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Abstract

Background: Considering the importance of Executive Functions to clinical and nonclinical situations, Barkley proposed a new theory of executive func-
tioning based on an evolutionary neuropsychological perspective and clinical research using large samples of clinical and community identified adults and
children as well as children with ADHD followed to adulthood. Objective: The present study aims to adapt the Barkley Deficits in Executive Functions Scales
(BDEFS) to Brazilian Portuguese and also assess its construct validity in a sample of normal Brazilian adults. Methods: The original version of scale was
adapted to Brazilian Portuguese according to the guideline from the ISPOR Task Force. To assess the semantic equivalence between the original and adapted
version, both of them were applied into a sample of 25 Brazilian bilingual adults. Finally, 60 Brazilian adults completed the BDEFS and the Brazilian versions
of Barratt Impulsiveness Scale (BIS-11) and Adult Self-Report Scale (ASRS-18) to assess convergent validity. Results: The BDEFS Brazilian Portuguese ver-
sion has semantic correspondence with the original version indicating that the adaptation procedure was successful. The BDEFS correlated significantly with
the impulsivity and attention scores from the BIS-11 and ASRS-18 supporting its construct validity. Cronbach’s alpha (a = 0.961) indicated that the BDEFS
translated version has satisfactory internal consistency. Discussion: Together, these findings indicate the successful adaptation of the BDEFS to Brazilian

Portuguese and support its utility in that population.
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Introduction

Executive Functions (EF) are among the most important cognitive
processes due to their role in complex cross-temporal behavior, ad-
aptation to novel situations, problem solving, and decision-making.
These cognitive processes are some of the most-studied constructs in
neurosciences!2. Several theoretical models have tried to explain both
the structure and functioning of EF3. These models differ in terms of
the number of processes thought to be involved (single or multiple
processes) in the construct. Despite some divergence between dif-
ferent models of Executive Function, authors seem to agree that EF
processes are pivotal for self-regulation and goal-directed behavior+s.

Several psychopathologies are associated with impairments
in EF processes, such as Attention Deficit Hyperactivity Disorder
(ADHD)s, Bipolar Disorder?, Obsessive Compulsive Disorders, and
Schizophrenia?. In clinical samples, as in ADHD, EF deficits are
related to poor functional outcomes, such as educational fields. In
non-psychiatric samples, EF seems to be related to others diseases
and to everyday activities. Patients with increased severity of type 2
diabetes mellitus have lower performance in a working memory task
and in a measure of general EF probably because chronic hypergly-
cemia may end in neural apoptosis and, as consequence, decreased
the cognitive functioning. In addition, EF mediates the diabetes self-
carel! (glucose monitoring, diet, medication administration, etc.).
Moreover the executive functioning is related to driving behavior
and the probability of traffic accidents!2 and to productivity at work!s.

Considering the importance of EF to clinical and nonclinical
situations, Barkley proposed a new theory of executive functioning
based on an evolutionary neuropsychological perspective and clinical

research using large samples of clinical and community identified
adults and children as well as children with ADHD followed to
adulthood. According to Barkley!4, executive functions could be
understood by considering a hierarchic relationship between inhibi-
tory control and other cognitive processes. Barkley argues that three
inhibitory processes - (a) inhibition of the prepotent response; (b)
stopping of an ongoing response; and (c) interference control - sup-
port higher abilities like working memory, internalization of speech,
self-regulation of affect-motivation-arousal, reconstitution, and
motor-control-fluency-syntaxts. These cognitive abilities operate as
tools for the performance of major activities of daily life since the
beginning of humanity. That is because EF is proposed to mediate
complex behaviors such as reciprocity and social exchange, social
cooperation, vicarious learning, mimesis, and self-regulation for
self-defense that underlie the evolutionary process of the human
species and the development of our culture!4.

