
COMPARISONS OF SELF-PERCEPTION IN BOYS WITH

ATTENTION-DEFICIT HYPERACTIVITY DISORDER,

LEARNING DISABILITIES, AND

NON-REFERRED BOYS

Jill A. Walters, B.A., M.S.

APPROVED:

Major r fessor

Committee Member

Co mittee Me er

om ittee Membe

Chair of the Department of Psychology

Dean of the Robert B. Toulouse School of
Graduate Studies



379/

No, y 69

COMPARISONS OF SELF-PERCEPTION IN BOYS WITH

ATTENTION-DEFICIT HYPERACTIVITY DISORDER,

LEARNING DISABILITIES, AND

NON-REFERRED BOYS

DISSERTATION

Presented to the Graduate Council of the

University of North Texas in Partial

Fulfillment of the Requirements

For the Degree of

DOCTOR OF PHILOSOPHY

By

Jill A. Walters, B.A., M.S.

Denton, Texas

December, 1994



Walters, Jill A., Comparisons of Self-Perceptions in

Boys with Attention-deficit Hyperactivity Disorder, Learning

Disabilities, and Non-Referred Boys. Doctor of Philosophy

(Psychology), December, 1994, 74 pp., 5 tables, references,

64 titles.

A limited amount of research exists that addresses low

self-esteem, poor self-concept, and distorted self-image in

children with Attention-deficit Hyperactivity Disorder

(ADHD). The most urgent task is to test assumptions

regarding self-perception and to assess the dimensions of

self-concept influenced by this disorder. The

Self-Perception Profile for Children (Harter, 1985) was used

in the present study to assess those dimensions.

Participants included 34 boys with ADHD, 27 boys with LD,

and 33 boys without any diagnosed psychological or learning

problems. Results were analyzed using Pearson's

product-moment correlation, analyses of variance (ANOVA),

and analyses of covariance (ANCOVA) and did not support the

hypotheses. r
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CHAPTER I

INTRODUCTION

Attention-deficit Hyperactivity Disorder (ADHD) affects

between 3% and 20% of school-age children, with a prevalence

in males of four to nine times that of females (American

Psychiatric Association, 1994; Shaywitz & Shaywitz, 1991).

Because ADHD is so frequently diagnosed in children, it is

imperative that its secondary features be identified as

readily and as accurately as its primary signs and symptoms.

According to the Diagnostic and Statistical Manual of Mental

Disorders, third edition, revised (DSM-III-R), this disorder

is characterized by developmentally-inappropriate

impulsiveness, inattentiveness, and hyperactivity (American

Psychiatric Association, 1987). The DSM-III-R also

identifies "low self-esteem, mood lability, low frustration

tolerance, . . . temper outbursts" (p. 51), and academic

underachievement as associated features of the disorder.

What has previously been known as Attention-deficit

Hyperactivity Disorder is labelled Attention-Deficit/

Hyperactivity Disorder, Predominantly Hyperactive-Impulsive

Type since the recent publication of the Diagnostic and

Statistical Manual of Mental Disorders, fourth edition

(DSM-IV, American Psychiatric Association, 1994). Although

1
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the diagnostic criteria have changed slightly, the nature of

the disorder remains the same. According to the DSM-IV, the

essential features of ADHD are inattention and/or

hyperactivity-impulsivity that is "maladaptive and

inconsistent with developmental level" (American Psychiatric

Association, 1994, p. 83). The DSM-IV also recognizes poor

self-esteem as an associated feature.

Of all the features associated with ADHD, low

self-esteem seems to be the least well-defined symptom.

Although parents, researchers, and clinicians often identify

poor self-concept as a concern for children with ADHD, it is

not clear to which components of self-concept they are

referring or which components the disorder most strongly

affects. This lack of clarity and specificity can make

intervention a difficult, and oftentimes hit-or-miss,

process. Very little research has addressed self-concept

and ADHD, and it is unclear specifically which areas of the

child's life are impacted.

Researchers investigating self-concept in children with

ADHD (Conners, 1980; Kelly, Cohen, & Atkinson, 1986; Lahey,

Shaughency, Strauss, & Frame, 1984), suggest that these

children often possess inaccurate self-perceptions.

However, specific situations in which these children

perceive themselves to be less competent than their peers

cannot be assessed by such global measures as those used in

most studies.
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In a parent survey conducted by Baker and Kottman

(1990), parents identified low self-esteem as a concern for

their children with ADHD. Clinical intuition also suggests

that children with this disorder are at risk of having poor

self-concepts due to difficulties in a variety of areas

(i.e., school, social interactions, behavioral conduct, and

motor coordination). Because a child's self-concept may

affect his or her behavior, interpersonal relationships, and

academic achievement (Wylie, 1979), it is important to be

able to identify specific aspects of self-concept and

intervene where appropriate.

A pilot study (Walters-Pace, 1991) investigating the

self-perception profiles of boys with ADHD provides some

insight into specific self-concept deficits for this

population. Results indicated that boys with ADHD tend to

view themselves as significantly less competent in

scholastic competence and global self-worth, and experience

less social acceptance when compared to peers without

similar behavioral disorders.

Assessment and intervention of self-perception at the

elementary school level is important since 30% to 50% of

Children with ADHD face continued difficulties throughout

adolescence and adulthood (Biederman & Steingard, 1989).

Studies cited by Biederman and Steingard suggest that

children with ADHD may develop other psychiatric disorders,

including antisocial personality disorder, substance abuse,
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and depression. In addition, the risk of diminished

self-esteem increases as attentional symptoms persist

throughout the life-span.

Hechtman (1989) notes evidence that low self-esteem is

a typical problem for adolescents whose ADHD symptoms

endure. Adults who still have problems with concentration,

social interactions, emotional disturbance, and impulsivity

also exhibit poor self-concepts. At 15-year follow-up, a

large number of adults with ADHD complained of low

self-esteem and interpersonal difficulties (Weiss &

Hechtman, 1986).

A second associated feature of ADHD, academic

underachievement, has been at the heart of much of the

controversy that surrounds the disorder's diagnosis and

treatment. ADHD contains a mixture of cognitive and

behavioral symptoms which further complicate its ability to

be easily differentiated., Murphy and Hicks-Stewart (1991)

point out that neither learning disability nor ADHD have

been adequately distinguished from one another. These

disorders often share features and overlap with other

disorders. Individuals with these diagnoses tend to

constitute a heterogeneous population whose etiologies,

assessment, and treatment are mixed and inconsistent.

This confusion is evident in the recent decision to

include Children with ADHD in the Education for All

Handicapped Children Act, also known as P.L. 94-142. One of
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the primary issues is how ADHD and learning disabilities are

related. A second issue is whether ADHD so extremely

impacts school performance that children with the disorder

should be eligible for services under P.L. 94-142 (Shaywitz

& Shaywitz, 1991).

Since the features of learning disability and ADHD

overlap to such a great extent, differences found between

the two groups should be more reliable than significant

differences between dissimilar samples. Greater specificity

can be obtained when comparing clinically-referred groups as

opposed to comparisons between disordered and non-disordered

populations.

Purpose

The purpose of the present study is to identify the

self-perception profiles of children with ADHD and

demonstrate how they might be different from those of

children without other psychological or learning disorders

and children with learning disabilities. The first

hypothesis is that.the self-perception profiles of boys with

ADHD are significantly lower on each subscale of the

Self-Perception Profile for Children (SPPC, Harter, 1985)

than those of Non-Referred elementary school boys. The

second hypothesis is that boys with learning disabilities

will score significantly lower on all subscales of the SPPC

than Non-Referred boys. The third hypothesis is that boys

with ADHD will score significantly lower than boys with
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learning disabilities on the social acceptance, athletic

competence, behavioral conduct, and global self-worth

subscales.

Although there is some research addressing low

self-esteem in children with ADHD, one of the most important

tasks is to asses both specific and global dimensions of

self-concept in children with ADHD. A review of the

literature concerning self-concept in children without

identified psychological or learning disorders, children

with ADHD, and children with learning disabilities will shed

light on the significant issues affecting each of these

populations. In addition, it may facilitate more accurate

differential diagnosis.

Review of the Literature

Assessment of Self-concept

Before identifying hypotheses about the self-concepts

of children with ADHD, it is important to first define what

is meant by the self-concept construct. When reviewing the

literature, it is difficult to ascertain what is meant by

self-concept. Epstein and Koener (1982) assert that the

"referent of self-concept" (p. 28) is unclear. Several

researchers have, however, attempted to define this

construct.

