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Abstract- The aim of this study is the normalization of the Wender Utah rating scale which is used to detect 

adults with Attention-Deficit and Hyperactivity Disorder (ADHD). Available sampling method was 

used to choose 400 parents of children (200 parents of children with ADHD as compared to 200 parents of 

normal children). Wender Utah rating scale, which has been designed to diagnose ADHD in adults, is filled 

out by each of the parents to most accurately diagnose of ADHD in parents. Wender Utah rating scale was 

divided into 6 sub scales which consist of dysthymia, oppositional defiant disorder; school work problems, 

conduct disorder, anxiety, and ADHD were analyzed with exploratory factor analysis method. The value of 

(Kaiser-Meyer-Olkin) KMO was 86.5% for dysthymia, 86.9% for oppositional defiant disorder, 77.5% for 

school related problems, 90.9% for conduct disorder, 79.6% for anxiety and 93.5% for Attention 

deficit/hyperactivity disorder, also the chi square value based on Bartlett’s Test was 2242.947 for dysthymia, 

2239.112 for oppositional defiant disorder, 1221.917 for school work problems, 5031.511 for conduct, 1421.1 

for anxiety, and 7644.122 for ADHD. Since mentioned values were larger than the chi square critical values 

(P<0.05), it found that the factor correlation matrix is appropriate for factor analysis. Based on the findings, 

we can conclude that Wender Utah rating scale can be appropriately used for predicting dysthymia, 

oppositional defiant disorder, school work problems, conduct disorder, anxiety, in adults with ADHD.  

© 2014 Tehran University of Medical Sciences. All rights reserved.  
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Introduction  

 
Attention-Deficit/Hyperactivity Disorder (ADHD) is 

one the most popular psychological disorders and 
several studies show that two to five percent of school 
children show the symptoms of this disorder (1-3).  
It has also been shown that the prevalence of ADHD can 
differ according to gender differences. Studies show that 
boys are 3 to 10 times more likely to have this disorder 
than girls (4,5) and scientific findings point to some 
biological factors as the main cause of this disorder 
(6,7,8). These factors include genetic factors, personality 
and mood, prenatal factors, brain structure and probably 
some chemical differences (9-11). The biological and 
environmental factors can also interact with each other 
to cause ADHD (9,12,13). 

Adults having this disorder also show the same 
symptoms as young children. They, however, may show 
the symptoms in a different way; for example, they may 
frequently change their job, have problems when faced 
with boring tasks and are easily distracted by some new 

distractions. Car accidents are more common among 
them, and they make impulsive decisions about money, 
travelling, career and social plans (14).  

Researchers hold that 30 to 50 percent of adults who 
have had this disorder in childhood continue to have it in 
adulthood too, and the symptoms are so severe that 
interrupt their daily activities (15). Only 75 percent of 
these adults finish high school and very few finish 
college (16). Some psychological disorders, especially 
anti-social personality disorder and drug use are more 
prevalent in ADHD adults (16). 

Diagnosing ADHD requires an accurate and exact 
procedure in which different information is used 
according to the aim of the diagnosis. Diagnosis 
statistical Manual of mental (DSM-IV) criteria for 
ADHD include: the existence of six or more of 
symptoms (1) inattentiveness or (2) Hyperactivity- 
impulsiveness the symptoms should persist for at least 
six months and should have no correlation with the 
person’s growth (6). 
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Since there is no complete test to diagnose ADHD 
symptoms from normal behaviors, the clinicians make 
use of a number of instruments such as interview, 
observation and some accurate measures to analyze the 
symptoms of ADHD, its severity and differential 
diagnosis (18). 

There are a lot of measuring instruments to test 
ADHD. It is easy for the tester to use these scales and 
they are easy to fill out and show to what extent the 
behavior diverges from normal behaviors of a specific 
age and sex. Questionnaires show the parents and 
teachers’ observations while self-ratings give us 
invaluable information about young children, teenagers 
and adults. These instruments not only help with the 
preliminary diagnosis, but also can be used in persistent 
measurements and testing the efficacy of treatments by 
clinicians (17,18). 