Despite the plethora of neuropsychological tests designed to as-
sess EF, there is evidence that many of them do not have ecological
validity considering their lack of correlation with daily-life activities
or observations and ratings of EF in natural settingss¢. In this context,
Barkley created the Barkley Deficits in Executive Functioning Scale
(BDEFS), which consists of a self-reported questionnaire that assesses
different components of executive functioning related to daily-life
impairments of psychiatric patients's. Since the publication of BDEFS,
this scale has accumulated evidence of validity!71s, as well as utility
in clinical practice for the assessment of psychiatric patients'#20. The
present work presents the adaptation of the BDEFS to Brazilian Por-
tuguese, and provides evidence of its reliability and construct validity
in a non-clinical community sample of Brazilian adults.
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Materials and methods

Samples

Two convenience samples were recruited through local advertise-
ments and the only exclusion criteria was age (less than 18 years old
and more of 89 years old). For the translation phase, 25 bilingual
Brazilian adults (n = 25; 17 women) answered the both versions of
BDEFS. The participants had an average age of 26.40 years old, with a
minimum of 19 years old and a maximum of 41 (Standard Deviation
=5.515). All participants had at least 11 years of formal education.

For the pilot study of psychometric properties of the Portuguese
Brazilian version of BDEFS, 60 Brazilian individuals were recruited
(n = 60; 21 men), all of whom had at least eight years of formal
education. The participants in this phase had an average age of 27.3
years old, with a minimum age of 18 years old and a maximum of
55 years old (Standard Deviation = 12.3 years).

Instruments

Barkley Deficits in Executive Functioning Scale (BDEFS)

The self-report version of the BDEFS-LF is intended for adults ages
18 to 81. The patient completes the scale by indicating the frequency
of certain behaviors and thoughts believed to reflect EF deficits. The
ascertainment window for this self-assessment is the past six months,
which should ensure a more stable measurement and representative
sampling of the EF deficits over time than do typically short-duration
cognitive tests. Answers to the 89 items comprise a four-point Likert-
type scale, as follows: never or rarely (1), sometimes (2), often (3), and
very often (4). The factor analysis of the BDEFS revealed a large, single
factor along with four smaller factors. These became the five subscales
that assess specific domains of EF in daily life: self-management of
time (items 1 to 21), self-organization/problem solving (items 22 to
45), self-restraint (items 46 to 64), self-motivation (items 65 to 76),
and self-regulation of emotion (items 77 to 89).

The Scoring System involves the computing individual scores of
the five subscales; the Total Score across all five subscales; the Execu-
tive Functioning Symptom Count which indicates clinical symptoms
of deficits in executive functioning (items answered with 3 or 4 are
added to obtain this score); and the ADHD-EF Index (items 1, 6,
14, 16, 24, 49, 50, 55, 60, 65 and 69 have their scores added). The
ADHD-EF Index is only intended as a predictor of the risk of having
ADHD and is not diagnostic of it per se.

Barratt Impulsiveness Scale — Eleventh edition, Brazilian version
(BIS -11)

The BIS-11 is a self-report instrument with 30 items for measure
impulsivity of the Ernest Barratt model2t. The respondents have to
select the best option based in a four-point Likert type-scale to de-
scribe the frequency of certain behaviors and situations linked with
impulsivity. The BIS-11 has three subscales: attentional impulsivity
(items 6, 5, 9, 11, 20, 24, 26, 28), motor impulsivity (items 2, 3, 4,
16, 17, 19, 21, 22, 23, 25, 30) and non-planning impulsivity (items
1,7,8,10, 12,13, 14, 15, 18, 27, 29). Furthermore, the BIS-11 has a
total score ranges from 30 to 120 points. Higher scores mean that
the participant tends to behave impulsively.

Adult Self-Report Scale, Brazilian version (ASRS-18)

The ASRS-18 is a self-report measure of symptoms of the Attention-
Deficit Hyperactivity Disorder (ADHD) based in the A diagnostic
criteria of the Fourth Edition of the Diagnostic and Statistical Manual
(DSM-4) adapted to adults22. The scale was composed by 18 questions:
9 for evaluate the attention-deficit symptoms and 9 for measure the
hyperactivity-impulsivity symptoms. To be suspect of having ADHD
is necessary at least 6 symptoms in one subscale or 12 symptoms in

both (for the combined type). For clinical diagnosis is necessary fill
the others criteria.