In her extensive research on self-concept, Wylie (1979)

identifies three components which she asserts are included

in one's self-concept. First, "cognition and evaluations"
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(p. 3) which pertain to rather specific parts of the self

make up part of one's self-concept. Examples of these

cognitions and evaluations may be one's racial identity,

athletic ability, or peer status. A second aspect is the

ideal self, which includes one's ideal expectations in

regard to specific aspects of the self as well as one's

phenomenal goals. Wylie describes the third aspect of

self-concept as "over-all self-regard" (p. 4), referring to

a more global concept. A child's over-all self-regard is

determined, in part, by his or her cognitions and

evaluations of characteristics of the self.

Lewis (1982) defines self-concept in terms of its

development in children. His definition includes the

child's construction of power, his or her discrimination of

self and others, and awareness of his or her own internal

conditions, such as moods and thoughts. In addition to

dynamic developmental changes which occur in childhood, the

difficulties in defining self-concept create challenges for

researchers who attempt to measure it.

When assessing the self-concept of children, as is the

case with numerous psychological constructs in children, it

is imperative to consider developmental differences. Harter

(1990) identifies structure and content as the two primary

dimensions upon which children's self-concepts differ

throughout their development. Structure refers to the

"underlying cognitive-developmental changes that affect the
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self-concept as a cognitive construction" (p. 302). For

instance, young children are limited in their ability to

respond to self-report measures and to differentiate the

more specific aspects of self-worth. Preschoolers often

exhibit inaccuracies in assessing their abilities in favor

of the positive.

As a child approaches middle childhood, he or she is

better able to identify domain-specific components and to

make meaningful inferences about self-concept. A study by

Harter (1985) showed that children, ages 8 to 12, possess

the capacity to clearly identify five domain-specific

aspects of self-competence (scholastic competence, athletic

competence, peer social acceptance, behavioral conduct, and

physical appearance) and to assess themselves on those

domains. In contrast to preschoolers, children in

elementary school tend to view both positive and negative

aspects of themselves more realistically (Harter, 1988).

Most self-concept studies have not included potentially

important factors, such as intelligence and socio-economic

status. Rourke and Fuerst (1991) asserted that one of the

weaknesses of self-concept studies with the LD population is

that demographic variables are not often specified or

considered in the analyses. Research by DeFrancesco and

Taylor (1985) is an exception. Their investigation examined

the differences in self-concept between an LD sample and a

nonreferred sample. They also found that SES had a
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significant main effect on the self-concept of children with

learning disabilities when used as a covariate. Their

conclusion was that SES has a more significant impact on

self-esteem than actual differences accounted for by the

presence of a learning disability.

The literature addressing the influence of these

variables on self-perceptions is inconsistent. Zimet and

Farley (1987) found no relationship between self-concept and

intelligence for a sample of children with emotional

disturbance. Their results produced conflicting information

in regard to the effect of socio-economic status on self-

concept. When using the Piers-Harris Scale (Piers, 1984;

Piers & Harris, 1969), Zimet and Farley found a significant

relationship between the two variables. However, the

Perceived Competence Scale for Children (Harter, 1982), the

original version of the Self-Perception Profile for Children

(Harter, 1985), did not significantly correlate with socio-

economic status in the Zimet and Farley study.

Consequently, they concluded that neither socio-economic

status nor intelligence influences the self-competence

ratings of children with emotional disturbances.

After reviewing the literature, Harter (1983) concluded

that a child's academic achievement does affect his or her

scholastic self-concept. She qualified this conclusion with

the suggestion that the relationship between these two

variables may depend on whether the child is viewing his or



her competence accurately. Therefore, children who perceive

their abilities more accurately also exhibit higher academic

achievement; the reverse, however, does not necessarily hold

true.

The literature addressing assessment issues related to

self-concept in children has been reviewed by Harter (1990).

She identifies four basic models of self-concept that fall

into either of two categories, unidimensional and

multidimensional. The first of these models embraces a

unidimensional approach. Instruments attempting to measure

a child's self-concept within a unidimensional framework are

best designed to look at a wide range of variables in the

child's life. For example, one would want to assess the

child's self-perception as it is in school, at home, with

peers, and with relatives. The unidimensional model assumes

that combining scores from each domain provides an

assessment of his or her overall self perception. However,

a shortcoming in combining such scores is that it overlooks

the variation of a.child's self-perception in specific

content areas. Examples of unidimensional measures are the

Coopersmith's Self-Esteem Inventory (Coopersmith, 1967) and

the Piers-Harris Children's Self-Concept Scale (Piers, 1984;

Piers & Harris, 1969).

Coopersmith' s Self-Esteem Inventory (Coopersmith, 1967)

was designed for children, ages eight to fifteen.

Coopersmith's instrument is considered to be unidimensional
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because a total score made up of items across all scales is

used to determine one's overall self-esteem. Although

Coopersmith originally intended to calculate four separate

scores (school-academic, social-peers, home-parents, and

general self), factor analysis revealed that the four

domains were not discrete (Wylie, 1979). In addition, Wylie

(1974) asserts that there is not enough solid research to

support the use of Coopersmith's instrument as a measure of

self-concept of children. Harter (1990), however, suggests

that it may be employed as a screening measure, but the

subscale scores of the Coopersmith are not reliable enough

and are not able to differentiate among the specific domains

of self-concept.

The Piers-Harris Children's Self-Concept Scale (Piers,

1984; Piers & Harris, 1969) is appropriate for

administration to children in grades 4 to 12. The

instrument was originally designed to measure a

unidimensional construct of self-concept based on a total

score. Benson and Rentsch (1988) assert that the

Piers-Harris scale "is unidimensional in terms of content"

(p.623). However, Harter (1990) has stated that specific

factors (i.e., behavior, intellectual status, and physical

appearance) can be identified, suggesting that the

Piers-Harris may actually be multidimensional.

A second model of self-concept is put forth by

Rosenberg (1965, 1979). This model is unidimensional in
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regard to an overall score, but utilizes a hierarchical

structure rather than an additive one like those of the

Coopersmith and Piers-Harris scales. He asserts that

although individuals possess a sense of global self-concept

across domains, the domain-specific aspects are most likely

hierarchical and are not always available to the

individual's awareness. He explains that the Rosenberg Self

Esteem Scale (Rosenberg, 1965) is hierarchical in nature

because specific aspects of self-concept are more strongly

weighted than others when assessing global self-concept.

This is a unidimensional measure which assesses global

self-concept without looking at the domain-specific elements

underlying this global concept. Internal consistency alpha

coefficients for the Rosenberg Self-Esteem Scale are in the

.72 to .87 range. Coefficients of Reproducibility for the

Rosenberg scale were .92 or greater, supporting his

assertion of unidimensionality (Wylie, 1989). The Rosenberg

instrument has also been recommended as a brief (10-item),

direct measure of self-esteem (Harter, 1990).

A third model, which is multidimensional, asserts that

self-concept can be broken into parts that reflect various

components of the person's overall self-concept (Harter,

1990). Both Harter (1985) and Marsh (Marsh, Barnes, Cairns,

& Tidman, 1984) have attempted to design instruments that

support a multidimensional model of self-concept. Both the

Self-Perception Profile for Children (Harter, 1985) and the
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Self-Description Questionnaire (Marsh et al., 1984) identify

specific domains of self--concept. In addition, factor

analysis has been applied to both measures and revealed

separate, independent domains.

A final model of self-concept is a combination of both

the unidimensional and multidimensional approaches. Much of

Harter's (1985, 1990) work is grounded in this framework.

According to Harter, assessing global self-concept

independently, as well as domain-specific factors, provides

a comprehensive look at the person's sense of self.

Harter's global self-worth subscale does not include any

items in common with the domain-specific subscales. Wylie

(1989) identifies the Self-Perception Profile for Children

(SPPC) as

the only United States self-concept scale to use factor

analysis to verify a priori item selection for

allegedly distinct domains and to include both

domain-specific and general self-esteem scales. (p.

111)

The SPPC has good reliability and validity (for further

detail see Instruments section) and is unique because of its

multidimensionality. In turn, it offers the clinician a

multidimensional approach to intervention. The clinician

can then determine which specific aspects of self a child

perceives himself or herself to be less competent.
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The SPPC (Harter, 1985) is appropriate for

administration to children, ages eight to twelve. The SPPC

is a 36-item self-report measure that assesses: scholastic

competence, athletic competence, social competence, physical

appearance, behavioral conduct, and an overall dimension,

Global Self-Worth. The global self-worth scale appears to

be one of the most unique characteristics of the SPPC

because it serves as an overall measure of self-concept

without using items from other subscales. It is a distinct

subscale and does not share items with any of the other

subscales. Whereas, most other measures provide only a

global assessment of self-concept, the SPPC exemplifies the

model of combining unidimensional and multidimensional

approaches.

