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ADHD and Psychopathy In Adolescent Asian-Americans: A Cross-Sectional Analysis

Abstract

Background

The positive association of attention-deficit/hyperactivity disorder (ADHD) on the development
of psychopathic traits in White-American juveniles has long been demonstrated in various
studies. Less is known, however, about the role of specific attention-deficit/hyperactivity
disorder symptomatology and how they interact with each dimension of the three-factor model of
psychopathy in Asian juveniles.

Objective
The purpose of this paper is to explore the relationship between Asian-American juveniles with
ADHD as evaluated by the ADHD Rating Scale-5: For Children and Adolescents
(ADHD-RS-IV), and the exhibition of psychopathic traits as measured by the Youth
Psychopathic Traits Inventory (YPI; Andershed et al. 2002). Previous studies have examined the
prevalence of attention deficit and hyperactivity disorder (ADHD) in White-American prison
inmates and in forensic patients with psychopathic traits. However, it is not clear whether ADHD
and psychopathy scores also correlate in Asian, teenage non-incarcerated samples.

Measures
This is a quantitative survey investigating the relationship between 1000 Asian teenagers
exhibiting characteristics of ADHD as evaluated by the ADHD Rating Scale-5: For Children and
Adolescents (ADHD-RS-IV) and the exhibition of psychopathic traits as measured by the Youth
Psychopathic Traits Inventory (YPI; Andershed et al. 2002).

Limitations
The sample size is relatively small and the results should be appropriately considered as an
indication rather than a generalization.

Conclusions
Pearson’s matrix showed a positive and significant correlation coefficient (0.91) for ADHD
subscores and dimensions of psychopathy. In our Asian-American sample, males (49%) scored
on average 5.1 points higher than females in the ADHD scale, and on average 8.5 points higher
in the YPI scale. Interestingly, in the female population, a higher correlation was found between
the hyperactivity (HI) subscore and the callous-unemotional (CU) subscore while in the male
population, a significant correlation was found between the HI subscore and
grandiose-manipulative (GM) subscore.
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Diagnosis of attention-deficit/hyperactivity disorder (ADHD) across cultures
Attention-deficit/hyperactivity disorder (ADHD) is the most commonly diagnosed mental health
disorder in US children [1-3]. An ADHD diagnosis allows students and youth to access adaptive
educational programming in educational institutions, as well as medication that can aid in the
mitigation of the disorder’s negative impact on both learning and behavior [4-6]. Yet, not all
groups of children are equally likely to be diagnosed and receive equitable treatment. Racial and
ethnic minorities, in particular, have been reported to be diagnosed with ADHD at lower rates
than white children and therefore may have unmet treatment needs [7, 8]. In addition, racial and
ethnic minorities who are diagnosed with ADHD have been reported to be less likely to use
prescription medication [2,10]. Hypothesized enablers for ADHD diagnosis and treatment
disparities include less frequent access to health professionals and service utilization [11-14] and,
when seen, less frequent solicitation by professionals of developmental concerns [15].
Additionally, a lower likelihood of referral by school mental health professionals and pertinent
negative attitudes towards a disability identification and treatment in some racial or ethnic
subcultures are also hypothesized to be a mechanism for the existing disparities [16, 17].

Research investigating ADHD diagnosis and treatment has typically used cross-sectional designs
or convenience samples [2, 18] or focused on limited time frames [7]. The onset and over-time
dynamics of racial/ethnic disparities in ADHD diagnosis throughout early and middle childhood
are unknown. Yet, early diagnosis and treatment are important because ADHD symptomatology
persists by early childhood [19, 21]. In addition, the extent to which other factors confound
reported racial/ethnic disparities in ADHD diagnosis and treatment is unclear. Minority children
are more likely to be exposed to risk markers for ADHD, low parental education, low household
income, greater frequency of classroom problem behaviors, and lower academic achievement [1,
22-24]. The inclusion of confounding factors is therefore necessary to obtain estimates uniquely
attributable to children’s status as racial/ethnic minorities.