Procedures

There are two main phases of the present study: (1) the transcultural
adaptation and (2) internal consistency and construct validity. First,
the BDEFS was translated into and adapted to Brazilian Portuguese,
following the principles and steps recommended by the ISPOR Task
Force for Translation and Cultural Adaptation2!. The steps of transla-
tion and adaptation were (a) preparation: research design and obtain-
ing authorization from Barkley and Guilford Press to translate and
transculturally adapt the scale; (b) forward translation: translation for
the Portuguese language; (c) reconciliation: comparison and synthesis
of translations into Portuguese; (d) back translation: translation of
the Portuguese version back into the English language; (e) review
of back translation: comparison of the back-translated version with
the original; (f) cognitive debriefing: testing of the translated version
with a small sample; (g) review of cognitive debriefing results and
finalization: interpretation of the results of cognitive debriefing; (h)
proofreading: correction of any type of error; and (i) final report.
Only the step of harmonization was not followed, because it is not
applicable to this study. The comparison between the original ver-
sion and the adapted version used the same procedure described in
Malloy-Diniz et al.2223. Namely, both original and translated versions
of the BDEFS were administered to the sample of 25 bilingual Brazil-
ian participants. The original scale was administered first. After seven
days, the translated version was administered, with the time between
administrations decreasing the possibility that the participants would
remember the order of and their responses to the items.

In a second phase, relationships between the Brazilian versions of
the BDEFS, the Adult Self Report Scale (ASRS 1822), and the Barrat
Impulsiveness Scale (BIS 1121) were assessed. The three scales were
applied in the sample of 60 Brazilian participants.

Data analysis

SPPS 21.0 software (Statistical Package for Social Sciences, version
21.0) was used to analyze the distribution of each item of the BDEFS
Brazilian Portuguese version, finding that all the items did not follow
normal distribution (p < 0.05) by the Shapiro-Wilk test (n < 50). This
finding is typical of rating scales that assess symptoms or deficits. Ac-
cordingly, Spearman correlation was employed between the answers
to the translated and the original instruments in order to verify the
validity of the construct and the association between items. Finally,
to assess the internal consistency of BDEFS Brazilian Portuguese
version was calculated the inter-correlation among the items (the
coeflicient of Cronbach’s Alpha).

A Bland-Altman plot was constructed to analyze the agreement
between the two versions of the BDEFS. This statistical method
involves a scatter plot that has as the y-axis the difference between
the two measures, with the x-axis representing the mean of the two
measures. Upper and lower limits are established based on +-1.96
SD. If the bias has a normal distribution, 95% of the differences will
be between the limits. A standard deviation of 1.96 is not clinically
representative, so if the differences are within +-1.96 SD, the two
measures correspond and may be used interchangeably.

Results

Thirty items of the scale showed a strong correlation index (0.70 <
rho < 1), fifty-five items presented a moderate correlation (0.30 < rho
<0.70), and three items showed a weak correlation (0.1 < rho < 0.3).
Only one item showed no correlation between the original and
Brazilian versions. All five correlations were strong (0.7 < rho < 1)
between the five subscale scores of the translated and the original
versions. Finally, the total score, the FE Count Symptoms, and the
ADHD Index showed strong correlations (0.7 < rho < 1). These results
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point to a good correspondence between the original and translated
BDEFS. These correlations are presented in table 1.