Different measuring instruments available include: 
1. Parents rating scales: the most common parents 

rating scales are Conner’s Parent Rating Scale 
(CRRS) and Child Behavior Checklist 
(CBCL)(17,18) 

2. Teacher rating scales: these include Conner’s 
teacher rating scales - revised (CTRS-R) and Child 
Behavior Checklist-Teachers Report Form (CBCL- 
TRF)(17,18) 

3. Self-ratings: up to now, the two forms of teenagers 
self-rating CBCL (CBCL-VSR) and Wender Utah 
Rating Scale (WURS) have been used, and recently 
Conners and Wells have developed two other self-
rating scales (17,18). 

 Conners/Wells Adolescent Self-report of Symptoms 
(18,19) 

 Conners Adult Attention Deficit Rating Scale 
(CAARS) (17,18). 

Wender Utah Rating Scale which has been designed 
to diagnose ADHD retrospectively in adults (16) is the 
one which has been normalized in this study. This scale 
consists of 61 questions and lets adults rate their 
childhood behaviors on a scale from 0 to 4. It seems this 
measure separates ADHD adults from the depressed and 
abnormal ones (16). 

There are a lot of scientific findings pointing to the 
fact that there is a strong effect of genetic factors on 
dysthymia and ADHD (19).  Researchers hold that there 
is a 25-percent overlap between ADHD and stress 
disorders (20). Signs of impulsiveness are not usually 
reported with those of stress disorders and the people 
who have the co-occurrence of ADHD and stress 
disorders don’t respond to stimulating medicine well 
(21). 

In a recent study around 30 to 50 percent of the 
subjects showed symptoms of ADHD and CD (Conduct 
Disorder). The subjects having CD do more physically 
aggressive actions and more illegal activities than those 
with ADHD (22). 

The subjects having ODD (Oppositional Defiant 
Disorder) usually resist doing their homework because 
they are not willing to satisfy others’ demands whereas 
the ADHD subjects are willing to do their favorite 
homework (22). 

Different studies show up to 30 percent variations 
regarding what percentage of clients experience ADHD 
and learning disorders (LD) at the same time (22). Since 
ADHD people usually have educational problems and 
show little educational improvements, expert clinicians 
should determine whether ADHD clients have learning 
disorders and co-occurring disorders or not. 

Because of the above-mentioned reasons, the present 
study has tried to normalize and analyze Wender Utah 
rating scale regarding the diagnosis of ADHD and its co-
occurrence with disorders such as ODD, CD, anxiety, 
dysthymia, and school work problems. 

  
Materials and Methods 
 

The current research is a descriptive study conducted 
on 400 parents of children (200 parents of children with 
ADHD and 200 parents of normal children). The data 
were gathered using available sampling from among the 
clients of Roozbeh hospital and the private clinic. The 
schools from which the children were selected were 
located at regions 3 and 5 of Tehran educational 
ministry. The data were collected through Wender Utah 
Rating Scale (WURS) for adult ADHD.  

 
Instruments 
On the whole, the following instruments were used 

for the purpose of data gathering. 
 
Wender Utah rating scale (WURS) 
The WURS is a self-report questionnaire which is 

used to retrospectively diagnose the occurrence of 
attention deficiency hyperactivity disorder in childhood 
in the age group 18 years and above and confirms the 
occurrence of attention deficiency hyperactivity disorder 
in childhood. This questionnaire is filled out by each of 
the parents, and the collected data are used to complete 
the findings of the direct interviews in order to most 
accurately diagnose ADHD in parents (29). This 
measurement has been applied vastly in various studies, 
and its reliability and reactivity has been reported to be 
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favorable (23,24) has reported the sensitivity of this tool 
to be 85% and the specificity to be 76%. Cronbach’s 
alpha has been reported to be 0.91 and correlation 
coefficient has been reported to be 0.85. 