However, environmental and sociocultural influences can make the diagnosis of psychiatric
disorders challenging, and appreciating these influences should be a priority in academic
psychiatry. This can be particularly true for the provision of a diagnosis of ADHD, as complex
conditions can be nuanced. When controlling for confounding variables such as adverse
childhood experiences, prior juvenile offenses, genetics, and sociodemographics, these
diagnostic and treatment disparities remain. Although the cause of these diagnostic disparities is
multifactorial, there is concern that unconscious biases may play a role in diagnostic
decision-making. As a result of these biases, psychiatrists and trainees may judge and interpret
behaviors seen in ODD, CD, and ADHD differently based on race or ethnicity, putting
vulnerable populations at risk [32, 33]. Additionally, the current standard of practice is to
routinely consider a broad differential of comorbid disorders when youth exhibit disruptive
symptoms; however, biases may lead clinicians less likely to explore these potential explanations
for behavior [10,11,12]. When a diagnosis of another behavior disorder is provided in place of
ADHD, there are significant clinical implications, as this can limit access to medications,
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therapy, and other supportive services. This lack of services can put ethnic and racial minority
children at risk for perpetuating the disparities which currently exist in the medical, educational,
and juvenile justice systems.

Comorbidity of psychopathic traits and ADHD
Psychopathy and ADHD share much in common, but it is important to point out here that few
symptoms of mental disorders are specific to particular disorders [25]. For example, depressed
mood can be found in a range of conditions and individuals with ASD may show a lack of
empathy but they rarely show the grandiosity and self-pathology that you would observe in
psychopathy. Frick, Bodin, and Barry (2000) [26] found that there were diagnoses of ADHD
ranging from 80-100% of their samples of “psychopathic children”. Findings indicated that the
emotional features of psychopathy are not impaired in ADHD whereas the behavioral features of
psychopathy are present in ADHD. This is consistent with the model proposed by Colledge and
Blair (2001) [25], which argues that psychopathy and ADHD share certain features such as
impulsivity and antisociality, but not an impaired emotional processing ability which is common
in individuals with psychopathy [27]. Additionally, Christian, Frick, Hill, Tyler, and Frazer
(1997) [28] identified a sample of children whom they considered to exhibit psychopathic
features. Interestingly, all the children in the psychopathic conduct cluster (n =11) had an ADHD
diagnosis. Therefore, it is in line with existing research to examine if there is a potential ADHD
symptom subgroup displaying and influencing certain dimensions of psychopathic traits.

Cross-cultural studies on psychopathic traits in Asia and the West
Research on psychopathic features has been limited largely to the United Kingdom, United
States, Australia, Canada, and Europe [26]. It is thus unclear if these findings from Western
populations generalize to the Asian cultures, especially as there is little evidence for the
generalizability of psychopathy across ethnic groups. Past reviews examining psychopathy in
relation to outcomes such as criminal recidivism in youth and adults have instead reported some
variation in these associations based on country of origin and ethnicity, including a weaker
relationship between violent recidivism and psychopathy where there is a higher proportion of
non-white juveniles [26]. Further, cross-cultural differences have been reported in other related
constructs. For instance, it has been proposed that in East and South East Asia, a tendency
toward conformity with social expectations and an emphasis on group harmony over individual
desire, may account for the lower levels of conduct problems that have been observed in such
populations compared to those from Western countries [34].

The current study
The aim of this paper is to investigate if there are Asian-American youths displaying
psychopathic dimensions (grandiose-manipulative, callous-unemotional, and
thrill-seeking/irresponsible) with high levels of ADHD symptoms (inattention subgroup and
hyperactivity/impulsivity subgroup). We expect to find groups with varying levels of



psychopathy subscores and ADHD symptoms given the normative nature of the sample. We
hypothesize that the subgroups will differ significantly from each other on variables of interest,
specifically sex assigned at birth.

Methods
Participants and Procedure
A total participant pool included 1000 Asian teenagers between the ages of 13 to 18 in several
Ohio public high schools were studied (mean age 15.23, SD = ± 1.448, 51% female). All
participants were informed about the purpose of the study, the possibility not to participate and to
withdraw their participation at any time. All participants completed and turned in two self-report
scales, the ADHD-RS-IV and the YPI.

