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ABSTRACT
The purpose of this study was to determine if
preadolescent boys with Attentién Deficit Hyperactivity
Disorder (ADHD) had fewer social skills than a
comparison group of boys matched on race and classroom.
The sample consisted of‘twenﬁy—five’caﬁcasian boys with
ADHD and twenty-five cléssroom comparisons. The study
was a sample survey design in which teachers filled out
numerous behavioral rating’scales. Findings indicate
that differences do exist«between these two groups of
children. ADHD children are less socially skilled than
the comparison group, have more interfering problem
behaviors, and have fewer social skill strengths. They
also have more‘socialvskill acquisition deficits in
cooperation, assertion and self-control as well as
performance deficits in self-control. Subtypes of ADHD
children with more and fewer skills can also be
identified. A socially less skilled group of ADHD boys
(one-fourth to one-half\of the ADHD sample) had
increased levels of both primary and secondary symptoms
of ADHD. These variables may account for some of the
mechanisms and processes underlying peer rejection in
this population group. Implications for assessment and

evaluation are discussed.



Review of the Problem

Numerous anecdotal reports have depicted the child
with Attention Deficit Disorder (ADD) as a lonely,
frustrated and rejected child who is unable to
understand why he cannot make or keep friends (Wender,
1987; Weiss & Hectman, 1986). Unfortunately, this
information is still sketchy, often reported only in
terms of negative sociometric outcomes (Carlson, Lahey,
Frame, Walker, & Hynd, 1987; Milich & Landau, 1982;
Milich, Landau, Kilby, & Whitten, 1982). Shaywitz &
Shaywitz (1988) cite a variety of sources that point to
difficulties of the ADHD child in forming and
maintaining relationships. Amdng these sources of data
are sociometric interviews (Klein & Young, 1979; Pelham
& Milich, 1980), self repofts (Campbell, Endma, &
Bernfield, 1977), teacher ratings (Pelham & Bender,
1982), parent ratings (Barkley, 1981; Battle & Lacey,
1972), peer ratings (Whalen & Henker, 1985; Pelham &
Bender, 1982), child interviews (Campbell & Paulauskas,
1979; Hoy, Weiss, Minde, &’éohen, 1978), and direct
observations (Pelham & Milich, 1984).

Pelhan aﬁd Bender (1982) estimate that over fifty—
percent of children with Attention Deficit
Hyperactivity Disorder (ADHD) héve peer relationship

problems. As a result, these authors have suggested



that peer interaction items are as effective as items
focusing on the three core symptoms of inattention,
impulsivity, and hyperactivity in distinguishing
hyperactive from non-hyperactive children.

The research on social skills problems of children
with learning disabilities (LD) is fairly substantial
regarding the range and severity of problems (Bryan,
1988; Gresham & Reschly, 1986; ﬁazel & Schumaker, 1988;
McConaughy & Ritter; 1986). Social perception problems
are frequently cited in the learning disability (LD)
literature. It has been postulated that peers tend to
reject hyperactive children because they also do not.
respond appropriately to soéial cues (Campbell &
Paulauskas, 1979; Levine, 1987). Since estimates of
the co-occurrence of ADD and LD range from sixty to
eighty percent {Barkley, 1981), this may be the basis
for the social misperception. However, this
association is only conjectural at this point and
awaits further research.

One contradictory finding has been described by
Ullman (1985), who conducted research to develop a
screening tool that would differentiafe LD from ADHD.
Her findings indicate that LD children consistently
rated better on social skills than ADHD but rated the

same as ADHD children on 6ppositional behavior. Ullman



explains the unexpected high rate of oppositional
behaviors in LD children to be the result of repeated
failures, frustration, and peer teasing. She
speculates that the social skills deficits noted in
ADHD children are probably the result of poor
attention, which makéé it unlikely that they will
notice and act ﬁpon social:cues, particularly the more
subtle ones. /

It is generally believed that IQ does not
contribute significantly to the primary probléms noted
in the ADHD population (Carlson, Lahey, & Neeper,
1986). It is unknown what influence IQ may have on
social skill abilities. Interestingly, Age has not
been found to have a strong reiationship with social
skills. Walker & McConnel (1987) reported correlations
that "approximated zeroﬂ between grade level and all of
the subscales on a social skill rating scale they
developed. Gresham & Elliot (;990) have confirmed the
lack of strong, consistéﬁt developmental trends in the
social skills assessed by théir rating scale. Gender
effects, on the other hand, are significant both in the
primary and secondary symptoms of ADHD. According to
the DSM-III-R (American Psychiatric Association, 1987),
boys are six to nine times more likely to have ADHD.

Differences in the ratings of male and female students



6
has also been shown to be substantial on social skills
rating scales. Gresham & Elliot (1990) documented that
teachers, parents, and students consistently gave
higher social skills ratings to females at almost every
grade level, indicating tpaﬁ females are generally far
more socially adept than males. Johnston, Pelham, &
Murphy (1985)“found that séciémetric ratings do not
discriminate between AbHD and normal girls whereas they
do discriminate between ADHD and normal boys.

Socio-economic status (SES) has not been shown to
influence the primary symptoms of ADHD bﬁt has been
implicated in;the development of secondary symptoms,
such as aggression. Paternite, Loney & Langhorne
(1976) looked at the relationship between the primary
symptoms of ADHD, SES, and parenting styles. No sex
differences were found between boys from high and low
SES backgrounds in regard to the primary symptomology
of inattention, distractibility, and hyperactivity.
However, boys from low SES were found to have more
problems with secondarf symptoms of aggression, poor
self-control,jand low self-esteem. It is unknown
whether SES effects are similar in regard to social
skills.

Guevermont (1990) believes that there is no single

factor that can explain why so many ADHD children are



rejected, but suspects that a combination df more
negative, aggressive, and self-centered behaviors
combined with less prosocial behaviors are probably
contributing factors. Guevermont also notes that
classroom inattention, distrac#ibility and
‘hyperactivity aré étrongly associ&fed with peer
rejection among ADHD childreniJConVersely, Milich,
Landau, Kilby & Whitten (1982) found fhét Qhereas ADHD
boys who Qere aggressive were more rejecfed by their
classmates, ADHﬁ boys who were not aggressi?é were
either more popular or rejected. In their five year
follow-up study, Prinz and Loney (1986) confirm the
important role played by cﬁildhood aggressiqﬁ in terms
of later social problems. Although it is reasonable to
assume that both the primary (unleérned) and secondary
(learned) behaviors aféAinvolved’in the mechanisms and
processes underlying peer rejection in this population
group, further reséargh is'cléarly necessary to confirm
these clinical hunches.

Conners (1986) notes that almost all the research
surrounding . the syndrome of ADHD is confounded by the
"hootstrap broblem" e.g. iack of a theﬁretiéal model
that enables us to classify ADHD children into
homogeneéus gr;ups.‘ Numerous researchers have echoed

this concern, emphasizing that ADHD comprises a



heterogeneous‘group of children and that more effort
must be focussed on identifying approaches to subtype
this disorder into more homogeneous, clinically
meaningful subg:oups (Barkley, 1990; Barkley, DuPaul, &
McMurray, 1990; Klein & Young, 19791) Barkley (1990)
suggests that these sﬁbgrdups\be based on such
charaétér;stics as‘hyperacéivity} aggression,
intérnalizing behaviors, and pervasivéness\éf the
problem. Perhaps subtyping woﬁld also be uséful
regarding éocial skill abilities of this population.
Many exéerts in the field of childhood social
competence haQe also called for a gréater refinemeﬁt of
psychodiagnostic classification of specific types of
socially unskilled behaviofs,‘ Dddge (1985) and Dodge
and Murphy (1984) empﬁasizehfhe clinical usefulness of
investigating both the natﬁre,of problematic situétions
for children as well as their»particular component
skill deficits as a model of giinical assessment. The
implication is thé; classification could proceed along .
two schemes: a) subtybing4children according to the
social situation in which they display socially deviant
behavior, or b) classifying incompetent children into
groups who display various processing deficiencies.
Milich and Dodge (1584) have descfibed a model of

social information processing in aggressive boys. This



model describes aggressive boys as exhibiting
deficiencies in their perception and encoding of social
cues. These processing problems lead them fo biased
conclusions of a hostile nature regarding peers
intentions and results in the ééneration of fewer and
inappropfiately'aggfessiye*responses to problem
situations, éépecially‘when provocation is involved.
The aggreSéive behaviér routinely demonsfrated by these
boys leads peers to reject them which, in turn, serves
to reinforce and perpetuate their deficienﬁ‘and biased
information processing. Milich and,Dodée (1984) reéortj
that these fiﬁdings not only describe the behavior of
aggressive boys, but also fit other diagnostic groups
of impaired childrén, such as those exhibiting
hyperactivity with aggressive features.

Social learning theory provides a different
behavioral approach to: categorize social skills
deficits (Bandura, 1977). This approach recognizes the
difference between learningxé skill and performing a
skill; consequently soéialtskill problems are
cétegorized as either acquisitibn or performance
deficits (Kratochwill & French, 1984). Gresham has
extended this approach by incorporating the effects of
both positive and negaﬁive intervening variables, such

as social skill strengths and interfering problem
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behaviors. Hyperactivity is viewed as one such problem
behavior (Gresham, 1981; Gresham & Elliot, 1984).

A major impediment to research on social skills
‘has been the lack of a common definition of social
skills and social competence, thch has left social
skills as "a construct in need’of further
conceptualization and theoretical fefinement" (Gresham,
1986, p.145.). Another impediment to' the study of
social skills has been the lack of technically adequate
socidl skill assessment tools. A variety ofxasseSSment
approaches have been described in the literature,
including sociometric assessments, direct observation
in natural en&ironments, behavioral role plays, teacher
and parent rating scales, self-feports, and self-
monitoring (Gresham, 1988);» Hazel & Schumaker (1988)
lament that a single assessment tool is not yet
available. However, some very promising assessment
tools have been developed in recent years that are
technically superior to their pfedecessors. It remains
to be seen whether éhey are "socially valid" e.q.
predict important outcomes, and whether they are
sensitive enough to pinpoint the types of social skill
deficits that resulé in the rejection of ADHD children.

In summary, recent literature has documented

numerous instances of social skills problems in
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children with learning disabilities and attention
deficit disorders. Although the research on social
skills problems of children with learning disabilities
is fairly substantial regarding the range and severity
of problems, the information regarding social skills
problems in children with attention deficit disorder is
still sketchy, often anecdotal in nature, and
frequently defined only in terms of negative
sociometric outcomeé. Unfortunately, this information
only tells us that the ADHD child is often rejected but
does not provide us with any information about which
specific social skills are lacking, what interfering
behaviors exist, or which situations are the most
problematic.

If social skill deficits do exist in ADHD
children, it is important to know if these deficits are
acquisition or performance deficits. Do they perform
adequately some of the time? If so, this would suggest
that they know how to perform the skill but are not
doing so consistently. Or are they never observed to
perform the skill? This might suggest that they have
never actually learned the skill in question. Also of
interest are the social skill strengths that ADHD
children possess which might be used as the basis for

remedial programs.
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If social skill deficits do exist in ADHD
children, iﬁ is of critical importance to determine if
subtypes of socially skilled and less skilled children
exist. If so, factors associated with the socially
less skilled subgroup need to be identified. For
example, which of the following factors might be
significantly associated with social skill deficdits in
ADHD children: a) features of the primary disability
e.g. hyperactivity, inattention, and impulsiveness, b)
secondary behavioral problems, such as aggressive or
oppositional behavior, and/or c) co-occurring learning
disabilities or severe emotional problems?  We must
also determine whether ADHD children experience social
skill problemé consistently across different
situations, e.g. peer group entry or peer group
provocation, or if only specific types of situations
are problematic.

An abundance of desqriptive data are still needed
regarding the social skills of ADHD children.
Comparative data regarding non-ADHD children are also
necessary in order to put ﬁhe findings of social skills
in ADHD children in perspective. Further comparisons
among ADHD children themselves is also important to
determine if subtypes of socially skilled and less

skilled ADHD children exist.
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Purpose and Hypotheses

The main purpose of this study is to determine if
preadolescent boys with ADHD have fewer social skills
than a comparison group. Ancomprehensive approach to
assessment of social skills will be utilized, including
numerous behavioral rating écales that measure global
and specific behavioral functioning, discrete social
skills, and problematic social situations. Family and
treatment background variables will also be descfibed.
Children without learning disabilities and severe
emotional problems comprise the sample in order to
control for the possible confounding effects of these
important variables on the fesults of this study. A
case-control methodology will be utilized to minimize
the threats to external validity posed by the selection
of a separate control group that may have been
significantly different on a hidden intervening
variable.

It is hoped that by accounting for the influence
of learning disabilities and/or severe emotional
problems, using a case-control methodology, and
administering a variety of technically sound social
skills rating scales, thé accuracy and breadth of
information obtained from this study will contribute

significantly to the sparse body of data currently
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existing on the nature of social skill problems in ADHD
children.

The hypotheses for this study are as follows:

1) Preadolescent boys with ADHD will be reported
to have fewer social skills than a éomparison group
matched on race and classroom.

2) ‘There will be no differences between
preadolescent ADHD boys and the comparison\group in
regard to skill acquisition deficits, but ADHD boys
will have more performance deficits, more problem
behaviors, and fewer social skill strengths.

3) Subtypes of social;y more skilled and less
skilled ADHD boys can be diffefentiated by both primary
and secondary symptoms of their condition.

4) There will be no differences between socially
more skilled and less skilled ADHD boys in regard to
IQ; grade level, or‘socio-gdpnomic status.

5) Socially\less skilled ADHD boys will be
reported to be more hyperactive, inattentive,
aggressive, and oppositional than socially more skilled
ADHD boys. ‘ . |

The theoretical framework guiding this research is
behavioral, combining operant’conditioning, cognitive-
behavioral, social learning, and information processing

theories as described by Dodge, Pettit, McClaskey, and
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Brown (1986), Gresham and Elliott (1984), and Walker
and McConnell (1987). These behavioral theories are in
marked contrast to structural developmental theories
which emphasize social perception as progressing in an
age-stage related fashion similar to intellectual
growth. Instead, behavioral theories view social
skills as discrete learned responses that are situation
specific rather than static personality traits that are
cross-situational. \ |

In keeping with the view that a social skill is a
discrete leérned response, the behavioral approach to
social behavior views social competence as the socially
acceptable performance of a émoothly progresSing
sequence of numerous responses (Hazel & Schumaker,
1988). Thus, social skills are viewed as the
observable, specific behaviors that an individual
demonétrates to perform competently on a sociai task.
Social competence; on the bthef hand, is viewed as a
more subjective, valuativéxferm based on judgments by
others or some other criterion that a person has
pérformed adequately (Gresﬁam, 1986) .

A variety of behavioral assessment approaches are
available, including sociometrics, direct observation,
behavioral role play, self-reports, self-monitoring,

and teacher and parent rating scales. Unfortunately,
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the social skill domains tapped by these assessments
vary, depending on which discrete behaviérs are of
concern to the authors. Because it is unknown which
of the domains sampled are critical to ADHD children, a
variety of assessment tools will be used to explore the
nature of social skillzproblemsvof this population.

Methods
Research Design

A sample survey design was used for this study,
utilizing classroom teachers as respondents. Although
sociometric evaluations are felt by some to be the most
socially valid form of assessment, others have noted
that they are sécially intrusive and insensitive and
provide little information‘regarding specific social
skills (Connolly, 1983; Hopé & Greenwood, 1981).
According to Connolly (1983) and Gresham (1986),
teacher assessment of social skills in students is much
less intrusive and is also. a socially valid and
accurate assessment method.