Reports of internal consistency for the subscales of

the SPPC (Harter, 1985) range from .71 to .90. Test-retest

correlations gathered over 1-month to 12-month intervals

ranged from .40 to .65. In addition, construct validity is

supported by evidence of factor loadings from .45 to .75

with few cross-loadings.

Thus, it appears that the SPPC takes into account both

the unidimensional and multidimensional approaches, as well

as developmental considerations. The ability to adequately

measure the specific aspect of self-concept also supports

its continued use as a research tool in issues relating to

child development.
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Difficulties Encountered by Children with ADHD

Children with ADHD experience a variety of difficulties

which could affect their self-concepts. Horn and Ialongo

(1986) identify four secondary characteristics often

observed in children with ADHD: (a) poor peer

relationships; (b) poor school performance; (c) aggressive

conduct problems; and (d) clumsy and poor coordination. A

number of other authors have also provided evidence that

children with ADHD have poor peer relationships (Asarnow,

1988; Cunningham & Siegel, 1987; Johnston, Pelham, & Murphy,

1985; Margalit, 1989).

Cunningham and Siegel (1987) evaluated the interactions

of mixed dyads from a sample of 30 boys with ADHD and 30

normal boys and 30 matched dyads of normal and ADHD. They

found that the boys with ADHD were on task less often and

had lower scores on drawing tasks than did their normal

counterparts. In addition, the results of this study

yielded evidence that the mixed dyads, consisting of normal

and boys with ADHD, tended to exhibit more control

behaviors, finished fewer arithmetic problems, and complied

less with peer commands than the normal dyads. On a more

positive note, Cunningham and Siegel found that the older,

mixed and matched, dyads exhibited less controlling

behavior, more compliance in response to peer commands, more

independent work and play activity, less activeness, and

more on-task behaviors.
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In a study by Johnston, Pelham, and Murphy (1985),

children with ADHD (boys and girls) were rated most often as

aggressive by their peers and least often as likable. More

specifically, boys with ADHD tended to be rated most often

as withdrawn. They also found that peer rating

distinguished boys with ADHD from normal boys. Contrary to

assumptions that may be made from the Cunningham and Siegel

(1987) study, the Johnston et al. (1985), study indicated

that older children with ADHD were not viewed by their peers

as any less (or any more) disturbed than younger children

with ADHD.

Asarnow (1988) studied the peer status and social

competence of 54 children hospitalized for psychiatric

illness and who were categorized as being either: (a)

depressed; (b) depressed-externalizing; or (c)

externalizing. Children with attention disorders were

included in the externalizing group. The results of this

study, consistent with those of Johnston et al. (1985),

indicated that the children with attention disorders and

those diagnosed as conduct disordered were judged to be

least well-liked, most rejected, and least competent in

social interactions based on ratings by psychiatric

inpatient peers. Asarnow (1988) also found peer acceptance

to be associated with high social competence before

hospitalization, intelligence, and socioeconomic status.
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Conversely, peer rejection correlated with few internalizing

and many externalizing signs and symptoms.

Margalit (1989) found hyperactive, behavior disordered

boys to be more hostile than boys in either a

learning-disabled group or a behavior disorder without

hyperactivity group. The hyperactive boys also displayed

more difficulty in complying with classroom rules. Both the

LD group and the hyperactive group demonstrated similar

dependency behaviors and were considered to have lower

social status than the behavior disorder without

hyperactivity group.

Research indicates that children with ADHD often

exhibit cognitive impairment and poor academic achievement.

Lufi and Cohen (1985) compared the WISC-R performance of 24

children with attention disorders with a comparison group

consisting of 19 emotional and/or behaviorally disordered

children. Their study showed that children with attentional

disorders scored significantly lower than the comparison

group on only the Arithmetic, Digit Span, and Coding

subscales of the WISC-R. (This cluster of subscales is

often used to identify Freedom from Distractibility).

Although Lufi and Cohen did not specify whether there were

significant differences on full scale intelligence scores,

they did say that they found no significant differences

between the two groups on either the verbal comprehension or

the perceptual organization clusters. These findings
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that older children diagnosed with attention disorders tend

to view external factors as responsible for negative

achievement outcomes more than did the younger ADD subjects.

The achievement attributions of normal children, on the

other hand, tended to become more internal as they matured.

Self-Concept in Children Diagnosed with ADHD

The research examining the self-concept of children

with ADHD is limited. Due to the difficulties that children

with ADHD experience in numerous aspects of their lives

(i.e., academic achievement, social relations, and self

regulation), it would seem likely that they would view

themselves as being less competent in comparison to other

children.

The Self-Perception Profile for Children (Harter, 1985)

has not yet been used with an ADHD population. However,

research has been conducted with the Piers-Harris Children's

Self-concept Scale (Piers, 1984; Piers & Harris 1969) and

the Perceived Competence Scale for Children (Harter,

1982)(an earlier version of the Self-Perception Profile for

Children) to determine how children with emotional

disturbances and children with learning disabilities view

themselves and their own competence. Zimet and Farley

(1984, 1987) found that the self-esteem (as measured by the

Piers-Harris and the Perceived Competence Scale for

Children) of children with emotional disturbances decreases

as the severity of the disorder increases. In contrast,
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subjects diagnosed as emotionally disturbed in day treatment

tended to rate their own competence on the subscales of the

PCSC higher than did their parents or teachers (Zimet &

Farley, 1986). In their 1987 study, Zimet and Farley found

only one significant difference between children with

emotional disturbances and children without disturbance;

the former group of subjects in day treatment rated

themselves as significantly better in athletics than

children without handicapping conditions.

Self-Concept in Children with Learning Disabilities

There are a significant number of researchers who have

investigated self-concept in the child with a learning

disability (e.g., Chapman, 1988; Kistner & Osborne, 1987;

Renick, 1985; Renick & Harter, 1988). Kershner (1990)

asserts that his results "require a major

reconceptualization of the minor role allocated

traditionally to self-concept . . . in children with LD" (p.

371). He found that self-concept proved to be the primary

predictor, instead of IQ, in terms of success in spelling,

written language, and arithmetic. Kershner uses this

evidence to propose that the relationship between

self-concept and academic achievement is actually a causal

one.

Kershner's (1990) results fall along the same lines as

Chapman's (1988) findings. In a longitudinal study, he

found that students with learning disabilities did indeed
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have lower self-perceptions of competence than their

non-learning disabled counterparts. In addition, Chapman's

analyses demonstrated that academic self-perception "appears

to be a significant predictor of academic achievement for

both LD and non-LD students" (362). Chapman also concluded

that low self-concept in children with learning disabilities

is evident by the third grade and is maintained throughout

the high school years.

It appears that the importance of self-concept in

regard to the performance of students with learning

disabilities has long been trivialized. If self-concept is

a primary predictor of future achievement and low

self-concept is crystallized by third grade, it is vitally

important that intervention begin in the preschool and early

elementary school years. However, before intervention can

begin, educators and clinicians must first identify where

the deficits in self-concept lie in order to provide

information about appropriate intervention.

Researchers have found evidence to indicate that

children with learning disabilities tend to have different

self-concept profiles than do children with normal

achievement. Kistner, Haskett, White, and Robbins (1987)

found that boys and girls diagnosed with learning

disabilities scored significantly lower on the cognitive and

the physical competence subscales of the Perceived

Competence Scale for Children (the original version of the
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SPPC) than did children with normal achievement, but did not

differ significantly on the social competence or the general

self-worth subscales.

Kistner and Osborne (1987) also found that children

with learning disabilities scored significantly lower on all

of the PCSC scales than did children without learning

disabilities. Interestingly, the self-concepts of the

groups with learning disabilities at two-year follow-up were

significantly higher than when they were first evaluated.

In the course of research using the Perceived

Competence Scale for Children (Harter, 1983), Renick and

Harter (1988) & Renick (1985) found that the self-perception

profiles of elementary school students with learning

disabilities can be divided into the same categories as

students who exhibit normal achievement. However, the

academic self-concept of the students with learning

disabilities consists of more specific subsets of those

categories. For example, children with learning

disabilities tend to recognize a general intellectual

ability, as well as four separate domains (i.e., reading,

writing, math, and spelling) of academic competence. While

students with normal achievement perceive competence in

terms of six specific domains (i.e., scholastic, athletic,

social, physical appearance, and behavioral conduct),

students with learning disabilities perceive eight specific

domains (i.e., general intellectual ability, reading,
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spelling, writing, math, social acceptance, athletic,

behavioral conduct, and physical appearance) (Renick &

Harter, 1988).

