be specific, e.g., regular Sth gride, 7th grade math, etc.) 

V. Has he/she ever been referred for special class placement, services, or tutoring? 

• Don't Know 0. Q No 1. • Yes-what kind and when? 

VL Has he/she ever repeated a grade? 

Q Don! Know 0. • No Y. • Yes-grade and reason 

VII. Current school performance - list academic subjects and check appropriate column: 

1. Far below 
Academic subject grade 

Z Somewhat 
below grade 

3. At grade 
level 

4. Somewhat 
above grade 

5. Far above 
grade 

1. • 

O 
• 

• 

• 

o 

• 

Q 
• 

• 

• 

O 

a 
• 

a 

a 
• 

• 

• 

• 

• 

• 

• 

o 

• 

a 
• 

• 

• 

• 
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Vlli Compared to typical pupils of t. Much 
the tame age: lest 

2. Somewhat 
less 

3. Slightly 
less 

4. About 
average 

&. Slightly 
more 

ft. Somewhat 7. Much 
more rrvxe 

How hard is he/she working? Q O a a Q a a 
2. How appropriately is he/she 

behaving? • • • • Q o 0 
3. How much is he/she learning? • o • • Q o a 
4. How happy Is he/she? • • Q o Q • • 

IX. Most recent achievement test scores (If available): 

Name of test Subject Date 
Percentile or 

grade level obtained 

X. IQ, readiness, or aptitude tests (If available): 

Name of test Date IQ or equivalent scores 

Does this pupil have any iilness, physical disability, or mental handicap? O No • Yes-please describe 

What concerns you most about this pupil? 

Please describe the best things about this pupil: 

Please feel free to write any comments about this pupffs work, behavior, or potential, using extra pages If necessary. 
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Below It a list of llama that describe puplla. For each Item that describes the pupil now or wHhln tbe peat I morttha, please circle the 2 
If the 
of the 

•m It very true or often try* of the pupil. Circle the 11f the item I 
pupil, circle the 0. Please anawer til ttema «• well t t you can, t 

« Not True {•• far at you know) 1 « Somewhat or 

aomewfcat or aometlmaa true of the popll. If the Item la not twe 
n If aoma do not aaam to apply to thla pupil 

Sometimes Trua 2 « Vary Trua or Oftan Tnia 

1. Actt too young for hit/bar age 
2. Hum* or makea other odd noltat In cUta 

3. Argues t lot 
4. Fails to flnlth things he/she starta 

5. Behaves Ilka oppotlta tax 

6. Defiant, talka back to ataff 

7. Bragging, bottling 
8. Canl concentrate, cant pay attantion for long 

9. Can't gat hla/har mind off cartaln thoughta; 

obsessions (describe): 

10. Canl sit still, restless, or hyperactlva 

11. Clings to adults or too dapandant 

12. Complains of ionallnaaa 

2 13. Confused or taama to be In a fog 

2 14. Cries a lot 

2 15. Fldgatt 
2 16. Cruelty, bullying, or meanness to others 

2 17. Oaydrtams or gats lost In hla/har thoughts 

2 18. Deliberately harms aalf or attempts suicide 

2 19. Demands a lot of attention 

2 20. Destroys his/her own thinga 

2 21. Destroys property belonging to others 

2 22. Difficulty following directions 

2 23. Disobedient at school 
2 24. Disturbs other pupils 

2 25. Doesnt get along with other puplis 
2 26. Doesn't seem to feel guilty after misbehaving 

2 27. Easily jealous 

2 28. Eats or drinks things that are not food-don't 

include sweets (describe): 

0 1 2 29, Fears certain animals, situations, or pltcea 
other than school (describe): 

1 2 30. Fears going to school 

2 31. Ftart ha/aha might think or do aomathlng bad 

2 31 Feels ha/the hat to ba perfect 

2 33. Feala or complaint that no one loves him/her 

2 34. Faela others are out to gat him/her 

2 31 Faala worthlaaa or Inferior 

2 36. Qata hurt a lot, accident-prone 

2 37. Qata In many flgtita 

2 3 1 Qata taaaad a lot 

2 39. Hangs around with others who gat In trouble 

2 40. Hears sounds or voices that arenl there (describe): 

2 41. Impulsive or acta without thinking 
2 42. Likes to ba alone 

2 43. Lying or cheating 

2 44. Bltaa flngemalla 

2 45. Nervous, hlgh- ttrung, or tense 

2 46. Nervoua movements or twitching (describe): 