This study consists of two parts utilizing two
distinctive methoddlogies:'Déscriptive and gréup—~
comparative. 1In Part I, a descriptive methodology was
used in order to pro?ide more information about the
background characteriStics and therapeutic history of

the ADHD children to help provide a clearer picture of
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the clinical population being studied. 1In Part II, a
group-comparative methodology was utilized to identify
differences in social skills between ADHD and
comparison children. Data were derived for this aspect
of the study qsing a case-controi approach. Teacher
data were collected both on the ADHD child and a
comparison child matched on race, and classroom.
Differences between ADHD children having high and low
scores on the social skills measures were also compared
to see if subtypes of socially more skilled and less
skilled ADHD children exist. Differences between these
subtypes were measured in terms of the primary symptoms
of ADHD (hyperactivity and inattention) and well as
secondary symptoms, such as aggressiveness and
oppositionality, to help determine factors that
contribute to social skill deficits.
Subjects

Fifty preadolescent boys between the ages of seven
and eleven years comprised the research sample. Both
the clinical sample of ADHD children and the comparison
group consisted of twenty-five children eéch.A Boys
were chosen instead of girls because of their over-
representation in the diagnosed condition of ADHD
(6:1). Another reaéon for using only boys in the

sample was to identify patterns of problems that exist
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within gender categories that might otherwise be
obscured by analyses performed on heterogeneous samples
(Achenbach & Edelbrock, 1978).

The clinical sample consistgd of ADHD boys without
specific learnihg disabilities\kexcept auditory memory
deficits and dysgraphia), sefious emotional
disturbénée, ofvmajor physical ﬁandicapé in an effort
to control- for potential confounding effectévfrom these
factors. The specific selection criteria used %n this

study are shown in Table 1.

Insert Table 1 about here

The cémparison group consisted of twenty-five boys
not diagnosed‘with ADHD' who were members of the same
classrooms and who were matched on race. Teachers were
instructed to use a sysﬁematic author-developed
selection process.

Procedure and Measurement

The apéroach to obtaining the clinical sample of
ADHD boys was a chart review utilizing the selection
criteria described above. The sample was selected from
the caseload of a developmental pediatrician,
specializing in the care of ADHD children, who is

located in a major metropolitan area of one
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southwestern state. An outpatient, clinic-based
population of only one physician was chosen for several
reasons. First, this population representéd the
largest single grpuping of ADHD clienté in the state.
Second, it was desired to select children who were
typical;of those functioning iﬁ the community rather
than in-patients in psychiagrib units.’ This strategy
was intended to avoid the confounding effedts of more
seriously disturbed ADHD childfen with co-occurring
psychiatric disorders. Last, it was héped that by
using only one well trained and experienced physician
to diagnose the clinical sample, potential confounding
effects of different approaches to diagnosis could be
avoided and a more homogeneous ADHD population could be
obtained.

The diagnosis of ADHD made by the developmental
pediatrician was based on the child exhibiting at least
eight of the fourteen criteria for ADHD described in
the DSM-III-R as well as ﬁﬁe physician’s clinical
judgement regarding the presence of other factors,
includingwfamily, genetic/'developmenfal, and
behavioral history, parent and teacher reports
regarding the pervasiveness of the problem, and
neurodevelopmental examination.

The chart review yielded thirty-six ADHD
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preadolescent boys who met the above stated criteria.
All of these families were mailed invitations to
participate in the study by the developmental
pediatrician. The families were assured that
participation in the study was strictly voluntary and
that no negative consequences would occur if they
declined to participate. They were also assured of
complete anonymity in the repdrting of results.

Prepaid return envelopes were included along with a
consent to release information to the primary
investigator. Twenty-seven families agreed to
participate in the study but completed questionnaires
were only received’from twenty-five families.

Parents of the ADHD children who agreed to
participate were asked to provide demographic
information on their family by filling out the Family
Profile Questionnaire. Parents were also asked to
contact their child’s homefoom teacher to request their
participation in the study. Teachers were asked not
only to fill out information on the ADHD child but also
on a comparison child in the séme/classroom. Similar
information was provided by the teacher on the
comparison child but was totally anonymous (e.g. no
name was attached), making informed consent

unnecessary. The comparison child was selected
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according to pre-specified criteria. These criteria
involved selecting the first classmate whose name
occurred in alphabetical order after the ADHD child.
The comparison child was also matched on classroom and
race.

When the teachers completed this information, they
were instructed to return it‘to the brimary
investigator, usin§ a prepaid envelope that was
provided. Follow-up contacts were made at two week
intervals to. encourage the timely return of materials.
As an incéntiVe to participate, parents and teaéhers
were promised a summary of the results and were paid a
nominal amount for their participation.

Numerous rating scales were utilized for this
study in order to Yield a more comprehensive picture of
the social skills and related behaviors of ADHD
children. These réting‘SCales involve behavioral
checklists that.are designed to provide standardized
descriptions of behaviqr réther than diagnostic
inferences (Achenbach & Edelbrock, 1986). The
resulting behavior assessmen; of individuals is based
upon observations, perceptions; and interéétions of
persons associated with the individual being tested
(Wilson & Bullock, 1989). As recommended by Achenbach

and Edelbrock (1978), only those instruments which have
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been well standardized and have good reliability and
validity were used so that the findings from this study
can be integrated with previous work in the field.

A summarf of the Cronbach’s alpha reliability
coefficients as determined’by this study are shown in

Table 2. VBecause the sample size of this study (N=50)

Insert Table 2 about here

Y

is too small to obtain a stable feliability, these
results are intehded only as a supplement to the values
reported in the literature. A review of each of the
instruments used in this sfudy in terms of the type of
data provided and technical adequacy is provided below.

Teacher ADHD Rating Scale (DuPaul, 1989). The
Teacher ADHD Rating Scale is a fourteen item survey
based on the DSM-III-R criteria for Attention Deficit
Hyperactivity Disorder (APA, 1987). A four point
Likert scale, ranging from rarely to very often, is
used to determine how frequently a child exhibits each
of the behaviors listed. ADHD children who are
receiving medicatién and/or other treatment to V
remediate their ADHD symptoms are not expected to have
eight or more symptoms that are rated either a 3

(pretty often) or 4 (very often), as would be expected
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of an untreated ADHD child. The scale is reported to
have test-retest reliability of .93 over a 2-week
period and to correlate positively with direct
classroom observation. The results of this study
indicated the scales’ Cronbach’é alpha coefficient of
internal consistency to be .92.

Achenbach Child Behavior Checklist - Teacher
Report Form (Achenbach’& Edelbrock, 1986; Edelbrock &
Reed, 1984). The Child Behavior Checklist-Teacher
Report Form (CBCL-TRF) is ;a one hundred and thirteen
item survey which uses a three-point Likert scaie to
obtain teacher’s reports of pupil problems in a
standardized format. The eighf problem domains
measured for éix to eleven year old boys are Anxious,
Social Withdrawal, Unpopular, Self-Destructive,
Obsessive-Compulsive, Inattentive, Nervous-Overactive,
and Aggressive. Pupil adaptive functioning in the
classroom is also measured. The five dimensions of
- adaptive functioning measdredrby this scale are School
Performance, Working Hard, Behaving Appropriately,
Learning, and Happy. ‘Acqording to the manual, the
test-retest réliability over one week was .90 and over
two weeks was .84. Although the stability scores  are
good, no internal consistency reliability was reported.

The results from this study indicate the Cronbach’s
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alpha for the TRF to range from .73 for the Obsessive-
Compulsive subscale to .97 for the Aggressive
subscale, with the alpha for the total scale being .97.
Content, construct, and criterion-related validity are
documented in the manual.

Conners’ Teacher Rating Scale (Conners, 1990).
The Conners’ Teacher Ratingchale (CTRS) is a twenty-
eight item survey which uses a four-péint\Likert scale
to determine problem behaviors of the child in the
areas of conduct, hyperactivity, and inattentive-
passive behaviors. A Hyperactivity Index also is
included in fhe scale for use as a primary screening
device for ADHD. Both loné and short versions of the
CTRS exist and have created confusion regarding which
form was used in;the reporting of the technical data
results. There have been no studies to date that have
examined the test-retest reliability of the CTRS-28.
However, Conners argues in his technical manual that
one month test-retest reliabilities for the longer
version of this instrument (bTRS—39) range from .72 to
.91 and should be similar in the newer, shorter
version. Crdnbach’s alpha internal consistency ratings
for the CTRS-39 are reported to be an average of .94
for the various scales, but are also not reported in

the literature for the shorter version. The alpha



25
reliabilities calculated in this study were .89 for the
Conduct subscale, .92 for the Hyperactivity scale, .84
for the Inattention subscale, and .91 for the
Hyperactivity Index. This results in an average of
.89, lower than the average reported for the CTRS-39
subscales but still good féf research purposes. The
CTRS~-39 has been repeatediy shown to. have predictive,
concurrené,'¢onstruct, and discriminant Qalidity.
Content validity exist; for the newer CTRS-éS version
as well as construct validity. yThis version was factor
analyzed byWG6§ette, Conners, and Ulrich (1978) and
found to result. in the threg of the same factors as the
CTRS-39: Conduct, Hyperactivity, and Inattentive
factors. The fourth factor, Hyperactivity Index, is
noted to correlate highly with all three scales. A
fifth factor consigting of five items also was evident
in the CTRS-39 and has -been referred to as the
"sociability factor" by others using this instrument
(Pelham & Bender, 1982). "It consists of items such as
"unaccepted by group", "no sense of fair play", and
"does not get along well with other children®.
Unfortunafély, factor loadingg were weak, ranging from
.18 to .33. (Note: Several of these social items are

not present in the CTRS-28.)
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Gresham Social Skills Rating System - Teacher Form

(Gresham & Elliott, 1990). The Social Skills Rating

System (SRS)-Teacher Form is a fifty-seven item survey

which usés two types of Likert ratings (three points
each) based on frequency and importance of the behavior
being rated. The. SRS TeaqherfForﬁ samples the three
domaihs of socialiskills,»probléﬁ behéviors, and
academic competence. There are three subscales of the
Social Skills Scale for boys grades K-6: Cooperation,
Assertion, and Self-Control. Three subscales also
exist for the problem behavior scale: Internalizing,
Externalizing;‘and Hyperactivity.‘ Acquisition deficits
can be calculated by noting when a behavior is rated
with a frequency of 0 (nevef demonstrated) and an
importance of 1 or 2 (impoffant or critical).
Similarly, perforﬁance aeficits can be calculated by
noting when a behavior is rated with a frequency of 1
(sometimes demonstratedf and an importance of 2
(critical). Social skilliétrengths are determined by
frequency ratings of 2 and-importance ratings of 1 or
2. Alpha internal consistency ratings for the teacher
form, eleméntary level, are reported in the manuai to
be .94, .88, and .94 for the Social Skills total scale,
Problem Behavior total‘scale and Academic Competence

scale. The alpha reliability findings from this study
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were also very high: .96, .91, and .93 for the same
scales.

Taxonomy of Problematic Social Situations (Dodge,
McClaskey, & Feldman, 1985). The Taxonomy of

Problematic Social Situations (TOPS) is used to
determine the social contexts presenting the most
problematic tésks fbr children.' It is a forty-four
item survey developed for teachers which uses a five-
point Likert rating scale. As confirmed by factor
analysis, the six subscales that are measured by this
instrument are: Peer Group Entry, Response to Peer
Provocations; Response to Failure, Response to Success,
Social Expectations and Teacher Expectations. This
instrument has been pilot tested and used in research
on several populations of socially rejected children in
grades kindergarten through sixth grade. Cronbach’s
alpha reliability is reported to be .98 for the total
forty-four item scale. This study confirmed the alpha
reliability to be .98 for the total scale, with the
subscales ranging from .87 to .95. The manual reports
that content validity was established through the use
of an expert panel and predictive criterion validity
was demonstrated by the success of the tool in
accurately distinguishing socially rejected children

from an average, adapted group.
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ADHD: Comprehensive Teacher’s Rating Scale

(Ullman, Sleator, & Spraque, 1988). The ADHD

Comprehensive Teacher’s Rating Scale (ACTeRS) includes
twenty~-four items relevant to classroom behavior. The
items are rated on a five-point Likert scale, ranging
from "almost never" to "almost alwéys". Four factors
are involved and comprise the Attention, HYperactivity,
Social Skills, and Oppositional subscales. According
to the manual,{internal congistency ratiﬁgs range from
.93 to .97 for the subscales. The Cronbach’é alpha
reliabilities from this study were slightly lower,
ranging from .90 to .95. The manual also reports test-
retest reliabilities as rangiﬁg from .78 to .82.
Construct validity of the subscales was established by
the test author through factor analysis.
Walkef—McConnell Test of Children’s Social Skills

(Walker & McConnell, 1987). The Walker-McConnell Test

of Children’s Social Skills is a forty-three item
survey which uses a five;point Likert scale to sample
the two pfimary adjustment domains within the school
setting that are usualiy gonsidered essential to social
competence: adaptive behavior’and intérpersonal social
competence. Three éubscales have been identified as
sampling these school adjustment domains: Teacher

Preferred Social Behavior, Peer Preferred Social



29
Behavior, and School Adjustment Behavior. The manual
reports internal consistency ratings for the subscales
as ranging from .95 to .96 and the total scale
coefficient to be .97. This study confirmed the alpha
coefficients for the subscales as ranging from .94 to
.97 with the total scale qoefficient being .98. The
manual also reports tést-refest subscale reliabilities
in the range of .67 to .94 forjtwo to four week
periods. One longitudinal study conducted over a six
month period ié reported to have found reliabilities in
the range of‘.61 to .70 for the subécales. Content,
item, factorial, discriminant, criterion, and construct
validity are also reported in the manual.

Physician Survey. The Physician Survey refers to
documentation of chart :eviéwed information on ADHD
children. It was used‘as a preliminary screening to
determine if a chiid meets the criteria for inclusion
in this study e.g. presence of ADHD, absence of major
medical or psyéhologic?l»disorders, etc. If the child
qualifies for the study, this survey also documents his
medical, educational, and psychqlogical treatment
history. A DSM-III-R checklist for ADHD is also’
included to document the number and types of symptoms
the child displayed at diagnosis as well as the

severity of the condition.
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Family Background Questionnaire. The Family
Background Questionnaire was administered only to the
families with ADHD children. The instrument includes
questions regarding family history and demographic
data.

Ahalyéis~

A variety of descriptive s#atistics (means,
ranges, standard deviafionsv frequencies, etc.) are
used to display the information regarding the ADHD
child’s family background and medical history. Current
Cronbach’s iﬁternal consistency reliability -
coefficients a¥e reported for all of the instruments
used. Chi-square is used to eQalﬁate the results of
teacher ratings where categorical or ordinal data are
involved. Paired t-fests are»ﬁsed to compare the ADHD
and comparison groups on their total soéial skills
scores. Univariate analysis of variance (ANOVA) is
used to compare ADHD and control children as well as
high and low scoring ADHD children when interval data
are involved. Wheﬁ ANOVA with factorial designs is
used to define groups, Tukeyucqntrasts are performed as
a post-hoc follow-up test to determine where
differences exist. .MANOVA procedures are not used
because of the small sample size. In view of the large

number of statistiéalvtests performed, any result
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having a p-value of > .01 is interpreted with caution
in order to reduce the number of Type I errors. The
results of these statistical tests will be used in an
exploratory sense to help document differences between
ADHD and control children and to begin delineating
possible subtypes of socially more skilled and less
skilled ADHD children..

Results
Demographic Data
As noted in the selection criteria, none of the
twenty-five ADHD children were adopted nor did they
have any major medical, psychological, or educational
problems. This information is not known for the
comparison children. Results for the demographic

information for the ADHD children are shown in Table 3.