Studies have also been conducted to determine which

factors influence self-esteem in children with learning

disabilities. For example, Heyman (1990) found evidence

that a child's academic self-concept and perception of his

or her learning disability often impact self-esteem and, in

turn, academic achievement. While academic self-concept

explained greater than 30% of the variance in self-esteem,

perception of one's own learning disability accounted for

only 12% of the variance in self-esteem. Therefore, it

appears that the way in which a child views his or her own

academic ability is more important than self-perception of

learning disability.

After reviewing the literature, Rourke and Feurst

(1991) concluded that the poor self-concepts of children

with learning disabilities may not be due so much to

learning problems, but more to "a separate etiology quite

apart from the LD" (p. 87). On the other hand, Durrant,

Cunningham, and Voelker (1990) contend that previous

studies, such as the ones cited above, have not broken down

samples of children with learning disabilities into the most

important variables relating to self-concept: learning

disability and behavior disorder. They hypothesized that

behavioral competence is the primary variable associated
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with self-concept and that cognitive ability is secondary.

The children without behavioral disorders scored

significantly higher in the areas of cognitive, social, and

general self-concept than did their peers with behavior

disorders. Therefore, Durrant et al. (1990) conclude that

"behavioral variables are at least as important as

achievement in children with learning disabilities'

self-perceptions" (p. 661).

The Durrant et al. (1990) study has implications for

the proposed research project. If behavioral variables are

of such great importance in self-concept, it is possible

that children with behavior disorders, such as ADHD, may

possess lower self-perceptions than students with learning

disabilities without concurrent behavior disorders. The

proposed study may shed :Light on whether cognitive or

behavior difficulties have a greater impact on self-concept

since both kinds of difficulties are inherent in the ADHD

diagnosis; whereas, behavioral problems are not necessary

for the classification of learning disabled.

Hypotheses

The purpose of the present study was to identify the

self-perception profiles of boys with ADHD, learning

disabilities, and boys without handicapping conditions to

see if and how each sample might differ from the other. The

primary question being whether the difficulties surrounding

an attentional deficit affect a child's self-concept to the
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extent that he or she would perceive himself or herself as

significantly less competent than a dissimilar sample (i.e.,

nonhandicapped), or even a group which shares some of the

same problems (i.e., learning disabled).

Hypothesis 1. Boys in the ADHD sample will yield

significantly lower scores on all of the subscales of the

Self-Perception Profile for Children (SPPC, Harter, 1985)

than those of 8- to 12-year-old boys without identified

psychological or learning disorders.

Hypothesis 2. Boys in the Learning Disabled group will

have significantly lower scores on the all of the subscales

of the SPPC than boys without identified psychological or

learning disorders.

Hypothesis 3. Boys with ADHD will have significantly

lower scores on athletic competence, behavioral conduct,

social acceptance, and global self-worth than boys with

learning disabilities. No significant differences are

expected on the Scholastic Competence subscale.
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CHAPTER II

METHOD

Participants

Participants included ninety-four 8- to 12-year-old

boys: 34 boys with Attention-deficit Hyperactivity Disorder

(ADHD), 27 boys with learning disabilities, and 33 boys

without any identified psychological or learning disorders

(Non-Referred). All participants in the ADHD and Non-

Referred groups were white; while the majority of boys with

learning disabilities were white, one was African-American,

one was Native American, and two were Hispanic.

Boys with ADHD were either referred to the University

of North Texas Psychology Clinic for evaluation of attention

problems or were involved in an ADHD parent training or

support program. Inclusion criteria for boys with ADHD

consisted of a 1.5 standard deviation above the mean on the

Hyperactivity Index of the Conners Parent Rating

Scale--Revised (Conners, 1985) or the Conners Teacher Rating

Scale--Revised (Conners, 1985) and a primary DSM-III-R

diagnosis, by a qualified mental health professional or

physician, of Attention Deficit Hyperactivity Disorder.

Boys with a diagnosis of ADD, Undifferentiated Type, were

excluded from the sample. To be included in the present

26
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study, each boy demonstrated a Full Scale Intelligence Score

greater than 79 on an intelligence measure administered in

the Psychology Clinic or as indicated in a report of

previous evaluation by other mental health professionals or

the school. The intellectual ability of the majority of the

subjects (21) in the ADHD group were measured by either the

Wechsler Intelligence Scale for Children--Revised (WISC-R,

Wechsler, 1974) or the Third Edition (WISC-III,

Psychological Corporation, 1991).

Children with learning disabilities were recruited from

elementary schools and clinics in Texas, Oklahoma, New

Mexico, and Virginia. The learning disabled sample included

boys who have been classified by the school district or a

qualified mental health professional as having either a

visual-spatial or linguistic learning disability. Each boy

with a diagnosed learning disability demonstrated a full

scale intelligence score greater than 79 on an intelligence

measure administered by the school or a qualified mental

health professional (e.g., WISC-R, WISC-III). Boys with

learning disabilities and concurrent psychiatric disorders

(including ADHD and ADD, Undifferentiated Type) were

excluded from the study.

Participants in the Non-Referred group were obtained

from rural and urban elementary schools in Texas, Oklahoma,

and Virginia. Each boy in the Non-Referred group

demonstrated a full scale intelligence score greater than 79



28

on an intelligence measure administered by the school and

was free from psychological dysfunction as reported by a

parent and/or teacher. Children receiving special education

services or psychiatric treatment were excluded. Non-

referred boys whose parents identified them as hyperactive

were also excluded from this sample. Hyperactivity was

based on parent report using the Hyperactivity Index of the

Conners Parent Rating Scale--Revised (Conners, 1985).

Criteria for hyperactivity was defined as a score equal to

or greater than two standard deviations above the mean on

the Hyperactivity Index.

Instruments

Self-Perception Profile for Children. The

Self-Perception Profile for Children (SPPC, Harter, 1985) is

a 36-item self-report measure that assesses five specific

aspects (scholastic competence, athletic competence, social

acceptance, physical appearance, and behavioral conduct)

plus one overall dimension (global self-worth) of a child's

perceived competence. The SPPC utilizes a

structure-alternative format, designed to reduce the

possibility of responding in a socially desirable manner.

Responses are scored as, "really true of me" or, "sort of

true of me." The mean of the responses for each of the six

subscales is calculated. Norms and standard deviations for

population by sex and grade are available for comparison.
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Reports on reliability of the SPPC differ. Harter's

(1985) manual indicates that internal consistency for the

SPPC subscales range from .71 to .86.. In her (1990) review

of self-concept measures, Harter indicates that, "internal

consistency reliabilities range from .80 to .90" (p. 299).

In contrast, Wylie (1989) reports alpha coefficients ranging

from .74 to .82. All of these reports, however, suggest

that the SPPC yields acceptable reliability. Harter (1990)

reported that test-retest correlations, gathered over

1-month to 12-month intervals, ranged from .40 to .65. She

did not specify to which of the five specific scales and one

global scale these test-retest correlations correspond.

Evidence of construct validity is found in factor

loadings of .45 to .75 with few cross-loadings, supporting

the division of the items into the following six distinct

subscales (Harter, 1985, 1990):

Scholastic Competence

Items: 1, 7, 13, 19, 25, 31

Social Acceptance

Items: 2, 8, 14, 20, 26, 32

Athletic Competence

Items: 3, 9, 15, 21, 27, 33

Physical Appearance

Items: 4, 10, 16, 22, 28, 34

Behavioral Conduct

Items: 5, 11, 17, 23, 29, 35
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Global Self-Worth

Items: 6, 12, 18, 24, 30, 36

Four Factor Index of Social Status. The Four Factor

Index of Social Status (Hollingshead, 1975) provides an

overall score which measures social status based on

occupation, education, marital status, and sex. The present

study used this index to ensure that SES did not confound

the results of the study. Since subjects were recruited

from both rural and urban settings, it was important to

determine whether differences in self-perception scores were

due to the presence of an attentional disorder or served as

a function of socio-economic status.

In order to calculate the status score of one person,

the scale value for occupation is multiplied by a "weight of

five and the scale value for education by a weight of three"

(Hollingshead, 1975, p. 15). Calculation of the status

score for a nuclear family is based upon the occupational,

education, and marital status of the head or heads of the

family and whether they are currently employed. If there is

more than one head of the family, their individual scores

are calculated and the average of these scores is taken.

The higher the status score of an individual or family is,

the higher their social status is considered to be.

The occupational factor is arrived at by matching

occupation to occupational titles and codes and is scored on
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a nine-point scale. The education factor is calculated

according to number of years of school completed and is

ranked on a seven-point scale.

Validity and reliability of Hollingshead's index is

based on 1970 United States Census information and has been

found to be highly reliable. Gottfried (1985) found that

the Hollingshead index is the most appropriate measure of

SES for use in child development research, in part, because

it provides a way to estimate SES for unmarried

parents/primary caregivers and male and female heads of

households in addition to traditional family situations.