 
Scoring the questionnaire 
Wender Utah rating scale can be used to diagnose 

ADHD in adulthood and has 25 items related to this 
diagnosis. 61 questions answered by the patients are 
about remembering childhood behaviors. Ratings were 
made on a 5-point scale ranging from 0 to 4:  (0= Not at 
all or very slightly, 1= mildly, 2= moderately, 3= quite a 
bit, 4= very much) 

The lowest and highest scores for the 25 items of 
ADHD diagnosis are 0 and 100 respectively. With a cut-

off score of 46, 86 subjects had ADHD, 99 were normal, 
and 81% were depressed. 
 
Result 

 
In this study Wender, Utah rating scale was divided 

into 6 factors and each factor was analyzed separately. 
In order to extract the factor loading of each of the 
factors, the sub scales related to dysthymia, oppositional 
defiant disorder, school work problems, conduct 
disorder, anxiety disorder, and ADHD were separated 
and the results of exploratory- confirmatory factor 
analysis are presented in the table1.

 
Table 1. Factor analyses of the 25-item Wender Utah Rating Scale child 

and adult versions (WURS-C, WURS-A) 

Factors p df 
Chi 

square
Kaiser-Meyer-

Olkin 
dysthymia 0.00 36 2242.974 0.865 
Oppositional defiant disorder 0.00 36 2239.112 0.869 
School work problems 0.00 21 1221.917 0.775 
conduct disorder 0.00 153 5031.511 0.909 
Anexity 0.00 36 1421/062 0.796 
Attention-Deficitand Hyperactivity Disorder 0.00 300 7644/122 0.935 

 
The data presented in table 1 show the results for 

KMO and Bartlett's Test. All the values related to 
different factors are larger than the Chi square critical 
values and thus statistically significant (P<0.05). 

Based on the above findings, one can conclude that 
the correlation matrix is appropriate for factoring.  

The findings of exploratory factor analysis (EFA) in 
table 2 show the extracted factors for determining the 
sub scales of dysthymia, oppositional defiant disorder, 
school work problems, conduct disorder, anexity 
disorder, and ADHD  are appropriate. 

The findings in table 3 show that the values 
regarding variables can account for the variance of 
dysthymia thoroughly and completely. The findings 
show that only one item of this subscale can account for 
about 44.489 percent of this variable’s variance. In other 
words, the results of Initial Eigenvalues show that all 
nine types of items can detect dysthymia and therefore 
can function as the factor loadings for dysthymia. 

The findings in table 4 show that the values 
regarding variables can determine the variance of 
oppositional defiant disorder thoroughly and completely. 
Only two items of this subscale can explain about 55.07 
percent of this variable’s variance. In other words, the 
results of Initial Eigenvalues show that all nine types of 

items can detect oppositional defiant disorder and, 
therefore, can function as the factor loadings for 
oppositional defiant disorder. 

The findings in table 5 show that the values 
regarding variables can determine the variance of school 
work problems thoroughly and completely. Only two 
items of this subscale can explain about 57.17 percent of 
this variable’s variance. In other words, the results of 
Initial Eigenvalues show that all 7 types of items can 
detect school work problems and therefore can function 
as the factor loadings for school work problems. 

The findings in table 6 show that the values 
regarding variables can determine the variance of 
conduct disorder thoroughly and completely. Only four 
items of this subscale can explain about 56.826 percent 
of this variable’s variance. In other words, the results of 
Initial Eigen values show that all 18 types of items can 
detect school work problems and therefore can function 
as the factor loadings for conduct disorder. 

The findings in table 7 show that the values 
regarding variables can determine the variance of stress 
thoroughly and completely. Only three items of this 
subscale can explain about 57.741 percent of this 
variable’s variance. In other words, the results of Initial 
Eigenvalues show that all 9 types of items can detect 
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school work problems and therefore can function as the 
factor loadings for anxiety. The findings in table 8 show 
that the values regarding variables can determine the 

variance of ADHD thoroughly and completely. Only 
four items of this subscale can explain about 52.005 
percent of this variable’s variance. 

