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Abstract: Introduction: ADHD is a pervasive complex and an under-recognized heterogenous 
neurodevelopmental disorder. Of its two major components, inattentiveness and hyperactivity, the latter is 
diagnosed early on, but inattentiveness is perceived as a lack of focus and tends to be diagnosed late. 
Worldwide prevalence of ADHD is between 5.29% to 7.1% in children and adolescents, of which upto 60% 
persist into adulthood. Only one study has been published on adult ADHD, in India, and that too in an out-
patient psychiatric setting. Objectives:  Study the epidemiological presence of ADHD in Indian Adult 
Undergraduate students using the ASRS v1.1 score. Conduct a comparative analysis of ADHD prevalence 
amongst Students in different vocations. Inform the study subjects about the scores obtained in ADHD and 
guidance given thereby. Method: After obtaining Institutional Ethics committee approval, 300 
undergraduates from diverse educational programmes (100 from medicine, 100 from Engineering and 100 
from other courses) were approached over a six-month period from March to August 2018. Subjects, 
irrespective of gender or ethnicity, after providing informed consent, attempted ASRS-v1.1. This was 
followed by an audiovisual presentation to impart knowledge of ADHD to the subjects. Data was entered 
into MS Excel 2016® and was analyzed using SPSS software 23.0 version® (Armonk, NY, IBM corporation). P 
value less than 0.05 was considered statistically significant.  Result:. Out of 300 Indian under-graduates, 
only 3.33% were in the high risk group (2B). In both Medicine and law, over 75% of the students fall into the 
no risk Group 1. 4% of Law students, 6% of medical, 7% of Engineering and 8% of Commerce, Nursing and 
Arts students were in the high risk Group 2B. Mean score was 10.02±3.967 for Medical students, 
11.86±3.698 for Engineering students and 11.68±3.321 for Others. Medical students had the lowest 
Inattentiveness Trait Score (ITS) scores amongst the three groups and the p value for Engineering versus 
Medical was 0.0001 and that of Medical versus Others was 0.0007. The study was limited by its small 
sample size and larger studies are needed to accurately evaluate the true incidence of Adult ADHD in India. 
As of now, no such study exists and hence our study shall prove to be a pilot study for all future projects on 
this subject. Conclusion: Adult Indian Medical students have the lowest ITS scores and are least likely to 
have persistent ADHD symptoms in adulthood. Only 3.33% of Indian University Undergraduates show high 
level ADHD symptoms, compared to higher numbers in other countries. [Jhaveri S Natl J Integr Res Med, 
2019; 10(5):28-34] 
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Introduction: ADHD is a pervasive complex and 
an under-recognized heterogenous 
neurodevelopmental disorder. It is a chronic 
condition marked by persistence of symptoms 
into adolescence, and often into adulthood for a 
majority of children.1 First recognized over 100 
years ago as hyper activity, this abnormal 
disorder was found to be a result of biology 
rather than bad parenting. 2 At its core, ADHD is 
believed to be a product of dopaminergic 
destruction, thereby causing a cohort of 
disorders of the prefrontal cortex, the basal 
ganglia and the cerebellum. As the name 
suggests, this disorder has manifestations of 
both; inattention and hyperactivity including 
problem solving, planning, orienting, alerting, 
cognitive flexibility, sustained attention, response 
inhibition, and working memory 3,4. It has 2 major 
presentations - Inattentiveness and Hyperactivity. 

Patients exhibiting hyperactivity tend to be 
diagnosed early on. On the other hand, 
inattentiveness is commonly mistaken for a lack 
of will to focus. This wide array of complications 
is matched only by its equally diverse etiology. It 
is believed today, that multiple genetic and 
environmental factors, as opposed to a single 
predisposing culprit as seen in many diseases, act 
in concert. Pre, peri and post-natal 
environmental factors influence the pathogenesis 
as well. For instance, prenatal alcohol exposure is 
known to induce brain structural anomalies, 
especially in the cerebellum5.   Maternal smoking 
produces a 2.7-fold increased risk for ADHD 6. 
 