Conners Parent Rating Scale--Revised. The revised

Conners Parent Rating Scale (Conners, 1985) is a 48-item

parent report which measures five dimensions including,

Conduct Problems, Learning Problems, Psychosomatic,

Impulsive-Hyperactive, and Anxiety. It is appropriate for

administration to parents of children 3 to 17 years old.

Sex-by-age normative data is also available for this version

of the Conners.

The parent/primary caregiver is asked to mark how much

he or she thinks the "child is bothered by these

problems. . . at the present time." The parent then rates

each item on four levels: (1) not at all; (2) just a

little; (3) pretty much; and (4) very much. The raw scores

for each dimension are then transformed into T scores. T
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scores equal to or greater than 2 standard deviations above

the mean (T > 70) indicate areas of psychopathology.

Factor analysis (Goyette, Conners, & Ulrich, 1978)

indicates that the five dimensions of disorder are distinct

and separate. Coefficients of congruence are: .63 for

Learning problem, .70 for Impulsive-Hyperactive; .90 for

Anxiety; .91 for Psychosomatic; and .94 for Conduct Problem.

Test-retest reliabilities for the Conners Hyperkinetic Index

range from .70 to .91 (Goyette et al., 1978; Millich,

Roberts, Loney, & Caputo, 1980). In addition, no

significant differences were found between mother and father

reports (Goyette et al., 1978).

Conners Teacher Rating Scale--Revised. The revised

Conners Teacher Rating Scale (Conners, 1985) is a 28-item

teacher report which measures three dimensions: Conduct

Problem; Hyperactivity; and Inattentive-Passive. The

teacher scale may be administered to teachers of children

ages 4 to 12. This scale is scored in the same manner as the

parent scale. Raw scores are transformed to T scores; and a

T score > 70 suggests presence of psychopathology.

Normative data are also available for the teacher

version of the Conners. Coefficients of congruence range

from .90 to .92 for Conduct Problem; .87 to .92 for

Hyperactivity; and .82 to .86 for Inattentive-Passive

(Goyette et al., 1978). Goyette et al. also found that
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parents tend to rate their children as having more

difficulty than do teachers, except when the Learning

Problem and Inattentive-Passive dimensions were compared.

Otis-Lennon School Ability Test. The School Ability

Index (SAI) of the OLSAT was one measure of intellectual

ability for subjects. The SAI provides a normalized

standard score with a mean of 100 and a standard deviation

of 16 which can be used for grouping by chronological age.

Although the SAI represents verbal abilities, it "has

psychometric and statistical properties which are

essentially the same as" (p. 502) the deviation IQ

(Williams, 1985).

The Otis-Lennon School Ability Test, Sixth Edition,

(OLSAT, Psychological Corporation, 1989) was created to

assess the verbal, quantitative, and figural reasoning

abilities which are associated with school performance. The

authors of the OLSAT assert that this measure assesses the

verbal-educational aspect of Spearman's g factor. Although

the OLSAT was not designed to assess "innate capacity" (p.

10), it attempts to estimate a "set of learned or developed

abilities" (p. 10).

The OLSAT consists of seven levels that are intended to

measure range of abilities for Kindergarten to Twelfth Grade

students. Reliability for the OLSAT scores is high. The

Kuder-Richardson--20 coefficient ranges from .91 to .95,

while test-retest reliability falls between .84 and .92. In
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addition, predictive and concurrent validity coefficients

are adequate and range from .40 to .60.

Wechsler Intelligence Scale for Children--Revised and

Third Edition. The Wechsler Intelligence Scale for

Children--Revised (WISC-R, Wechsler, 1974) is a battery of

tests used to measure verbal and performance skills which

make up the "overall capacity for intelligent behavior" (p.

1) in children ages 6 years to 16 years 11 months. The

WISC-R utilizes the Deviation IQ in which each child's score

is compared to his or her corresponding age group instead of

a composite age group. This scale consists of six Verbal

subscales and six Performance subscales which combine to

yield a Full Scale IQ score.

Split-half reliability procedures for the Verbal,

Performance, and Full scales yield high scores and average

coefficients of .94, .90, and .96, respectively. Average

intercorrelations of the test for all ages represented in

the sample ranges from .19 to .78.

The Wechsler Intelligence Scale for Children--Third

Edition (Psychological Corporation, 1991) is the newest

revision of this measure of intellectual ability of

children. The WISC-III provides updated normative data,

test content, test materials, and administration procedures.

It retained the six Verbal and Performance tasks while

adding one additional Performance subtest.
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Reliability coefficients for the Verbal, Performance,

and Full Scale scores average .95, .91, and .96,

respectively. Coefficients of stability range from a low of

.86 to a high of .95 on the Verbal, Performance, and Full

Scale IQs. When correlated with the WISC-R, the WISC-III

yields reliability coefficients of .89 for Full Scale IQ

scores. The authors estimate that WISC-III Full Scale

intelligence scores are approximately 5 points lower than

would be obtained on the WISC-R. In addition, the

correlation between the Full Scale IQ of the WISC-III and

the OLSAT School Ability Index is .73. The mean for the

WISC-III was 98.1 with a standard deviation of 12.7, while

the total SAI average score was 101.7 with a standard

deviation of 12.2. Therefore, the differences do not appear

to be clinically substantial.

Procedure

Approval was obtained from the University of North

Texas and Eastern Virginia Medical School Institutional

Review Boards for the use of human subjects in research.

Permission was obtained from each child's parent (see

Appendix) and the child, either verbally for subjects

covered under the UNT Institutional Review Board or in

writing for children at Eastern Virginia Medical School. In

addition, all materials were numbered and matched to

participant names on a master list. Although children and

their parents were asked not to put their names on any of
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the questionnaires, some subjects chose to do so

voluntarily. By separating the participant names from the

protocols, confidentiality was maintained. Since it was

possible that some of the children might have difficulty

reading, the administrator read the items of the SPPC aloud

while each child answered in order to decrease the

possibility that the child would misinterpret test items or

become frustrated and give inaccurate responses.

For the ADHD group, participants met at the UNT

Psychology Clinic where they were receiving psychological

evaluations or taking part in a parent training program.

The purpose of the research was explained to each child and

parent and opportunities for questions were given. Parents

were asked to sign releases to allow the child's teacher to

participate as well. Teachers were asked to fill out the

appropriate Conners scale for subjects with ADHD, while

parents completed the Conners scale and provided data on

their occupation, educational level, and marital status.

The research director also requested parents in the parent

training group to bring a copy of the child's most recent

psychological evaluation, including intelligence test

scores. Intelligence scores for the boys being evaluated

were obtained as part of the assessment process. The

Self-Perception Profile for Children was administered

individually and in small groups (no larger than 4) to the
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boys with ADHD. Information about whether a child was

taking prescription medication was not obtained.

The parents of boys with learning disabilities were

sent a packet containing the permission form, the

demographic data sheet, and the Conners scale. The

instrument was administered individually and in groups to

8-to 12-year-old boys at elementary schools. School

personnel provided intelligence scores as obtained for

justification of receiving special services. Patients who

had undergone evaluations for learning disabilities at the

Neuropsychology Center at Eastern Virginia Medical School

were mailed a packet containing a parental consent form, a

child assent form, the demographic sheet, the Conners Parent

Rating Scale--Revised, the Self-Perception Profile for

Children, and verbatim instructions as to how to administer

the test in stamped, self-addressed envelopes. In these

situations, a parent administered the SPPC to the child

individually.

The SPPC was also administered to 8- to 12-year-old

boys who were identified to qualify as part of the Non-

Referred group after their parents had returned the consent

form. Parents were then sent the Conners Scale and the

demographic data sheet to complete and return to the child's

teacher. Scores from group-administered

intelligence/achievement tests were obtained from school

personnel.
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RESULTS

Sample Characteristics

Ninety-four boys met the criteria for inclusion in the

present study. There were 34 boys diagnosed with ADHD, 27

boys diagnosed with either a linguistic or visual-spatial

learning disability, and 33 boys who had no identifiable

psychological or learning disorder. Table 1 contains means,

standard deviations, and ANOVA results for the demographic

variables of age, grade, intelligence (IQ), and socio-

economic status (SES). The ages of ADHD and LD subjects

ranged from 8 to 12; whereas, Non-Referred subjects' ages

ranged from 8 to 11. An analysis of variance revealed no

significant differences for age among the three groups.

Subjects in the ADHD sample ranged in grade from second

to sixth; while subjects in the LD group ranged from first

to sixth; and, the Non-Referred group ranged in grade level

from third t(4 fifth. No significant differences, in grade

level among the groups were found in an ANOVA.