Insert Table 3 about here

The children ranged in age from seven to eleven years,
with the mean age being nine and a half years old.
There were approximately equal numbers of children in
the second through fifth grades. The ADHD children had
an average of two siblings. Twenty three (92%) of the
parents were in the middle to upper income categories,

according to the Hollingshead two-factor index
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(Hollingshead & Redlich, 1958). Sixty-four percent of
the ADHD children’s parents were still inrtheir first
marriage, with the remainder being either divorced or
remarried. The majority of families (92%) were urban
residents. |
Results of the medical histor§ information oﬁ the

ADHD children are shown .in Table 4. The mean age at

Insert Table 4 about here

onset of attention problems was;approximately five
years, while the mean age atldiégnosis was about six
and one-half yeafs., The average number of clinic
visits or consultations with the developmental
pediatrician after diagnosis was 4.6, ranging from zero
to nine. Twenty-four (96%) of the ADHD children were
being treated with medication, namely methylphenidate
(Ritalin). Eight chiidrenk(thirty-two percent) were
also on imiprimine (Toffanil). Twelve children (48%)
had been involved in}psychdlogical therapy and ten
children (40%) had some fo;m of educationa; assistance.
IQ scores were available for twenty-oﬁe (84%) of the
children, with full séale scores averaging 115 and

ranging from 90 to 139.
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Because family and medical history data were not
collected on the comparison children, it is unknown
whether significant differences existed for demographic
variables. However, some inferences can be made from
the teaéhervdata, ‘For example, although it is not
known if any of the compariéén group also had ADHD,
none were rated as having eight or méré»ADHD symptoms,
according to téacher ratiﬁgs of DSM-III-R criteria.
Also, no difference§ between ADHD children and
comparison children were found on the Academic
Competence sﬁbscale of the SRS, which implies that the
two groups were comparable on teacher ratings of their
overall academic performance as well as their specific
accomplishments in math and reading.
Differences Between ADHD and Comparison Children

Prior to fillingyout the social skill rating
scales, teachers were asked for their opinions
regarding the social behavior of ADHD and comparison
children. The results of a teacher opinion question

regarding social status are shown in Table 5. These

Insert Table 5 about hére

results indicated that the boys with ADHD in this study

were generally accepted by their peers and were not
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more isolated or rejected than the comparison group.
Teachers also indicated that there were no significant
differences between the number of friends for ADHD and
comparison children. However, there is a marked trend
for the comparison group to be more accepted and have
more friends. Teachers indicated that ADHD boys were
more verbally aggressive (Q<.05) and physically
aggressive (p<.02) than the comparison’children, and
clearly concluded that the ADHD children were less
socially sﬁilled (p<.0001). Teacher results from the
social skills rating scales were consistent with their
opinions that ADHD children are less socially skilled.
Initial results using paired t-tests indicated that the
two groups differed at the .001 level on all the total
scores of the four social skill rating scales used in
this study. Analysis of variance results for each of
the subscales confirmed this finding and demonstrated
that all but one of tﬁe‘subscales were also significant

at the .001 level. These results are shown in Table 6.

Insert Table 6 about here

Findings regarding acquisition and performance
deficits were opposite to what was expected: there

were differences in the number of acquisition deficits
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in cooperation, assertion, and self-control between the
two groups at the .01 level but not in the number of
performance deficits. Only performance deficits in
self-control approached a\p—value of .01. However,
there was also a definite but non-significant trend for
ADHD children to have more performance deficits in the
areas of cooperation and assertion. Differences in the
number of social skill strengths were very pronounced
(p<.001) between the ADHD énd comparison groups. These

results are reported in Table 7.

Insert Table 7 about here

Differences in the number of problem behaviors
between the ADHD and comparison groups were also very
striking. Ten of the thirteen subscale and total scale
scores for the CTRS, SRS, and CBCL-TRF were significant

at the .001 level. These results are shown in Table 8.

Insert Table 8 about here

Differences Among Subtypes of ADHD Children

In order to determine whether there may be
subtypes of ADHD children who are particularly less

skilled, total social skill scores of the ADHD boys
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were recoded into groups. First, three groups of ADHD
children were created based on teacher ratings of the
ADHD behaviors used in the DSM-III-R. These scores
represent residual ADHD behaviors that persist despite
diagnosis and treatment. Group A consisted of nine
children who were rated as having zero to two
continuing symptoms of ADHD; Group B consisted of eight
children who were ratéd as having three to seven
symptoms; Group C consisted of eight childrén who were
rated as having eight or more symptoms. Boys in Group C
(e.g. those who exhibited more ADHD symptoms)
consistently had fewer social skills than boys who had
lower DSM-III-R ratings (p<.05). These results are

shown in Table 9.

Insert Table 9 about here

The relationship betwegn high DSM ratings for ADHD
and low social skills was investigated further to
determine the influence of both the primary and
secondary symptoms of ADHD. Two groups of ADHD
children with fewer and more skills were created using
a median split procedure on the total scores of each of
the four instruments measuring social skills. There

were approximately even numbers of ADHD children in the
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groups. The Fewer Skills Group was comprised of
children who had low scores on the measures of social
skills and the More Skills Group was comprised of
children who had high scores on\the measures of social
skills. (Note: High scores equéte with more social
skills on the ACTeRS, SRS,Hénd WM but the reverse is
true with the TOPS. High scorés refer to more social
situations that are problematic. Hence, children
referred to as having more social skills on the TOPS
are those who had lower scores e.g. experienced fewer
problematic social situations.) The Fewer and More
Skills Groups of ADHD children were compared on
numerous variables (including grade, IQ, SES, |
hyperactivity, inattention, aggression, and
oppositionality) to see if differences existed.

As predicted, no differences between the skills
groups were found in regard to grade level, IQ, or SES.
However, differences of p<.0l1 or greater were found in
mean scores of ADHD children having fewer and more
skills on the ACTeRS, SRS and WM for the SRS subscale
dealing with academic competence. (As noted earlier,
the Academic Competence subscale refers to teacher
ratings of pupil errall academic achievement as well

as specific competence in reading and math.)
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Significantly higher scores on the CTRS
Hyperactivity Subscale (p<.05) were found among the
children having fewer skills as determined by each of
the four social skills scales. These results are shown

in Table 10. A similar relationship between fewer

Insert Table 10 about here

social skills and hyperactivity was found with other
measures of hyperactivity, inclgding the TRF, ACTeRS,
and SRS subscales.

With regard to inattention, the results were more
equivocal. Children who had high inattention scores
scored low on only two of the four social skill scales

(p<.001). These results are reported in Table 11.

Insert Table 11 about here

In addition to finding a relationship between the
primary symptoms of ADHD and children with fewer social
skills, the effects of secondary problem behaviors were
also founa to be significant at the .05 level among’
ADHD children having fewer social skills. These

results are shown in Table 12. Aggressive and
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Insert Table 12 about here

oppositional. behaviors were found to be most highly
significant among ADHD children with fewer social
skills, with p-values ranging from .006 to .001 These

results are shown in Tables 13 and 14.

Insert Tables 13 and 14 about here

In order to provide additional support for the
above findings of differences between high and low
scoring ADHD children derived from using a median-split
procedure, a second analysis was done using normative
cut-off scores presented by the test developer to
determine high and low scoring groups of ADHD children.
This resulted in more uneven comparison groups in that
only about one-fourth tq‘ong-third of the ADHD children
were considered to be less skilled. Although the
smaller group size made fewér of the comparisons as
highly significant, the same trends were observed as
for the larger groﬁp outlined above.

Discussion
There were significant, measurable differences

between the social skill abilities of preadolescent
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ADHD boys and the comparison group in this study. ADHD
boys not only had fewer social skills but also had more
interfering problem behaviors and fewer social skill
strengths. ADHD boys demonstrated social skill
acquisition deficits in cooperation, assertion, and
self-control, which indicates they may never have
learned the skills that are necessary to exhibit
socially competent responses. There wés also a
definite non-significant trend for ADHD boys to have
more performance deficits (especiallY in the area of
self-control), indicating*thét they often fail to
perform the social behaviors they have learned.

DespiteAthe increased qhance of Type I errors due

to the large number of tests performed, over seventy
percent of the results were significant at the .01
level. Greater than half of the results were
significant at the .001 level. It should also be noted
that these differences‘were‘observed by teachers during
school hours when the ADHD‘children were on medication.
It has been repeatedly shown that medication therapy
not only deqreases hyperactivity and inattention but
also aggression, oppositionality and other negative
behaviors (Gadow,yNolan, Sverd, Sprafkin, & Paolicelli,
1990; Kaplan, Busner; Kupietz, Wassermann, & Segal,

1990; Whalen, Henker, Swanson, Granger, Kliewer, &
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Spencer, 1987). Hence, the fact that significant
differences in the primary and secondary behaviors were
still evident provides even more cémpelling evidence
that they both continue to function as underlying
mechanisms and processes involved in the rejection of
ADHD children.

The results of this study also suggest that within
the ADHD diagnostic group there is a subgroup of
particularly unskilled ADHD boys, which may account for
one-fourth to one-half of the population. These
socially unskilled childreh‘appearytobbe more
hyperactive, inattentive, aggressive, and oppositional
than their more socially skilled ADHD peers.

In terms of generalizability, this study may have
several limitations. First, only preadolescent ADHD
boys were selected. It is not certain whether girls or
children of different ages experience the same
problems. It also may be a limitation that children
with Undifferentiated ADD (without hyperactivity) were
not studied. Although. it has been shown that this
group of children is also "at risk" for peer
relationship problems (King & Young, 1982), they may
present a different subtype in that externalizing
behaviors (such as aggression) are not as common in

this population.
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The fact that ADHD boys with significant learning
disabilities were excluded from the study may be a more
serious limitation. Due to the high co-occurrence of
ADHD and LD, removing all learning disabled children
from samples of ADHD children may result in an
unrepresentative sample of‘ADHD children (Douglas,
1983). However, despite the results of many studies
that indicate a relationship exists between LD and
ADHD, the nature of this relationship has not been well
defined (Shaywitz & Shaywitz, 1988).

Subjecﬁs for this study were selected from the
private practice of a single developmental pediatrician
in one southﬁéstern state.\ Thus, the results of this
study may be more favorable than with clients in other
geographic regions and/or those who are less able to
afford multi-modal medical treatment (which includes
referrals for educational and behavioral treatment).

The finding of no SES influences may have been the
result of the sample being tightly clustered along
higher SES levels. This sample consisted primarily of
middle and upper middle income families; hence, the
range of scores may have been too limited to' identify
differences. However, in support of these findings, it
should be noted that Achenbach and Edelbrock (1986)

reported that the effects of SES on their large
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standardization sample for the Child Behavior
Checklist--Teacher Report Form were small, accounting
for less than one percent of the variance. The
influence of race is also unknown in this study, since
only caucasian males were studied.

Finally, using only behaviér rating scales was
both a strength and limitation.x It was a strength
because of their technical adequacy and the fact that
resulting data are more objective and reproducible. It
is a limitation because rating scale methodology is
probably not Qery sensitive to subtle developmental
differences unless the same rater assesses children at
progressive developmental levels (Gresham & Elliott,
1990). This méy have contributed to the lack of
significance for age found in this study. Rating
scales also can be criticized because only the data
contained on the checklists are retrieved. Other
important observations are overlooked. For example, it
has been observed that, although ADHD children talk
more, they are less efficient in organizing and
communicating information to peers; in fact, ADHD
children may be very intrusive into other children’s
conversations but fail to respond to questions or
verbal initiations from the same children (Cunningham &

Siegel, 1987; Landau & Milich, 1988). Perhaps it is
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possible to piece together this observation by doing an
item analysis of rating scale items, such as
"interrupts conversations of others" and "doesn'’t
listen to what others say", but the importance of this
combination of behaviors on social relationships may
still bé overlooked. Hence, observation in natural
settings is an important adjunct to ratingkscale
assessment.

According to Gresham (1988), social skills should
be multi-operationalized, using various types of
assessment procedures to document convergent and
discriminant validation. ﬁnfortunétely, this ideal
approach to assessment of social skills requires a
highly trained evaluator and is very time-consuming and
costly. It is encouraging to note, however, that the
results of the four social skills rating scales used in
this study were highly consistent, suggesting that they
may all be tapping similar constructs.

Implications

The implications of this study are that social
skill deficits may be so prevalent among ADHD children
as to warrant inclusion in the diagnostic criteria for
this syndrome. This might be particularly appropriate
if subtypes of children within the ADHD category are

differentiated in future editions of the DSM. However,
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it also must be noted that social skill deficits are
characteristic of other populations, such as learning
disabled and behavior disordered children.
Consequently, it may be even more appropriate to
consider social skills deficits as a frequently co-
occurring problem similar éo learning disabilities. In
fact, social skill deficits may be yef another form of
learning disébilities. This view is supported in the
proceedings of the i987 National Conference on Learning
Disabilities, where it was recommended that the
definition of learning disabilities in Public Law 94-
142 should be revised to include social skill problems
as a specific learning disability (Kavanagh & Truss,
1988).

Over five years ago it was noted by Whalen and
Henker (1985) that despite numerous anecdotal reports
and burgeoning research evidence that the social realm
is particularly problematic for many children with
attention deficits, little systematic effort has been
made to either incorporate social skills problems as a
defining feature of attention deficit disorder or
emphasize the importance of social skills training in
behavioral manageﬁent programs. According to Whalen &
Henker (1985), "Social difficulties are woven into the

fabric of this disorder, yet they are only given
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perfunctory treatment in clinical settings" (p.471).
This conclusion is still valid today.

The most obvious reason for this continued problem
is the lack of adequate research to demonstrate the
exact nature and extent of social skills problems among
ADHD children. Another reason for this problem is the
lack of A commonly accepted definition of social skills
and social competence. Yet another preblem is lack of
adequate assessment tools to help 1dent1fy/cla551fy
social skills problems and a lack of program planning
tools to help tailor an intervention/therapy program to
the child’s Specific social skill knowledge and/or
performance deficits. Clearly, we must begin to weed
our way out of this "nosological thicket" before we can
adequately diagnose the social behavior problems of
ADHD children and begin to prevent and/or remediate the
devastating effects of peer rejection in this

population.
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Table 1

Subject Selection Criteria

ADHD Subjects

*
*
*

*

¥ N N ¥ F ¥ ¥ ¥ ¥

*

Male child in grade 2 through 5 (aged 7-11 years old)

Biological child of the mother

Diagnosed as ADHD by the same developmental
pediatrician

Seen by the developmental pediatrician within last
year

Meets the DSM-III-R criteria for ADHD

Does not meet the DSM-III-R Criteria for ODD, Conduct
Disorder or any other major psychiatric dlsorder
for children

Does not have a school-based diagnosis of a learning
disability or any abnormal test results that would
indicate the presence of a learning disability
(except auditory memory deficit, dysgraphia or
articulation dlsorder)

Does not have any major medlcal disorders

Within normal limits for height and weight

Maternal absence of substance abuse during pregnancy

Pregnancy was carried to term

Birthweight was > 6 lbs. and <10 1lbs.

Absence of fetal distress-

Absence of hard neurological findings

Achieved appropriate developmental milestones

Absence of moderate or severe vision or hearing
problems

Absence of any history of physical or sexual abuse

Comparison Group

*
*
*

Male child in same classroom as ADHD child in study

Same race as ADHD child in study

Last name follows ADHD child’s name on the class
roster
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Table 2

Instrument Reliability Data (N=50)

Theoretical Actual Current
Scale (# of items) Range Range Mean SD Alpha

ADHD Rating Scale (14)

Total Score 14-56 24.7 9.0 .92
CTRS-28 ’ .o
Conduct Problem(8) 0-24 0-18 5.1 5.1 .89
Hyperactivity (7) 0-21 0-17 5.5 5.4 .92
Inattentive(8) 0-24 0-21 6.5 5.2 .84
Hyper Index(10) 0-30 0-29 7.6 6.9 .91
ACTeRS -
Attention(6) 6-30 6-30" 23.8 6.0 .94
Hyperactivity(5) 5-30 5-24 10.8 6.0 .95
Social Skills(7) 7-35 8-35 26.3 6.1 .89
Oppositional(6) 6-30 6-24 10.2 5.2 .92
wM .
Teacher-preferred 16-80 25-80 58.5 14.6 .97
Social Behaviors(16) ,
Peer-preferred 17-85 24-85 62.8 15.7 .97
Social Behaviors(17)
School Adjustment 10-50 12-50 39.0 9.3 .94
Behaviors (10)
Total (43) 43-215 61-213 160.3 36.1 .98
TOPS
Peer Group Entry(5) 5-25 5-24 12.8 4.7 .92

Response to S
Provocation(10) 10-50 11-49 26.8 9.6 .95
Response to :

Failure(9) 9-45 9-39 22.5 8.1 .92
Response to

Success(3) 3-15 3-12 6.2 2.9 .87
Social .