 
Table 2. Factor loadings extracted based on different variables 

 Dystaymia Initial Extraction CD Initial Extraction ADHD Initial Extraction 

VAR2 1 0.417 VAR7 1 0.768 VAR3 1 0.594 

VAR4 1 0.621 VAR9 1 0.508 VAR4 1 0.668 

VAR5 1 0.530 VAR00011 1 0.534 VAR5 1 0.764 

VAR12 1 0.526 VAR13 1 0.495 VAR6 1 0.499 

VAR16 1 0.384 VAR15 1 0.476 VAR7 1 0.764 

VAR17 1 0.432 VAR17 1 0.460 VAR9 1 0.570 

VAR26 1 0.437 VAR21 1 0.771 VAR10 1 0.513 

VAR27 1 0.482 VAR27 1 0.684 VAR11 1 0.494 

VAR29 1 0.175 VAR28 1 0.369 VAR12 1 0.558 

ODD -- -- VAR29 1 0.693 VAR15 1 0.569 

VAR7 1 0.800 VAR30 1 0.704 VAR16 1 0.515 

VAR9 1 0.485 VAR34 1 0.589 VAR17 1 0.476 

VAR11 1 0.449 VAR35 1 0.579 VAR20 1 0.444 

VAR15 1 0.543 VAR36 1 0.480 VAR21 1 0.696 

VAR21 1 0.766 VAR37 1 0.542 VAR24 1 0.364 

VAR24 1 0.398 VAR41 1 0.610 VAR25 1 0.374 

VAR27 1 0.676 VAR42 1 0.529 VAR26 1 0.453 

VAR28 1 0.499 VAR61 1 0.440 VAR27 1 0.611 

VAR29 1 0.341 ANEXITY 1 -- VAR28 1 0.431 

School work problems -- -- VAR2 1 0.459 VAR29 1 0.261 

VAR3 1 0.631 VAR4 1 0.713 VAR40 1 0.349 

VAR6 1 0.652 VAR5 1 0.680 VAR41 1 0.497 

VAR10 1 0.658 VAR17 1 0.529 VAR51 1 0.563 

VAR41 1 0.398 VAR31 1 0.478 VAR56 1 0.637 

VAR51 1 0.567 VAR38 1 0.560 VAR59 1 0.338 

VAR56 1 0.656 VAR43 1 0.627 -- -- -- 

VAR59 1 0.441 VAR46 1 0.616 -- -- -- 

 -- -- VAR49 1 0.535 -- -- -- 

 
 

Table 3. Total variance for dysthymia 

 
Component 

Initial Eigenvalues 
Extraction Sums of Squared 

Loadings 

Total 
% of 

Variance 
Cumulative 

% 
Total 

% of 
Variance 

Cumulative 
% 

1 4.004 44.489 44.489 4.004 44.489 44.489 

2 0.938 10.424 54.913 -- -- -- 

3 0.846 9.404 64.317 -- -- -- 

4 0.721 8.016 72.333 -- -- -- 

5 0.662 7.351 79.685 -- -- -- 

6 0.607 6.744 86.429 -- -- -- 

7 0.514 5.709 92.138 -- -- -- 

8 0.412 4.573 96.710 -- -- -- 

9 0.296 3.290 100.000 -- -- -- 

Extraction Method: Principal Component Analysis 
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Table 4. Total variance for oppositional defiant disorder 

Component 
Initial Eigenvalues 

Extraction Sums of Squared 
Loadings 

Rotation Sums of Squared 
Loadings 

Total 
% of 

Variance 
Cumulative 

% 
Total 

% of 
Variance 

Cumulative 
% 

Total 
% of 

Variance 
Cumulative 

% 
1 3.876 43.072 43.072 3.876 43.072 43.072 2.690 29.886 29.886 

2 1.080 12.005 55.077 1.080 12.005 55.077 2.267 25.190 55.077 

3 0.842 9.352 64.429 -- -- -- -- -- -- 

4 0.815 9.060 73.489 -- -- -- -- -- -- 

5 0.665 7.392 80.881 -- -- -- -- -- -- 

6 0.533 5.922 86.803 -- -- -- -- -- -- 

7 0.519 5.769 92.573 -- -- -- -- -- -- 

8 0.377 4.187 96.760 -- -- -- -- -- -- 

9 0.292 3.240 100.000 -- -- -- -- -- -- 

Extraction Method: Principal Component Analysis 

 