Intelligence scores for this sample ranged from low

average to very superior. The frequency of each group's

intelligence scores assumed a relatively normal distribution

38
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Table 1

Means, Standard Deviations, and F Tests for Demographic

Variables

Variable Group SD F

Age ADHD 9.65 1.04 1.39

LD 10.11 1.45

NR 9.73 0.91

Grade ADHD 4.00 1.04 0.54

LD 4.04 1.32

NR 3.79 0.70

IQ ADHD 106.18 15.44 2.90

LD 98.33 14.22

NR 106.36 13.61

SES ADHD 43.90 9.53 3.07*

LD 36.04 17.50

NR 39.27 10.08

Note. N = 94, *p < .05

with the mode falling in the Average range. Differences in

the means for intelligence were not significant.

The majority of subjects fell in the middle to upper

middle ranges of socio-economic status. According to

Hollingshead's (1975) social status classification system,
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42.55% of all subjects could be classified as minor

professionals, technical workers, and owning medium-sized

businesses (Class IV); while 23.40% were skilled

craftsworkers, clerical, and sales workers (Class III).

However, the SES distributions of each sample varied. An

ANOVA revealed a significant main effect for SES, F(2, 91) =

3.07, p = .05. Since the null hypothesis was rejected in

this analysis, Fisher's LSD t-tests were performed, showing

that the ADHD sample consisted of families reporting

significantly higher socio-economic levels than the LD

group, t(91) = 1.99, p < .05.

Issues of Covariates

In order to determine the appropriate use of

intelligence and socio-economic status as covariates, a

series of correlations were conducted (see Table 2). There

was a significant positive correlation (r = .36, p < .01)

between the Scholastic Competence subscale and IQ. There

was also a significant positive correlation (r = .23, p =

.02) between the Global Self-Worth subscale and SES. As a

result of these analyses, intelligence was used as a

covariate in an analysis of covariance (ANCOVA) to determine

potential differences in Scholastic Competence among the

groups. In addition, SES served as a covariate in an ANCOVA

which was utilized to detect differences in Global Self-

Worth among the three groups.
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Table 2

Correlations Between Subscales of the SPPC and Demographic

Variables

Demographics SC SA AC PA BC GSW

N = 94

IQ .36* .08 .04 .16 .05 .16

SES .20 .16 .13 .09 .19 .23*

Note. SC = Scholastic Competence, SA = Social Acceptance,

AC = Athletic Competence, PA = Physical Appearance, BC =

Behavioral Conduct, GSW = Global Self-Worth.

*p < .05.

Overall Results

An alpha level of .05 was used to indicate significance

for all statistical tests. The independent variables were

identified as group status (i.e., ADHD, LD, and NH). The

dependent variables were scores on each of the self-concept

scales from the SPPC. Means and standard deviations are

presented in Table 3. One--way ANOVAs revealed no

significant group differences on the Social Acceptance,
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Physical Appearance, Athletic Competence, or Behavioral

Conduct subscales.

An analysis of covariance (ANCOVA) with intelligence

identified as the covariate (see Table 4) revealed a main

effect which approached significance for the Scholastic

Competence subscale of the SPPC, F(2, 90) = 2.94, p = .06).

When the Scholastic Competence means were adjusted by

intelligence, differences among the groups were again

nonsignificant, F(2, 90) = 2.27, p = .11. Therefore, it

appears that intelligence does not significantly influence

differences among the groups on their perceptions of

scholastic competence.

An ANCOVA performed with social status as the covariate

(see Table 5) showed that significant differences on the

Global Self-Worth subscales among the groups did not exist.

When means for global self-worth were adjusted for social

status, no significant differences among the groups were

found.

Hypothesis One

The first hypothesis predicted that boys in the ADHD

sample would yield significantly lower scores on all of the

subscales of the SPPC than those of 8- to 12-year-old boys

without identified psychological or learning disorders. The

results did not support this hypothesis. Although the ADHD

group did have lower or equal means on all subscales than
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Table 3

Means and Standard Deviation for SPPC Subscales

Group

Subscale ADHD LD Non-Referred

Scholastic Competence

M

SD

Social Acceptance

M

SD

Athletic Competence

N

SD

Physical Appearance

M

SD

Behavioral Conduct

SD

Global Self-Worth

M

SD

2.59

.67

2.70

.73

2.83

.70

2.97

.80

2.59

.77

3.02

.75

2.59

.71

2.68

.70

2.86

.79

2.82

.80

2.64

.74

2.91

.75

2.92

.68

2.95

.60

3.11

.65

3.03

.84

2.78

.78

3.25

.75
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Table 4

Analysis of Covariance: Comparison of ADHD, LD, and Non-

Referred Boys on Self-Perceptions of Scholastic Competence

(with intelligence as covariate)

Nonadiusted Adjusted

Source df MS F df MS F

Group 2 1.22 2.94 2 0.94 2.27

IQ 1 5.34 12.90* 1 5.34 12.90*

Error 90 0.41

Total 93

*p < .05.

the Non-Referred group (see Table 3), these results only

indicate a trend instead of significant differences.

Hypothesis Two

The second hypothesis stating that boys in the Learning

Disabled group would have significantly lower scores on the

all of the SPPC subscales than boys in the Non-Referred

group was not supported. Although the LD sample had lower

means (see Table 3) on each of the subscales than did the

Non-Referred sample, the differences were not significant.
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Table 5

Analysis of Covariance: Comparison of ADHD, LD, and Non-

Referred Boys on Self-Perceptions of Global Self-Worth (with

socio-economic status as covariate)

Nonadjusted Adiusted

Source df MS F df MS F

Group 2 0.92 1.71 2 0.93 1.73

SES 1 2.93 5.48* 1 2.93 5.48*

Error 90 .0.54

Total 93

*p < .05.

Hypothesis Three

The final hypothesis maintained that boys with ADHD

would have significantly lower scores on athletic

competence, behavioral conduct, social acceptance, and

global self-worth than boys with learning disabilities.

This hypothesis was not supported as evidenced by a lack of

significant differences between the groups on the subscales

of the Self-Perception Profile for Children. However, the

means for the ADHD group were lower than or equal to those

of the LD group on most of the subscales (see Table 3).
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In conclusion, the results of the present study

revealed no statistically significant findings. Although it

was hypothesized that ADHD would have a significant effect

on the ways in which boys perceive themselves, the results

of, the analyses failed to provide support for this

assumption.



CHAPTER IV

DISCUSSION

It is often assumed that children with Attention-

deficit Hyperactivity Disorder (ADHD) have low self-esteem,

even though there is little research to support such a

theory. The purpose of this study was to quantify that

assumption and to identify the specific dimensions of

self-concept supposedly affected by ADHD. The review of

literature explored the ways in which the Self-Perception

Profile for Children (SPPC, Harter, 1985) differs from other

measures of self-concept in its multidimensionality and

evaluation of self-worth. The kinds of difficulties

children with ADHD often have and how those difficulties

might theoretically affect their self-concepts was reviewed.

A series of correlations, ANOVAs, and ANCOVAs were used

to investigate the validity of the proposed hypotheses.

Initial analyses indicated no significant differences among

ADHD, LD, and Non-Referred groups on any of the subscales of

the Self-Perception Profile for Children (Harter, 1985).

The first hypothesis that the ADHD group would have

significantly lower means than the Non-Referred group on all

subscales of the SPPC (Harter, 1985) was not supported. Two

one-way ANCOVAs and four one-way ANOVAs determined that boys

47
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with ADHD did not have significantly lower self-perception

scores than boys in the Non-Referred group. When

intelligence and socio-economic status were factored in as

covariates, no significant differences emerged.

Consequently, it appears that the ways in which boys with

ADHD view themselves is not significantly different from

Non-Referred boys.

Hypothesis two, stating that boys with learning

disabilities would score significantly lower on all

subscales of the SPPC (Harter, 1985) than boys of the Non-

Referred group, was not supported. ANCOVAs and ANOVAs

yielded no significant difference between the LD and Non-

Referred groups on the self-perception subscales, even when

intelligence and socio-economic status were used as

covariates. Contrary to past studies, the present study

found that the presence of a learning disability did not

significantly influence self-concepts. The third

hypothesis, predicting that the ADHD group would score

significantly lower on the Athletic Competence, Behavioral

Conduct, Social Acceptance, and Global Self-Worth subscales,

was not supported either. No significant differences were

found between the LD and ADHD groups on any of the subscales

of the SPPC.

Comparison Studies

These findings are contrary to the results of a pilot

study (Walters-Pace, 1991) in which boys with ADHD scored
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significantly lower than a Non-Referred group on the

Scholastic Competence and Global Self-Worth subscales of the

Self-Perception Profile for Children (Harter, 1985). In the

pilot study, socio-economic status and intelligence had

significant effects on the ways in which boys in the ADHD

and Non-Referred groups perceived their competencies.