Expectations(11) 11-55 11-40 22.4 8.2 .92
Teacher

Expectations(6) 6-30 6-30 13.2 5.9 .88
Total (44) 44-220 49-170 110.2 40.0 .98

(table continues)
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Table 2 (Continued)

SRS
Cooperation(10) 0-20 0-20 14.4 4.9 .92
Assertion(10) 0-20 1-20 12.0 4.7 .90
Self-control(10) 0-20 0-20 13.8 5.0 .94
Total Scale
Skill Score(30) 0-60 3-58 40.1 12.7 .96
Internalizing(6) 0-12 0-11 3.5 3.1 .88
Externalizing(6) 0-12 0-12 2.8 3.0 .87
Hyperactivity(6) 0-12 . 0-12 4,3 3.6 .88
Total Problem ,
Behavior Score(18) 0-36 0-28 10.6 7.8 .91
Academic '
Competence (9) 0-18  11-45 35.1 7.4 .93
CBCL-TRF
Internalizing
Anxious (15) 0-30 0-16 3.9 4.0 .82
Social .
Withdrawal (11) 0-22 0-17 3.4 4.4 .89
Mixed
Unpopular (10) 0-20 0-16 2.3 3.4 .89
Self- ‘
Destructive(13) . 0-26 0-17 1.3 2.9 .87
Obsessive-
Compulsive(9) 0-18 0-10 2.0 2.5 .73
Externalizing
Inattentive(21) 0-24 0-33 9.6 8.9 .93
Nervous- :
Overactive(7) 0-14 0-13 2.8 2.8 .78
Aggressive (38) 0-76 0-50 12.6 13.9 .97
Total Score(124) 0-248 0-162 37.8 35.2 .97
Legend:

CTRS= Conners’ Teacher Rating Scale

ACTeRS= ADHD: Comprehensive Teacher’s Rating Scale

WM= Walker-McConnell Test of Children’s Social Skills
TOPS= Taxonomy of Problematic Social Situations

SRS= Social Skills Rating System ’

CBCL-TRF= Child Behavior Checklist-Teacher Report Form
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Table 2 (Continued)

SRS
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Family residence
Urban
Rural

23 (92)
2 (8)

62




63
Table 4

Medical History of ADHD Subjects (N=25)

Category #( %) Mean (Range) SD
Age at onset 5.2 (3-6) 1.2
Age at diagnosis 6.7 (5-10) 1.4
ADHD Criteria*

8 behaviors 5 (20)

9 behaviors 3 (12)

10 behaviors 4 (16)

11 behaviors 5 (20)

12 behaviors 2 (8)

13 behaviors 1 (4)

14 behaviors 5 (20)
Number of clinic visits 4.6 (0-9) 2.8
Medication therapy 24 (96)

Methylphenidate 24 (96) . 34.2%% (1-72)

Imiprimine 8 (32) 16.9%% (1-34)
Psychological therapies 12 (48)

Individual therapy 8 (32) 10.0** (2-24)

Group therapy 0

Social skills training 1 12.0%*

Family therapy 10 (40) 11.9%* (2-34)

In-patient therapy 0
Educational therapies 10 (40)

Special classroom 0

Resource room/LD lab . 3 (12)

Speech/language 0

Developmental 1st grade 5 (20)

Tutoring 3 (12

Private school - 15 (60)
IQ scoresk**#* 21 (84.4)

Verbal , 116.3 (93-139) 13.0

Performance 112.8 (81-139) 17.0

Full scale 115.5 (90-139) 14.1

*Based on DSM-III-R criteria
**Reported by months in therapy
***Based on WISC-R, McCARTHY, or WPPSI
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Teacher Opinions Regarding Social Behavior of ADHD and

Comparison Children (N=50)

ADHD Comparison
(N=25) (N=25) Test--
Variable #/Total #/Total Statistic P
Social status
Isolated 4/24% 1/24%
Rejected 2/24% 0/24%
Accepted 18/24%* 24/25
CC-= .29 NS
Friends
None 4/25 0/25.
One 2/25 0/25
2-3 10/25 10/25
>4 9/25 15/25
CC-- .36 NS
Aggressiveness 2
Verbal 9/25 3/25 X --3.87 .05
2
Physical 9/24% 2/24% X --5.66 .02
Social skills
Poor 4/25 0/25
Fair 6/25 1/25
Good 12/25 7/25
Very good 2/25 10/25
Excellent 1/25 7/25
’ cc-~ .52 <.0001
Legend:
2

X = Chi-square

CC= Contingency coefficient

" *Partial missing data
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Table 6

Means for Teacher Ratings of Social Skills for ADHD and

Comparison Children (N=50)

ADHD Comparison
. (N=25) (N=25)
Instrument Mean SD Mean SD F P
ACTeRS
Social Skills 22.8 5.4 29.8 4.5 24.07 <.001
WM

Teacher-preferred

Social Behaviors 49.8 14.0 67.2 9.1 26.99 <.001
Peer-preferred -

Social Behaviors 53.5 14.2 72.1 11.0 26.99. <.001
School Adjustment

Behaviors 34.1 9.1 43.9 6.5 19.07 <.001
Total 137.4 31.4 183.2 24.0 33.57 <.001
TOPS*

Peer Group Entry 15.0 4.6 10.7 3.6 12.37 <,001
Response to

Provocation 31.9 10.1 21.8 6.0 18.55 <.001
Response to ' |

Failure 27.0 8.0 18.0 5.3 21.66 <.001
Response to ‘

Success 7.1 2.9 5.3 2.7 5.19 .027
Social

Expectation ' 26.5. 7.6 18.4 6.8 15.91 <.001
Teacher : ,

Expectations 16.5 5.9 10.0 3.9 20.60 <.001
Total .130.9 36.4 89.5 26.9 20.89 <.001

SRS

Cooperation 11.8 17.0 18.47 <.001
Assertion 9.2 14.7 27.16 <.001
Self-control 11.1 16.4 18.46 <.001
Total 32.1 48.1 31.99 <.001

(table continues)
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Table 6 (Continued)

Legend:

ACTeRS= ADHD: Comprehensive Teacher’s Rating Scale
WM= Walker-McConnell Test of Children’s Social Skills
TOPS= Taxonomy of Problematic Social Situations

SRS= Social Skills Rating System

*High scores of this scale reflect more problems
rather than more social skills.
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Means for Teacher Ratings of Social Skill Deficits and

Social Skill Strengths of ADHD and Comparison Children

(N=50)
'ADHD Comparison
(N=25) (N=25)
Instrument Mean SD ‘Mean SD P
SRS
Acquisition Deficits* :
Cooperation 1.8 2.7 .2 .4 6.86 <.01
Assertion 1.9 2.3 .3 .7 10.29 <.002
Self-control 1.6 2.4 .1 .4 8.70 <.005
Performance Deficits#*
Cooperation 2.1 1.8 1.2-2.1 2.77 .102
Assertion - .4 .8 .2 .5 1.06  .309
Self-control i.6 2.0 .5 1.1 6.31 .015
Social Skill Strengths
Cooperation 3.4 3.2 7.0 2.9 17.87 <.001
Assertion 1.5 1.9 4.6 3.1 17.53 <.001
Self-control 2.8 3.1 6.4 2.8 18.54 <.001

Legend:
SRS= Social Skills Rating Scale

*For deficits, a higher score means more deficits.
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Table 8
Means for Teacher Ratings of Problem Behaviors of ADHD
and Comparison Children (N=50)

ADHD . Comparison
(N=25) - (N=25)
Instrument Mean SD . Mean SD F P

CTRS ' R
Conduct. Problems 8.2 5.6 2.0 1.9 27.13 <.001

SRS Problem Behaviors

Externalizing 4.5 3.2 1.1 1.3 24.31 <.001
Internalizing 4.7 3.2 2.2 2.5 10.36 .002
Hyperactivity 6.2 3.6 2.5 2.3 18.32 <.001
Total Score 15.4 7.3 5.7 4.7 31.00 <.001
CBCL-TRF Behavior Problems

Schizoid-Anxious 5.2 4.7 2.6 2.6 6.22 .016
Social Withdrawal 5.4 5.0 1.5 2.6 11.83 <.001
Unpopular 3.8 4.2 .8 1.3 11.26 .002
Self-Destructive 2.4 3.8 .3 .5 7.44 .009
Obsessive- .

Compulsive 3.1 2.9 .8 1.4 12.64 <.001
Inattentive 13.6 9.4 5.6 6.3 12.37 <.001
Nervous-

Overactive 4.1 3.1 1.4 1.6 14.42 <.001
Aggressive 19.8 15.3 5.3 5.6 18.64 <.001
Total Score 57.3 38.1 18.3 16.9 21.82 <.001

Legend:

CTRS= Conners’ Teacher Rating Scale
SRS= Social Skills Rating System
CBCL-TRF= Child Behavior Checkllst Teacher Report Form
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Table 9

Social Skills Scores of ADHD Children According to
Teachers DSM-III-R Ratings (N=25)

Social Skill Scores

Groups (#) ACTeRS WM TOPS* SRS
Subscale Total Total Total

Group A (9) 25.0 155.8 112.9 41.4
Group B (8) 24.0 145.3 123.3 31.8
Group C (8) 19.1 108.8 158.8 22.1
P-Value NS .002 .02 <.001
Tukey Contrasts A>C,B>C C>A A>C
Legend:

Group A= Children who were rated as having 0-2
DSM-III-R symptoms of ADHD

Group B= Children who were rated as having 3-7
DSM-III-R symptoms of ADHD

Group C= Children who were rated as having 8 or more
DSM-III-R symptoms of ADHD

ACTeRS= ADHD: Comprehensive Teacher’s Rating Scale

WM= Walker-McConnell Test of Children’s Social Skills

TOPS= Taxonomy of Problematic Social Situations

SRS= Social Skills Rating System

*High scores on this scale reflect more problems rather
than more social skills.
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Table 10
Relationship Between Fewer and More Social Skills and

the Variable of Hyperactivity Among ADHD Children(N=25)

Conners Hyperactivity Subscale Scores

Group Subtypes (#) Mean SD. F P

ACTeRS
Social Skills Subscale

Fewer skills group (11) 10.8 6.0
More skills group (14) 5.9 5.2
- 4.77 .04
WM
Total Score
Fewer skills group (12) 11.5 5.0
More skills group (13) 4.9 5.1
10.56 .004
TOPS
Total Score
Fewer skills group. (13) 11.2 5.2
More skills group (12) 4.7 4.9
: 10.50 .004
SRS
Total Score .
Fewer skills group (12) 10.9 5.9
More skills group (13) 5.5 4.9
6.35 .02

Legend:

ACTeRS= ADHD: Comprehensive Teacher’s Rating Scale
WM= Walker-McConnell Test of Children’s Social Skills
TOPS= Taxonomy of Problematic Social Situations

SRS= Social Skills Rating System
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Table 11
Relationship Between Fewer and More Social Skills and
the Variable of Inattention Among ADHD Children (N=25)

CBCL-TRF Inattention Subscale Scores

Group Subtypeé (#) 7 - Mean SD F P

ACTeRS
Social Skills Subscale
Fewer skills group (11) 16.6 10.1
More skills group (14) 11.1 8.4

WM
Total Score
Fewer skills group (12) 20.2
More skills group (13) 7.5

O ©
L]
o N

20.80 <.001%*

TOPS
Total Score

Fewer skills group (13) 16.7 9.8
More skills group (12) 10.2 7.9
3.30 NS
SRS
Total Score
Fewer skills group (12) 20.5 7.9
More skills group . (13) 7.2 5.2
‘ 25.34 <.001%*
Legend:

ACTeRS= ADHD: Comprehensive Teacher’s Rating Scale
WM= Walker-McConnell Test of Children’s Social Skills
TOPS= Taxonomy of Problematic Social Situations

SRS= Social Skills Rating System

*Also significant at p<.05 for the ACTeRS Attention
Subscale
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Table 12
Relationship Between Fewer and More Social Skills and
the Variable of Problem Behaviors Among ADHD Children
(N=25)

SRS Problem Behaviors Subscale Scores

Group Subtypes (#) Mean SD F P
ACTeRS
Social Skills Subscale
More skills group (14) 11.9 5.1
Fewer skills group (11) 19.9 7.5
10.12 .004
WM
Total Score
More Skills Group (13) 12.4 5.8
Fewer Skills Group (12) 18.7 7.6
5.52 .03
TOPS
Total Score ‘
More skills group (12) 10.7 6.4
Fewer skills group (13) 19.8 5.3

15.05 <.001

SRS
Total Score : .
More skills group (13) 12.4 5.7
Fewer skills group (12) 18.6 7.7

Legend:

ACTeRS= ADHD: Comprehensive Teacher’s Rating Scale
WM= Walker-McConnell Test of Children’s Social Skills
TOPS= Taxonomy of Problematic Social Situations

SRS= Social Skills Rating System
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Relationship Between Fewer and More Social Skills and

the Variable of Aggression Among ADHD Children (N=25)

CBCL-TRF Aggression Subscale Scores

Group Subtypes (#) Mean SD F P
ACTeRS
Social Skills Subscale
Fewer skills group (11) 29.4 15.4
More skills group (14) 12.4 10.7
10.59 . 005
WM
Total Score
Fewer skills group (12) 29.8 13.8
More skills group (13) 10.7 10.3
15.41 <.001
TOPS
Total Score
Fewer skills group (13) 30.3 11.7
More skills group (12) 8.5 9.6
25.45 <,001
SRS
Total Score ‘ . .
Fewer skills group (12) 28.8 15.5
More skills group (13) 11.6 9.8
11.04 .003

Legend:

ACTeRS= ADHD: Comprehensive Teacher’

s Rating Scale

WM= Walker-McConnell Test of Children’s Social Skills
TOPS= Taxonomy of Problematic Social Situations
SRS= Social Skills Rating System
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Table 14
Relationship Between Fewer and More Social Skills and
the Variable ofVOngsitionalitz Among ADHD Children
(N=25)

ACTeRS Oppositionality Subscale Scores

Group Subtypes (#) Mean SD .. F P

ACTeRS
Social Skills Subscale :
Fewer skills group (11) 16.7 6.1
More skills group (14) 9.6 3.7

12.94 .002
WM )
Total Score
Fewer skills group (12) 16.3 5.9
More skills group (13) 9.5 3.9
11.19 .003

TOPS
Total Score
Fewer skills group (13) 16.6 5.
More skills group (12) 8.6 3

20.31 <.001

SRS
Total Score
Fewer Skills Group (12) 16.0 6.4
More SKkills Group (13) 9.8 3.8
9.04 .006

Legend:

ACTeRS= ADHD: Comprehensive Teacher’s Rating Scale
WM= Walker-McConnell Test of Children’s Social Skills
TOPS= Taxonomy of Problematic Social Situations

SRS= Social Skills Rating System
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Appendix A
Review of the Literature
Introduction

Social skills have traditionally been viewed as an
aspect of "personality" and have thus been considered
stable traits that are fixed énd unalterable (Hazel &
Schumaker, 1988). ‘Understanding the assumptions that
have been‘made about the nature of social‘skills helps
explain why professionals have failed to intervene with
populations known to have social skills deficits, such
as children and adults who are emotionally disturbed.
Interest in social skills dates back to the early
1930’s, when the first sociometric test was developed,
but did not gain any real attention until the late
sixties when the thrust toward deinstitutionalization
of adults was initiated (Walker, 1988). However, it
has only been in the last five years that seventy-five
percent of all published articles in this area have
appeared (Gresham, 1988).

A major reason social skills assessment and social
skills training programs have received so much |
attention in recent years are the research findings
that individuals lacking in social competence
experience poor long term outcomes. Several authors

have shown that social skills deficits in childhood
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characterized by aggressive behavior are a prime
predictor of later éggression and antisocial behavior
as well as other types of adult psychopathoclogy
(Hartup, 1983; Loeber & Dishion, 1983; Robins, 1979).
Hazel & Schumaker (1988) cite a plethora of studies
linking inadequate social ability to such problems as
juvenile delinquency, dropping out of school,
dishonorable discharges from the army, and Qarious
mental heélth problems in adulthood.