Measures
The ADHD Rating Scale-IV (ADHD-RS-IV) is rating scale designed and validated to assess
current ADHD symptomatology as described in the DSM-5, and is one of the most frequently
used assessments in ADHD clinical studies. The scale consists of 18 items that directly
correspond to the 18 DSM-5 ADHD symptoms, which are further subdivided into two subscales:
Inattention and Hyperactivity/Impulsivity (9 symptoms/items per subscale). On the
ADHD-RS-IV scale, the individual rates the frequency of each symptom or behavior over the
preceding week on a 4-point Likert scale ranging from 0 (no or rare symptoms) to 3 (severe or
frequent symptoms). The sum of scores for the 18 items provides the total score (ranging
between 0 and 54). The items are based on the DSM-IV criteria for ADHD, divided into the
subscale’s hyperactivity, impulsivity, and attention problems.

The Youth Psychopathic Traits Inventory (YPI) is a self-report tool designed to capture
psychopathic traits in the normal population amongst youths from the age of 12, and was used to
measure the three-factor dimensions of psychopathy. The diagnostic instrument consists of 50
items and is based on the three-factor model comprising the grandiose-manipulative,
callous-unemotional and impulsive-irresponsible dimensions of psychopathy.

Statistical Analysis
Descriptive statistics and internal consistency reliability were calculated using SPSS (Version
24). We obtained the inattention (IA) subscale raw score and the hyperactivity-impulsivity (HI)
subscale raw score from the ADHD-RS-IV responses by calculating the sum of the highest
scores that was generated for the prompts for each item, with the first nine items contributing to
the IA subscale and the last nine contributing to the HI subscale. The highest possible score for
each subscale was twenty-seven and the highest possible total score was fifty four. The raw
scores for each dimension of psychopathy from the Youth Psychopathic Traits Inventory was
calculated by adding the sum of the responses of the five prompts corresponding to each item,
with the first four items (dishonest charm, grandiosity, lying, manipulation) contributing to the
grandiose-manipulative (GM) dimension, the next three (remorselessness, unemotionality,



callousness) contributing to the callous-unemotional (CU) dimension, and the last two
(thrill-seeking and irresponsibility) contributing to the revised thrill-seeking and irresponsible
dimension (TI). The impulsiveness item was removed due to the existing common variable
(hyperactivity/impulsivity subgroup) already measured by the ADHD-RS-IV scale to prevent
false correlation. To test for the consistency and validity of both the existing and revised
construct, confirmatory factor analysis was performed and results shown in Figure 1. The highest
possible scores for each dimension were 60, 45, and 30 respectively, with the highest total
possible score being 135.

Multivariate correlations (Table 2) were assessed using Pearson’s correlation matrix in the
software R (version 4.2.1; R Core Team, 2022) and the apaTables package (Stanley, 2021) to
investigate sex’s effect on the correlation strength between ADHD symptoms and dimensions of
psychopathy. Box-plot analysis (Figure 2) was conducted to identify any outliers using the
ggplot2 package in R (Wickham H, 2016). T-tests were carried out to observe differences in total
scores between females and males.

Results
Descriptive Statistics
Mean, standard deviation, as well as minimum and maximum scores of all subscores of the
ADHD-RS-IV and YPI scales in the sample are demonstrated in Table  1.

>table 1<
Interpretations of a mean ADHD-RS-IV raw score of 30.8 are that symptoms are within the
normal range, and in clinical pre-assessment screening situations, further judgment is needed for
a diagnosis [35]. The data indicated that most people scored in a normal range in the YPI scale,
with a few people scoring in the higher ranges. The ranges for both ADHD-RS-IV (range = 46)
and the YPI (range = 94) scores capture a diverse sample.

Confirmatory factor analysis
The validity of the subscales as measured by the self-report ADHD-RS-IV and the existing
dimensions (GM and CU) and revised construct (TI) of the Youth Psychopathic Traits Inventory
were assessed using confirmatory factor analysis. Internal consistency between factors and latent
variables on both scales used proved to be in the good to excellent range, with all factor loadings
greater than or equal to 0.7 (Figure 1 and 2).

>figure 1<  >figure 2<
Outliers
Boxplot analysis of the total YPI scores recorded by all participants showed an outlier with a
score of 106 (Figure 3).