Table 5. Total variance for school work problems

Component 
Initial Eigenvalues Extraction Sums of Squared 

Loadings
Rotation Sums of Squared 

Loadings 

Total % of 
Variance 

Cumulative 
% Total % of 

Variance
Cumulative 

% Total % of 
Variance 

Cumulative 
%

1 2.812 40.177 40.177 2.81 40.177 40.177 2.31 33.117 33.117 

2 1.190 16.998 57.175 1.19 16.998 57.175 1.68 24.058 57.175 

3 .852 12.169 69.344 -- -- -- -- -- -- 

4 0.739 10.556 79.900 -- -- -- -- -- -- 

5 0.527 7.533 87.433 -- -- -- -- -- -- 

6 0.487 6.951 94.383 -- -- -- -- -- -- 

7 0.393 5.617 100.000 -- -- -- -- -- -- 

 

Table 6. Total variance for conduct disorder

Component 
Initial Eigenvalues Extraction Sums of Squared 

Loadings
Rotation Sums of Squared 

Loadings 

Total % of 
Variance

Cumulative 
% Total % of 

Variance
Cumulative 

% Total % of 
Variance 

Cumulative 
% 

1 6.329 35.162 35.162 6.329 35.162 35.162 3.142 17.457 17.457 
2 1.653 9.181 44.343 1.653 9.181 44.343 3.027 16.818 34.276 
3 1.202 6.680 51.023 1.202 6.680 51.023 2.419 13.436 47.712 
4 1.044 5.802 56.826 1.044 5.802 56.826 1.640 9.114 56.826 
5 0.858 4.768 61.594 -- -- -- -- -- -- 
6 0.819 4.549 66.143 -- -- -- -- -- -- 
7 0.725 4.028 70.171 -- -- -- -- -- -- 
8 0.710 3.947 74.119 -- -- -- -- -- -- 
9 0.680 3.777 77.896 -- -- -- -- -- -- 
10 0.628 3.488 81.384 -- -- -- -- -- -- 
11 0.534 2.967 84.351 -- -- -- -- -- -- 
12 0.519 2.883 87.235 -- -- -- -- -- -- 
13 0.482 2.680 89.915 -- -- -- -- -- -- 
14 0.435 2.416 92.331 -- -- -- -- -- -- 
15 0.396 2.201 94.531 -- -- -- -- -- -- 
16 0.372 2.067 96.598 -- -- -- -- -- -- 
17 0.343 1.903 98.501 -- -- -- -- -- -- 
18 0.270 1.499 100.000 -- -- -- -- -- -- 
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Table 7. Total variance for anxiety 