The research on social skills problems of children
with learning disabilities (LD) is fairly substantial
regarding the range and severity of problems (Bryan,
1988; Gresham & Reschly, 1986; Hazel & Schumaker, 1988;
McConaughy & Ritter, 1986). Social perception problems
are frequently cited in the learning disability (LD)
literature. It has been postulated that peers tend to
reject hyperactive children because they also do not
respond appropriately to social cues (Campbell &
Paulauskas, 1979; Levine, 1987). Since estimates of
the co-occurrence of Attention Deficit Disorder (ADD)
and LD range from sixty to eighty percent (Barkiey,/
1981), this may be the basis for the social
misperception. However, this association is only

conjectural at this point and awaits further research.
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As a basis for this research on the nature of
social skills in children with ADD, literature is
reviewed in the areas of defining social skills and
social competence, social skills assessment, social
skills and lea;ning disabilitiés, and social skills and
attention deficit disorders. Because the theoretical
perspective adopted for this research is a behavioral
approach;iqombining information processing, cognitive-
behavioral and social learning theories, a review of
recent research on social skills using these frameworks
will also be included.
Defining Social Skills and Social Competence

According fo McFall (1982), two general approaches
have been used to conceptualize social skills. One is
a trait model, which considers social skills to be an
underlying response predisposition that is cross-
situational in nature; the other is a molecular model,
which considers social skills to be discrete, social
situation-specific behaviors. McFall faults both of
these approaches in that the trait model is too
abstract and has 1little eﬁpirical data to support it,
and the molecular model is too specific and of limited
usefullness to researchers intefested in making
behavioral predictions. Gresham (1986) concludes that

there is a need for rapprochement between the trait and
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molecular models of social skills. 1In his view,
however, there is no such model currently in existence,
which leaves social skills as "a construct in need of
further conceptualization and theoretical refinement"
(Gresham, 1986, p.145.).

A closely related but separate concept to the
notion of social skill is that of sociai competence.
Social skill has been broadly defined as a discrete
learned response, whereas social competence is viewed
as the socially acceptable performance 6f a smoothly
progressing sequence of numerous responses (Hazel &
Schumaker, 1988). Thus, social skills are viewed as
the observable, specific behaviors that an individual
demonstrates to pefform competently on a social task.
Social competence, on the other hand, is viewed as a
more subjective, valuative term based on judgments by
others or some other criterion that a person has
performed adequately (Gfesham, 1986) .

Gresham (1983) considers specific behaviors to be
socially competent only if they predict important
outcomes, like peer acceptance, adulf aéceptance :
(especially significant adults like parents and
teachers), mental health, lack of involvement with the
juvenile authorities, school adjustment, etc. This has

been termed the "social validity" approach to social
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competence. Greenspan (1981) describes social validity
as content-oriented and suggests that there are at
least two other definitional approaches to social
competence: process and ou;come—oriented approaches.
The process-oriented approach is skill oriented in that
it focuses on interpersonal processes like knowledge,
attitudés, and perceptions of an individual that lead
to socially competent outcomes. The outcome-oriented
approach focusses exclusively on the immediate outcomes
or results of displaying situation specific social
behaviors. Lack of agreement regarding basic
definitions has resulted in the social skills
literature being very fragmented, making it difficult
to compare research results or to form a cumulative
theoretical base for social skills interventions.
Social Skills Assessment

A variety of social skills assessment approaches
have been described in the literature, including
sociometfic assessments, direct observation in natural
environments, behavioral role plays, teacher and parent
rating scales, self-reportg, and self monitoring
(Greshan, 1988){ These various assessment procedures
can be classified accofding to the whether the purpose
of the assessment is identification/classification or

intervention/therapy (Gresham, 1986). The criteria
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Gresham uses to determine whether the approach is
considered an identification or intervention approach
depends upon the degree to which it érovides a
functional analysis of behavior e.g. describes the
antecedent, sequential, and consequent conditions
surrounding the behavior. Uéingfthisﬂcriteria,
assessment procedures such és éociometricg, parent and
teacher ratings, self reports, and role—plays would be
appropriate to use for identification of children in
need of social skills training whereas direct
observations, behavioral role plays, behavioral
interviews, and self-monitoring would be considered
appropriate for planning specific intervention
approaches.

Although it is commonly felt that direct
observation is the hallmark of behavioral assessment,
this is rarely possiblg in the context of social
behavior (Becker & Heimberg,‘1988). In other words,
the nature of social behavior is such that it may only
occur when it is not being observed. There are also
many practical dilemmas involved in the direct
observation of social behaviors in naturally occurring
situations in that social beha&iors occur at

unpredictable times and places. As a result, role play
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assessment strategies are often substituted for direct
observation strategies.

Hazel & Schumaker (1988) lament that a single
assessment tool is not available and have called for
the development and validation of assessment tools that
would meet the followiﬁg criteria: a) based on an
individual’s empirically validated social skill
deficits, b) psychometrically acceptable, c) practical
to use in schoolAsettihgs, d) spans the age ranges, and
e) allows for assessment of all the verbal and non-
verbal skills required for social competence. They
suggest that two such instruments would be desirable: a
global screening device for identifying children with
social skills deficits and a more focussed assessment
to pinpoint specific skill deficits and measure
treatment outcomes. In contrast, Gresham (1988) argues
that social skills should be multi—operationaliéed,
using numerous types of assessment procedures to
document convergent and discriminant validation.

Unfortunately, the literature on assessment of
social skill deficits has seriously lagged behind the
literature on therapeutic interventions (Hughes & Hall,
1985). There also has been a striking lack of a
developmental approach to the study of social skills in

children; we still do not know what skills are
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important for what ages, the differences in social
skills among males and females at various ages, and how
social skills deficits can best be remediated (Greshanm,
1986). A taxonomy of social skills is also needed,

" organized according to scope and sequence (Hazel &
Schumaker, 1988). Gresham’(1986) also cites
classification of various subtypes of social skills
problems as in need of further research.
Social Skills and Learning Disabilities

According to Bryan (1988), voluminoﬁs research
accumulated over the past fifteen years has
consistently found learning disabled children to have
poor social skillé‘and low social status among peers.
In every arena of social skills that have been studied,
learning disabled children have performed more poorly
than normal peers. Studies indicate that only two to
seventeen percent of learning disabled students do not
exhibit social skills deficits (Gresham & Reschly,
1986). Although there is a very high positive
correlation between learning disabilities and social
skills deficits, it is not clear whether social skills
deficits result from the same primary processes that
lead to academic failure in learning disabilities or
from the secondary processes of academic failure,

rejection, etc. Bruck (1986) hypothesizes that both
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internal cognitive/psychological and external social
pressures interact to cause social skill deficits in
learning disabled children.

Despite the overwhelming evidence that a majority
of learning disabled students have social skills
deficits, these problems have largely been ignored in
this population, as evidenced by the following
omissions: a lack of reference to social skills
problems in the definition of learning disabilities, a
lack of diaénostic tests ahd procedures to assess
social skill problems, a lack of inclusion on student’s
Individual Education Plans, and a lack of professional
training to prebare teachers to deal with social skills
problems (Bryan, 1988). Gresham (1988) laments that
the field of learning disabilities has overemphasized
cognitive and academic deficits at the expense of
social deficits. Bryan (1988, p. 347) echoes this
concern, noting that children’s views of their self-
concept and peer status mediate their responsiveness to
our education attempts and can make them "hard to reach
and hard to teach".

It was not until the National Conference on
Learning Disabilities held in 1987 that recommendations
were made to revise the defihition of learning

disabilities in Public Law 94-142 to include social



skill deficits. The U.S. Interagency Committee on

Learning Disabilities proposed the following

modifications (changes underlined):
Learning disabilities is a generic term that
refers to a Héterogenequs group of disorders
manifested by significant difficulties in the
acquisition and use of listening, speaking,
reading, writing, reasoniné, or
mathematical abilities, or of social skills.
These disorders are iﬁtrinsic{to the
individual and presumed to be due to central
nervous system dysfunction. Even though a
learning disability may occur concomitantly
with other handicapping conditions (e.qg.,
sensory impairment, mental retardation,

social and emotional disturbance) ,with

socioenvironmental influences (e.g., cultural
differences, insufficient or inappropriate
instruction, psychogenic factors), and
especially with attention deficit disorder,
all 6f which may cause learning problems, a
learning disability is not the direct result
of those conditions or influences (Kavanagh &

Truss, 1988, p. 550).
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In addition to definitional changes, the
proceedings from the National Conference on learning
disabilities addressed numerous policy issues in the
provision of social skills services through the school,
noting they are not just matters of science but matters
of values and resources. |

Regarding'diréétions for future research, Bryan
(1988) called for studies to investigate if children
with other handicaps experience similar problems in the
social domain. She concluded that cross cafegorical
research that,cbmpares social status and social
problems of children with different handicaps would
greatly enhance our knowledge of handicaps and the
needs of children with varying degrees and types of
handicaps.

Many of the references to social perception
problems in LD children émphasize the cognitive-
structural viewpoint, citing\a lack of empathy or
social role taking as the probable source of difficulty
(Bachara,1976; Bader, 1975). Bruno (1981) attributes
social perception problems in LD children to visual"
distractibility. Siegal (1970) underscores the
importance of attending to noﬁ—verbél cues in
communication by documenting‘that words aione account

for only seven percent of an intended message. The



87
remaining ninety-three percent of the message is
communicated through tone of voice, facial expression
and other non-verbal body language. Kronick (1981)
concluded that, "Learning disabilities are, in effect,
disorganization at the level of decoding, memory, and
encoding. As a result, disorganization, at some level
of functiéningymay underlie much of the social
inadequacy of the learning disabled (p.99)." Included
in Kronicks’ definiﬁion of LD is a deficit in the
organization of social information processing.

Social Skills and Attention Deficit Disorder

In the recently revised third edition of the
Diagnostic and Statistics Manual of Men;al Disorders
(DSM-III-R) published by the American Psychiatric
Association (1987), the term "Attention-deficit
Hyperactivity Disorder" (ADHD) is used to describe a
disorder typically characterized by inattention,
impulsivity, and hyperacti?ity. In order to meet the
criteria for a diagnosis bf~ADHﬁ a child must exhibit
an onset of symptoms before age seven which have lasted
for at least six months. They must also demonstrate at
least eight oflthe fourteen behavioral criteria listed
in the DSM-III-R, which include such features as
fidgeting with hands or feet, being distracted by

extraneous stimuli, and blurting out answers to
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questions before they have beén completed. No
reference is made to peer relationship problems or
social skills deficits among this list of symptoms.

The classification of ADHD is subsumed under
"Disruptive Behavior Disorders", which also includes
"Conduct bisorders" and WOppdsitional’Defiant
Disorders;" Aécording to‘the DSM—iII-R; the syndrome
of ADHD is six to nine times more common in males than
females.

The term "Undifferentiated‘Attention Deficit
Disorder" (UADD) is located under "Other Disorders of
Infancy, Cchildhood, or Adolescence" along with a
diverse grouping of other terms. Only the persistence
of developmentally inappropriate and marked inattention
is described as a defining hallmark for diagnosis. As
with ADHD, no mention is made of social skills
deficits. The proportion of UADD to ADHD is unknown
due to the difficulty in diagnosis and the lack of
epidemiological studieélbn this population. 1In all
probability, children with ADHD are seen with greater
frequency due to the ekternalizing nature of their
symptohs.

The terms ADHD and UADD reflect the most recent of
a historic series of terms which haQe progressed from

brain injured, to minimal brain damage, to hyperkinesis
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and attention deficit disorder with and without
hyperactivity (Shaywitz & Shaywitz, 1988). Each of
these terms reflect changes in thought on the etiology,
symptoms, and treatment of the disorder (Barkley,
1981). Today it still remains an elusive syndrome with
mixed features, resulfing‘in inconsistent labeling and
management. Due in part toEthis«confusion, the
prevalence of ADD is thought to range énywhere from two
to twenty percent of the childhood population- and
represent the most common condition referred to
psychiatric clinics in the United States
(Barkley,1981).

The primary (unlearned) symptoms noted in ADHD are
inattentiveness, impulsivity and hyperactivity. (
Secondary emotional problems also frequently occur in
the ADD child. They often occur before the child is
diagnosed, /when thé treatment is inadequate, or when
the child experienées persistent stressful
interper;onal relations wiﬁh family, peers, and
teachers. Common secondary (learned) symptoms include
poor self-esteemn, depreséibn; boorYanger control and
excessive aggressiveness'(Burks, 1977; Shaywitz &
Shaywitz, 1988). Aggressive behavior is a key
predictor of later difficulfies in children (Loney,

Kramer, & Milich, 1981.) Burks (1977) refers to these
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secondary symptoms as defenses acquired by the child to
cope with a hostile and rejecting environment.

Despite numerous anecdotal reports and burgeoning
research evidence that the social realm is particularly
problematic for a majority of children with attention
deficits, little systematic effort has been made to
incorporate social skills problems as a defining
feature of attention deficit disorder or emphasize the
importance of social skills training in behavioral
management programs. According to Whalen ana Henker
(1985), "Social difficulties are woven into the fabric
of this disorder, yet they are only given perfunctory
treatment in clinical settings" (p. 471).

One reason for this problem is the lack of a
commonly accepted definition of social skills and
social competence. Another problem is lack of adequate
assessment tools to help identify/classify social
skills problems and a lack of program planning tools to
help tailor an intervention/therapy program to the
child’s specific social skill knowledge and/or
performance deficits.

Most of the approaches to social skill definition
and remediation have been based on a behavioristic
model involving numerous éequences of specific

behaviors. Bryan (1988) criticizes this approach
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because it requires that we assess and teach a myriad
of social skills that do not take into account
situational variables. She suggests that we instead
focus our efforts on developing an information-
processing approach to social skills. Bryan justifies
this recommendation based on the argﬁments that the
definition of learning disabilities\contained in P.L.
94-142 is based on informafion processing theory
constructs (e.g. listening, talking, and thihking),
research in learning disabilities has found that
components of information proceséing differentiate
learning disabled from normal peers, and it would
provide a moréieconomical énd heuristiq route to social
skill assessment and intervention.

A Social Information Processing Approach to‘Social
Skills

The social inférmaﬁion processing approach to
sociai skills is based on social exchange theory, which
is a unique blend of cégnitive behavioral theory,
information préceséing theory, and social learning
theory. Dodge and his associates at Vanderbuilt are
the major developers of this theory. They have
focussed considerable effort on describing intention-
cue detection deficits and biases in aggressive boys.

Their studies have contributed the following
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significant findings to the literature on this subgroup
of clinically deviant boys: a) they infer hostile
intention to ambiguous social cues, b) they are more
likely to be treated aggressively by their peers,
resulting in aﬁ esqalating cycle of reputation and
behavior (Dodge, 1980), 6)’pheyvexhibit a biased recall
of hostile cues, d) they exﬁibit a paranoid bias toward
cues directed toward tﬁeméelveé but not thoée directed
toward more popular peers (Dodge and Frame, 1982), e)
they infer hostiie intentions to prosocial cues, f£)
they exhibit‘g developmental deficit in the acquisition
of intention-cue detection ékills (Dodge, Murphy, and
Buchsbaum, 1984), and g) they exhibit exaggerated
hostile attribution biases gnd deficits under
conditions of threat (Dodge, Coie, & Brakke, 1982;
Dodge & Somberg,. 1987). In addition to cue
detection/intentioﬁ deficits and biases, Richard &
Dodge (1982) have also,aemohstrated that aggressive
boys are also deficientyin’the generating alternative
solutions when faced with éognitive problem-solving
tasks.

According to Milich and Dodge (1984), the patterns
found in these studies suggest a model of social
information processing in aggressive boys. This model

describes aggressive boys as exhibiting deficiencies in
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regarding the peers intentions, and results in the
generation of fewer and inappropriately aggressive
responses to problem situations, especially when
provocation is involved. The aggressive behavior
routinely demonstrated by these boys leads peers to
reject them which, in turn, serves to reinforce and
perpetuate their dgficienﬁ and»biaéed information
processing. Milich‘ahd Dodge (1984) demonstrated that
although these findings have been reported to describe
the behavior of aggressive boys, they also fit other
diagnostic éfqups of impaired children, such as those
exhibiting hyberactivity wifh aggressive features.