The present findings do parallel some aspects of a

study by Hoza, Pelham, Milich, Pillow, and McBride (1993)

that examined differences in self-concept as measured by the

SPPC (Harter, 1985) between boys with ADHD and nonreferred

boys. Hoza et al. found that the boys with ADHD did not

have significantly lower self-perceptions on the SPPC

subscales with the exception of Behavioral Conduct.

However, when they used a measure of internalizing behavior

problems as a covariate, these differences disappeared,

thereby suggesting that it was this factor instead of the

ADHD symptoms that accounted for differences in perceptions

of behavioral conduct. Once they conducted the analysis

using internalizing.behavior problems as a covariate, Hoza

et al. found that the boys with ADHD actually rated

themselves significantly more athletically competent and

somewhat more confident of their physical appearances.

These authors attribute these findings to either an

"adaptive illusory bias" (p. 281) or an inaccurate,

unhealthy perception of ability that may be present in the

cognitive organization of boys with ADHD.
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Although a review of the literature suggested a

possible effect of socio-economic status and intelligence on

self-concept, the present study found no significant impact.

Two earlier studies by Zimet and Farley (1984, 1987)

partially supported the impact of socio-economic status'

impact on self-concept when using the Piers-Harris

Children's Self-Concept Scale (Piers, 1984; Piers & Harris,

1969). However, no significant relationship between socio-

economic status and the Perceived Competence Scale for

Children (Harter, 1982) was found in their 1987 study.

Thus, it appears that no clear pattern currently exists in

regard to the impact, or lack thereof, that social status

may have upon self-perception.

Explanations

There is no question that children experience

behavioral and/or cognitive difficulties as a result of

ADHD. The question then becomes "why did the boys with ADHD

in the present study not report significantly lower

self-perceptions than the Non-Referred group?" Several

possible explanations exist.

The first possibility is that the cognitive

organization inherent in ADHD influences a child's

perception of his or her abilities. This explanation was

alluded to in the Hoza et al. (1991) study. They suggested

that children with ADHD either view themselves more

positively as a result of an adaptive process or as a result
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of their self-images being maladaptively distorted.

However, they reached no conclusion as to which of these

explanations was most plausible.

In a 1993 study, Zentall, Harper, and Stormont-Spurgin

created a scale to assess the cognitive organizational

processes of children with ADHD. Their results indicated

that the children with ADHD reported organizational problems

in both space and time, particularly in school. However,

they concluded that children in their sample seemed to be

aware of their shortcomings. It appears that this

conclusion does not support the results of the present study

since the boys with ADHD did not report significant

deviations in their self-perceptions. On the other hand, it

is also possible that the actual differences faced by

children with ADHD do not significantly impair self-concept.

Studies confirming information processing difficulties

in children with ADHD may also shed some light on the

cognitive organization explanation. Kataria, Wong, Hall,

and Keys (1992) found that children with ADHD exhibited

difficulties in short-term and long-term memory, ordered

recall, and auditory processing, but not with immediate

memory. One may infer from these findings that children

with ADHD may be able to make accurate judgments about their

abilities initially, but this information may become

distorted once it begins the process of being stored in

memory.
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August and Garfinkel (1989) agree that children who

have a cognitive subtype of ADHD display difficulties in

linguistic information processing, including deficits in

encoding and retrieval. These difficulties were not present

when the children were dealing with nonverbal information.

Since the ability to judge one's abilities requires some

verbal capacity, it may be that children with ADHD are

unable to accurately encode the necessary information.

Because of the tendency of children with ADHD to attend to

only some of the stimuli in the environment and to have

difficulty sustaining that attention, it would follow that

they may miss cues which would give them an accurate picture

of their abilities.

A second possibility is related to the diagnostic

criteria for ADHD which spcifies that behaviors associated

with the disorder be disaplyed to a degree that is

developmentally inappropriate. Harter (1988) describes the

preschooler as having difficulty utilizing the cognitive

processes which allow generalization from actual ability to

an assessment of his or her own competence. She adds that

preschoolers also exhibit an inflated sense of self because

they lack the ability to use logic. It is not until middle

childhood that a child is able to make deductions about his

or her abilities and a realistic observation of the self.

If the boys with ADHD in this sample are functioning at a

developmental level more characteristic of preschoolers or
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if they are in the transition to a middle childhood

self-concept, they may be unable to make a realistic

connection between their difficulties and their

self-perceptions.

A third possibility is related to an issue raised by

Harter (1990) concerning the assumption that a child with

pathology "should report more negative self-evaluations"

(p. 306). She stated that past research does not

necessarily support this line of reasoning. To the

contrary, Harter suggested that assessment methods

appropriate for measuring the self-concept of a "normal"

population may not be useful in assessing children from

special populations because the structure of their self-

concept is different. For example, Renick and Harter (1988)

discovered that children with learning disabilities view

their scholastic competencies in terms of more specific

constructs (i.e., Reading, Spelling, Writing, and Math) in

addition to general intellectual ability. Harter (1990)

attributes the different self-concept structures in special

populations to cognitive-developmental level or

environmental situations that produce different experiences.

Therefore, it may be that either the developmental

immaturity or the unique experiences of children with ADHD

produce an entirely different self-perception structure

which is not appropriately assessed through the measures

normed for children without psychological or learning disorders.
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Another possibility is that the higher than normal

distribution of socio-economic status for the ADHD group may

have artificially inflated their SPPC (Harter, 1985) scores.

If their socio-economic scores had constituted a normal

distribution, the means of this group may have been

significantly lower than the Non-Referred group. It is

possible that because the present sample has an socio-

economic status distribution which is skewed toward the

higher end, that the value they place on themselves is not

significantly impaired despite their difficulties.

A fifth possibility for the present findings is that

the participants were aware of their difficulties, but

wanted to appear more competent than they actually are. As

Zimet and Farley (1987) point out, it is not unusual for a

child to want to look good to others. For them, the

question remains as to whether children with emotional

disturbance are purposefully attempting to look better than

they actually are or whether they believe their positive

ratings to be an accurate reflection of their competencies.

Implications of the Present Study

Results of the present study suggest that clinicians

and researchers alike look more broadly at a child's

situation and available resources to assess self-concept.

The blind assumption that a child with ADHD has a poor

self-concept may be premature. Clinicians must refrain from

committing errors in their assessments by assuming that a
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child's self-concept must be negatively influenced by the

presence of ADHD.

In addition, the cognitive organization of the child's

self-perception may provide more insight into his or her

adaptation than merely looking at a lack of or presence of

self-esteem. As mentioned earlier, the reason for

self-perception scores that center around the mean may be

due to immaturity in cognitive processing. A lack of

insight into his or her own abilities on the part of the

child with ADHD should not necessarily be judged as

maladaptive. By carefully evaluating the child's

self-concept, the clinician may decide whether the child's

level of awareness is adaptive for his or her situation and

developmental level.

Classroom teachers and parents would also do well to

understand that children with ADHD may not necessarily view

their own competences as lower than their peers. In

addition, children with fewer resources, including those who

are not from middle and upper levels of social status and

who have low average intelligence may need more support from

school personnel and family members.

Limitations of the Study

A number of limitations compromise the generalizability

of these results. One limitation is the manner in which

participants were recruited. The majority of boys in the

ADHD were currently receiving or had previously received
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some form of psychological intervention beyond

identification by the school. Consequently, their

self-esteem may have been altered by a treatment not

accounted for in this study and would not apply to boys who

have not yet been diagnosed with ADHD or who do not have the

resources to be involved in a treatment situation.

A second limitation is a lack of ethnic diversity. All

but five of the participants were Caucasian. Although it

would be presumptuous to assume that children of ethnic

minority groups would automatically have either

quantitatively or qualitatively different self-concepts, it

would also be irresponsible to dismiss the possibility that

diverse cultural experiences produce different

self-perception profiles.

A third limitation of the present study is the

distribution of socio-economic status for the ADHD

population which is skewed toward the higher end.

Socio-economic status for both the LD and Non-Referred

groups fell into a relatively normal distribution. In light

of the finding that the socio-economic status of the ADHD

sample was significantly higher than that of the LD group,

it is possible that the overall means of the ADHD group

would have been lower had their socio-economic status

distribution more closely estimated the bell curve.

A fourth limitation of the present study is that girls

were not included. Because the ratio of boys to girls
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diagnosed with ADHD is so large, females were excluded. A

sample size of females that would have been large enough to

allow statistical analysis would have been very difficult to

obtain. In addition, if the diagnostic picture for girls

with ADHD differs from that of boys, the ability to

determine which aspects of ADHD were most responsible for

self-perception may have been distorted.