Component Initial Eigenvalues 
Extraction Sums of Squared 

Loadings 
Rotation Sums of Squared 

Loadings 

  Total 
% of 

Variance 
Cumulative 

% 
Total 

% of 
Variance 

Cumulative 
% 

Total 
% of 

Variance 
Cumulative 

% 
1 3.097 34.416 34.416 3.097 34.416 34.416 2.671 29.673 29.673 

2 1.092 12.135 46.551 1.092 12.135 46.551 1.327 14.740 44.413 

3 1.007 11.190 57.741 1.007 11.190 57.741 1.200 13.328 57.741 

4 .852 9.465 67.206 -- -- -- -- -- -- 

5 .796 8.841 76.046 -- -- -- -- -- -- 

6 .736 8.175 84.221 -- -- -- -- -- -- 

7 .587 6.527 90.748 -- -- -- -- -- -- 

8 .509 5.655 96.403 -- -- -- -- -- -- 

9 .324 3.597 100.000 -- -- -- -- -- -- 

 
Table 8. Total variance for Attention-Deficitand Hyperactivity Disorder 

Component 
Initial Eigenvalues 

Extraction Sums of Squared 
Loadings 

Rotation Sums of Squared 
Loadings 

Total 
% of 

Variance 
Cumulative 

% 
Total 

% of 
Variance 

Cumulative 
% 

Total 
% of 

Variance 
Cumulative 

% 
1 8.466 33.866 33.866 8.466 33.866 33.866 3.898 15.593 15.593 

2 1.626 6.504 40.370 1.626 6.504 40.370 3.719 14.878 30.470 

3 1.536 6.144 46.514 1.536 6.144 46.514 3.381 13.525 43.995 

4 1.373 5.491 52.005 1.373 5.491 52.005 2.003 8.010 52.005 

5 .980 3.918 55.924 -- -- -- -- -- -- 

6 0.881 3.526 59.449 -- -- -- -- -- -- 

7 0.852 3.407 62.856 -- -- -- -- -- -- 

8 0.816 3.262 66.118 -- -- -- -- -- -- 

9 0.801 3.205 69.322 -- -- -- -- -- -- 

10 0.694 2.778 72.100 -- -- -- -- -- -- 

11 0.676 2.704 74.804 -- -- -- -- -- -- 

12 0.601 2.404 77.208 -- -- -- -- -- -- 

13 0.586 2.343 79.552 -- -- -- -- -- -- 

14 0.551 2.204 81.755 -- -- -- -- -- -- 

15 0.543 2.171 83.927 -- -- -- -- -- -- 

16 0.516 2.066 85.992 -- -- -- -- -- -- 

17 0.500 2.000 87.992 -- -- -- -- -- -- 

18 0.476 1.905 89.897 -- -- -- -- -- -- 

19 0.451 1.806 91.703 -- -- -- -- -- -- 

20 0.445 1.780 93.482 -- -- -- -- -- -- 

21 0.427 1.706 95.188 -- -- -- -- -- -- 

22 0.366 1.463 96.652 -- -- -- -- -- -- 

23 0.321 1.283 97.934 -- -- -- -- -- -- 

24 0.266 1.065 98.999 -- -- -- -- -- -- 

25 0.250 1.001 100.000 -- -- -- -- -- -- 

 
In other words, the results of Initial Eigenvalues Show 
that all 9 types of items can detect school work problems  
 

and therefore can function as the factor loadings for 
ADHD. 
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Discussion 
 

Most controlled studies have shown relatively higher 
risk of ADHD in first and second-degree relatives of 
ADHD patients (10,25,26). The morbidity rate in 
(27,28) studies on ADD was estimated 25 percent as 
compared with 5 percent in the relatives of the 
psychiatric witness group (29). 

Conducted a study titled “A family study of patients 
with the attention-deficit disorder and normal control”. 
In this study the risk of ADD for the first group was 31.5 
percent which was 5.7 percent higher than the second 
group. In ADD group families, the likelihood of 
dysthymia and opposite disorders was also higher. These 
findings show that ADD is a family disorder and is 
highly related to high risk of other mental family 
disorders (30). 

In the study, the average age was 8.7 for children, 
40.1 for mothers and 34.6 for fathers. Only 7.6 percent 
of boys and 21.7 percent of girls had ADHD without any 
other mental disorders. The most common type of 
accompanying disorder was stress disorder. ADHD was 
common for 45.5% of mothers and 17.7% of fathers 
(31).  

The presence of acute stress disorder was 48.1% and 
43% for the mothers and the fathers respectively. On the 
whole, the results showed that ADHD in children is 
accompanied by other mental disorders. It is usually 
accompanied by oppositional defiant disorder in boys 
and stress disorder in girls. The most common mental 
disorder in parents was mood disorder (31). 

In other study Dysthymia disorder 51.7%, ADHD 
48.3%, anxiety disorder41.7%, obsessive compulsive 
disorder 25%. The most common disorders 
accompanying ADHD were as follows: bedwetting 
38.3%, obsessive compulsive disorder 31.7%, anxiety 
disorder 30%, tick and Tore disorders 26.7%, and in 
teenagers age group the prevalence of bipolar disorder 
was 37.5%. The results of this study are all evidence of 
the importance of genetic factors in ADHD. The 
accompanying disorders in the patients and the high 
prevalence of mood disorders and stress disorder in the 
family of ADHD patients can point to a common genetic 
background between ADHD and its subgroups which 
are different with respect to risk factors, causes and 
treatment responses (32).  