>figure 3<
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The mean YPI score in the total sample was 51.85. However, there were no outliers of interest in
the ADHD-RS-IV total scores, thus the participant’s score was not discarded in further statistical
analysis.

Correlation between subscores
The variables correlated as expected, with Pearson’s matrix showing a positive and significant
correlation coefficient (0.91) for the ADHD-RS-IV total scores and YPI total scores, and a p
value of <.01 between all subscores across the two scales. All significant coefficients fall within
the confidence interval.

>table 2<
Notably, the thrill-seeking/irresponsible (TI) subscore had the highest subscore correlation with
the ADHD-RS-IV total score with a coefficient of 0.80, while the callous-unemotional (CU)
dimension correlated the least to the total ADHD score with a coefficient of 0.59 in the general
sample. The inattention (IA) subscore had a higher subscore correlation with the YPI total score
than the hyperactivity/impulsivity (HI) subscore (r=0.80). Interestingly, the
grandiose-manipulative (GM) dimension was the only dimension of psychopathy with a higher
correlation to HI subscore (r = 0.59) than to the IA subscore (r = 0.56).

Sex differences in total scores and subscore correlation
>table 3<     >table 4<

In our Asian-American sample, males (49%) scored on average 5.1 points higher than females in
the ADHD scale, t(97.83) = -2.549, p<.05. Males also scored on average 8.5 points higher in the
YPI scale, t(97.892)=-2.4351, p<.05. Interestingly, in the female population, a prominently
higher correlation was found between the hyperactivity (HI) subscore and the
callous-unemotional (CU) subscore (r=0.79) while in the male population, a significant
correlation was found between the HI subscore and grandiose-manipulative (GM) subscore
(r=0.76).

Discussion
Our findings indicate that just as in White-American youth, adult, and forensic populations,
Asian-American youth display a strong positive relationship between traits of attention-deficit
hyperactivity disorder and certain dimensions of psychopathy. Secondly, consistent with existing
literature, males in our sample scored higher than females on average on both scales. Research
on gender differences suggests that girls may be consistently underidentified and underdiagnosed
mostly explained by differences in the expression of the disorder among boys and girls [36].

Thus, this paper’s study of the subscore correlations contribute to new findings that gender
attributes to differences in characteristics of psychopathology and psychopathy dimensions.
Analysis conducted demonstrates the presentation of interpersonal (grandiose-manipulative
dimension) versus affective traits (callous-unemotional dimension). Perhaps the most significant



finding of the study is that affective features (e.g., callous, unemotional) of psychopathy exhibit
associations with ADHD symptoms stronger in Asian-American females, while interpersonal
features of psychopathy exhibit associations with ADHD symptoms stronger in Asian-American
males. Still, our findings must be considered exploratory, and replications are needed before
conclusions can be drawn. These interpersonal and affective features are associated with a
socially deviant lifestyle that includes irresponsible behavior and a tendency to ignore or violate
social conventions and mores [37]. Although not all persons with psychopathy come into contact
with the criminal system, their defining features place them at high risk for aggression and
violence. The etiology of the interpersonal and affective traits and its associations with
differences of sex have to date received little attention, making it an area that warrants
expansion.

The high overlap in reported symptoms highlights the importance of thorough clinical
assessments to be able to distinguish psychopathic personality traits from ADHD and lessen the
risk of misdiagnosis. Further, it points to the need of finding discriminative measures possibly
linked to etiological underpinnings to examine the clinical implications as well as the inclusion
of other racial groups. In the area of mental illness stigma, identifying cultural differences in the
sources of prejudice of mental illness between the East and West could be helpful in
understanding the etiology of disorders such as ADHD and psychopathy.

Limitations
The normative nature may have excluded individuals with extreme levels of psychopathic traits,
preventing us from drawing valid external conclusions to clinical settings. The self-report
method of data collection also has inherent limitations, including being subject to internal biases
that may skew responses such as varying levels of introspective ability of the participants. The
sample size is relatively small and the results should be appropriately considered as an indication
rather than a generalization.

Conflicts of Interest
The authors declare that the research was conducted in the absence of any commercial or
financial relationships that could be construed as a potential conflict of interest.