More-over Adults with ADHD are more likely to 
exhibit anxiety, mood disorders and substance 
abuse than the general population7,8,9,10. 
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In the absence of global consensus, meta-
regression analyses have estimated the 
worldwide ADHD prevalence between 5.29% 11 

and 7.1% 12 in children and adolescents. 
However, ADHD is a grossly underdiagnosed 
entity and a common misconception is that it is 
endemic to children,  atleast in India. This is 
further elucidated by the lack of studies 
regarding ADHD in adults. However, it is known 
to persist into adult life in 10 to 60% of cases 13,14..  
The true population prevalence of the disorder is 
likely to be higher since under-reporting of 
symptom severity is common and also due to 
problems with current diagnostic practices 
applied to adults, 15,16 

 
Moreover, the cases that have been screened 
positive may be rooted to 2 sources. Cases in 
which ADHD symptoms developed in childhood 
but were never diagnosed due to a lack of 
awareness of both the symptoms and the 
prevalence of the disease. The other source 
would be cases of Adult onset ADHD (late onset 
ADHD). Classically defined as a neuro 
developmental disorder, adult onset ADHD is a 
little bit of an enigma. There are theories 
regarding adult ADHD, some calling it a 
symptomatic expression of a separate comorbid 
disorder while others say it is the surfacing of 
previously repressed ADHD symptoms. 
 
Only one other study has been conducted for 
adult ADHD in India and that too on psychiatric 
subjects in an out-patient setting17. No other 
study has been done to attempt screening of the 
normal adult population in India. In the wake of 
paucity of Indian studies regarding this subject, 
this study aims to contribute to the Data pool and 
help in developing a better understanding of 
Adult ADHD, beginning with screening of Indian 
university undergraduates. This study was carried 
out using the ASRS v1.1 scale published in the 
WHO Composite International Diagnostic Review. 
ASRS v1.1 is a universally accepted scale and has 
been used in scores of studies relating to adult 
ADHD in the West.  
 
OBJECTIVES: To Study the incidence of ADHD in 
Indian Adult Undergraduate students using the 
ASRS v1.1 scores. To Conduct a comparative 
analysis of ADHD prevalence amongst Students in 
diverse educational programmes. To Inform the 
study subjects about the scores obtained in 
ADHD and guidance given thereby. 
 

Materials and Methods: This study was initiated 
after obtaining permission from the Institutional 
Ethics Committee. Before participation, the 
subjects were informed about the study’s aim 
and implications and they attempted the said 
questionnaire only after an informed consent was 
formally obtained. The participants were 
informed that their participation was voluntary 
and that they can withdraw at any given point. 
Patient confidentiality was maintained at all 
times.  
 
Inclusion criteria 

 Age equal to or more than 18 years   

 Subjects were enrolled irrespective of their 
gender or ethnicity 

 Participating subjects at the time of 
assessment were free of any neurological 
diagnosis.  

 Exclusion criteria 

 Previous history of neurological disease or 
psychological disorder 

 Subjects other than Indian University 
Undergraduates 

 
Study size: 300 students from diverse educational 
programmes were enrolled. The study was 
conducted at out parent Institute over a period of 
6 months from March to August 2018. 
 
The Adult Self-Report Scale-V1.1 (ASRS-V1.1) 
Screener was used to screen the study subjects. 
The ASRS was developed by the World Health 
Organization and the screener consists of a 
checklist of eighteen questions regarding 
symptoms of ADHD based on the diagnostic 
criteria of DSM-IV-TR18,19. Using the Part A section 
of the scale, which compromises of six questions; 
as the threshold to indicate a positive screening 
test, the developers of the ASRS-v1.1 reported 
moderate sensitivity (68.7%), along with excellent 
specificity (99.5%) and total classification 
accuracy (97.9%) when assessing symptoms 
among a community sample20. This part has been 
considered in this study. 

 
Part B consists of an additional 12 questions that 
serve as additional cues in Adult ADHD diagnosis. 
However, considering the goal as well as the scale 
of this study, Part B was excluded from the 
screening protocol.  
 