47. Overconforma to rulea 

41 Hot liked by other pupila 

49. Haa difficulty learning 
50. Too fearful or anxioua 

51. Feela dizzy 
52. Faela too guilty 

53. Talks out of turn 
54. Overtired 

51 Overweight 

56. Physical problems without known medical cause: 
a. Aches or paina 
b. Headaches 
c. Nausea, feats sick 
d. Problems with eyes (describe): 

e. Rashes or other skin problema 
f. Stomachaches or crampa 
g. Vomiting, throwing up 
h. Other (describe): 

Plots* other std« 
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0 • Not Tru« (a a far at you know) 1 = Somewhat or Sometimes Trua 2 « Vary True or Often Trot 

0 
0 

0 
0 

0 
0 

0 
0 

1 57. Physically attack* people 
2 56. Picks nose, skin, or other pacta of body 

(describe); — 

2 59. Sleeps in class -
2 60. Apathetic or unmotivated 

2 61. Poor school work 
2 62. Poorly coordinated or clumsy 

2 63. Praters being with older children 
2 64. Prefers being with younger children 

2 65. Refuses to talk 
2 66. Repeats certain acts ewer and own compulsions 

(describe): „ 

0 1 2 67. Disrupts class discipline 
6 1 2 66. Screams a lot 

0 1 2 69. Secretive, keeps things to self 
0 1 2 70. Sees things that arenl there (describe): 

0 1 2 71. Self-conscious or easily embarrassed 
0 1 2 72. Messy work 

2 73. Behaves Irresponsibly (describe): 

1 2 74. Showing off or clowning 

t 2 75. Shy or timid 
t 2 76. Explosive and unpredictable behavior 

1 2 77. Demands must be met immediately, easily 
frustrated 

1 2 76. Inattentive, easily distracted 

1 2 79. Speech problem (describe): 

2 60. Stares blankly 

2 81. Feels hurt when criticized 
2 82. Steals 

2 63. Stores up things he/she doesn't need (describe): 

2 64. Strange behavior (describe):. 

2 65. Strange Ideas (describe): 

2 66. Stubborn, sutlen, or irritable 

2 67. Sudden changes in mood or feelings 
2 66. Sulks a lot 

2 69. Suspicious 
2 90. Swearing or obscene language 

2 91. Talks about killing self 
2 92. Underachieving, not working up to potential 

2 93. Talks too much 
2 94. Teases a lot 

2 95. Temper tantrums or hot temper 
2 96. Seems preoccupied with sex 

2 97. Threatens people 
2 96. Tardy to school or class 

2 99. Too concerned with neatness or cleanliness 
2 100. Falls to car(y out assigned tasks 

2 101. Truancy or unexplained absence 
2 102. Underactive, stow moving, or lacks energy 

2 103. Unhappy, said, or depressed 
2 104. Unusually loud 

2 105. Uses alcohol or drugs (or nonmedical purposes 

(describe): 
2 106. Overty anxious to pk* «se 

2 107. Dislikes school 
2 106. ts afraid of making mistakes 

2 109. Whining 
2 110. Unclean personal appearance 

2 111. Withdrawn, doesn't get involved with others 
2 112. Worrying 

113. Please write in any problems the pupil has 
that were not listed above: 

P L C 4 S E BE SURE YOU HAVE ANSWERED ALL STEMS 
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Note. Copyright T.M. Achenbach, Ph.D. Reproduced by-

permission. 
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Name 

Really 
True 

for Me 

Sort of 
True 

for Me Sample Item 

Sort of 
True 

for Me 

Realty 
True 

for Me 

10. 

11. 

• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• -a 
• • 
• • 
• • 

Some kids iike to do fun 
things with a lot of other 
people BUT 

Other kids like to do fun 
things with just a few 
people. 

Some kids have parents 
who don't really BUT 
understand them 

Some kids have class-
mates who like them 8UT 
the way they are 

Some kids have a teacher 
who helps thern if they 
are upset and have a BUT 
problem 

Some kids have a close 
friend who they can tei! BUT 
problems to 

Some kids have parents 
who don't seem to want BUT 
to hear about their 
children's problems 

Some kids have class-
mates that they can BUT 
become friends with 

Some kids don'f -have a 
teacher who helps them BUT 
to do their very best 

Some kids have a close 
friend who reafiy under- BUT 
stands them 

Some kids have parents 
who care about their BUT 
feelings 

Some kids have class-
mates who sometimes BUT 
make fun of them 

Some kids do have a 
teacher who cares about BUT 
them 

Other kids have parents 
who really do understand 
them. 