References

1. Froehlich TE, Lanphear BP, Epstein JN, Barbaresi WJ, Katusic SK, Kahn RS. Prevalence,
recognition, and treatment of attention-deficit/hyperactivity disorder in a national sample of US
children. Arch Pediatr Adolesc Med. 2007;161(9):857–864

2. Pastor PN, Reuben CA. Racial and ethnic differences in ADHD and LD in young school-age
children: parental reports in the National Health Interview Survey. Public Health Rep.
2005;120(4):383–392



3. Sciutto MJ, Eisenberg M. Evaluating the evidence for and against the overdiagnosis of
ADHD. J Atten Disord. 2007;11(2):106–113

4. The MTA Cooperative Group. A 14-month randomized clinical trial of treatment strategies for
attention-deficit/hyperactivity disorder. Arch Gen Psychiatry. 1999;56(12):1073–1086

5. Powers RL, Marks DJ, Miller CJ, Newcorn JH, Halperin JM. Stimulant treatment in children
with attention-deficit/hyperactivity disorder moderates adolescent academic outcome. J Child
Adolesc Psychopharmacol. 2008;18(5):449–459

6. US Department of Education, Office of Special Education and Rehabilitative Services, Office
of Special Education Programs. Identifying and Treating Attention Deficit Hyperactivity
Disorder: A Resource for School and Home. Washington, DC: US Department of Education;
2008

7. Schneider H, Eisenberg D. Who receives a diagnosis of attention-deficit/ hyperactivity
disorder in the United States elementary school population? Pediatrics. 2006;117(4).

8. Mehta S, Nagar S, Aparasu R. Unmet prescription medication needs in U.S. children. J Am
Pharm Assoc. 2009;49(6):769–776

9. Miller TW, Nigg JT, Miller RL. Attention deficit hyperactivity disorder in African American
children: what can be concluded from the past ten years? Clin Psychol Rev. 2009;29(1):77–86

10. Zuvekas SH, Vitiello B. Stimulant medication use in children: a 12-year perspective. Am J
Psychiatry. 2012;169(2):160–166

11. Coker TR, Elliott MN, Kataoka S, et al. . Racial/ethnic disparities in the mental health care
utilization of fifth-grade children. Acad Pediatr. 2009;9(2):89–96

12. Flores G, Tomany-Korman SC. Racial and ethnic disparities in medical and dental health,
access to care, and use of services in US children. Pediatrics. 2008;121(2).

13. Flores G, Olson L, Tomany-Korman SC. Racial and ethnic disparities in early childhood
health and health care. Pediatrics. 2005;115(2).

14. Berger-Jenkins E, McKay M, Newcorn J, Bannon W, Laraque D. Parent medication concerns
predict underutilization of mental health services for minority children with ADHD. Clin Pediatr
(Phila). 2012;51(1):65–76

15. Guerrero AD, Rodriguez MA, Flores G. Disparities in provider elicitation of parents’
developmental concerns for US children. Pediatrics. 2011;128(5):901–909

16. Olaniyan O, dosReis S, Garriett V, et al. . Community perspectives of childhood behavioral
problems and ADHD among African American parents. Ambul Pediatr. 2007;7(3):226–231



17. Hervey-Jumper H, Douyon K, Falcone T, Franco KN. Identifying, evaluating, diagnosing,
and treating ADHD in minority youth. J Atten Disord. 2008;11(5):522–528

18. Cuffe SP, Moore CG, McKeown RE. Prevalence and correlates of ADHD symptoms in the
national health interview survey. J Atten Disord. 2005;9(2):392–401

19. Campbell SB, Breaux AM, Ewing LJ, Szumowski EK. Correlates and predictors of
hyperactivity and aggression: a longitudinal study of parent-referred problem preschoolers. J
Abnorm Child Psychol. 1986;14(2):217–234

20. Daley D, Jones K, Hutchings J, Thompson M. Attention deficit hyperactivity disorder in
pre-school children: current findings, recommended interventions and future directions. Child
Care Health Dev. 2009;35(6):754–766

21. Lahey BB, Pelham WE, Loney J, et al. . Three-year predictive validity of DSM-IV attention
deficit hyperactivity disorder in children diagnosed at 4-6 years of age. Am J Psychiatry.
2004;161(11):2014–2020

