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Abstract 

Routines are observable and repetitive behavior patterns that are context specific and help 

to automate aspects of daily life (Sytsma, Kelley, & Wymer, 2001; Zisberg, Young, Schepp, & 

Zysberg, 2007).  The presence of routines in an individual’s life promotes overall functioning, 

and irregular routines have been associated with poorer physical and psychological health 

(Margraf, Lavallee, Zhang, & Schneider, 2016).  Time management skills, such as those required 

to plan, prioritize, and execute tasks are crucial to cultivating stable routines.  Although measures 

of routines exist for children, adolescents, families, and older adults, the routines of younger 

adults have been neglected.   

The purpose of this study was to develop a psychometrically sound measure to quantify 

typical routines and time management practices in a young adult population.  The resulting 

measure assessed four aspects of routines and time management: daily routines, social routines, 

time management, and procrastination routines. The item pool was generated using 

developmentally appropriate items from related measures, themes present in recently published 

literature, and theorized factors of routines.  The items developed for the Routines and Time 

Management Inventory for Young Adults (RTMI), were administered to adults aged 18 to 35, 

along with established measures predicted to correlate with the RTMI.  Exploratory factor 

analysis was used to determine item retention and factor structure of the measure. Also presented 

are reliability coefficients for the factors, and correlational analyses provide initial construct 

validity.
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Chapter 1. Introduction 

Establishing and adhering to consistent routines requires goal setting, prioritizing, and 

self-regulation. The development and maintenance of routines is not possible without these 

skills, which intersect with the concept of time management.  Definitions and attributes of 

routines across different fields of study have considerable commonalities, such that routines are 

behavior patterns which are generally observable; organize the timing, duration, and order of 

events; are repetitive by nature within a given period; occur in specific contexts; and serve to 

automate activities thus conserving mental and physical resources (Zisberg et al., 2007). Time 

management is defined as “behaviors that aim at achieving an effective use of time while 

performing certain goal-directed activities” (Claessens, Van Erde, Rutte, & Roe, 2007).  The 

effective use of time and other resources are characteristic of routines, but routines are also 

necessary for effective time management.  As such, the two concepts of routine and time 

management are indissolubly linked. 

Routines provide structure and stability to daily life, and without regular routines (e.g., 

personal hygiene or housekeeping tasks) daily life can become chaotic.  Weisner (2010) 

transposed this notion and suggested that chaos prevents individuals and families from sustaining 

routines and concluded that well-being and chaos are inverse states.  Routines are thought to 

strengthen family bonds; promote self-esteem, emotional stability, and well-being; serve as a 

protective factor against mental illness; and act as an indicator of overall functioning throughout 

the lifespan (Koome, Hocking, & Sutton, 2012; Zisberg, Young, & Schepp, 2009).  Increased 

frequency and consistency of routines are often recommended as an intervention for parents 

seeking to mitigate their child’s psychological or behavioral concerns and may even account for 

differences in symptom severity (Kiser, Bennett, Heston, & Paavola, 2005; Lanza & Drabick, 
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2011).  This is especially true regarding children and adolescents with Attention-Deficit/ 

Hyperactivity Disorder (ADHD; Harris et al., 2013).  Several measures of routines exist for 

children and adolescents in the context of family routines and daily functioning.  However, 

research is relatively scarce regarding the routines of young adults.   

Although routines appear important to daily functioning, they can prove difficult to 

develop and maintain in the absence of external structure provided by authority figures (e.g., 

parents, teachers, and coaches).  As adolescents leave high school they are faced with 

momentous choices, such as whether to enter the workforce or attend college.  New 

responsibilities accompany newfound autonomy.  Young adults are expected to care for 

themselves, to prioritize their commitments, and to manage their time effectively.  Utilization of 

time management skills demonstrated a greater buffering effect on anxiety and academic stress 

in college students than did increased leisure activities (Misra & McKean, 2000).  The use of 

time management strategies has been shown to positively influence academic achievement and 

personal success (Britton & Tesser, 1991; George, Dixon, Stansal, Gelb & Pheri, 2008), 

rendering the skill set valuable for the well-being of young adults.  Moreover, as young adults 

progress through their 20s and 30s, they may continue to encounter life-changing events such as 

marriage, relocation, and child rearing that can disrupt rhythms of daily living.   