Other kids have class* 
mates who wish they were 
different. 

Other kids don't have a 
teacher who helps them 
if they are upset and 
have a problem. 

Other kids don't have a 
close friend who they can 
tell problems to. 

Other kids have parents 
who do want to listen to 
their children's problems. 

Other kids don't have 
classmates that they can 
become friends with. 

Other kids do have a 
teacher who helps them to 
do their very best. 

Other kids don't have a 
close friend who 
understands them. 

Other kids have parents 
who don't seem to care 
very much about their 
children's feelings. 

Other kids don't have 
classmates who make fun 
of them. 

Other kids don't have a 
teacher who cares about 
them. 

• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 

(OVER) 
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12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

21. 

22. 

23. 

24. 

Really Sort of 
True True 

for Me for Me 

• • 
• • 
• • 
• • 
CH • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 

Some kids have a close 
friend who they can talk to 
about thmgs that bother 
them 

BUT 

Other kids don't have a 
close friend who they can 
talk to about things that 
bother them. 

Some kids have parents 
who treat their 
children like a person 
who really matters 

BUT 

Other kids have parents 
who don't usually treat 
their children like a 
person who matters. 

Some kids have class-
mates who pay attention to 
what they say BUT 

Other kids have class-
mates who usually don't 
pay attention to what they 
say. 

Some kids don't have 
a teacher who is fair 
to them 

BUT 
Other kids do have a 
teacher who is fair to 
them. 

Some kids don't have a 
close friend who they like 
to spend time with 

BUT 
Other kids do have a close 
friend who they like to 
spend time with. 

Some kids have parents 
who like them the way 
they are 

BUT 
Other kids have parents 
who wish their children 
were different 

Some kids don't get 
asked to play in games 
with classmates very often 

BUT 
Other kids often get asked 
to play in games by their 
classmates. 

Some kids don't have 
a teacher who cares 
if they feel bad 

BUT 
Other kids do have a 
teacher who cares if they 
feel bad. 

Some kids don't have a * 
close friend who really 
listens to what they say 

BUT 
Other kids do have a close 
friend who really listens to 
what they say. 

Some kids have parents 
who don't act like what 
their children do is 
important 

BUT 

Other kids have parents 
who do act like what 
their children do is 
important. 

Some kids often spend 
recess being atone BUT 

Other kids spend recess 
playing with their class-
mates. 

Some kids have a teacher 
who treats them tike a 
person 

BUT 
Other kids don't have a 
teacher who treats them 
like a person. 

Some kids don't have a 
close friend who cares 
about their feelings 

BUT 
Other kids do have a close 
friend who cares about 
their feelings. 

Sort of 
True 

for Me 

Really 
True 

for Me 

• • 
• • 
• • 
. • • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
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Note. Unpublished manuscript S. Harter, Ph.D. Reproduced 

by permission. 
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Table 1 

Master List of Items from the Social Support Scale for 

Children Grouped According to Subscale 

Item # Keyed PARENTAL SUPPORT/REGARD 

1 - Some kids have parents who don't really 

understand them BUT Other kids have parents who really do 

understand them. 

5 - Some kids have parents who don't seem to want 

to hear about their children's problems BUT Other kids have 

parents who do want to listen to their children's problems. 

9 + Some kids have parents, who care about their 

feelings BUT Other kids have parents who don't seem to care 

very much about their feelings. 

13 + Some kids have parents who treat their child 

like a person who really matters BUT Other kids have parents 

who don't usually treat their child like a person who 

matters. 

17 + Some kids have parents who like them the way 

they are BUT Other kids have parents who wish their children 

were different. 

(table continues) 
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21 - Some kids have parents who don't act like 

what their children do is important BUT Other kids have 

parents who do act like what their children do is important. 

CLASSMATE SUPPORT/REGARD 

2 + Some kids have classmates who like them the 

way they are BUT Other kids have classmates who wish they 

were different. 

6 + Some kids have classmates they can become 

friendly with BUT Other kids don't have classmates that they 

can become friendly with. 

10 - Some kids have classmates who sometimes make 

fun of them BUT Other kids don't have classmates who make 

fun of them. 