Cronbach’s Alpha was calculated in order to measure the inter-
nal consistency of the BDEFS Brazilian Portuguese Version for all
scales and for each subscale, as done in the validity and normative
study of the BDEFS English Version!s. For all scales, Cronbach’s
Alpha was 0.961 (a = 0.961). For each subscale - self-management

of time, self-organization, self-restraint, self-motivation, and self-
regulation of emotion - the results of Cronbach’s Alpha (a) were,
respectively, 0.925, 0.920, 0.879, 0.790, and 0.970. These results
are quite satisfactory and are close to those Barkley found in 2011
(0.949, 0.958, 0.930, 0.914, and 0.946, respectively). These results
indicate that the BDEFS translated version has satisfactory internal
consistency.

Table 1. Correlations between the items and indexes of the two versions of BDEFS

Statements Rho B

1. Procrastinate or put off doing things until the last minute 0.82 0.01
2. Poor sense of time 0.801 0.01
3. Waste or mismanage my time 0.782 0.01
4. Not prepared for work or assigned tasks 0.433 0.05
5. Fail to meet deadlines for assignments 0.521 0.01
6. Have trouble planning ahead or preparing for upcoming events 0.489 0.05
7. Forget to do things | am supposed to do 0.812 0.01
8. Can't seem to accomplish the goals | set for myself 0.507 0.01
9. Late for work or scheduled appointments 0.807 0.01
10. Can't seem to hold in mind things | need to remember to do 0.566 0.01
11. Can't seem to get things done unless there is an immediate deadline 0.403 0.05
12. Have difficulty judging how much time it will take to do something or get somewhere 0.647 0.01
13. Have trouble motivating myself to start work 0.702 0.01
14. Have difficulty motivating myself to stick with my work and get it done 0.523 0.01
15. Not motivated to prepare in advance for things | know | am supposed to do 0.468 0.05
16. Have trouble completing one activity before starting into a new one 0.627 0.01
17. Have trouble doing what | tell myself to do 0.475 0.05
18. Poor follow through on promises or commitments | may make to others 0.243 0.05
19. Lack of self-discipline 0.833 0.01
20. Have difficulty arranging or doing my work by its priority or importance; can't “prioritize” well 0.64 0.01
21. Find it hard to get started or get going on things | need to get done 0.826 0.01
22. | do not seem to anticipate the future as much or as well as others 0.472 0.05
23. Can't seem to remember what | previously heard or read about 0.671 0.01
24. | have trouble organizing my thoughts 0.637 0.01
25. When | am shown something complicated to do, cannot keep the information in mind so as to imitate or do it correctly 0.472 0.05
26. | have trouble considering various options for doing things and weighting their consequences 0.38 0.05
27. Have difficulties saying what | want to say 0.45 0.05
28. Unable to come up with or invent as many solutions to problems as others seem to do 0.51 0.01
29. Find myself at a loss for words when | want to explain something to others 0.838 0.01
30. Have trouble putting my thoughts down in writing as well or as quickly as others 0.585 0.01
31. Feel | am not as creative or inventive as others of my level of intelligence 0.435 0.05
32. In trying to accomplish goals or assignments, find | am not able to think of as many ways of doing things as others 0.38 0.05
33. Have trouble learning new or complex activities as well as others 0.775 0.01
34. Have difficulty explaining things in their proper order or sequence 0.705 0.01
35. Can't seem to get to the point of my explanations as quickly as others 0.8 0.01
36. Have trouble doing things in their proper order or sequence 0.512 0.01
37. Unable to “think on my feet” or respond as effectively as others to unexpected events 0.564 0.01
38. | am slower than others at solving problems | encounter in my daily life 0.997 0.01
39. Easily distracted by irrelevant thoughts when | must concentrate on something 0.827 0.01
40. Not able to comprehend what | read as well as | should be able to do; have to re-read material to get its meaning 0.704 0.01
41. Cannot focus my attention on tasks or work as well as others 0.751 0.01
42. Easily confused 0.573 0.01
43. Can't seem to sustain my concentration on reading, paperwork, lectures, or work 0.759 0.01
44. Find it hard to focus on what is important from what is not important when | do things 0.612 0.01
45. 1 dont seem to process information as quickly or as accurately as others 0.233 0.05
46. Find it difficult to tolerate waiting; impatient 0.674 0.01
47. Make decisions impulsively 0.699 0.01
48. Unable to inhibit my reactions or responses to events or others 0.605 0.01
49. Have difficulty stopping my activities or behavior when | should do so 0.784 0.01