A fifth limitation concerns the manner in which the

presence of behavioral, psychological, or learning problems

was assessed. Hyperactivity for boys with learning

disabilities and Non-Referred boys was measured using parent

and/or teacher report on the Conners scales. Parents were

merely asked if the child had an emotional, behavioral, or

learning problem. Thus, it is possible that some parents

underreported psychopathology or that it had not yet been

identified.

Finally, issues related to the Self-Perception Profile

for Children (Harter, 1985) still need to be examined,

specifically response bias and contextual factors which may

influence the child's response set. It is possible that the

format does not reduce socially desirable responses to the

degree previously thought. In addition, the present testing

situation in which an adult administered the SPPC may have

elicited a desire to please.
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Suggestions for Further Research

Future research should investigate the possible

differences in the ways children of ethnic minority groups

with ADHD view themselves. Ethnicity has long been

overlooked in favor of pathology in the assessment of

self-concept in children with psychological disorders. The

present study included too few children of ethnic minorities

to generalize its results.

Further examination of the self-concept of girls with

ADHD should be undertaken. Although it may be difficult to

obtain a large sample size, power analysis allows ANOVAs

with as few as 11 subjects in order to test for significance

on the SPPC. Jensen et al. (1993) suggest that the

inclusion of girls in studies regarding the etiology and

epidemiology of ADHD must be addressed.

Jensen et al. (1993) also assert that the contributions

of families to the psychosocial functioning of children with

ADHD should be further explored. Research which examines

the relationship between parental self-perceptions and

parent and child family-perceptions would provide

information about the impact of familial structure and

interaction on the child's view of himself or herself and

others.

Treatment-outcome studies which utilize a variety of

interventions, including self-esteem building programs,

should be explored. As mentioned earlier, the present
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sample had received some level of intervention (even the

psychological evaluation itself) which could have confounded

the findings of the present study.

Finally, the present study failed to replicate earlier

findings measuring self-concept in children with ADHD. This

suggests that the issue of self-concept in children with

ADHD is multifaceted and complex. Future studies should

consider a range of variables that may influence the

presentation of self-concept in children with ADHD. As

mentioned previously, this examination includes

consideration of socioemotional development and information

proccessing. Indeed, it is much too early to draw any clear

conclusions about the self-concept of children with ADHD.
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Perception Consent Form

I, , agree to participate in a

study of self and family perceptions. The purpose of this

study is to obtain information about how school-age children

perceive themselves and their families. I understand that I

will be asked to complete questionnaires about myself, my
child's behaviors, and my family's characteristics. I have

been informed that completion of these questionnaires will

take approximately 30 minutes. I also give permission to

the project directors to review my child's present academic

abilities scores.

As parent/legal guardian of , I

also give my consent for my child's participation in this

study. I understand that he or she will be asked to

complete a pictorial questionnaire about family life and two

questionnaires on self-perceptions. Completion of these
questionnaires will take approximately 20 minutes.

I understand that the information gathered will be used

for research purposes and that it will be recorded in a

manner that it will not identify me or my child.

I understand that there are no personal risks for me or

my child directly associates with this study. I also

understand that I can withdraw from participation in the

study at any time. I also understand that I can withdraw my

child from participation in the study at any time.

If I have any questions or difficulties related to my

participation or my child's participation in the study, I

should contact Jill Walters or Lisa Costas, project

directors, or Dr. David Baker, project supervisor, at (817)
565-2671.

Signature Date

I have received this information and do not grant permission

for my child to participate in this

project.

Signature Date

THIS PROJECT HAS BEEN APPROVED BY THE UNIVERSITY OF NORTH

TEXAS COMMITTEE FOR THE PROTECTION OF HUMAN SUBJECTS (Phone

565-3940.
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Attentional Consent Form

I, , agree to participate

in a study of self and family perceptions. The purpose of

this study is to obtain information about families with

children with and without attentional problems. I

understand that I will be asked to complete questionnaires

about myself, my child's behaviors, and my family's
characteristics. I have been informed that completion of

these questionnaires will take approximately 30 minutes. I

also give permission to the project director to obtain from

school officials my child's general aptitude score. I

understand that this score will be used solely for research
purposes.

As parent/legal guardian of_ _ _ _

also give my consent for my child's participation in this

study. I understand that he or she will be asked to

complete a pictorial questionnaire about family life and two

questionnaires on self-perceptions. Completion of these

questionnaires will take approximately 30 minutes.

I understand that the information gathered will be used

for research purposes and that it will be recorded in a

manner that it will not identify me or my child.

I understand that there are no personal risks for me or

my child directly associated with this study. I also

understand that I can withdraw from participation in the

study at any time. I also understand that I can withdraw my

child from participation in the study at any time.

If I have any questions or difficulties related to my

participation or my child's participation in the study, I

should contact Lisa Costas, project director, at (813) 974-

2831 or Dr. David Baker, project supervisor, at (817) 565-
2671.

Signature Date

THIS PROJECT HAS BEEN APPROVED BY THE UNIVERSITY OF NORTH

TEXAS COMMITTEE FOR THE PROTECTION OF HUMAN SUBJECTS,

DENTON, TEXAS (Telephone 817-565-3940).
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Subject Consent Form

Investigators. J. D. Ball, Professor, and Jill Walters,
Clinical Psychology Intern, Eastern Virginia Medical School.

Description. I understand that my child and I are being

asked to participate in a research study and that this

consent form is a way that I can learn enough about it to

determine whether to choose for us to be in it. I

understand that the purpose of this study is to obtain

information about how school-age boys perceive themselves.

If I agree to participate, I will be asked to complete

questionnaires about myself and my child's behaviors. I

also give my consent for my child to participate in this

study. I understand that he or she will be asked to

complete two questionnaires on self-perception that will add

approximately 15 minutes to the total evaluation time. In

addition, information from the standard evaluation battery

that my child underwent to evaluate a possible learning

disability, including intelligence scores, diagnosis,

demographic information, and parental report of my child's

behaviors will be used in this study. If this evaluation

was previously conducted, I give my consent for information

from the prior evaluation to be used in this research. I

understand that no one except the investigators and their

research associates will have access to this information.

From this point forward in this consent form, "I" will refer

to my child as well as to myself.

Risks and Benefits. While the only identified risk to me or

my child as a result of participation in this study is a

time inconvenience, I understand that there may be risks not

yet identified. I understand that the possible benefits of

this study include additional information about my child

that may have clinical use in the overall evaluation and the

satisfaction of contributing knowledge of how children see
their strengths and limitations.

Costs and Pa ents. There will be no additional costs to

me, above and beyond those associated with the standard

evaluation fee, and I will not be compensated financially
for this research participation.

New Information. Any new information obtained during the

course of this research that may affect my willingness to

continue to participate in the study will be provided to me.

Alternative Treatments. As there is no treatment aspect to

this research, there is a specific alternative of no
participation.
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Confidentiality. I understand that all personal information

learned about me during this research, will be kept strictly

confidential and that my records will be protected within

the limits of the law. After the collection of all research

data, my name will be removed and replaced with a code

number to ensure anonymity.

I also understand non-personal information learned from this

study could be used in reports, presentations, and

publications, but I will not be personally identified. I do

understand, however, that my records may be subpoenaed by

court order or may be inspected by federal regulatory
authorities.

Withdrawal Privilege. I understand that I may withdraw from

this study at any time. My decision to withdraw from this

project will, in no way, adversely affect my care at this

institution or result in penalty or loss of benefits to

which I am otherwise entitled.

Compensation for illness or injury. I understand if I

suffer a physical injury or illness as a result of

participating in this research study, I will not receive a

financial payment. The Medical College of Hampton Roads

(MCHR) provides no compensation plan or free medical care

plan to compensate me for such injuries. If I believe I

have suffered an injury as a result of my participation in

any research program I may contact Dr. William J. Cooke,

(804) 446-8423, an employee of MCHR, who will review the
matter with me.

Voluntary Consent. I certify I have read all of this

consent form or it has been read to me and that I understand

it. If I have any questions pertaining to the research or

my rights as a research subject I may contact Jill Walters,

Co-Investigator, whose phone number is (804) 446-5823. A

copy of this consent form will be given to me. My signature

below means I freely agree to participate in this

experimental study.

Date Signature of Parent/Legal Guardian

Print Child's Name:

Signature of WitnessDate



65

Investigator's Statement. I certify I have explained to the

above individual the nature and purpose of the study,

potential benefits, and possible risks associated with

participation in this study. I have answered any questions

that have been raised and have witnessed the above

signature. I have explained the above to the volunteer on

the date stated on this consent form.

Date Signature of Investigator
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