Scoring system: Each item requires subjects to 
rate on a five-point response scale from ‘‘never’’ 
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[0] to ‘‘very often’’ [4] how frequently a symptom 
of ADHD occurred over the past six months. A 
summary score with a theoretical range of 0–24 
as an equally weighted sum of response scores 
for all questions. Higher scores indicate increased 
risk of ADHD. The first 4 questions explore the 
Attention Deficit fragment of ADHD and the score 
is labelled as the Inattention Trait Score (ITS) The 
last 2 questions similarly explore the 
Hyperactivity fragment of ADHD and hence the 
score is labelled as the Hyperactivity Trait Score 
(HTS). 
 
It is to be noted that when the ASRS v1.1 scale 
was introduced, the original screening was not 
score based. It defined a threshold for each of the 
6 questions. If the subject screened for 4 or more 
symptoms above the threshold, the subject was 
screened positive. However, the 0-24 scoring 
system substantially outperformed the 0-6 
scoring system21. 
 
The results obtained were analyzed on the basis 
of the following criteria : Based on the 
classification methods recommended by Kessler 
et al (2005, 2007) 22,23participants were grouped 
into 2 categories using a cut-off score of 13 
(scores 14–24 being indicative of possible ADHD)  
The subjects are classified into binary groups 
based on their answers(Figure 1). 
 
Figure 1- Grouping of subjects on the basis of 
scores on the ASRS v1.1 screener 

 
 
Subjects in Group 1 were at minimal risk and 
exhibit some symptoms of ADHD, which are most 
likely consequences of stress or anxiety. Subjects 
belonging to Group 2a, with scores between 14-
17 may or may not have ADHD, however the 
symptoms of inattentiveness and hyperactivity 
do prevail. Group 2b subjects, scoring more than 
18, fall in the highest risk category and exhibit 
symptoms that are consistent with adult ADHD. 

 
Counselling session: After attempting the 
questionnaire, the subjects were given a short 
audio-visual presentation regarding ADHD, its 
symptoms, global prevalence and certain obvious 
recognizable signs of ADHD. Moreover, as part of 
the presentation, basic remedies to help cope 
with inattentiveness or hyperactivity that may be 
stress related were included. In addition to this, a 
basic plan of action was outlined for any subject 
that scored in the Group 2b without counselling 
them selectively. This was done in order to 
maintain confidentiality of the patients and their 
respective scores. 
 
Results : Of 300 students who participated in this 
study, 100 were from Medicine, 100 from 
Engineering, and 25 each from Arts and 
Humanities, Law, Nursing and Commerce 
programmes of various Universities.  
Table 1 demonstrates the distribution of students 
in the 3 groups outlined above based on their 
scores on the ASRS v1.1 scanner. In both 
Medicine and law, over 3/4th of the students fall 
into the no risk Group 1, whereas Commerce, 
Nursing and Arts students have around 8% of 
their students in the high risk Group 2B. 
Moreover, due to limitations in the  study size, 
the importance of scores on the individual 
questions is superseded by the differences that 
we observe in the ITS and HTS scores. 
 
In table 2, E= Engineering, M-=Medical and O= 
Others. This table demonstrates the mean score 
of students from each programme along with the 
standard deviations. The Questions are marked 1-
6 as in the ASRS v1.1. ITS- Inattention Trait Score 
is derived from the summation of the answers to 
Q1-4. HTS- Hyperactivity Trait Score is derived 
from the summation of the answers to Q5-6 
 
Table 3 demonstrates the p values obtained from 
the Mean scores and standard deviations. Here  
E=Engineering M=Medical and O=Other 
professions. The p values that are less than 0.05 
have been considered statistically significant  
 
In Q1 and Q4 which deal with wrapping up final 
details of a project as well as readiness to tackle 
difficult problems, differences among E and M 
students were found to be statistically significant 
(p values 0.001 and 0.0001 respectively). In Q2 
and Q3 which deal with organizing and planning 
as well attention to detail, differences among E 
and M students were found to be statistically 
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Table 1- Distribution Of Study Population Based On Programmes ( N=300) 

Programmes  Group 1 Scores Group 2a Scores Group 2b Scores 

 N = 300 0-13 % 14-18 % 18-24 % 

Medical  100 75 75 19 19 6 6 

Engineering  100 65 65 28 28 7 7 

Commerce    25 18 72 5 20 2 8 

Nursing   25 12 48 11 44 2 8 

Arts And Humanities   25 16 64 7 28 2 8 

Law    25 25 19 76 5 20 1 4 

 
Table 2- Mean and Standard deviation of scores. 