(cont.)
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Statements Rho P
50. Have difficulty changing my behavior when | am given feedback about my mistakes 0.705 0.01
51. Make impulsive comments to others 0.649 0.01
52. Likely to do things without considering the consequences for doing them 0.321 0.05
53. Change my plans at the last minute on a whim or last minute impulse 0.642 0.01
54. Fail to consider past relevant events or past personal experiences before responding to situations (| act without thinking) 0.327 0.05
55. Not aware of things | say or do 0.482 0.05
56. Have difficulty being objective about things that affect me 0.637 0.01
57. Find it hard to take other people’s perspectives about a problem or situation 0.6 0.01
58. Don't think about or talk things over with myself before doing something 0.736 0.01
59. Trouble following the rules in a situation 0.635 0.01
60. More likely to drive a motor vehicle much faster than others (Excessive speeding) 0.93 0.01
61. Have a low tolerance for frustrating situations 0.397 0.05
62. Cannot inhibit my emotions as well as others 0.604 0.01
63. | dont look ahead and think about what the future outcomes will be before | do something (I dont use my foresight) 0.468 0.05
64. | engage in risk taking activities more than others are likely to do 0.778 0.01
65. Likely to take short cuts in my work and not do all that | am supposed to do 0.409 0.05
66. Likely to skip out on work early if its boring or to do 0.194 0.05
67. Do not put as much effort into my work as | should or than others are able to do 0.759 0.01
68. Others tell me | am lazy or unmotivated 0.889 0.01
69. Have to depend on others to help me get my work done Insignificant | Insignificant
70. Things must have an immediate payoff for me or | do not seem to get them done 0.511 0.01
71. Have difficulty resisting the urge to do something fun or more interesting when | am supposed to be working 0.818 0.01
72. Inconsistent in the quality or quantity of my work performance 0.683 0.01
73. Unable to work as well as others without supervision or frequent instruction 0.431 0.05
74. 1 do not have the willpower or determination that others seem to have 0.649 0.01
75. 1 am not able to work toward longer term or delayed rewards as well as others 0.653 0.01
76. | cannot resist doing things that produce immediate rewards even if they are not good for me in the long run 0.676 0.01
77. Quick to get angry or become upset 0.696 0.01
78. Qver act emotionally 0.809 0.01
79. Easily excitable 0.834 0.01
80. Unable to inhibit showing negative or positive emotions 0.826 0.01
81. Have trouble calming myself down once | am emationally upset 0.605 0.01
82. Cannot seem to regain emotional control and become more reasonable once | am emotional 0.925 0.01
83. Cannot seem to distract myself away from whatever is upsetting me emotionally to help calm me down. | can’t refocus my mind to a 0.574 0.01
more positive framework

84. Unable to manage my emotions in order to accomplish my goals successfully or get along well with others 0.385 0.05
85. | remain emational or upset longer than others 0.651 0.01
86. Find it difficult to walk from emationally upsetting encounters with athers or leave situations in which | have become very emational 0.719 0.01
87. | cannot rechannel or redirect my emotions into more positive ways or outlets when | get upset 0.44 0.05
88. | am not able to evaluate an emotionally upsetting event more objectively 0.479 0.05
89. | cannot redefine negative events into more positive viewpoints when | feel strong emotions 0.424 0.05
Total Score 0.971 0.01
EF Count Symptom 0.95 0.01
ADHD Index 0.833 0.01
Self-management to time 0.967 0.01
Self-organization 0.922 0.01
Self-restraint 0.768 0.01
Self-motivation 0.889 0.01
Self-regulation of emotion 0.88 0.01

EF: executive functioning; ADHD: attention deficit hyperactivity disorder; Rho: Spearman Correlation; P: significance level.