14 + Some kids have classmates who pay attention 

to what they say BUT Other kids have classmates who usually 

don't pay attention to what they say. (New item.) 

18 - Some kids don't get asked to play in games 

with classmates very often BUT Other kids often get asked to 

play in games by their classmates. 

22 - Some kids often spend their recess being 

alone BUT Other kids spend recess playing with their 

classmates. 

(table continues) 
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TEACHER SUPPORT/REGARD 

3 + Some kids have a teacher who helps them if 

they are upset or have a problem BUT Other kids don't have a 

teacher who helps them if they are upset or have a problem. 

7 - Some kids have a teacher who helps them if 

they are upset or have a problem BUT Other kids don't have a 

teacher who helps them if they are upset or have a problem. 

11 + Some kids do have a teacher who cares about 

them BUT Other kids don't have a teacher who cares about 

them. 

15 - Some kids don't have a teacher who is fair 

to them BUT Other kids do have a teacher who is fair to 

them. 

19 - Some kids don't have a teacher who cares if 

they feel bad BUT Other kids do have a teacher who cares if 

they feel bad. 

23 + Some kids have a teacher who treats them like 

a person BUT Other kids don't have a teacher who treats them 

like a person. 

(table continues) 
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CLOSE FRIEND SUPPORT/REGARD 

4 + Some kids have a close friend who they can 

tell problems to BUT Other kids don't have a close who they 

can tell problems to. 

8 + Some kids have a close friend who really 

understands them BUT Other kids don't have a close friend 

who really understands them. (New item.) 

12 + Some kids have a close friend who they can 

talk to about things that bother them BUT Other kids don't 

have a close friend who they can talk to about things that 

bother them. (Revised.) 

16 - Some kids don't have a close friend who they 

like to spend time with BUT Other kids do have a close 

friend who they like to spend time with. (Revised.) 

20 - Some kids don't have a close friend who 

really listens to what they say BUT Other kids do have a 

close friend who really listens to what they say. 

24 - Some kids don't have a close friend who cares 

about their feelings BUT Other kids do have a close friend 

who cares about their feelings. 

Note. Item # refers to the position on the child's form. 

Items keyed positively (+) present the positive social 

support statement on the left, whereas items keyed 

negatively (-) present the statement conveying the lack of 

social support on the left. 
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Table 2 

Subscale Reliabilities for the Social Support Scale for 

Children for Each of the Four Samples 

Elementary Schools Middle Schools 

A B A B 

Parent .82 .78 .88 .86 

Classmate .79 .74 .78 .74 

Teacher .81 .82 .84 .84 

Friend .72 .74 .83 .77 
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Table 3 

Means and Standard Deviations for Each Subscale of the 

Social Support Scale for Children bv Grade and Gender 

- Elementary School 

Grade 3 Grade 4 

Males Females Males Females 

Parent 

M 3.37 3.50 3.47 3.54 

SD .72 .45 .57 .52 

Classmate 

M 3.06 3.25 3.18 2.94 

SD .67 .68 .60 .49 

Teacher 

M 3.37 3.36 3.04 3.22 

SD .65 .61 .69 .60 

Friend 

M 3.01 3.15 3.14 2.93 

SD .73 .68 .72 .61 

(table continues^ 
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Middle School 

Grade 6 Grade 7 Grade 8 

Males Females Males Females Males Females 

Parent 

M 3.40 3.42 3.34 3.47 3.20 3.23 

SD .60 .63 .67 .60 .58 .72 

Classmate 

M 3.11 3.15 3.08 3.16 3.05 3.20 

SD .60 .62 .56 .57 .50 .57 

Teacher 

M 3.09 3.25 3.04 3.19 3.05 3.17 

SD .68 .63 .72 .65 .59 .62 

Friend 

M 2.98 3.36 3.11 3.39 3.08 3.42 

SD .64 .71 .63 .71 .64 .68 
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Table 4 

The Social Support Scale for Children Factor Pattern 

fOblique Rotation) for Elementary School Children 

I. II. III. 

A B A B A B 

Classmate 

2 Like them way they are .56 .43 

6 Can become friends with .59 .44 

10 Don't make fun of them .67 .35 

**14 Help them make up work .48 .40 

18 Get asked to play .65 .53 

22 Play with at recess .65 .41 

Friend 

4 Can tell problems to .45 .57 

**8 Go places with .46 .53 .35 

*12 Can complain to .53 

*16 Spend time with .46 .66 

20 Listen to what they say .40 .69 

**24 Eats over at house .38 .34 

**Item changed, *Item modified 

(table continues) 
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I. II. Ill, 