The dearth of empirical research related to quotidian routines and time management is 

salient because of implications on functioning, and the underlying value of understanding 

individuals’ routines for the purposes of intervention.  Knowledge related to routines and time 

management during this substantial life stage may be impeded by a lack of pertinent measures. 
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1.1 Purpose and Overview of Study 

As mentioned above, routines have been suggested to have a positive and protective 

influence on overall functioning (Koome et al., 2012; Zisberg et al., 2009); while chaos can 

impede an individual’s ability to follow typical routines, and directly opposes well-being 

(Wiesner, 2010).  It follows that understanding routines throughout the lifespan is important, as 

they may differentiate between normal and disrupted functioning.  The purpose of this study is to 

develop a measure which addresses the gap in assessment tools between adolescence and old 

age, specifically by building on the measures of routines in adolescents and families.  Adults 

differ from adolescents not only in age, but also in increased freedom and responsibilities.  A 

measure of routines in adults should not only measure behavioral patterns, but also assess 

inherently related concepts which contribute to establishing and sustaining stable routines, 

namely time management skills.   

In the following sections, the role of routines, time management, and closely related 

concepts are elucidated.  It should be noted that this literature review prioritizes research related 

to routines, as the development and adherence to routines in adulthood is believed to subsume 

time management skills (which are also a component of executive functioning).  First, we define 

routines, time management, and survey the enmeshed relationship between routines and 

executive functioning.  The complex and encompassing nature of executive functions are further 

discussed through an overview of theoretical models, one of which was based on executive 

dysfunction seen in ADHD.  Accordingly, the status of research on ADHD is briefly reviewed 

with a developmental perspective and a focus on adults.  The entwined relationship between 

ADHD and executive functioning has resulted in ADHD becoming a commonly researched 

disorder with respect to routines.  Thus, research on routines in an ADHD population, as well as 
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comparatively limited research on routines in typically functioning adults are outlined.  Finally, 

existing measures of routines and time use related to the development of the current measure are 

explored. 

1.2 Conceptual Definitions 

 1.2.1 Routines. Routines are defined as observable behavior patterns that occur in the 

same order, at the same place and around the same time, on a consistent (e.g., daily or weekly) 

basis (Sytsma et al., 2001).  Routines are context specific, repetitive, and automate aspects of 

daily life thus serving to conserve cognitive and physical resources (e.g., the assessment of needs 

and sequencing of activities; Zisberg et al., 2007).  Typical routines for adults include those 

surrounding sleep, occupational and/or academic demands, mealtimes, social relationships, 

personal hygiene, and health related activities.  Routines can provide a sense of stability and 

predictability in life for adults, as well as for children and adolescents (Kiser et al., 2005; 

Lindstedt & Umb-Carlsson, 2013).  

 1.2.2 Time management. Time management is a term used to describe methods of 

monitoring and controlling time expenditure with the goal of increasing task efficiency.  The 

phrase is used interchangeably with other terms, such as time structure and time allocation, and 

is closely related to the concept of self-management (Claessens et al., 2007).  According to 

Claessens and colleagues’ (2007) review of the time management literature, the behaviors which 

comprise time management are time assessment behaviors (i.e., awareness of a specific time-

point, and of one’s use of time), planning behaviors (e.g., goal setting, planning tasks and 

priorities, making to-do lists), and monitoring behaviors (i.e., performing tasks/activities while 

observing time use).  
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1.2.3 Executive functioning. The development and adherence to daily routines requires 

planning, time management, initiation, and other skills which fall within the broader concept of 

executive functioning (EF).  EF is an umbrella term that refers to the management of other 

cognitive processes.  While research has generally shown that the prefrontal cortex mediates EF 

processes, there is less consensus regarding the taxonomy of these processes.  Smith and Jonides 