To build the Bland-Altman plot, the total score of both BDEFS
were used to compute the differences and the means for each par-
ticipant. Next, the standard deviation was calculated for the sample
(SD =9.65091). The mean of differences between the total scores on
the BDEFS Brazilian Portuguese Version and the total scores on the
BDEFS English Version was -0.16 (m = -0.16), and the maximum
differences were -4.1437 and 3.8237. Finally, the SD was multiplied

by +-1.96, added to the mean of differences (-0.16), and the upper
and down limits were thereby discovered. A strong relationship
was expected between the scales because, in theory, they measure
exactly the same construct. Based on this statistical information, the
Brand-Altman plot (Figure 1) shows that all the results are within the
95% confidence range, indicating that the two versions have good
clinical agreement.
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Figure 1. The Bland-Altman Plot between the two versions of BDEFS.

The next step was to correlate the five subscales, the indexes,
and total score of BDEFS with the two factors (inhibition response
and lack of planning) and the total score of BIS 11 and with the two
factors (inattention and hyperactivity), the total score, and the total
symptoms of ASRS 18. The results are shown in tables 2 and 3.

Overall, the results of the Spearman correlations between the
BDEFS Brazilian Portuguese version, BIS 11, and ASRS 18 indicate
satisfactory concurrent validity.

Table 2. Correlations between subscales, indexes and total scores of ASRS
18, BIS 11 and BDEFS translated version

ASRS 18 Brazilian Portuguese
BDEFS Brazilian Portuguese TSc TSy Il HI
Version Rho Rho Rho Rho
Total Score 0.523*** | 0.499*** | 0.528**** | 0.333**
EF Count Symptom 0.558*** | 0.464*** | 0.606*** | 0.301*
ADHD Index 0.57*** | 0.511%** | 0.645*** | 0.276%
Self-management to time 0.491*** | 0.477*** | 0.509*** | 0.305*
Self-organization 0.576*** | 0.555*** | 0.617** | 0.344**
Self-restraint 0.473*** | 0.437*** | 0.357* | 0.394**
Self-motivation 0.473*** | 0.48*** | 0.544** 0.235
Self-regulation of emotion 0.386** | 0.37** 0.321* | 0.313**

ASRS: Adult Self-Report Scale; BIS: Barratt Impulsiveness Scale; BDEFS: Barkley Deficits in
Executive Functions Scales; TSc: Total Score; TSy: Total Symptoms; Il = Inattention Index; HI:
Hyperactivity Index; IR: Inhibition Response; LP: Lack of Planning. Rho: Spearman Correlations;
*p<0.05 **: p<0.01; ***: p<0.001.

Table 3. Correlations between subscales, indexes and total scores of BIS
11 and BDEFS

BIS 11 Brazilian Portuguese

BDEFS Brazilian Portuguese Version TSc IR LP
Rho Rho Rho
Total Score 0.647*** 0.642%** 0.388**
EF Count Symptom 0.556*** 0.583*** 0.193
ADHD Index 0.694*** 0.696*** 0.440***
Self-management to time 0.62%** 0.601%** 0.385**
Self-organization 0.546*** 0.602%** 0.264*
Self-restraint 0.626™** 0.608™** 0.368**
Self-motivation 0.6417%** 0.625*** 0.471%**
Self-regulation of emotion 0.453*** 0.436™** 0.231

BIS: Barratt Impulsiveness Scale; BDEFS: Barkley Deficits in Executive Functions Scales; TSc:
Total Score; IR: Inhibition Response; LP: Lack of Planning; *: p<0.05; **: p<0.01; ***: p<0.001.