B A B A B 

Parent 

1 Do understand them .59 .57 

5 Listen to problems .71 .65 

9 Care about their feelings .68 .72 

13 Treat like a person .67 .78 

17 Like the way they are .76 .30 

21 What children do important .65 .62 

Teacher 

3 Help them if upset .61 .58 

7 Help them do very best .61 .57 

11 Cares about them .71 .66 

15 Is fair to them .58 .68 

19 Cares if feel bad .62 .74 

23 Treats like a person .62 .61 

Note. Loadings less than .30 not presented 
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Table 5 

The Social Support Scale for Children Factor Pattern 

(Oblicrue Rotation) for Middle School Children 

I. II. 

B A B 

Classmate 

2 Like them way they are .61 .35 

6 Can become friends with .51 .40 

10 Don't make fun of them .58 .56 

**14 Help them make up work .44 .27 

18 Get asked to play .54 .71 

22 Play with at recess .54 .62 

Friend 

4 Can tell problems to .61 .69 

**8 Go places with .39 .77 .35 

*12 Can complain to .64 .68 

*16 Spend time with .40 .53 .33 

20 Listen to what they say .71 .43 

**24 Eats over at house .44 .64 

**Item changed *Item modified 

(table continues) 
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III. IV. 

A B A B 

Parent 

1 Do understand them .63 .72 

5 Listen to problems .76 .79 

9 Care about their feelings .78 .79 

13 Treat like a person .67 .72 

17 Like the way they are .77 .68 

21 What children do important .75 .54 

Teacher 

3 Help them if upset .51 .65 

7 Help them do very best .64 .62 

11 Cares about them .76 .73 

15 Is fair to them .58 .58 

19 Cares if feel bad .80 .72 

23 Treats like a person .54 .67 

Note. Loadings less than .30 not presented 
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Table 6 

Intercorrelations Among Subscale Scores of the Social 

Support Scale for Children for Elementary and Middle 

School Children 

Parent Friend Classmate 

Friend M .28 

E .31 

Classmate M .34 M .41 

E .40 E .57 

Teacher M .37 M .27 M .40 

E .33 E .30 E .43 

Note. M = middle school and E = elementary school. 
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Table 7 

Means and Standard Deviations of Social Support Scores for 

Children with Attention Deficit Hyperactivity Disorder 

(ADHD) and Non-Referred Children 

ADHD Non-Referred 

Parent Support U 3.44 3.48 

SD .66 .83 

Teacher Support £3 3.20 3.35 

SD .82 .67 

Close Friend Support M 2.93 3.23 

SD .84 . 69 

Classmate Support M 2.67 3.23 

SD .80 .73 

Note. N = 60. M = mean and SD = standard deviation. 
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Table 8 

Means and Standard Deviations for the CBCL and CBCL-TRF 

Problem Behavior T Scores at Pretreatment and Posttreatment 

Pretreatment Posttreatment 

Total Behavior 

Mother Ratings 

Teacher Ratings 

Externalizing Behavior 

Mother Ratings 

Teacher Ratings 

Internalizing Behavior 

Mother Ratings 

Teacher Ratings 

U 

SD 

M 

SD 

M 

SD 

E 

SD 

JS 

SD 

M 

SD 

6 7 . 5 3 

7 . 9 8 

6 3 . 2 7 

5 . 7 0 

62 .82 

9 . 3 3 

5 7 . 2 0 

7 . 8 9 

6 2 . 0 6 

1 1 . 0 4 

5 7 . 4 7 

1 4 . 0 8 

6 3 . 2 9 

1 0 . 3 1 

6 7 . 3 5 

11.08 

5 4 . 4 1 

1 5 . 0 4 

62.12 

1 1 . 7 2 

6 0 . 1 2 

1 3 . 0 3 

6 4 . 6 5 

1 2 . 8 3 

(table continues) 
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Pretreatment Posttreatment 

Social Problems 

Mother Ratings M 70.00 63.53 

SD 10.97 12.00 

Teacher Ratings M 61.27 65.71 

SD 6.92 9.25 

Note. N = 17. M = mean and SD - standard deviation. 
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Table 9 

of Social SuDDort at Pretreatment and Po sttreatment 

Pretreatment Posttreatment 

Parent Support M 3.17 3.57 

SD .50 .69 

Teacher Support g 3.21 3.15 

SD .69 .85 

Close Friend Support M 2.71 2.71 

SD .85 .11 

Classmate Support J1 2.43 2.63 

SD .75 .85 

Note. N = 17. M = mean and SD = standard deviation. 
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Table 10 