What is not clear from this study is whether children
with hyperactivity without aggressive features’were
similarly deficient;

In addition/tO‘Specifying component skill deficits
and biases in aggressiVe boys, Dodge, McClaskey and
Feldman (1985) have also generated and evaluated a
taxonomy of the situations and tasks most likely to
lead deviant children to experience social
difficulties. This resulted in a forty-four item scale
entitled Taxonomy of Probleﬁatic Social éituations for
Children. Item analysis of this scale identified six
factors or social task cluster items: a) peer group

entry, b) response to peer provocation, c) response to
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failure, d) response to success, e) social
expectations, and f) teacher expectations. Pilot work
has verified that teachers using this scale are able to
correctly identify populations of deviant and adjusted
children. |

Dddge emphasizes the)ciinical usefulness of
investigéting both the natufe,of pfoblematiq situations
for children as well as their particular component
skill deficits as a model of clinical assesément
(Dodge, 1985; Dodge & Murphy, 1984). The implication
is that psychodiagnostic classification could proceed
along two schemes: a) subtyping children according to
the social siﬁﬁation in which~they display socially
deviant behavior, or b) classifying incompetent
children into groups who display various processing
deficiencies. Dodge, Pettit, McClaskey & Brown (1986)
suggest that some combination of both is probably
needed. |

Pettit, Dodge, and Brown .(1988) conducted a ground
breaklng study to begin documentlng the existence of
differences in famlly and social relationship histories
among children who are socially rejected. They found
that compared to popular childfen, socially rejected
children are reared under less advantageous

circumstances, with fewer opportunities for positive
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interactions with parents and peers, and with greater
exposure to physical aggression that was both endorsed
and practiced by their parents. These authors noted,
however, that all the findings were probably biased
somewhat by the ext;emity of their sample. Thus, it
was recommendgd that future research compare the soéial
information pfoces;ingﬂof bothwdiSAdvantaged and non-
disadvantaged youth.

A Social Learning Theory Approach to Social Skills
According to Gresham (1986), most
conceptualizations of social skills deficits have
revolved around sociometric or behavioral definitions.
Gresham suggests a different heuristic for
categorization of social skills deficits based on
Bandura’s (1977) social learning theory. He views
skill deficits, performance deficits, and self-control
deficits as subtypes of social skill problems. These
subtypes are based on assessment of frequencies,
durations, and infensitiés of social behaviors
(Gresham, 1981a). Asséésﬁents are typically obtaine@
via behavioral observations and behavioral rating
scales, both of which can be concepﬁualized within the
behavioral asséssment construct system. Although
sociometric assessment has been in existence almost

sixty years, it is not typically associated with the
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behavioral assessment tradition. However, behavioral
intervention programs often employ sociometrics as a
pretest to select rejected or isolated children for
social skills training and again as a post-test to
evaluate the success of the program. There are at
least two reasons for ﬁsing a non-sﬁandard behavioral
assessment like sociometrics in social skills training
programs. The first is that this approach measures a
socially important outcome e.g. peer acceptance or
rejection. The second is that few alternatives have
been available until recently. However, there are
numerous disadvantages to using sociometrics as a sole
selection and outcome measure in social skills training
programs: they are reactive if used on a regular
basis, they provide limited diagnostic information
concerning the exact nature of the social skill
problem, and they are subject to numerous threats to
internal validity e.g. regression to the mean,
maturation, experimental mortality, and interactive
effects (Gresham, 1981a).

Behavioral observations provide useful
information, but have the drawback of being time-
consuming, difficult to code, and lacking in concurrent
and predictive validity (Greshaﬁ, 1981a). On the other

hand, behavior rating scales have the advantages of
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being quick, easy, and valid measurement instruments
(Edelbrock & Réncurello, 1985). Traditional
psychiatric assessment of children with emotional
problems via DSM-III-R categories has been‘challenged
in favor of more clinically useful, reliable, and
empirically Based behavior féting scales (Achenbach &
Edelbrock, 1978; Achenbach,41985). A major criticism
of the DSM-III-R is that it is based én mixtures of
theoretical inferences and generalized descriptions of
behavior with no mechanisms for operationalizing them.
With the aid of powerful multivariate techniques, more
coherent taxoﬁomic frameworks for the study of
psychopathology in children have been developed. The
Child Behavior -Checklist is‘perhaps the most well known
and technically adequate of(these classification
systems (Achenbach & Edelbrock, 1983). Parallel forms
of this parent checklist héve been developed for other
informants, including teachers, trained observers, and
the children themselves (Achénbach & Edelbrock, 1986).
Other rating scales have been developed in a similar
fashion for the identification of specific childhood
problems such as hyperaétivity (Conners; 1969, 1973,
1990). Several studies ‘'support the convergeﬁt and
discriminant validity of the Achenbach and Conners

scales (Achenbach & Edelbrock, 1983; Edelbrock & Reed,
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1984; Weissman, Orvaschel, & Padian, 1980). Other
studies have demonstrated strong relations between
these statistically derived behavior problem syndromes
and several DSM-III-R diagnoses (Edelbrock & Costello,
1988).

For years teacher ratings have been used as a
primary source of échoql referral for assessment and
intervention with children having learning ‘disabilities
and behavior problems, but ohly within the last decade
have researcﬁers demonstrated the empirical accuracy
and efficiency of teacher ratings in social skills
assessment (Gresham, 1981a;)Connolly; 1983; Greshan,
1986). Unfortunately, few Eommercially produced social
skill rating scales have been available until recently.
For example, the Walker-McConnell Scale of Social
Competence and School Adjustment was published in 1987
and the Gresham Social Skills Rating System was
published in 1990. Although thgse rating scales have
been demonstrated to be valid and technically accurate,
their usefulness in identifying specific subtypes of
socially unskilled chiidreh who are in need of
remediation and their ability to measure post-treatment

changes remains to be seen.
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Theoretical Framework

The behavioral model of social skills chosen for
this research conceptualizes social behavior in terms
of discrete, observable behavioral units but also takes
into account the influence of mediational processes on
observable behaviors. The basic elements of this
behavioral model are a stimulus, an organism, a
response; and a consequence (Gresham & Elliott, 1990).
The stimulus is defined as the people or events that
precede an action and are believed by the child to
initiate the action. The organism is considered to be
the child and his mediational processes, which include
emotions and thouéhts. A response is viewed as the
overt reactions of the child to a perceived stimulus.

A consequence is conceptualized as the child’s
perceived reactions to the response.

According to Michelson, Sugai, Wood, and Kazdin
(1983), there are five assumptions fundamental to
behavioral conceptualizatiéns of social skills. The
first is that social skills are basically acquired
through learning that invo;ves observation, modeling,
rehearsal, and feedback. The second assumption is that
social skills include both verbal and nonverbal
behaviors that are specific and discrete. The third

assumption is that social skills involve both
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initiations of behavior and responses to the behavior
of others. The fourth assumption specifies that social
skills are interactive by nature. Lastly, assumption
five emphasizes the situational specificity of social
skills.

Gresham (1981a, 1981b, 1982) advocates a
behavioral model of social skills that is heavily
grounded in social learning theory. He has modified
and extended Bandura’s distinction between acquisition
and performance of behavior by describing four subtypes
of social skill problens: a) skill‘deficits, b)
performance deficits, c) self-control skill deficits,
and d) self-control performance deficits. The basis
for differentiation among these categories is whether
or not the child knows how to perform a particular
social skill and whether\or not there are any emotional
arousal responses (like anxiety, anger, or impulsivity)
inhibiting the acquisition or performance of the skill.

Dodge and his aésociates have developed a social
exchange model of children’s social behavior which
emphasizes the cognitive behavioral and information
processing aspects of social skills. (Dodge, Pettit,
McClaskey, & Brown; 1986). This model conceptualizes
social behavior along two dimensionsf The first

dimension is the context within which the child
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processes a set of environmental cues, which is
concretely expressed in terms of specific social tasks.
The second dimension is the child’s skill in social
information processing, which he describes as occurring
in five»separable, sequential steps: a) encoding
social cues, b) mental representation’of cues, c)
accessing of potential behavioral responses, d)
evaluation and seléction of a respoﬁse, and e)
enactment of the response. Research has demonstrated
that measureé of each of the five processing steps are
predictive of children’s competence and success at a
social task andfthat the child’s behavior varies
significantly aéross different tasks. The advantages
of the social exchange model over traditional
cognitive-structuralists modéls is that it a) specifies
the processes of children’s cognitions, b) indicates
how a particular fofm of social cognition leads to a
particular behavioral output, and c) accounts for the
tremendous variation(ih chi}&ren’s social behavior
across different situations (Dodge, Pettit, McClaskey,
& Brown, 1986). '

Although both éf the specific modeis described
above guide this research, only those aspects of social
skills that can be evaluated via a survey approach

(using behavior rating scales) will be assessed.
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Hence, the focus of this study will be on situationally
specific, observable behaviors rather than cognitive
mediational processes.

Numerous rating scales have been deveioped in
recent years that are technically superior to their
predecessors. The Socialtskills ﬁating System focuses
on the prosoqial behaviors of qoopération, assertion,
and seif—control as wéll as antisocial behaviors and
social skil; strengths thaﬁ either facilitate;or
inhibit social competence kGresham & Elliot, 1984).

The Walker—Mcéonnel Scale of S§¢ial Competence and
School Adjustment measures teacher and peer related
interpersonal social skills and also adaptive behavior
required in the classroom setting (Walker & McConnell,
1987). The social information processing approach
assesses social beﬁaviors that aré situation-specific
and emphasizes cognitive processing aspects versus
overt behavioral respénses'(Dodge & Murphy, 1984).
Because it is unknown which of the domains sampled by
the assessment tools described are critical to ADHD
children, a variety of behavioral rafing scales wili be
used to explore the nature of social skill problems of
this populétion group. Hopefully, their combined
results will be more "socially valid" e.g. predict

important outcomes, and whether they are sensitive
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enough to pinpoint the types of social skill deficits
that result in the rejection of ADHD children.

In summary, recent literature has documented
numerous instances of social skills problems in
children with learning disabilities and attention
deficit disorders. Although the research on social
skills problems of children with learning disabilities
is fairly substantial regarding the range and severity
of problems, fhe information regarding social skills
problems in'chiidren with attention deficit disorder is
still sketchy, often anecdotal in nature, and
frequently defined only in terms of negative
sociometric outcomes. Unfortunately, this information
only tells us that the ADHD child is often rejected but
does not provide us with any information about which
specific social skills are lacking, what interfering
behaviors exist, or which situations are the most
problematic.

Key Issues

If social skill deficits do exist in ADHD
children, it is important to know if these deficits are
acquisition or performance deficits. Do they perform
adequately some of the time? If so; this would suggest
that they know how to perform the skill but are not

doing so consistently. Or are they never observed to
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perform the skill? This might suggest that they have
never actually learned the skill in question. Also of
interest are the social skill strengths that ADHD
children possess which might be used as the basis for
remediation proérams.

If social skill deficits do exist in ADHD
children, it is also important to determine if subtypes
of socially skilled and less skilled children exist.

If so, factors associated with the socially less
skilled subgroup need to be identified. For example,
which of the following factors might be significantly
associated with social skill deficits in ADHD children:
a) features of the primary disability e.gq.
hyperactivity, inattention, and impulsiveness, b)
secondary behavioral problems, such as aggressive or
oppositional behavior, and/or c) co-occurring learning
disabilities or severe emotional problems? We must
also determine whether‘ADHD children experience social
skill problems consistently across different
situations, e.g. peer group entry or peer group
provocation, or if‘only specific typeé of situations
are problematic.

An abundance'of descriptive data are still needed
regarding the social skills of ADHD children.

Comparative data regarding non-ADHD children are also
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necessary in order to put the findings of social skills
in ADHD children in perspective. Further comparisons
among ADHD children themselves is also important to
determine if subtypes of socially skilled and less
skilled ADHD children exist.

Purpose of the Study

The main purpose of this study is to determine if
differences exist between ADHD boys and a comparison
group. A comprehensive assessment of social skills in
ADHD children will be conducted utiiizing a number of
behavioral rating scales that measure global and
specific behavioral functioning, discrete social
skills, and problematic social situations. Family and
treatment background variables will be also be
described. Children without learning disabilities and
severe emotional problems comprise the sample in order
to control for the possible confounding effects of
these important variables on the results of this study.
A case-control\methodoldgy is utilized to minimize the
threats to external validity posed by the selection of
a separate control group that may have been -
significantly different on a hidden intervening
variable.

It is hoped that by accounting for the influence

of learning disabilities and/or severe emotional
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problems, using a case-control methodology, and
administering a variety of technically sound social
skills rating scales, the accuracy and breadth of
information obtained from this study will conffibute
significantly to the sparse body of data currently
existing on the nature of social skill problems in ADHD
children.

Conceptual Hypotheses

The copceptual hypotheses for this study are as
follows: |

1) Preadolescent boys with ADHD will be reported
to have fewer social skills than a comparison group
matched on race and classroom.

2) There will be no differences between
preadolescent ADHD boys and the comparison group in
regard to skill acquisition deficits, but ADHD boys
will have more performance deficits, more problem
behaviors, and fewer social skill strengths.

3) Subtypes of sociall& mgre skilled and less
skilled ADHD boys can be differentiated on external
variables. |

4) There will be no differences between socially
more skilled and less skilled ADHD boys in regard to

IQ, grade level, or socio-economic status.
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5) Socially less skilled ADHD boys will be
reported to be more hyperactive, inattentive,
aggressive, and oppositionAI than socially more skilled

ADHD boys.
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Appendix B
Methods

The social skill abilities of a clinical sample of
ADHD boys(and a comparison éroup of boys not diagnosed
as ADHD were dgscribed{according to~ajvariety of
technically sound\behaQibral rating scales. Discrete
'social skill abilities; such as cooperation, assertion,
and self-control were assegsed. Specific behaviors
such as hfperactivity, inattention, aggressiveness, and
oppositionaiitY’were measured to determine if they
interfere with the ADHD child’s prosocial behaviors.
Social situations that create the most problems for
ADHD children and the norma}ycbmparison group were also
identified. Finally, social‘skill strengths were
assessed and social skill deficits differentiated
according to whether they were acquisition or
performance problems.
Research Design

This study employed a sample survey design.
Survey designs study samples selected from the
population to>det¢rmine the relative incidence,
distribution, and interrelation of specific variables
(Kerlinger, 1986). The specific variables of interest
were the social skill abilities of ADHD children. The

type of survey used was a mailed questionnaire.
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The design methodologies utilized were descriptive
and causal-comparative. The purpose of descriptive
research is to "...describe systematically the facts
and characteristics of a given population or area of
interest, factually and accurately" (Isaac & Michael,
1981, p. 48). A maior objective of this study was to
determine if preadolescent boys with ADHD have social
skill problems and, if so, what thesé specific problems
are. The purpose of causal comparative research is to
", ..investigate possible cause-and-effect relationships
by observing some existing consequence and searching
back through the data for plausible causal factors"
(Isaac & Michael, 1981, p. 50). A causal-comparative
methodology was used to compare the differences between
subtypes of socially more skilled and less skilled ADHD
children, based on rating scale information,
demographic data, and family profiles. This
methodology also was used to determine the possible
causes of social skill deficits in ADHD children by
looking at differences between ADHD children and a
normal compafison group. A case control appfoach was
utilized for this purpose. According to Schlesselman
(1982), the case-control approach follows a paradigm
which proceeds from effect to cause: Individuals with

a particular condition (the cases) are compared with
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individuals without the condition (the controls) in
terms of existing or past attributes thought to be
relevant to the development of the condition under
study.

Subjects

Fiftyvpreadolescent béyé between the ages of seven
and eleven years comprised the research sample. Both
the clinical sample of ADHD children and the.comparison
group consisted of twenty-five children each. Boys
were chosen iﬁstead of girls because of their over-
representation in the diagnosed condition of ADHD
(6:1). Another reason for differentiating the sample
by gender was to identify patterns of problems that
exist among male children that might otherwise be
obscured by analyses performed on heterogeneous samples
(Achenbach & Edelbrock, 1978).

The clinical sample consisted of ADHD boys without
specific learning disabilities (except auditory memory
deficits and dysgraphia), serious emotional
disturbance, or major physical handicaps in an effort
to control for potential céﬁfoundiﬁg effécts from these
factors. The specific selection criteria used in this

study are shown in Table 1.
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Insert Table 1 about here

The comparison group consisted of twenty-five boys
not diagnosed with ADHD who were members of the same
classrooms and who were matched on race. Teachers were
instructéd to use a systematic guthorrdeveloped
selection process.