 
Table 3- P Values. Highlighted Boxes Show Values Of Statistical Significance. P Value<0.05 Has Been 

Considered Statistically Significant. 

p VALUE E vs M M vs O O vs E 

Q1 0.001 0.0001 0.6299 

Q2 0.0029 0.143 0.1487 

Q3 0.0095 0.3736 0.0754 

Q4 0.0229 0.0054 0.508 

Q5 0.1188 0.775 0.0765 

Q6 0.9481 0.0462 0.0452 

ITS 0.0001 0.0007 0.0342 

HTS 0.2399 0.1828 0.0126 

TOTAL 0.008 0.0016 0.7176 

 
significant (p values 0.0029 and 0.0095 
respectively). No statistically significant 
differences were observed in Q5 among the 
students. In Q6 however, which deals with 
hyperactivity, a p value of 0.0342 was noted 
between O v E students. No significant 
differences were seen in the individual HTS 
scores, however, the ITS scores of Medical 
students were significantly lower than their 
counterparts with a p value of 0.0001 in E v M 
and 0.0007 in M v O. 
 
Discussion: A total of 300 Indian Undergraduates 
were included in this study. The data clearly 
shows that the average ITS scores of Medical 
Students is significantly lower than students in 
other programmes. The 4 questions that give the 
ITS scores are concerned with finalizing details of 
a project, organizing and planning, attention to 
smaller details as well as readiness to tackle 

difficult problems. This may be an adaptation as 
Indian students before entering into medical 
school study long hours in their preparation, and 
those that cannot, never make it through.  
 
As for the HTS scores, no statistically significant 
differences amongst students of different 
programmes were found. Due to the 
constrictions in the size of the sample, the 
authors have purposefully omitted analyzing the 
scores of each question individually. 
 
The prevalence of ADHD amongst children in 
India is well documented, with a study24 
conducted in 2013 stating the incidence at 
11.32%, most evident in the 9-10 year age group. 
However, to our knowledge, this is the first study 
to report on the incidence of ADHD in Adult 
Undergraduate students in India. Only one 
another study focusing on adult ADHD has been 

Students Q1 Q2 Q3 Q4 Q5 Q6 ITS HTS TOTAL 

E 
Mean 1.92 1.88 1.75 2.13 1.87 1.82 8.17 3.69 11.86 

Std. Deviation 1.186 .998 .925 1.012 1.169 1.114 2.854 1.619 3.698 

M 
Mean 1.42 1.46 1.36 1.78 2.13 1.83 6.05 3.97 10.02 

Std. Deviation .923 .968 1.168 1.142 1.178 1.055 2.955 1.738 3.967 

O 
Mean 1.99 1.67 1.50 2.23 2.18 2.13 7.37 4.31 11.68 

Std. Deviation .835 1.050 1.049 1.118 1.290 1.060 2.436 1.857 3.321 
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published in India. However the study was 
conducted on an outdoor psychiatric setting, with 
a focus on psychiatric comorbidities with Adult 
ADHD. To our knowledge, no other study has 
been conducted on adults with ADHD in India.  
 A similar study conducted in American University 
undergraduates found, that an overall, 10.3% of 
individuals without an existing clinical diagnosis 
of ADHD had high levels of ADHD symptoms25. As 
compared to this study in Indian undergraduates, 
only 3.33% of students without an existing clinical 
diagnosis of ADHD had high levels of ADHD 
symptoms. 
 