(1999) endorsed the inclusion of (a) attention and inhibition, which is the process of attending to 

relevant information while ignoring irrelevant information; (b) task management, or the 

scheduling processes and switching involved in complex tasks; (c) planning, or designing a 

series of subtasks to accomplish a goal; (d) monitoring, which involves updating and checking to 

determine the next step in a sequence; and (e) coding, which refers to the encryption of 

representations in working memory.  The processes comprised in EF render individuals able to 

adapt to novel situations, and are the foundation of many cognitive, emotional, and social skills 

(Lezak, Howieson, Loring, Hannay, & Fischer, 2004).  Moreover, EF processes enable an 

individual to successfully engage in independent and goal-directed behavior.  

Executive functions effect daily functioning in myriad ways.  For example, a review of 

multiple studies of medical patients identified deficits in working memory, mental flexibility, 

and attention as contributing factors to medication nonadherence over time, despite the potential 

life-sustaining attributes of the medication regimens (Stilley, Bender, Dunbar-Jacob, Sereika, & 

Ryan, 2010).  As such, it is important to understand EF as well as the relationship between EF 

and routines.  

Models of executive functioning. Lezak identified four components of EF in her 

widespread theoretical model: volition, planning, purposive action, and effective performance 

(Lezak et al., 2004) Volition is the capacity for intentional behavior which requires both 
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motivation and self-awareness.  Planning requires good impulse control, memory, and decision-

making skills as well as the ability to imagine alternatives to current circumstances.  Lezak 

defines planning as the recognition and organization of steps necessary to execute an intention or 

achieve a goal.  Purposive action is the translation of the intention or plan into action through 

self-regulation.  Finally, effective performance is a person’s ability to monitor, self-correct, and 

regulate aspects of behavior (Lezak et al., 2004).   

  Alternatively, Miyake et al. (2000) argued that there are three main components in EF 

processes: inhibitory control, updating (i.e., working memory), and switching (i.e., cognitive 

flexibility).  Inhibitory control is crucial for resisting temptations and impulses, ignoring 

intrusions, and regulating one’s emotions.  Updating is a process which refers to the ability to 

hold information in one’s mind while manipulating it to solve a problem, thus updating and 

monitoring the information.  Miyake et al. (2000) defined the process of shifting as switching 

between multiple tasks, operations, or mental sets, whereas Diamond’s (2013) definition of 

cognitive flexibility expanded on the concept of shifting to include creative thinking, viewing 

situations from different perspectives, and quickly adapting to changed circumstances.  

Although there are divergent theoretical models of EF, researchers generally agree that 

EF processes are necessary to plan and execute goal-directed behavior, to adapt to novel 

situations, and to self-regulate. As such, EF processes boast expansive influence over the daily 

lives of individuals. Poorer EF has been related to health difficulties such as obesity, poor 

treatment adherence, and substance abuse (Diamond, 2013; Stilley et al., 2010); whereas better 

EF is associated with improved quality of life and success in school and work (Diamond 2013; 

Dvorsky, & Langberg, 2014). In relationships, people with lower EF may be viewed by their 
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partner as less dependable, less supportive, and more difficult interpersonally; thus, marriages 

with a lower EF partner are more likely to be maladjusted (Diamond, 2013; Eakin et al., 2004).   

EF deficits can be caused by traumatic brain injury, anoxia, alcohol abuse, and 

neurodegenerative diseases, but are also implicated without evident origin in many other 

psychological disorders including ADHD, Major Depressive Disorder and other mood disorders, 

addictive disorders (e.g., Substance Abuse Disorder), Obsessive Compulsive Disorder, Autism 

Spectrum Disorder, Schizophrenia, and debatably in Conduct Disorder (Craig et al., 2016; 

American Psychiatric Association, 2013; Diamond, 2013; Fairchild et al., 2009; Kenworthy, 

Yerys, Anthony, & Wallace, 2008; Lezak et al., 2004).  Of these, ADHD has been one of the 

most studied relative to EF and is sometimes conceptualized as a disorder of EF, despite EF 

deficits being neither necessary nor sufficient for diagnosis (Solanto, 2015; Weyandt & 

Gudmundsdottir, 2015).  