Procedure and Measurement

The approach to obtaining the clinical sample of
ADHD boys was a chart review utiliéing the selection
criteria described above. The sampie was selected from
the caseload of a developmental pediatrician,
specializing in the care of ADHD children, who is
located in a major metropolitan area of one
southwestern state. An outpatient, clinic-based
population of only one physician was chosen for several
reasons. First, this populétion represented the
largest single grouping of ADHD clients in the étate.
Second, it was desired to select children who were
typical of those functioning in the community rather
than in-patients in psychiatric units. kThis strategy
was intended-to avoid the confounding effects of more
seriously disturbed ADHD children with co-occurring

psychiatric disorders. Last, it was hoped that by
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using only one well trained and experienced physician
to diagnose the clinical sample, potential confounding
effects of different approaches to diagnosis could be
avoided and a more homogeneous ADHD population could be
obtained.

The diagnosis of ADHD/made by the developmental
pediatrician was based on the chila exhibiting at least
eight of the fourteen criteria for ADHD described in
the DSM-III-R as well as the physician’s clinical
judgement regarding the presence of other factors,
including family, genetic, developmental, and
behavioral history, parent and teacher reports
regarding the pervasiveness of the problem, and
presence of neurolbgical soft signs.

The chart review yielded thirty-six ADHD
preadolescent boys who met the above stated criteria.
All of these families were mailed invitations to
participate in the study by the developmental
pediatrician. (Seg Appendix E for consent forms and
letters.) The families were assured that participation
in the study was strictly voluntary and that no
negative consequences would occur if they declined"to
participate. They were also assured of complete
anonymity in the reporting of results. Prepaid return

envelopes were included along with a consent to release
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information to the primary investigator. Twenty-seven
families agreed to participate in the study but
completed questionnaires were only received from
twenty-five families.

Parents of the ADHD children who agreed to
participate were asked to provide demographic
informatioﬁ on their familf by filling oﬁt the Family
Profile Questionnaire. Parents were also asked to
contact their child’s homeroom teacher to reduest their -
participation’in the study. Teachers were asked not
only to fill out information 6n the ADHD child but also
on a comparispn child in the same)classroom. Similar
information was provided by the teacher on the
comparison chiid but was totally anonymous (e.g. no
name was éttached), making informgd consent
unnecessary. The comparison child was selected
according to prespecified criteria. These criteria
involved‘selecting"the first child whose name occurred
after the ADHD'child in the alphabet who matched the
ADHD child on classroonm, genéer and race.

When the teachers completed this information, they
were instructed to return it to the brimary
investigator, using a prepaid envelope that was
provided. Foliow;up contacts were made at two week

intervals to encourage the timely return of materials.
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As an incentive to participate, parents and teachers
were promised a summary of the results and were paid a
nominal amount for their participation.

Numeroqs rating scales were utilized for this
study in orderdto yield a more comprehensive picture of
the social skillé and relatgd behaviors of ADHD
children. These rating séaieé involve behavioral
checklists thatware'designed,to provide standardized
descriptions of behavior rather than diagnostic
inferences (Achenbach & Edelbrock, 1986). The
resulting behavior assessment of individuals is based
upon observat;ons, pefceptions, and interactions of
persons associated with thé individual being tested
(Wilson & Bullock, 1989). As recommended by Achenbach
and Edelbrock . (1978), only those instruments which have
been well standardized and have good reliability and
validity were used so that the findings from this study
can be integrated with\preQious work in the field.

A summary of their Créﬂbadh’s alpha reliability
coefficients as determined by this study are shown in

Table 2. Because the sample size in this study (N=50)

Insert Table 2 about here
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is too small to obtain a stable reliability, these
results are intended only as a supplement to the values
reported in the literature. A review of each of the
instruments used in this study'in terms of the type of
data provided and technical adequacy is provided below.
(See Appendix F for copies of the instruments used in
this study.) Where possible, these instruments were
consolidated into onevform. However, in céses where
thg copyright holdérs would not grant permission to
reproduce their scales, the:cémmercially available form
was utilized. .

Teacher ADHD Rating Scale (DﬁPaul,\1989). The
Teacher ADHD Rating Scale is a fourteen item survey
based on the DSM III-R criteria for Attention Deficit
Hyperactivity Disorder (APA, 1987). A four point
Likert scale, rangihg‘from rarely to very often, is
used to determine how frequently a child exhibits each
of the behaviors listed. »ADHDJchildren who are
receiving medication and/or-éther treatment to
femediate their ADHD symptoms are not expeéted to have
eight or more\symptoms that are rated either a 3
(pretty often) or 4 (veryyoften),ras would be expected
of an untreated ADHD child. The scale is reported to
have test-retest reliability of .93 over a 2-week

period and to correlate positively with direct
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classroom observation. The results of this study
indicated the scales’ Cronbach’s alpha coefficient of
internal consistency to be .92.

Achenbach Child Behavior Checklist - Teacher
Report Form’(Adhenbach & Edelbrock, 1986; Edelbrock &
Reed, 1984). The Child Behavior Checklist - Teacher
Report Form (CBCL-TRF) iS>§ one hﬁndred and thirteen
item sufvey which uses a three-poinf‘Likert scale to
obtain teacher’s reports 6f pupil problems in a
standardized férmat. The eight problem domains
measured for six to eleven year old boys are Ankious,
Social Withdrawal, Unpopulaf, Sglf-Deétructive,
Obsessive-Compulsive, Inattentive, Nervous-Overactive,
and Aggressive. Pupil adaptivevfunctioning in the
ciassroom is also ﬁeasured. The five dimensions of
adaptive functioning measured by this scale are School
Performance, quking Hard, Behaving Appropriately,
Learning, and Happy. According to the manual, the
test-retest reliabilitj over ohe week was .90 and over
two weeks was .84. Aiﬁhough'the stability scores are
good, no internal consistency reliability was reported.
The results from this étudy found the Cronbéch's alpha
for the TRF to range from .73 for the Obsessive-
Compulsive subscale to .97 for the Aggressive

subscale, with the alpha for the total scale being .97.
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Content, construct, and criterion-related validity are
documented in the manual.

Conners’ Teacher Rating Scale (Conners, 1990).
The Conners’ Teacher Rating Scale (CTRS) is a twenty-
eight item survey which uses a four-point Likert scale
to determine problem behavio;s-qf-the child in the
areas of con@uct, hyperactivity, and inattentive-
passive behaviors. A Hyperactivity Index also is
included in the scale for use as a primary screening
device for ADHD. Both long and short versions of the
' CTRS exist and have created confusion regarding which
form was used in the reporting of the technical data
results. There have been no studies to date that have
examined the test-retest reliability of the CTRS-28.
However, Conners argues in his technical manual that
one month test-retest reliabilities for the longer
version of this instrumeht‘(CTRS—39) range from .72 to
.91 and should be similar in thg newer, shorter
version. Cronbach’s alpha internal\consistency ratings
for the CTRS-39 are reported to be an average of .94
for the various scales, but are also not reported in
the literature for the shorter version. The alpha
reliabilities calculated in this study were .89 for the
Conduct subécéle, .92 for the Hyperactivity scale, .84

for the Inattention subscale, and :91 for the
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Hyperactivity Index. This results in an average of
.89, lower than thé average reported for the CTRS-39
subscales but still good for research purposes. The
CTRS-39 has been repeatedly shown to have predidtive,
concurrent, construct, and disériminant validity.
Content-validity e%ists for the newer CTRS-28 version
as well as construpﬁ validitj.' This version was faétor
analyzgd by Goyette, Conners, and Ulrich (19?8) and
found to result in the three of the same factors as the
CTRS-39: cqnduét, hyperactivity,‘and inattentive
factors. The fourth factor, hyperactivity index, is
noted to correlate highly with all three scales. A
fifth factor éonsisting of five items was also evident
in the CTRS-39\§Qd has been referred to as the
"sociability factor" by others using this instrument
(Pelham & Bender,'1982). This factor consists of items
such as "unaccepted by,grogp", "no sense of fair play",
and "does not get along well with other children".
Unfortunately, factor loadings were weak, ranging from
.18 to .33. Also, several of these social items are
not present in the CTRS-28.

Gresham Social Skills‘Ratiﬁg System - Teacher Form
(Gresham & Elliott, 1990). The Social Skills Rating

System (SRS)-Teacher Form is a fifty-seven item survey

which uses two types of Likert ratings (three points
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each) based on frequency and importance of the behavior
being rated. Ihe SRS Teacher Form samples the three
domains of social skills, problem behaviors, and
academic competence. There are three subscales of the
Social Skills. Scale for boys grades K-6: Cooperation,
Assertion, and Self-Control. Three’subscales also
exist for the problem behavior scalé:::internalizing,
Externalizing, and Hyperactivity. Acquisition deficits
can be calculated by noting when é behavior is rated
with a frequency qf 0 (never demonstrated) and an
importance of 1 or 2 (important or critical).
Similarly, performance deficits can be calculated by
noting when a behavior is rated with a frequency of 1
(sometimes demonstrated) and an importance of 2
(critical). Social skill sffengths are determined by
frequency ratings of 2 and importance ratinés of 1
or 2. Alpha internal consistency ratings for the
teacher form, elementary level, are reported in the
manual to be .94, .88)>gnd‘.94_for the Social Skills
total scale, Problen Béhavior total scale and Academic
Competence scale. The alpha reliability findings from
this stﬁdy weré also very high: .96,\.91, ana .93 for
the same scales.

Taxonomy of Problematic Social Situations (Dodge,
McClaskey, & Feldman, 1985). The Taxonomy of




120
Problematic Sécial Situations (TOPS) ié used to
determine the social contexts presenting the most
problematic tasks for children. It is a forty-four
item survey developed for teachers which uses a five-
point Likert rating scale. As confirmed by factor
analysis, the six subscales thét~afe measured by this
instrument are} Peer Gfdup‘Entry, Resﬁonse to Peer
Provocatiéﬁs, Ré;ponse to Failure, Response to Success,
Social Expectations and Teacher Expectations. This
instrument has been pilot tested and used in research
on several popuiations of sociaily rejected children in
grades kindergarten through sixth grade. Cronbach’s
alpha reliability is reported to be .98 for the total
forty-four item scale. This study confirmed the alpha
reliability to be .98 for the total scale, with the
subscales ranging from .87 to .95. Content validity
and predictive criterion validity are reported by the

test authors.

ADHD: CompreheﬁsiVe Teacher’s Rating Scale
(Ullman, Sleator, & Sprague, 1988). The ADHD
Comprehensive Teacher’s Rating Scale' (ACTeRS) includes
twenty-four items relevant to classrobm behavior. The
items are rated on a five-point Likert scale, ranging
from "almost never" to "almost always". Four factors

are involved and comprise the Attention, Hyperactivity,
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Social Skills, and Oppositional subscales. According
to the manual, internal consistency ratings range from
.93 to .97 for the subscales. The Cronbach’s alpha
reliabilities from this study were slightly lower,
ranging from .90 to .95. The manual also reports test-
retegt feliabilities ranging‘from,.78 to .82.
Construct validity of thelsﬁbscales:was established by
the testzauthor through factqr analysis. l

Walker-McConnell Test of Children’s Social Skills
(Walker & Mé¢onnelll 1987) . The Walker-McConnell Test
of Children’s Sbcial Skillé is a forty-three item
survey which ﬁses a five—point‘Likgrt scale to sample
the two primary adjustment domains within the school
setting that are usually considered essential to social
competence: adaptive behavior and interpersonal social
competence. Three subscales have been identified as
sampling these school adjustment domains: Teacher
Preferred Social Behavior, Peer Preferred Social
Behavior, and School Adjustment Behavior. The manual
reports internal consistehc& ratinés for the suﬁscales
as ranging from .95 to .96 and found the total scale
coefficient to be .97. This study confirmed the alpha
coefficienfs for the subscales as ranging from .94 to
.97 with the total scale coefficient being .98. The

manual also reports test-retest subscale reliabilities
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in the range of .67 to .94 for two to four week
periods. One longitudinal study conducted over a six
month period is reported to have found reliabilities in
the rangerof .61 to .70 for the subscales. Content,
item, factorial, discriminaht,lcriterion, and construct
validity are also reported'inﬂthe ﬁanual,

Physician Survey. The éhysician Sﬁrvey refers to
documentation of chart’reviewed information on ADHD
children. It was used as a preliminary screening to
determine if a child meets the é;iteria for inclusion
in this study e.g. presence of ADHD, absence of major
medical or psychological disorders, etc. If the child
qualifies fordthe study, this survey also documents his
medical, educational, and ps&éhological treatment
history. A DSM-III-R checklist is also included to
document the number and types of symptoms the child
displayed at diagnosis‘as'well as the severity of the
condition. r ,

Family BackgrouﬁduQuestionhaire. The Family
Background Questiénn&ife was administered only to the
families with ADHD children. The questions include
demographic data, family hiétory, the ADHD child’s
early developmental history, his current social

history, and a family stress index.
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Analysis

There were a number of measurement goals for this
study. Some were descriptive and others causal;
comparative. One descriptive objective for the study
was to describe teacher ratings for preadolescent boys
with ADﬁD'and a normai\comﬁarison group along the
dimensidnslmeésured by the”fbilowing instruments: ADHD
Rating Scale, Achenbach CBéL-TRF, CTRS—28,'SRS—Teacher
Version, TOPS, ACTeRS, and the Walkér4McConﬁeli Test of
Children’s Social Skills. A second descriptive
objective for‘this study ié to describe background
variables, as ﬁeasured by the Physician Survey (which
includes treatﬁént history information as well as a
checklist of DSM-III-R symptoms), and Famiiy Background
Information Questidnnaife.

A variety of descriptive statistics (means,
ranges, standard deviations, frequencies, etc.) are
used to report the ADHD cﬁild’s family background and
medicai history. Curreht Cronbach’s internal
consistency reliability coefficients are reported for
all of the instruments used} Chi;squareyis used to
evaluate the resu;ts of teacher ratings where
categorical or ordinal data is involved. Paired t-
tests are used to compare the ADHD and comparisdn

groups on their total social skills scores.
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Univariate analysis of variance (ANOVA) is used to
compare ADHD and control children as well as high and
low scoring ADHD children when interval data is
involved. When ANOVA with factorial designs is used to
define groups, Tukey contrasts are performed as a post-
hoc follow-up test to detefmine where differences
exist. MANOVA procedures were not used because of the
small sample size. In view of the large number of
statistical tests performed, any result having a p-
value of > .01 will be interpreted with caution in
order to reduce the number of Type I errors. The
results of these statistical tests will be used in an
exploratory sense to help document areas where
differences exist between ADHD and control children and
to begin delineating possible subtypes of socially
skilled and less skilled ADHD children.
Operational Hypotheses

Several hypoﬁheses were tested using the above
described analysis. The specific, measurable apriori
hypotheses for the causal-comparative aspects of this
study were as follows: |

1. Preadolescent boys with ADHD will have fewer
social skills than a comparison group, matched on race
and classroom, on the following behavioral rating

scales: Social Skills Rating System (SRS), Walker-
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McConnel Scale of Social Competence and Social
Adjustment (WM), Taxonomy of Problematic Social
Situations for Children (TOPS) and the ADHD:
Comprehensive Teacher Rating Scale (ACTeRS).

2. There will be no difference in the number of
skill acquisition deficits on the SRS for the ADHD and
comparison groups.

3. ADHD boys will have more performance deficits
on the SRS than the comparison group.

4. ADHD boys will have more problem behaviors on
the SRS than the comparison group.

5. ADHD boys will have fewer social skill
strengths on the SRS than the comparison group.

6. There will be no differences between
preadolescent boys with ADHD who have fewer social
skills according to the measures listed in HO #1 and
ADHD boys who have more social skills, according to IQ
scores.

7. There will be no differences between
preadolescent boys with ADHD who have fewer social
skills according to the measures listed in HO #1 and
ADHD boys with more social skills, according to grade
level.

8. There will be no differences between

preadolescent boys with ADHD with fewer social skills
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according to the measures in HO #1 and ADHD boys with
more social skills, according to socio-economic status.

9. Preadolescent boys with ADHD who have fewer
social skills according to the measures listed in HO #1
will have higher teacher ratings on the Teacher DSM-
ITI-R Checklist than ADHD boys who have more social
skills.

10. Preadolescent boys with ADHD who have fewer
social skills according to the measures listed in HO #1
will be more hyperactiﬁe than ADHD boys who have more
social skills, according to the hyperactivity subscales
of the Conners’ Teacher Rating Scale (CTRS), ACTeRS,
SRS, and Child Behavior Checklist - Teacher Report Form
(TRF) .