Discussion

The present study reports evidence that our transcultural adapta-
tion of the BDEFS to Brazilian Portuguese was quite satisfactory
and successful. Furthermore, the adapted version of the BDEFS
showed evidence of concurrent validity when compared with two
other instruments (BIS 11 and ASRS 18), which measure different
types of impulsive behavior, attention, and hyperactivity. The results
also suggested that the internal consistency of the BDEFS Brazilian
Portuguese was not only satisfactory, but also straightforward in its
relationship to the corresponding data for the BDEFS English version.
The subscale “self-regulation of emotion” of the BDEFS Brazilian
Portuguese has a Cronbach’s Alpha higher than the same statistical
procedure for the BDEFS English version. This is also strong evidence
of the correspondence and validity between the versions.

To validate the original scale, Barkley and colleagues did two
studies (UMASS and Milwaukee Studies; Barkley's) using several
neuropsychological tests of executive and other functions. Those
studies found a low correlation between the scores of the BDEFS
English Version and the scores of these tests, consistent with many
other studies. This absence of a strong correlation between ratings and
tests reflects a lack of ecological validity of neuropsychological tests.
Other studies using the BDEFS English Version have shown similar
results17-202425, For example, as found by Vasconcelos et al.2the BIS
11 Brazilian Portuguese Version presents almost non-significant cor-
relations with the ITowa Gambling Task, which support the theoretical
and statistical difference between these types of neuropsychological
methods. Due to the frequently reported weak correlation between
neuropsychological tests and scales, in the present study we opted to
use scales measuring similar constructs (i.e., ASRS-18 and BIS-11)
and similar methods to assess the convergent validity of BDEFS. Even
though the constructs measured by BIS-11 (impulsivity), ASRS-18
(ADHD?’s cardinal symptoms), and BDEFS (executive functioning)
are not equivalent, they are hypothesized by Barkley to be substan-
tially related to each other. Poor inhibition (self-restraint) is a major
EF component in Barkley’s and others’ theories of EF. Thus Barkley
has argued that ADHD is primarily a disorder of EF beyond simply
being one of inattention. Supporting these theoretical positions, we
found significant correlations between the scores derived from those
scales. This result suggests that the Brazilian adaptation of the BDEFS
presents evidence of construct validity.

Other studies using the BDEFS English Version have made
important contributions regarding the validity and the potential
for use of the scale. Dehili et al.20 analyzed the capacity of BDEFS to
predict symptoms of ADHD in comparison to a visual-search task
in a college population. The results showed that the BDEFS is more
predictive of ADHD than the task. Also, the relationship between the
two measures was found to be low (just as in the studies of Barkley).
Knouse?s used the BDEFS successfully to examine the relationship
of EF to understand and predict the mediation of self-regulation in
academic performance. That study!® also showed that the BDEFS
could be used to predict depressive symptoms, especially using the
self-management of time, self-organization, and problem-solving
subscales, in a sample with symptoms of ADHD and depression.
Future studies should address the relationship between the Brazilian
adaptation of BDEFS and functional outcomes in a Brazilian context.

The results of the present study should be interpreted in the
context of its limitations. One such limitation was that we assumed
that the factorial structure of the adapted BDEFS was the same
as the original version and did not examine that factor structure
directly. Because our sample was small, factor analysis could not be
performed. This study was executed only for adapt the BDEFS for
our culture and, for that objective, the sample could be small. Future
studies should assess the factor structure of BDEFS in the Brazilian
Population using both confirmatory and exploratory methods. These
statistical analysis and the standardization of the BDEFS implies in a
recruitment of a larger sample than the one used in the present study.

The null correlation between the item 69 of the both versions of
BDEFS probably can be explained for cultural differences. Although,
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in the future studies of the standardization of BDEFS Portuguese
version, this result needs to be investigated more deeply.

It is important to note that possible clinical use of this adapta-
tion of BDEFS depends on future studies of criterion validity in
clinical populations, as well as on factor analytical procedures, and
the collection of additional norms for a Brazilian population that is
representative of different regions, other important demographic fac-
tors, and socioeconomic levels. Yet the evidence found here suggests
that such future studies could rely on this adaptation.
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