1.3 Overview of ADHD 

Research has suggested that while ADHD symptoms may decrease with age, the disorder 

often persists into adulthood resulting in a prevalence rate of 2.5% for adults worldwide (Simon, 

Czobor, Balint, Meszaros, & Bitter, 2009).  Although rates differ by geographic location, the 

prevalence rate is estimated to be 8.5% in US children and adolescents, and 4.4% to 5% in US 

adults (Kessler et al., 2006; Merikangas et al., 2010; Roberts, Milich, & Barkley, 2015).  

Biederman, Petty, Evans, Small and Faraone (2010) suggested that persistence of the disorder 

into adulthood is associated with greater psychiatric comorbidity, positive family history of 

mood disorders, and higher levels of educational and interpersonal impairment.   

Diagnostic criteria for ADHD dictates that symptoms must be present prior to the age of 

twelve; occur in multiple settings; cause occupational, social, or academic impairment; not be 



8 

 

better accounted for by another psychiatric condition; and persist for at least six months (APA, 

2013).  ADHD diagnoses are categorized into one of three subtypes based on the primary 

presentation of symptoms.  At least six of nine symptoms must be met in a category to qualify 

for diagnosis, although five symptoms may be acceptable for adults.  Predominately Inattentive 

Presentation is diagnosed when the person’s symptoms are typified by disorganization, lack of 

concentration, daydreaming, difficulty completing tasks, and other similar symptoms (APA, 

2013).  Predominately Hyperactive/Impulsive Presentation is diagnosed when the patient 

presents with symptoms such as problems remaining seated, difficulty awaiting turn, fidgetiness, 

and frequently interrupting others (APA, 2013).  Combined Presentation is assigned when a 

person has many the outlined symptoms in both categories (APA, 2013).  Disinhibition 

symptoms (i.e., hyperactivity and impulsivity) are generally noted earlier; however, symptom 

presentation can be unstable such that disinhibition may improve with age while inattentive 

symptoms often persist into adolescence and adulthood (Martel, von Eye, & Nigg, 2012; Willcutt 

et al., 2012).  

ADHD is linked to numerous areas of difficulty which impact functioning across settings.  

The functional deficits most often associated with ADHD include nonexecutive attention and 

arousal, cognitive control and executive functioning, motivation and reinforcement, and temporal 

information processing (Nigg, 2013a).  ADHD has been linked to difficulties with focus and 

filtering information, vigilance, alertness, working memory, response suppression, set shifting, 

planning, and time perception (Barkley, 1997; Barkley, Koplowitz, Anderson, & McMurray, 

1997; Barkley, Murphy, & Bush, 2001; Nigg, 2013a; Nigg, 2013b; Willcutt, Doyle, Nigg, 

Faraone, & Pennington, 2005).  Solanto (2015) noted persistent impairments in response 

inhibition, working memory, and set shifting in adults with ADHD.  Impairments in the noted 
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areas also lead to deficits in emotional self-regulation, frustration tolerance, arousal system 

reactivity, persistence in effort, response consistency, and productivity under delayed rewards 

(Solanto, 2015).  These impairments are particularly noteworthy given the shared characteristics 

with EF deficits, and are expounded in the following section.  

1.3.1 Executive functioning in ADHD. Adults with ADHD often struggle to self-

regulate which includes the planning, organization, initiation, and completion of tasks on a 

timely basis, as well as tracking and shifting tasks, self-monitoring, and inhibiting other actions 

(Solanto, 2015).  These skill deficits have significant overlap with areas of executive functioning 