The parents of ADHD children show the history of 
having ADHD more than those of normal children. 

In the study, there was a history of this disorder in 
76% of parents. In 20% of cases both parents and in 
56% one of them had ADHD. The prevalence of this 

disorder was more in fathers (56%) than in mothers 
(40%). As a result, genetic factors can have an important 
role in determining the causes of this disorder (33). 

In an attempt to analyze familial risk factors first-
degree relatives were categorized based on the existence 
or non-existence of ADHD, drug abuse, alcoholism and 
dependence on medicine.  Results of the study revealed 
a strong connection between the existence of this 
disorder in children and their relatives (34). 

In a study comparing, mental health of parents of 
ADHD children and that of parents of normal children, 
the results of Wender Utah Rating Scale revealed a 
significant difference between parents of ADHD 
children and parents of normal children (35).  

The results of past investigations  all show the 
prevalence of ADHD in the history of parents with 
ADHD children is significantly higher than parents with 
normal children. Therefore, this study tried to 
investigate the normalization of Wender Utah Rating 
Scale and its reliability and validity in evaluating ADHD 
and its co-occurring disorders. The results in table 8 
show that the WURS is sensitive in detecting ADHD 
correctly. It was shown that only 4 factors accounted for 
52.005 percent of the variance. In other words, the 
results showed that all 25 items can detect the subscale 
of ADHD correctly (35). 

In an analysis of the German version of the Wender 
Utah rating scale (WURS) for the retrospective 
diagnosis of attention-deficit/hyperactivity disorder 
(ADHD) in adults, Data were obtained from 703 
subjects. Item selection according to item-total 
correlation scores, frequency, and plausibility led to a 
short version of the scale that includes 21 items with 
item-total correlations from 0.19 to 0.61. Retest 
reliability of the WURS-k was r=0.9 (36). The results of 
the present study corroborate the findings of this study. 

In a study titled “Reliability and validity of the 
Wender-Utah-Rating-Scale short form, Retrospective 
assessment of symptoms for attention 
deficit/hyperactivity disorder” (24) the validity of the 
WURS-k was investigated in a population of 63 adult 
ADHD patients (according to ICD-10 and DSM-IV 
criteria) and 303 male controls. The analysis indicated a 
sensitivity of 85% and specificity of 76% at a cutoff of 
30 points. In ADHD patients, seven individual factors 
explained 70.3% of the variance. The highest diagnostic 
precision was demonstrated using the WURS-k total 
score. The seven extracted factors of the WURS-k did 
not differ in diagnostic value. Significant correlations 
were found between impulsivity according to Eysenck's 
Impulsivity Questionnaire (EIQ) and excitability, 
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aggression, emotional liability, and satisfaction on the 
Freiburg Personality Inventory (FPI-R) in ADHD 
patients. Concerning a 30-50% persistence of ADHD 
symptomatology in adults, these correlations underline 
the diagnostic validity of the WURS-k. The scale 
manifested excellent internal consistency (alpha=0.91) 
and a split-half correlation of r (12) =0.85. The results of 
the present study support the findings of this study (24). 

In the other study, the results proved that the 
correlations obtained between WURS scores and 
Parents' Rating Scale scores were moderate but 
impressive. The ability of WURS scores to predict 
response to methylphenidate replicated the authors' 
finding regarding the ability of Parents' Rating Scale 
scores to predict response to pemoline (23). 

In normalization [Attention deficit hyperactivity 
disorder in adults. Benchmarking diagnosis using 
theWender-Reimherr adult rating scale] examining the 
factor structure of the ADHD psychopathology 
represented by seven WRI and three ADHD-SR 
subscales, the researchers found a two-factor solution 
explaining for 63% of the variance. Factor 1 was 
designated by impulsivity, affective liability, 
hyperactivity, and hot temper; factor 2 consisted of 
inattention, disorganization, and over reactivity (37). 