A study conducted in the UK26 elucidated the 
differences between subjects with persistent 
childhood ADHD (21.1%) and late onset ADHD 
(67.9%), with the former having fewer cognitive 
impairments and behavior problems. It, along 
with 2 more studies from Brazil27 and New 
Zealand28 concluded that the majority of the 
subjects having ADHD symptoms in Adults were 
of late onset or underdiagnosed, and were not 
persistent childhood ADHD cases. Yet another 
similar study conducted in Switzerland29 reported 
37.7% of men and 28.2% of women of the study 
population screened positive using the ASRS v1.1. 
Owing to the paucity of epidemiological studies 
in India, there is a need for undertaking such 
studies from Indian scientists, for whom our 
study shall serve as a pilot project.  
In an online article posted on WebMD, the 
authors discussed the various facets of an ADHD 
individual such as ADHD adults commonly being 
creative, repulsive to authority and routines etc. 
The various suggested professions (Nursing, 
Sales, teaching etc.), as well as the multitude of 
corporations willing to hire ADHD individuals 
proves that although it is a limitation, ADHD does 
not necessitate dependence.30 
 
Strengths: The outcome of this study is aimed at 
establishing the scale of ADHD or partial ADHD 
symptoms amongst Indian undergraduates. Also, 
as this study is being carried out in a niche area 
that has not been well explored, it seeks to build 
a foundation for future research regarding ADHD 
not only in university students, but Indian adults 
in general. The study aims to eliminate the 
widespread stereotype that ADHD is endemic to 
children and adults living with ADHD are not 
alone. More importantly, this study has been a 
tool in educating the study subjects about 
possible symptoms of ADHD as well as strategies 
on how to combat them. This study, conducted in 

the wake of a paucity of data in India hopes to 
contribute in planting the seed for 
epidemiological studies on Adult  ADHD in India.  
 
Limitations: The study sample of 300 was small. 
This study was a prospective questionnaire-based 
study. The ASRS v1.1 although quite accurate 
cannot substitute clinical diagnosis by trained 
professionals. 
 
Conclusion: The ITS scores of adult Indian 
medical undergraduates were lowest amongst 
the screened cohorts and hence, were least likely 
to have persistent ADHD symptoms in adulthood. 
Based on the screening done with the ASRS v1.1, 
only 3.33% of Indian University Undergraduates 
showed high level ADHD symptoms. All study 
subjects were sensitized to the symptomatology 
of adult ADHD, as well as strategies to cope with 
it. 
 

References 
1. Klien,R.G and Mannuzza. Long term outcome 

of hyperactive children: A review. Special 
Section: Longitudnal Research. Journal of the 
American Academy of Chil and Adolescent 
Psychiatry, 1990. 30(3). 

2. Still G. The Coulstonian lectures on some 
abnormal physical conditions in children. 
Lecture 1. Lancet. 1902. pp. 1008–1012. 1077-
1082, 1163-1168. 

3. Sergeant JA, Geurts H, Huijbregts S, Scheres A, 
Oosterlaan J. The top and the bottom of 
ADHD: a neuropsychological 
perspective. Neurosci Biobehav Rev. 2003; 
27:583–592. doi: 
10.1016/j.neubiorev.2003.08.004.   

4. Pasini A, Paloscia C, Alessandrelli R, Porfirio 
MC, Curatolo P. Attention and executive 
functions profile in drug naive ADHD 
subtypes. Brain Dev. 2007; 29:400–408. doi: 
10.1016/j.braindev.2006.11.010.  

5.  Coffin JM, Baroody S, Schneider K, O'Neill J. 
Impaired cerebellar learning in children with 
prenatal alcohol exposure: a comparative 
study of eyeblink conditioning in children with 
ADHD and dyslexia. Cortex. 2005; 41:389–398. 
doi: 10.1016/S0010-9452(08)70275-2.  

6. Fayyad, J.; De Graaf, R.; Kessler, R.; Alonso, J.; 
Angermeyer, M.; Demyttenaere, K.; De 
Girolamo, G.; Haro, J.M.; Karam, E.G.; Lara, C.; 
et al. Cross-national prevalence and correlates 
of adult attention-deficit hyperactivity 
disorder. Br. J. Psychiatry 2007, 190, 402–409.  