(i.e., self-directed actions are needed to choose goals, as well as plan and engage in actions to 

attain those goals), and by extension with routines and time management.  One of the most 

comprehensive theories of ADHD is Barkley’s (1997) which links a primary deficit in behavioral 

inhibition to neuropsychological functions which depend on it: working memory, self-regulation 

of affect-motivation-arousal, internalization of speech, and reconstitution. In this model, 

executive functions directly affect motor control/fluency/syntax, and in turn influence behaviors 

such as ignoring task-irrelevant responses, re-engaging in tasks after disruption, persisting in and 

executing goal directed activities, and controlling novel or complex behaviors using internally 

represented information (Barkley, 1997).  Thus, the behavior of individuals without EF deficits is 

governed more by internal representations such as plans, rules, hindsight, and forethought, while 

the behavior of individuals with ADHD is more heavily influenced by the immediate context and 

consequences.   

Although EF weaknesses are undoubtedly associated with ADHD, some experts have 

cautioned against the conceptualization of ADHD as an EF disorder due to relatively small effect 

sizes and inconsistent impairments on traditional neuropsychological tests (Marchetta, Hurks, 
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Krabbendam, & Jolles, 2008; Wilcutt et al., 2005).  In contrast, other researchers have suggested 

that variability of effect sizes, particularly those related to working memory, may be inflated by 

methodological differences in studies (Alderson, Kasper, Hudec, & Patros, 2013).  Barkley and 

Murphy (2011) argued that ADHD adults were often clinically impaired on EF rating scales and 

less impaired on EF tests because of the low ecological validity of the laboratory tests.  

Clinicians and researchers have developed several EF rating scales for adults (e.g., Barkley 

Deficits in Executive Functioning Scale, and Behavior Rating Inventory of Executive Function) 

which measure EF impairments in the context of daily functioning and can help identify attention 

deficits.  However, these do not provide a picture of daily functioning through the quantification 

of typical routines. 

1.4 Routines and Time Management 

 1.4.1 ADHD population. Living with impairments in the areas of motivation, 

organization, planning, and persistence can lead adults to feeling as though they live in a state of 

chaos which they are only able to manage transiently, despite constantly striving to achieve 

control (Toner, O’Donoghue, & Houghton, 2006).  There is evidence to suggest that engaging in 

simple daily activities requires inspiration, facilitation from others, and social connections for 

adults with ADHD (Ek & Isaksson, 2013).  Yet, securing these supports may be more 

challenging given what is known about social, educational, occupational, and financial outcomes 

for adults with ADHD. 

 In families with ADHD children, increasing structure and routines is often prescribed as 

an effective non-pharmacological treatment component to reduce behavioral problems.  There is 

a plethora of evidence which supports this as a component for effective intervention in children 

and adolescents (Chacko et al., 2015; Robin, 2015; Meyer & Kelley, 2007).  Kiser et al. (2005) 
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found that nonclinical families were more likely to have family rituals or routines than clinical 

families, while Harris et al. (2013) found that routines could predict both internalizing symptoms 

(e.g., depression or anxiety) and externalizing symptoms (e.g., aggression or conduct problems) 

in children diagnosed with ADHD.  Koome and colleagues (2012) detailed the functions of 

routines in families as strengthening family bonds, increasing social competence, serving as a 

protective factor against mental illness, indicating decomposition when disrupted, and improving 

educational outcomes and self-esteem.  Parents of children with ADHD have emphasized the 

significance of routines and structure to daily functioning, and echo to researchers the 

vulnerabilities faced during morning and afternoon routines (Firmin & Phillips, 2009). 

Evidence suggests that family rituals or daily routines during childhood and adolescence 

can have a lasting impact on adult functioning. In college students, Malatras and Israel (2013) 

found that self-control mediated the relationship between family stability, defined as daily rituals 

and routines within the family-of-origin (e.g., parents and siblings), and 

internalizing/externalizing problems.  The authors concluded that family stability may promote 

the development of self-control, leading to positive adjustment.  In a recent study, Malatras and 

colleagues (2016) explored young adults’ perceived stability of routines in their families as 

related to self-regulation (i.e., time management) and attention problems.  Their results indicated 

that time management mediated the relationship between perceived stability of routines in the 

family-of-origin and attention problems (Malatras, Israel, Sokolowski, & Ryan, 2016).  The 

researchers’ findings suggest that parents who schedule regular family activities may have better 

time management skills, which they directly or indirectly teach to their children (Malatras et al., 