 In the factor structure and discriminant validity of 
the Wender Utah Rating Scale (WURS) in adults 
seeking evaluation for the attention-deficit/hyperactivity 
disorder (ADHD) were examined. Three factors 
(Dysthymia, Oppositional/Defiant Behavior, and School 
Problems) accounted for 59.4% of the variance. In a 
stepwise discriminant function analysis, age and 
childhood school problems emerged as significant 
variables. The classification procedure correctly 
classified 64.5% of patients. Among those who did not 
have ADHD, only 57.5% were correctly classified 
compared with 72.1% among those with ADHD. The 
WURS is sensitive in detecting ADHD, but it 
misclassifies approximately half of those who do not 
have ADHD.  The results of the present study 
corroborate the findings of this study (38). 

The Wender Utah Rating Scale (WURS) has been 
translated and adapted with the purpose of validating it 
in the Spanish population. The questionnaire was 
administered to 266 patients of an Addictive Behaviors 
Unit. In 82 cases, a clinical diagnosis of ADHD in early 
age was realized, and the other 184 cases did not show 
antecedents of this disorder. 

25 items which better discriminate cases from 
controls were chosen. The Cronbach’s s coefficient for 
this subscale was 0.94. The cut off 32 optimized 

sensitivity (91.5%) and specificity (90.8%). The positive 
and negative predictive values were 81% and 96% 
respectively. The total of incorrectly classified subjects 
was 9%. The results of the present study lend support to 
the findings of this study (39).  

 In the studyThe Wender, Utah Rating Scale was 
administered to 59 patients who were diagnosed as 
having ADHD according to DSM-IV criteria after 
comprehensive psychiatric and neuropsychological 
assessments in outpatient clinics of University of Ankara 
Medical School, Department of Psychiatry. Control 
groups consisted of 59 patients with dysthymia, 44 
patients with bipolar affective disorder in remission, and 
145 healthy controls. Subjects who were illiterate and 
younger than 18 years of age were excluded from the 
study. WURS was re administered to 63 of the healthy 
controls after 4 weeks. 

Principal components analysis revealed 5 factors 
explaining 61.3% of the variance. The factors were 
labeled as Irritability, Dysthymia, School Problems, 
Behavioral Problems/Impulsivity and Attention Deficits. 
Mean factor scores of ADHD group was higher than all 
groups except Dysthymia factor. Turkish form of 
WURS demonstrated excellent internal consistency 
(Cronbach's alpha= 0.93), and the test-retest coefficient 
for the WURS (total score) was 0.81. Item-total score 
correlations varied between 0.31-0.75. At a cut off of 36, 
it identified 82.5% of adults with ADHD (sensitivity), 
90.8% of the healthy controls (specificity), 66% of 
patients with dysthymia, and 64.3% of patients with 
bipolar affective disorder correctly (40). 

Turkish form of the WURS is a reliable and valid 
scale in assessing childhood symptoms in adults for 
ADHD. However overlapping mood disorder items 
lowers specificity of the scale (40).  

based on the findings of the present study, since the 
value of KMO was 86.5% for dysthymia, 86.9%  for 
oppositional defiant disorder, 77.5 for school work 
problems, 90.9% for conduct disorder, 79.6% for stress, 
93.5% for ADHD and also on the other hand the Chi 
square value based on Bartlett’s Test was 2242.947 with 
36 df for dysthymia, 2239.112 with 36 df for 
oppositional defiant disorder, 1221.917 with 21 df for 
school work problems, 5031.511 with 153 df for 
conduct, 1421.1 with 36 df for stress, and 7644.122 with 
300 df for ADHD and since these values were larger 
than the chi square critical values table (P<0.05), one 
can conclude that the factor correlation matrix for factor 
analysis is appropriate. 

Considering the convergence of the results of the 
present study and those of (37- 40), one can contend that 
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this scale is appropriate for predicting dysthymia, 
oppositional defiant disorder, school work problems, 
conduct disorder, stress, and ADHD in adults. It is more 
economical than the previous scales and can be 
administered by non-experts. Therefore, the diagnosed 
disorders can be treated reducing individual and social 
damages, educational and learning problems and 
enhancing the behavior and health of the family. This 
scale can be used as filtering in schools and all health 
centers. 
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