Detection and Evaluation of Attention Deficit Hyperkinetic Disorder  

NJIRM 2019; Vol.10(5) September - October           eISSN: 0975-9840                                      pISSN: 2230 - 9969   33 

 

7. Kessler, R.C.; Chiu, W.T.; Demler, O.; Walters, 
E.E. Prevalence, severity, and comorbidity of 
12-month DSM-IV disorders in the National 
Comorbidity Survey Replication. Arch. Gen. 
Psychiatry 2005, 62, 617–627.  

8. Gao, K.; Wang, Z.; Chen, J.; Kemp, D.E.; Chan, 
P.K.; Conroy, C.M.; Serrano, M.B.; Ganocy, S.J.; 
Calabrese, J.R. Should an assessment of Axis I 
comorbidity be included in the initial 
diagnostic assessment of mood disorders? 
Role of QIDS-16-SR total score in predicting 
number of Axis I comorbidity. J. Affect. Disord. 
2013, 148, 256–264.  

9. Biederman,J.Impactofcomorbidityinadultswith
attention-deficit/hyperactivitydisorder. J.Clin. 
Psychiatry 2004, 65 (Suppl. 3), 3–7.  

10. Polanczyk G, de Lima MS, Horta BL, et al. The 
worldwide prevalence of ADHD: a systematic 
review and metaregression analysis. Am J 
Psychiatry 2007; 164: 942-948. 

11. Willcutt EG. The prevalence of DSM-IV 
attention-deficit/hyperactivity disorder: a 
meta-analytic review. Neurotherapeutics 
2012; 9: 490-499. 

12. Weiss G, Hechtman, L, Milroy T, et al. 
Psychiatric status of hyperactive as adults: a 
controlled prospective: 15 years follow-up of 
63 hyperactive children. J Am Acad Child 
Psychiatry 1985;29:211–20.  

13. Mannuzza S, Klein RG, Beisler A, et al. Adult 
outcome of hyperactive boys: Educational 
achievement, occupational rank, and 
psychiatric status. Arch Gen Psychiatry 
1993;50:565–76. 

14. 23. Manor I, Meidad S, Zalsman G, Zemishlany 
Z, Tyano S, et al. (2008) Objective versus 
subjective assessment of methylphenidate 
response. Child Psychiatry Hum Dev 39: 273–
282.  

15. Manor I, Rozen S, Zemishlani Z, Weizman A, 
Zalsman G (2011) When does it end? 
Attention-deficit/hyperactivity disorder in the 
middle aged and older populations. Clin 
Neuropharmacol 34: 148–154. 

16. Sitholey P, Agarwal V, Sharma S. An 
exploratory clinical study of adult attention 
deficit/hyperactivity disorder from 
India. Indian J Med Res. 2009 Jan;129(1):83-8. 
PubMed PMID: 19287063. 

17. Brod M, Schmitt E, Goodwin M, Hodgkins P, 
Niebler G (2011) ADHD burden of illness in 
older adults: a life course perspective. Qual 
Life Res;DOI 10.1007/ s11136-11011-19981-
11139. 

18. Kessler RC, Adler L, Ames M, Demler O, 
Faraone S, et al. (2005) The World Health 
Organization Adult ADHD Self-Report Scale 
(ASRS): a short screening scale for use in the 
general population. Psychol Med 35: 245–256. 

19. Kessler, R.C.; Adler, L.; Ames, M.; Demler, O.; 
Faraone, S.; Hiripi, E.; Howes, M.J.; Jin, R.; 
Secnik, K.; Spencer, T.; et al. The World Health 
Organization Adult ADHD Self-Report Scale 
(ASRS): A short screening scale for use in the 
general population. Psychol. Med. 2005, 35, 
245–256.  

20. Kessler RC, Adler L, Gruber MJ, Sarawate CA, 
Spencer T, Van Brunt DL. Validity of the World 
Health Organization Adult ADHD Self-Report 
Scale (ASRS) Screener in a representative 
sample of health plan members. International 
journal of methods in psychiatric research. 
2007;16(2):52-65. doi:10.1002/mpr.208. 