2016).   
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Multiple studies demonstrate that programs which teach organizational skills, time 

management, and planning to individuals with ADHD (i.e., children and adults) show significant 

promise for decreasing symptoms of ADHD and improving functioning (Abikoff et al., 2013; 

Bikic, Reichow, McCauley, Ibrahim, & Sukhodolsky, 2017; LaCount, Hartung, Shelton, & 

Stevens, 2015).  Furthermore, this research suggests interventions which teach routines and time 

management to youth may have lasting implications for attention problems in adults.  Advokat, 

Lane, and Luo (2011) found that although medication improved academic performance in 

college students with ADHD, it was not sufficient to overcome the academic disparity.  Rather, 

their data suggested that good study habits appeared to alleviate the discrepancy, irrespective of 

medication status.  Accordingly, Lindstedt and Umb-Carlsson (2013) evaluated the benefits of 

cognitive assistive technology products (e.g., key or object finders, pill dispensers, weekly 

schedules, electronic planning devices, and watches or alarm clocks) for adults with ADHD 

across daily environments.  Of the products tested, two of the most highly valued products by the 

participants in the study were weekly schedules and watches, which are items frequently 

employed in time management and adherence to routines (Lindstedt & Umb-Carlsson, 2013).  

 1.4.2 Community population. Research related to adult self-regulatory activities (i.e., 

daily routines) is limited, particularly for nonclinical samples and younger adults.  Sleep research 

is a significant exception to this assertion.  Sleep is one of humans’ most basic and impactful 

daily routines, and most adults are familiar with the recommendation to obtain approximately 

eight hours of sleep each night for optimal functioning.  Kohyama (2016) suggested that daily 

sleep habits (e.g., sufficient sleep duration, and circadian rhythms) during early life are vital to 

success and to the development of self-control. Although some may assume that sleep duration is 

the most influential aspect of sleep, Lemola, Ledermann, and Friedman (2013) found that across 
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a diverse sample of adults, high day-to-day variability in sleep duration had a more deleterious 

effect on subjective well-being, even after controlling for a host of other factors (e.g., age, 

gender, marital status, BMI, education).  Moreover, adults with consistent but low sleep duration 

had more difficulty ignoring irrelevant stimuli and redirecting attention than other adults, which 

suggested that both duration and consistency/variability were important factors (Whiting & 

Murdock, 2016).  Trockel, Barnes, and Egget (2000) found that sleep habits, especially wake-up 

time, accounted for the largest amount of variance in academic performance for college students 

when compared to other health-related variables including exercise, eating, sleep habits, time 

management, and social support.  Consequently, consistent sleeping and waking routines appear 

important to optimizing subjective well-being, cognitive functioning, and achievement or 

objective functioning.  

Young adults have also been the subject of several studies broadly related to time 

management and general functioning.  Achievement in college (i.e., grade point average [GPA]) 

appears to be influenced by organization, motivation for achievement, and academic self-

efficacy (Dvorsky & Langberg, 2014; Robbins et al., 2004).  Yet, both organization and 

continued motivation/persistence towards goals require time management skills.  Seminal work 

by Britton and Tesser (1991) looked at the effect time management practices had on college 

achievement.  Specifically, they developed a measure which assessed attitudes towards time, as 

well as short-range and long-range planning, and found that time attitudes and short-range 

planning both had significant impact on grades and were better predictors of college achievement 

than standardized testing scores (Britton & Tesser, 1991).  Of note, the items that contributed to 

the more influential scales included questions about planning behaviors, daily schedules, and 

daily goals, all of which are reflected in daily routines.  Relatedly, George et al. (2008) measured 
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contributing factors to both personal and academic success and discovered that time-

management skills were integral to both types of success.  The researchers’ “Total Success” 

composite was best predicted by clearly defined goals, time-management skills, healthy eating, 

waking up early, less time spent sleeping, computer ownership, and less passive leisure time 

(George et al., 2008).  Their findings highlight the importance of routines and planning in time 

management and correspond with other findings related to sleep.  