Intercorrelations among Mother. Teacher, and Child Ratings 

of Dependent Variables at Pretreatment and Posttreatment 

Mother Ratings of CBCL Variables: Pretreatment 

Total External Internal Social 

Mother Pre 

Total 1.00** .80** .84** .56** 

External 1.00** .49* 

00 
CM • 

Internal 1.00** .47* 

Social 1.00** 

Mother Post 

Total -.17 .79** .84** .56** 

External .64** .70** .55** .28 

Internal .89** .48* .89** .42 

Social .47* .35 .41 .78** 

Teacher Pre 

Total -.03 -.03 -.06 -.24 

External .15 .23 .0003 -.17 

Internal 

0
 • 

1 .02 

0
 • 

1 -.29 

Social .02 -.25 .30 .20 

(table continues) 
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Mother Ratings of CBCL Variables: Pretreatment 

Total External Internal Social 

Teacher Post -

Total .80** .16 .25 .07 

External .26 .15 .20 .14 

Internal .15 .02 .22 .05 

Social .19 .24 .07 .32 

Child Pre 

Parent .28 .31 .30 .21 

Teacher .19 .18 .22 .23 

Close Friend -.50* -.34 -.40 -.47 

Classmate -.02 .01 -.06 -.44 

Child Post 

Parent .39 .54** .36 -.17 

Teacher .31 .43 .32 .02 

Close Friend -.34 -.17 -.29 -.34 

Classmate -.17 -.18 -.10 -.56** 

(table continues) 
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Mother Ratings of CBCL Variables: Posttreatment 

Total External Internal Social 

Mother Pre " -

Total -.17 .64** .84** .47* 

External .79** .70** .48* .35 

Internal .84** .55** .89** .41 

Social .56** .28 .42 .78** 

Mother Post 

Total 1.00** .69** .79** .66** 

External 1.00** .55** .35 

Internal 1.00** .50* 

Social 1.00** 

Teacher Pre 

Total -.13 .10 -.20 -.54* 

External .27 .15 .04 -.21 

Internal -.32 .01 -.58* -.18 

Social .16 -.05 -.03 -.07 

(table continues) 
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Mother Ratings of CBCL Variables: Posttreatment 

Total External Internal Social 

Teacher Post 
-

Total .33 .30 .26 .05 

External .28 .20 .16 -.02 

Internal .23 .22 .21 .07 

Social .31 .21 .08 
1, 

.26 

Child Pre 
I? 

Parent .23 .37 .26 .23 

Teacher .20 .31 .20 .24 

Close Friend -.50* 

in 
o
 • -.44 -.36 

Classmate -.29 .15 -.35 -.53* 

Child Post 

Parent .22 .46 .32 -.21 

Teacher .24 .35 .21 .02 

Close Friend -.33 .12 -.38 .30 

Classmate -.36 .09 -.35 -.48 

(table continues) 
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Teacher Ratings of CBCL Variables: Pretreatment 

Mother Pre 

Total 

External 

Internal 

Social 

Mother Post 

Total 

External 

Internal 

Social 

Teacher Pre 

Total 

External 

Internal 

Social 

Total 

- . 0 3 

- . 0 4 

- . 0 6 

- . 2 4 

- . 1 3 

.10 

- . 2 0 

- . 5 4 * 

1.00** 

External Internal Social 

. 1 5 

. 2 3 

. 0 0 0 3 

- . 1 7 

. 2 7 

. 1 5 

. 0 4 

-.21 

. 6 5 * * 

1.00** 

- . 1 7 

.02 

- . 4 0 

- . 2 9 

- . 3 2 

.01 

- . 5 8 * 

-.18 

.22 

- . 0 3 

1.00** 

.02 

- . 2 6 

. 0 3 

.20 

.16 

- . 0 5 

- . 0 3 

- . 0 7 

. 3 8 

. 3 3 

.06 

1.00** 

(table continues) 
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Teacher Ratings of CBCL Variables: Pretreatment 