11. Preadolescent boys with ADHD who have fewer
social skills according to the measures listed in HO #1
will be more inattentive than ADHD boys with more
social skills, according to the TRF and the ACTeRS
Inattention subscales.

12. Preadolescent boys with ADHD Who have fewer
social skills according to the measures listed in HO #1
will be more aggressive than ADHD boys who have more
social skills, accdrding to the Aggressive subscale of

the TRF.
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13. Preadolescent boys with ADHD who have fewef
social skills according to the measures listed in HO #1
will be more oppositional than ADHD boys with more
social skills, according to the ACTeRS Oppositional
subscale.

Key Terms

The key terms needing definition in these
objectives are as follows:

Preadolescent boys. Preadolescent boys are
defined as boys who are seven through eleven years of
age.

Attention Deficit Hyperactivity Disorder (ADHD).
ADHD is a disorder charactérized by developmentélly
inappropriate degrees of inattention, impulsivity, and
hyperactivity (American Psychiatric Association, 1987).

Comparison Group. The comparison group in this
study will be preadolescent boys in the same classroom
as the ADHD child and who are selected by the teacher
using predetermined criteria and a systematic selection
process e.g. a child of the same race whose last name
alphabetically follows the ADHD child on the class
roster.

Social skills. Social skills are defined
behaviorally as discrete learned responses that are

observable specific behaviors that an individual
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demonstrates to perform competently on a social task
(Hazel & Schumaker, 1988).

Behavioral rating scales. Behavioral rating
scales are instruments which allow for selected
responses to Likert scale items that indicate a
description of another\persdh’s behévior as the
respondent sees it. | :

Acquisition deficits. Acquisition deficits are
problems that occur when an individual has not learned
skills that are necessary to exhibit a socially
competent reéponse (Kratochﬁill‘& French, 1984). It is
measured on the SRS by a social skills frequency rating
of 0 accompanied by an impo;tance rating of 1 or 2
(Gresham & Elliott, 1990).

Performance deficits. Performance deficits are
problems that occur when the child fails to
successfully perform behaviors he is capable of
performing (Kratocﬁwill & French, 1984). It is
measured on the SRS by a soéial skills frequency rating
of 1 accompanied by an importance rating of 2 (Gresham
& Elliott, 1990).

Social skills strengths. Social skill strengths
are actions that promote the smooth performance of

learned social skills. They are defined in the SRS as
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a social skills frequency rating of 2 and an importance
rating of 1 or 2 (Gresham & Elliott, 1990).

Problem behaviors. Problem behaviors are aétions
that hinder the performance of a learned social skill.
These behaviofs are defined by the SRS as
externalizing; internéliziﬂé, and hyperactivity

(Gresham & Elliott, 1990).
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Appendix C
Results

Demographic Data

As noted in the selection criteria, none of the
twenty-five ADHD children were adoptéd'nor did they
have any major médical, ﬁéychoiogical, or educational
problems. This information is not known for the
comparison children. Results for the demographic
information for the ADHD children are shown in Table 3.

The children ranged in age from seven to eleven

Insert Table 3 about here

years, with the mean age being nine and a half years
old. There were approximately equal numbers of
children in the secondjfhrough fifth grades. The ADHD
children had an average of two siblings. Twenty three
(92%) of the parents were in the middle to upper income
categories, according to the Hollingshead two-factor
index (Hollingshead & Redlich, 1958). Sixty-four
percent of the ADHD children’s parents were still in
their first marriage, wi;h the remainder being either
divorced or remarried. The majority of families (92%)

were urban residents.
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Results of the medical history information on the

ADHD children are shown in Table 4. The mean age at

Insert Tablé 4 about here

onset of attention problems was approximately five
years, while the mean age at diagnosis was about six
and one-half years. The average number of clinic
visits to the developmental pediatrician’s office after
diagnosis was 4.6, ranging from zero to nine. Twenty-
four (96%) of the ADHD children were being treated with
medication, némely methylphenidate (Ritalin). Eight
children (thirty-two percent) were also on imiprimine
(Tofranil) . Twelve children (48%) had been involved in
psychological therapy and ten children (40%) had some
form of educational éssistance. IQ scores were
available for twenty-one (84%) of the children, with
full scale scores averaging 115 and ranging from 90

to 139.

Because family and medical history data were not
collected on the comparison children, it is unknown
whether significant differences existed for demographic
variables. However, some inferences can be made from
the teacher data. For example, although it is not

known if any of the comparison group also had ADHD,
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none we;e-rated as having eight or more ADHD symptoms,
according to teacher ratings of DSM III-R criteria.
Also, no differences between ADHD children and
comparison children were found on the Academic
Competence subécale of theySkS, which implies that the
two groups were comparableion teachei ratings of their
overall academic performance as well as their specific
accomplishments in math and reading.

Differences Between ADHD and Comparison Children
Prior to filling out the social skill rating
scales, teachers were asked for their opinions
regarding the social behavior of ADHD and comparison
children. Thé results of teacher opinion questions

regarding social status are shown in Table 5. These

Insert Table 5 about here

results indicated that the bbys with ADHD in this
study were generally acéepted by their peers and were
not more isolated or rejected than the comparison
group. Teachers also indicated that there were no
significant differences between the number of friends
for ADHD and comparison children. However, there is a
marked trend for the comparison group to be more

accepted and have more friends. Teachers indicated
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that ADHD boys were more verbally aggressive (p<.05)
and physically aggressive (p<.02) than the comparison
children, and clearly concluded that the ADHD children
were less socially skilled (p<.0001).

Teacher results from the social skills rating
scales were consistent with their opinions that ADHD
childreﬁ are less socially skilled. Initial results
using paired t-tests indicated that the two groups
differed at the .001 level on éll the total scores of
the four social skill rating scales used in this study.
Analysis of variance results for each of the subscales
confirmed this finding and demonstrated that all but
one of the subscales were also significant at the .001

level. These results are shown in Table 6.

Insert Table 6 about here

Findings regarding acquisition and performance
deficits were opposite to what was expected: There
were differences in the number of acquisition deficits
in cooperation, assertion, and self-control between the
two groups at the .01 level but not in the number of
performance deficits. Only performance deficits in
self-control approached a p-value of .0l1. However,

there also was a definite but non-significant trend for
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ADHD children to have more performance deficits in the
areas of cooperation and assertion. Differences in the
number of social skill strengths were very pronounced
(p<.001) between the ADHD and comparison groups. These

results are reported in Table 7.

Insert Table 7 about heré

Differences in the number of problem behaviors
between the ADHD and comparison groups were also very
striking. Ten out of the thirteen subscale and total
scale scores for the CTRS, SRS, and CBCL-TRF were
almost all significant at the .001 level. These

results are shown in Table 8.

Insert Tabie 8 about here

Differences Among Subtypes of ADHD Children

In order to determine whether there may be
subtypes of ADHD children who are particularly less
skilled, total social skill scores of the ADHD boys
were recoded into groups. First, three groups of ADHD
children were created based on teacher ratings of the
ADHD behaviors used in the DSM-III-R. These scores

represent residual ADHD behaviors that persist despite
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diagnosis and treatment. Group A consisted of nine
children who were rated as having zero to two
continuing symptoms of ADHD; Group B consisted of éight
children who were rated as having three to seven
symptoms; Group C consisted of eight children who were
rated as havingkeight or more éymptoms. Boys in Group C
(e.g. those who exhibited more ADHD symptoms)
consistently had fewer social skills than boys who had
lower DSM-III-R ratings (Q%.05). These results are

shown in Table 9.

Insert Table 9 about here

The relationship between>high DSM scores for ADHD
and low social skills waé investigated further by
examining the relationship between more and fewer
social skills and both ﬁhe primary and secondary
symptoms of ADHD. Two gfoups of ADHD children with
fewer and more skills were created using a median split
procedure on the total scofes of each of the four
instruments measuring social skills; There were
approximately even numbers of ADHD children in the
groups. The Fewer Skills Group was comprised of
children who had low scores on the measures of social

skills and the More Skills Group was comprised of
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children who had high scores on the measures of social
skills. (Note: High scores equate with more social
skills on the ACTeRS, SRS, and WM but the reverse is
true with the TOPS. High scores refer to more social
situations that are problematic. Hence, children
referred to as having moré/éOCial skills on the TOPS
are those who had lower scores e.g. experienced fewer
problematic sécial~situati6ns.) The Fewer and More
Skills Groups of ADHD children were compared on
numerous variables (including grade level, IQ, SES,
hyperactivity, inattention, aggression, and
oppositionality) to see if differences existed.

As predicted, no differences between the skills
groups were found in regard to grade level, IQ, or SES.
However, differences of p<.0l1l or greater were found in
mean scores of ADHD children having fewer and more
skills on the ACTeRS, SRS and WM for the SRS subscale
dealing with academic compétence. (As noted earlier,
the Academic Competence Subscale refers to teacher
ratings of pupil overall academic achievement as well
as specific competence in reading and math.)

Significantly higher scores on the CTRS
Hyperactivity subscale (p< .05) were found among the
children having fewer skills as determined by each of

the four social skills scales. These results are shown



137

in Table 10. A similar relationship between fewer

Insert Table 10 about here

social skills and hyperactivity was found with other
measures of hyperactivity, ipcludihg the TRF, ACTeRS,
and SRS subscales. .

With regard to inattention, the‘résults‘were more
equivocal. Childreh who had ﬁigh inattention scores
scored low Qn only two of the four social skill scales

(p< .001). These results are reported in Table 11.

Insert Table 11 about here

In addition to finding a relationship between the
primary symptoms of ADHD and children with fewer social
skills, the effects of secéndary problem behaviors was
also found to be signifiéént at the .05 level among
ADHD children having‘fewer social skills. These

results are shown in Table 12.

Insert Table 12 about hefe

Aggressive and oppositional behaviors were found

to be most highly significant ambng ADHD:children with
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fewer social skills, with p-values ranging from .006 to

.001 These results are shown in Tables 13 & 14.

Insert Tables 13 and 14 about here

In order‘to provide additional support for the
above findings of differences between high and low
scoring ADHD children derived from using a median-split
procedure, a second analysis was done using normative
cut-off scores presented by the test developer to
determine high and low scoring groups of ADHD children.
This resulted in more uneven comparison groups in that
only about one-fourth to one-third of the ADHD children
were considered to be less skilled. Although the
smaller group size made fewer of the comparisons as
highly significant, the same trends were observed as
for the larger group outlined above.

Discussion

There were significant, measurable differences
between the social skill aﬁilities of preadolescent
ADHD boys and the comparison group in the study. ADHD
boys not only had fewer social skills but also more
interfering problém behaviors and fewer social skill
strengths. ADHD boys also demonstrated social skill

acquisition deficits in cooperation, assertion, and
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self-control, which indicates they may never have
learned the skills that are necessary to exhibit
socially competent responses. There was also a
definite non-significant trend for ADHD boys to have
more performance deficits (especially in the area of
self-control), indicating that they often fail to
perform the social behaviors they have learned.

Despite the increased chance of Type I errors due
to the large number of tests performed, most of the
results were significant at the .01 level. It also
should be noted that these differences were observed by
teachers during school hours when the ADHD children
were on medication. It has been repeatedly shown that
medication therapy not only decreases hyperactivity and
inattention but also aggression, oppositionality and
other negative behaviors (Gadow, Nolan, Sverd,
Sprafkin, & Paolicelli, 1990; Kaplan, Busner, Kupietz,
Wassermann, & Segal, 1990; Whalen, Henker, Swanson,
Granger, Kliewer, & Spencer, 1987). Hence, the fact
that significant differences in the primary and
secondary behaviors were still evident provides even
more compelling evidence that they both continue to
function as underlying mechanisms and processes

involved in the rejection of ADHD children.
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The results of this study also suggest that within
the ADHD diagnostic group there is a subgroup of
particularly unskilled ADHD boys, which may account for
one~fourth to one-half of the population} These
socially unskilled children appear to be more
hyperactiQe, inattentive, aggressive, and oppositional
than their more socially“skilled ADHDfpeers.
Assumptions and Limitations of the Study

The literature of the social functioning of ADHD
children indicates that they are socially rejected. It
is assumed that if they are socially rejected; they
also have social skill deficits; A further assumption
is that the instruments used in this study measure
social skill deficits in ADHD children that lead to
socially important outcomes; Ultimately, it is assumed
that if we can accurately identify skill deficits then
we can more effectively\rémediate them.

In terms of generalizability, this study may have
several limitations. First, oﬁly preadolescent ADHD
boys were selected. It is«noﬁ certain whether girls or
children of different ages experience the same
problems. It also may be a limitation that children
with Undifferentiated ADD (without hyperactivity) were
not studied. AAlthough it has been shown that this

group of children is also "at risk" for peer
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relationship problems (King & Young, 1982), they may
present a different subtype in that externalizing
behaviors (such as aggression) are not as common in
this population.

The fact that ADHD boys with significant learning
disabilities were excluded\from the étudy may be a more
serious limitation. Due to the high goéocqurrence of
ADHD and LD, removing all learning disablea children
from samples of ADHD children may result in an
unrepresentative sample of ADHD children (Douglas,
1983). However, despite the results -of many studies
that indicate that there is a relationship between LD
and ADHD, the nature 6f this relationship has not been
well defined (Shaywitz & Shaywitz, 1988).

Subjects for this study also were selected from
the private practice of a single developmental
pediatrician in one éouthwestern state. Thus, the
results of this study may be more favorable than with
clients in other geographic regions and/or those who
are less able to afford multi-modal medical treatment
(which includes referrals for educational and
behavioral treatment).

The finding of no effect for SES may have been the
result of the sample being tightly clustered along

higher SES levels. This sample consisted primarily of
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middle and upper middle class families; hence, the
range of scores may have been too limited to identify
differences. However, in support of these findings, it
should be noted that Achenbach and Edelbrock (1986)
reported fhat the effects of SES on their large
standardizatioh saﬁple for,the‘Child_thavior
Checklist--Teacher Report Form were small, accounting
for less'thén one percent of the variance. The éffécts
of race are also unknown in this study, since only
caucasian males were studied.

Finall?, using only behavior ratingvscales was
both a strength and limitation. It‘was a strength
because of their technical adequacy and the fact that
resulting daté is more objective and reproducible. It
is a limitation because rating scale methodology is
probably not very sensitive to subtle developmental
differences unless the same rater assesses children at
progressive developmeﬁtal levels (Gresham & Elliott,
1990). This may have contributed to the lack of
significance for age found in this study. Rating
scales also can be criticized because only the data
contained on the checklists are retrieved. Other
important observations are overlooked. For example, it
has been observed that although ADHD children talk more

they are less efficient in organizing and communicating
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information to peers; in fact, ADHD children may be
very intrusive into other children’s conversations but
fail to respond to questions or verbal initiations from
the same children (Cunningham & Siegel, 1987; Landau &
Milich, 1988). Perhaps it is possible to piece
together this observation by doing an item analysis of
rating scale items, such as "interrupts conversations
of others" and "doesn’t listen to what others say", but
the importance of this combination of behaviors on
social relationships may still be overlooked. Hence,
observation in natural settings is still an important
adjunct to rating scale assessment.

According to Gresham (1988), social skills should
be multi-operationalized, using various types of
assessment procedures to document convergent and
discriminant validation. Unfortunately, this ideal
approach to assessment of social skills requires a
highly trained evaluator and is very time-consuming and
costly. It is encouraging to note, however, that the
results of the four social skills rating scales used in
this study were highly consistent, suggesting that they
may all be tapping similar constructs.

Implications
The implications of this study are that social

skill deficits may be so prevalent among ADHD children
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as to warrant inclusion in the diagnostic criteria for
this syndrome. This might be particularly appropriate
if subtypes of children within the ADHD category are
differentiated in future editions of the DSM-R.
However, it must also be noted that social skill
deficits are also characteristic of other populations,
such as learning disabled and behavior disordered
children. Consequently, it may be eQen‘more
appropriate to éonsider social skills deficits as a
frequently co-occurring problem similar to learning
disabilities. 1In fact, social skill deficits may be
yet another forﬁ of learning disabilities. This view
is supported in the proceedings of the 1987 National
conference on Learning Disabilities, where it was
recommended that the definition of learning
disabilities in Public Law 94-142 should be revised to
include social skill pr<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>