 There is mounting evidence that consistent routines are associated with healthier 

lifestyles.  One study looking at consistency in adults’ bedtimes found that greater bedtime 

variability was associated with poorer lifestyle behaviors including lower dietary quality, more 

sedentary behaviors, insufficient sleep, and higher alcohol consumption (Duncan, Kline, Rebar, 

Vandelanotte & Short, 2016).  Researchers look to regular social rhythms or routines such as 

mealtimes, hygiene practices, bedtimes, social interactions, and physical activity as indicators of 

overall health and stability.  Across cultures, irregular social routines have been linked to more 

health problems, anxiety, stress, and depression, while greater routine regularity is associated 

with better overall health, life satisfaction, and positive mental health (Margraf, Lavallee, Zhang 

& Schneider, 2016).  

1.5 Existing Measures 

 1.5.1 Measures of routines. The impact of overall daily routines on psychological and 

physical health in adults has been recognized by the field of psychology for some time (Margraf 

et al., 2016).  Yet, more psychometrically sound measures of daily routines are available for 

children, adolescents, and families than for adults, especially young adults.  Relevant existing 

measures are reviewed below.   
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 Measures of routines in children, adolescents, and families. There are several useful 

measures of routines in children/adolescents and families which possess good reliability and 

validity, most notably the Child Routines Questionnaire (CRQ; Sytsma et al., 2001), Family 

Routines Inventory (FRI; Jensen, James, Boyce, & Hartnett, 1983), and Stability of Activities in 

the Family Environment (SAFE; Israel, Roderick & Ivanova, 2002). 

The CRQ (Sytsma et al., 2001) measures daily living routines, household responsibilities, 

discipline routines, and homework routines as rated by parents on a five-point Likert scale.  The 

measure has shown excellent internal consistency (α=.90) and test-retest reliability (r=.86).  

Additional studies using the CRQ have demonstrated its adequate convergent validity and 

construct validity.  For example, Harris et al., (2013) found that CRQ scores were inversely 

related to both internalizing and externalizing symptoms in children previously diagnosed with 

ADHD for all scales except the discipline routines scale.  Scores on the CRQ have also been 

related to children’s psychological adjustment (Bridley & Sytsma-Jordan, 2012), and 

management of chronic conditions (Crespo, Santos, Canavarro, Kielpikowski, Pryor, & Féres-

Carneiro, 2013).   

The FRI (Jensen et al., 1983) is a parent-report questionnaire consisting of 28-items 

assessing routines within families on a four-point Likert scale ranging from Almost never to 

Always.  The items which comprise the FRI assess the frequency and importance of family 

organization, predictability, and coherence.  The items measure routines such as special time 

with parents or as a family, bedtime, family meals, play time, leaving/returning home, and “quiet 

time” with the family.  The measure demonstrates good internal consistency, test-retest 

reliability, and construct validity (Manczak, Williams, & Chen, 2017, Sytsma et al., 2001; Jensen 

et al., 1983). Studies have used the FRI to examine psychological well-being, transmission of 
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depression within families (Manczak et al., 2017), literacy outcomes for economically 

disadvantaged youth (Dove, Neuharth-Prichett, Wright, & Wallinga, 2015), and numerous other 

topics.   

An unpublished measure, the Adolescent Routines Questionnaire (ARQ; Meyer, 2008) 

was created to measure broad daily routines for adolescents and their families, since many of the 

existing measures were limited by their lack of ability to assess routines for adolescents, 

especially because adolescents typically spend more of their time independent from the family 

than children.  Initial results for the measure found a five-factor structure accounted for the most 

variance at 42.10% for the parent report and 35.32% of the adolescent report, and included daily 

living routines (e.g., consistent wake-up time), School & Discipline Routines (e.g., homework 

routines, consequences for misbehavior), Extracurricular Activities (e.g., attendance at after 

school activities), Household Activities (e.g., eating dinner with the family), and Social Routines 

(e.g., talking to or spending time with friends).  Results from the initial study indicated that the 

33-item parent and adolescent report ARQ measures had good internal consistency, test-retest 

reliability, inter-rater reliability, and moderate evidence of validity (Meyer, 2008).  Further 

results demonstrated a negative correlation between externalizing problems and routines, as well 

as positive correlations between daily routines and adolescent adaptive skills/personal adjustment 

(Meyer, 2008). 