Total 

Teacher Post 

Total .74** 

External .78** 

Internal .64** 

Social .65** 

Child Pre 

Parent -.005 

Teacher -.29 

Close Friend .03 

Classmate .36 

Child Post 

Parent .32 

Teacher -.33 

Close Friend .09 

Classmate .27 

External Internal Social 

.65** 

.59** 

.52* 

.69** 

-.35 

-.56* 

-.37 

-.03 

.19 

-.44 

-.32 

-.007 

10 .54* 

15 .51* 

24 .56* 

01 .37 

02 -.14 

11 -.03 

23 -.21 

61** .04 

07 -.33 

08 -.15 

20 -.03 

53* -.11 

(table continues) 
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Teacher Ratings of CBCL Variables: Posttreatment 

Total External Internal Social 

Mother Pre -

Total .80** .26 .15 .19 

External .16 .15 .02 .24 

Internal .25 .20 .22 .07 

Social .07 .14 .05 .32 

Mother Post 

Total .33 .28 .23 .31 

External .30 .20 .22 .21 

Internal .26 .16 .21 .08 

Social .05 -.02 .07 .26 

Teacher Pre 

Total .74** .65** .22 .38 

External .65** .59* -.03 .69** 

Internal .10 .15 .24 .01 

Social .54* .51** .56* .37 

(table continues^ 
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Teacher Ratings of CBCL Variables: Postreatment 

Total 

Teacher Post 

Total 1.00** 

External 

Internal 

Social 

Child Pre 

Parent .07 

Teacher -.24 

Close Friend -.43 

Classmate -.09 

Child Post 

Parent .22 

Teacher -.22 

Close Friend -.27 

Classmate -.12 

External Internal Social 

.93** 

1.00** 

09 

22 

42 

01 

27 

,14 

25 

06 

.91** 

.52* 

1.00** 

-.03 

•.25 

•.38 

••05 

.06 

•.25 

-.33 

•.07 

.63** 

.58** 

.50* 

1.00** 

-.08 

-.29 

- . 2 6 

-.31 

-.02 

-.45 

.01 

- . 2 8 

(table continues) 
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Pretreatment 
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Parent Teacher Friend Classmate 

Mother Pre 

Total .28 .19 -.50* -.02 

External .31 .81 • 34 .01 

Internal .30 .22 

0
 • 

1 -.06 

Social .21 .23 -.47* -.44 

Mother Post 

Total .23 .20 -.50* -.29 

External .37 .31 .05 .15 

Internal .26 .20 -.44 -.35 

Social .23 .24 -.36 -.53* 

Teacher Pre 

Total -.005 -.29 .03 .36 

External -.35 -.56* 37 -.03 

Internal -.02 -.11 .23 .61** 

Social -.14 -.03 -.21 .04 

(table continues^ 



Child Ratings of Social Support Variables: 

Pretreatment 
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Parent Teacher Friend Classmate 

Teacher Post 

Total .07 -.24 -.43 -.09 

External .09 -.22 -.42 1 
•
 o
 

Internal -.03 -.25 -.38 -.05 

Social -.08 -.29 -.26 -.31 

Child Pre 

Parent 1.00** .84** .23 .16 

Teacher 1.00** .38 .14 

Close Friend 1.00** .84** 

Classmate 1.00** 

Child Post 

Parent .63** .36 .12 .35 

Teacher .65** .69** .13 .17 

Close Friend .32 .45 .86** .46 

Classmate - .03 I 
•
 o
 

H*
 

.59** .84** 

(table continues) 



Child Ratings of Social Support Variables: 

Posttreatment 
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Parent Teacher Friend 

Mother Pre 

Total 

External 

Internal 

Social 

Mother Post 

Total 

External 

Internal 

Social 

Teacher Pre 

Total 

External 

Internal 

Social 

. 3 9 

. 5 4 * * 

. 3 6 

. 1 7 

.22 

. 4 6 

. 3 2 

-.21 

. 3 2 

. 1 9 

. 0 7 

• .33 

. 3 1 

. 4 3 

. 3 2 

.02 

. 2 4 

. 3 5 

.21 

.02 

- . 3 3 

- . 4 4 

.08 

- . 1 5 

34 

17 

29 

34 

33 

12 

38 

30 

09 

32 

20 

03 

Classmate 

. 1 7 

-.18 

-.10 

- . 5 6 

- . 3 6 

. 0 9 

- . 3 5 

- . 4 8 

. 2 7 

- . 0 0 7 

- . 5 3 

- .11 

(table continues^ 



Child Ratings of Social Support Variables: 