21. Kessler RC, Adler L, Ames M, Demler O, 
Faraone S, et al. (2005) The World Health 
Organization Adult ADHD Self-Report Scale 
(ASRS): a short screening scale for use in the 
general population. Psychol Med 35: 245–256. 

22. 35. Kessler RC, Adler LA, Gruber MJ, Sarawate 
CA, Spencer T, et al. (2007) Validity of the 
World Health Organization Adult ADHD Self-
Report Scale ADHD Symptoms in Middle-Aged 
Adults PLoS ONE | www.plosone.org 8 
February 2012 | Volume 7 | Issue 2 | e31500 

23. RT-Journal TY- JOURA 1-Venkata,Jyothsna 
A1,Panicker,Anuja T1. Prevalence of attention 
deficit hyperactivity disorder in primary school 
children. YR-2013/10/1 JF-Indian Journal of 
Psychiatry JO-Indian J Psychiatry SP-338 OP-
342 VO-55 IS-4 UL-
http://www.indianjpsychiatry.org/article.asp?i
ssn=0019-
5545;year=2013;volume=55;issue=4;spage=33
8;epage=342;aulast=Venkata;t=5 

24. Garnier-Dykstra LM, Caldeira KM, Vincent KB, 
O’Grady KE, Arria AM. Nonmedical use of 
prescription stimulants during college: four-
year trends in exposure opportunity, use, 
motives, and sources. J Am Coll Health 
Assoc. 2012;60(3):226–234.  

25. Agnew-Blais JC, Polanczyk G, Danese A, Wertz 
J, Moffitt TE, Arseneault L. Persistence, 
Remission and Emergence of ADHD in Young 
Adulthood: Results from a Longitudinal, 
Prospective Population-Based Cohort. JAMA 
psychiatry. 2016;73(7):713-720. 
doi:10.1001/jamapsychiatry.2016.0465. 

26. Caye A, Rocha TB, Anselmi L, et al. Attention-
Deficit/Hyperactivity Disorder Trajectories 

https://www.ncbi.nlm.nih.gov/pubmed/19287063
https://www.ncbi.nlm.nih.gov/pubmed/19287063
https://www.ncbi.nlm.nih.gov/pubmed/19287063
https://www.ncbi.nlm.nih.gov/pubmed/19287063


Detection and Evaluation of Attention Deficit Hyperkinetic Disorder  

NJIRM 2019; Vol.10(5) September - October           eISSN: 0975-9840                                      pISSN: 2230 - 9969   34 

 

From Childhood to Young AdulthoodEvidence 
From a Birth Cohort Supporting a Late-Onset 
Syndrome. JAMA Psychiatry.2016;73(7):705–
712. doi:10.1001/jamapsychiatry.2016.0383 

27. Moffitt TE, Houts R, Asherson P, et al. Is adult 
ADHD a childhood-onset neurodevelopmental 
disorder? Evidence from a 4-decade 
longitudinal cohort study. The American 
journal of psychiatry. 2015;172(10):967-977. 
doi:10.1176/appi.ajp.2015.14101266. 

28. Corbisiero Salvatore, Hartmann-Schorro 
Raffaela M., Riecher-Rössler Anita, Stieglitz 
Rolf-DieterTITLE=Screening for Adult 
Attention-Deficit/Hyperactivity Disorder in a 
Psychiatric Outpatient Population with 
Specific Focus on Sex Differences 
JOURNAL=Frontiers in Psychiatry VOLUME=8 
YEAR=2017 URL=https://www.frontiersin.org/ 
article/10.3389/fpsyt.2017.00115     

29. https://www.webmd.com/add-adhd/best-
jobs-adults#2 
 

 

Conflict of interest: None 

Funding: None 

Cite this Article as: Jhaveri SJ, Rana DA, Shah 
PD, Malhotra SD. Detection and Evaluation 
of Attention Deficit Hyperkinetic Disorder 
(ADHD) in Adult Indian Students Of Different 
Programmes Using Adult Self Report Scale 
v1.1. Natl J Integr Res Med 2019; Vol.10(5): 
28-34                    

 