22. Claycomb CD, Ryan JJ, Miller LJ, Schnakenberg-Ott SD. Relationships among attention
deficit hyperactivity disorder, induced labor, and selected physiological and demographic
variables. J Clin Psychol. 2004;60(6):689–693

23. Basch CE. Inattention and hyperactivity and the achievement gap among urban minority
youth. J Sch Health. 2011;81(10):641–649

24. US Census Bureau. Income, expenditures, poverty, & wealth, table 712. The 2012 Statistical
Abstract. 2012.

25. Colledge E, Blair RJ. The relationship in children between the inattention and impulsivity
components of attention deficit and hyperactivity disorder and psychopathic tendencies.
Personality and Individual Differences. 2001 May 31;30(7):1175-87.

26. Frick PJ, Bodin SD, Barry CT. Psychopathic traits and conduct problems in community and
clinic-referred samples of children: further development of the psychopathy screening device.
Psychological Assessment. 2000 Dec;12(4):382–393.

27. Eisenbarth H, Alpers GW, Conzelmann A, Jacob CP, Weyers P, Pauli P. Psychopathic traits in
adult ADHD patients. Personality and Individual Differences. 2008 Oct 31;45(6):468-72.

28. Christian RE, Frick PJ, Hill NL, Tyler L, Frazer DR. Psychopathy and conduct problems in
children: II. Implications for subtyping children with conduct problems. Journal of the American
Academy of Child & Adolescent Psychiatry. 1997 Feb 28;36(2):233-41.

29. McBride ME. Individual and familial risk factors for adolescent psychopathy. Unpublished
doctoral dissertation, University of British Columbia, Vancouver, British Columbia, 1998.



30. Andershed, H., Kerr, M., Stattin, H., & Levander, S. (2002). Psychopathic traits in non
referred youths: A new assessment tool. In E. Blaauw, & L. Sheridan (Eds.), Psychopaths:
Current International Perspectives (pp. 131-158). The Hague: Elsevier.

31. Bergman, L. R., Magnusson, D., & El-Khouri, B. M. (2003). Studying individual
development in an interindividual context: A person-oriented approach. Mahwah, NJ, US:
Lawrence Erlbaum Associates Publishers.

32. Mandell DS, Ittenbach RF, Levy SE, Pinto-Martin JA. Disparities in diagnoses received prior
to a diagnosis of Autism Spectrum Disorder. J Autism Dev Disord. 2007;37(9):1795–802.

33. Clark E. Conduct disorders in African American adolescent males: The perceptions that lead
to overdiagnosis and placement in special programs. Alabama Counseling Association Journal.
2007;33(2):1–7.

34. Hedges, D. W., Brown, B. L., & Shwalb, D. A. (2009). A direct comparison of effect sizes
from the clinical global impression: improvement scale to effect sizes from other rating scales in
controlled trials of adult social anxiety disorder. Human Psychopharmacology: Clinical and
Experimental, 24(1), 35-40

35. Coghill, D., Seth, S. Effective management of attention-deficit/hyperactivity disorder
(ADHD) through structured re-assessment: the Dundee ADHD Clinical Care Pathway. Child
Adolesc Psychiatry Ment Health 9, 52 (2015).

36. Skogli EW, Teicher MH, Andersen PN, Hovik KT, Øie M. ADHD in girls and boys--gender
differences in co-existing symptoms and executive function measures. BMC Psychiatry. 2013
Nov 9;13:298. doi: 10.1186/1471-244X-13-298. PMID: 24206839; PMCID: PMC3827008.

37. Hare RD: Psychopaths and their nature: Implications for the mental health and criminal
justice systems. Psychopathy: Antisocial, Criminal, and Violent Behavior. Edited by: Millon T,
Simonson E, Burket-Smith M, Davis R. 1998, New York: Guilford Press, 188-212



Figures

Figure 1

Con�rmatory factor analysis on the Youth Psychopathic Traits Inventory with revised Thrill-
Seeking/Irresponsible construct with factor loadings and latent variables.

Figure 2

Con�rmatory factor analysis on the ADHD-RS-IV with factor loadings and latent variables.



Figure 3

Boxplot analysis of the total YPI scores recorded by all participants
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