Posttreatment 
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Teacher Post 

Total .22 

External .27 

Internal .06 

Social -.02 

Child Pre 

Parent .63** 

Teacher .35 

Close Friend .12 

Classmate .35 

Child Post 

Parent 1.00** 

Teacher 

Close Friend 

Classmate 

.22 

-.14 

•.25 

-.45 

.65** 

.69** 

.13 

.17 

.48* 

1.00** 

27 

25 

33 

,01 

.32 

.45 

.86** 

.46 

.09 

.14 

1.00** 

-.12 

-.06 

-.07 

- . 2 8 

• .03 

• .01 

.59** 

.84** 

.21 

- .07 

.49* 

1.00** 

(table continues) 
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Note. For mother and teacher CBCL variables, "Total" 

represents total behavior problems; "External" represents 

externalizing behavior problems; "Internal" represents 

internalizing behavior problems; and "Social" represents 

social problems. For child social support variables, 

"Parent," "Teacher," "Friend or Close Friend," and 

"Classmate" refer to the sources rated as providers of 

social support. 

* E < -05. ** p < .01. 
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Table 11 

Means and Standard Deviations for CBCL and CBCL-TRF 

Problem Behavior T scores at Pretreatment. 

Posttreatment. and Follow-up 

Pre Post Follow-Up 

Total Behavior 

Mother Ratings 2S 62. 63 62. 38 63. 38 

SD 10. 35 10. 50 10. 58 

Teacher Ratings M 61. 57 64. 63 58. 38 

SD 5. 35 6. 44 15. 30 

Externalizing Behavior 

Mother Ratings £ 63. 75 51. 50 60. 50 

SD 10. 98 19. 30 10. 65 

Teacher Ratings M 56. 29 57. 75 51. 13 

SD 5. 79 7. 89 14. 46 

Internalizing Behavior 

Mother Ratings M 58. 88 58. 00 58. 75 

SD 14. 13 15. 12 12. 49 

Teacher Ratings u 58. 29 62. 63 55. 50 

SD 11. 88 8. 88 12. 67 

(table continues) 
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Pre Post Follow-Up 

Social Problems 

Mother Ratings M 71. 13 65. 13 66. 50 

SD 9. 14 9. 99 9. 56 

Teacher Ratings M 61. 14 66. 88 63. 88 

SD 6. 36 6. 77 12. 60 

Note. N = 8. 
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Table 12 

Means and Standard Deviations for Children's Ratings 

of Social Support at Pretreatment. Posttreatment. 

and Follow-Up 

Pre Post Follow-Up 

Parent Support M 3.04 3.40 3.60 

SD .83 .65 .41 

Teacher Support M 3.10 3.15 3.27 

SD .62 .73 .47 

Close Friend Support & 2.62 2.62 3.11 

SD .90 .90 .54 

Classmate Support M 2.23 2.17 2.75 

SD .58 .55 .72 

Note. N = 8. 
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.. Comparison of ratings on scales of social support 

between children with ADHD and non-referred children. 
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Figure 2. Comparison of total CBCL and CBCL-TRF T scores for 

mothers and teachers at pretreatment and posttreatment. The 

figure illustrates a significant interaction effect for 

rater and time. 
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Figure 3. Comparison of externalizing CBCL and CBCL-TRF 

T scores for mothers and teachers at pretreatment and 

posttreatment. The figure illustrates a significant 

interaction effect for rater and time. 
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Figure 4. Comparison of internalizing CBCL and CBCL-TRF 

T scores for mothers and teachers at pretreatment and 

posttreatment. The figure illustrates a significant 

interaction effect for rater and time. 
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Figure 5. Comparison of social problems CBCL and CBCL-TRF 

T scores for mothers and teachers at pretreatment and 

posttreatment. The figure illustrates a significant 

interaction effect for rater and time. 
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Figure 6. Comparison of ratings on scales of social support 

between pretreatment and posttreatment by children with 

Attention Deficit Hyperactivity Disroder (ADHD). 
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.. Comparison of total CBCL and CBCL-TRF T scores for 

mothers and teachers at pretreatment, posttreatment, and 

follow-up. The figure illustrates a significant interaction 

effect for rater and time, between pretreatment and 

posttreatment. 
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Figure 8. Comparison of ratings on scales of social support 

between pretreatment, posttreatment, and follow-up by 

children with Attention Deficit Hyperactivity Disorder 

(ADHD). 
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