Each of these measures is a commendable tool for the assessment of routines.  However, 

all of them are inappropriate for utilization with adults, as they focus on routines of intact 

families or routines facilitated by adults, and often rely on the parent’s perspective.  Although 

they provide valuable information about important areas of functioning which should be included 

in measures of routines (e.g., bedtime, mealtimes, social activities), they are inadequate for 
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measuring daily routines of adults, especially younger adults who have moved away from home 

and may not yet have children of their own.  

The SAFE (Israel et al., 2002) is a 23-item self-report measure of the regularity of daily 

events and family activities (i.e., family stability).  The measure differs from the ones reviewed 

above as it was created to gather college students’ retrospective ratings of routines in their 

family-of-origin (i.e., their families’ household activities when they were children).  The SAFE 

has been used to demonstrate that more regular and positive family interactions are predictably 

associated with lower levels of depression and higher self-esteem in young adults (Israel et al., 

2002).  One study employing the SAFE found that self-control mediated the relationship between 

childhood family stability and internalizing/externalizing problems as adults, which suggests that 

family stability may foster the development of self-control and lead to more positive adjustment 

in adulthood (Malatras & Israel, 2013).  Further research associated increased attention problems 

with decreased family stability and poorer time-management skills, and the authors found that 

the relationship between perceived family stability and attention problems in young adults was 

mediated by time-management skills (Malatras et al., 2016).  While the SAFE is a unique 

measure to assess effects of family stability during development, its retrospective nature renders 

it inadequate for measuring current routines away from the family home.  

Social Rhythm Metric (SRM; Monk, Flaherty, Frank, Hoskinson, & Kupfer, 1990). 

One method used to assess adult routines is exemplified by the SRM.  This measure was 

developed to assess regularity in an individual’s life using social zeitgebers and was normed 

using healthy controls.  The measure is a 17-item two-week diary consisting of categories of 

activities (e.g., mealtime, bedtime, physical exercise, leave house, take nap) for which start-times 

(and end-times if applicable) are recorded as accurately as possible (e.g., First social contact – 
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9:07 a.m.).  The SRM demonstrates good test-retest reliability in healthy controls, and provides 

robust and valid data (Zisberg et al., 2009; Monk et al., 1990).  The SRM has been used in 

clinical populations, such as people with depression who, compared to healthy controls, showed 

more intrasubject variability in routines and appeared to rely more on prompting from others 

(Monk, Kupfer, Frank, & Ritenour, 1991).  Additional studies have used the SRM to examine 

sleep quality, social contact (Tighe, Dautovich, & McCrae, 2016), and daily activities in special 

populations such as college students (Carney, Edinger, Meyer, Lindman, & Istre, 2006), shift 

workers (De Almondes & Araujo, 2011), and those diagnosed with Parkinson’s disease 

(Magalhães, Souza, Dias, de Bruin, & de Bruin, 2005).  

 Although the SRM provides robust information about daily patterns of behavior, a 

primary limitation is time and effort it takes to complete the measure.  It requires daily recording 

over the course of two weeks, which is not always practical or necessary for assessment of 

routines.  Further, because of the exactness and length of the assessment, the SRM does not 

allow for more detailed (e.g., leisurely social contact, or hygiene routines) or less regular routines 

(e.g., weekly or monthly activities like paying bills, attending meetings) to be adequately 

represented.  Alternatives to the SRM such as completing a “Yesterday Interview,” have similar 

limitations to the SRM, while other measures rely on qualitative data (Zisberg et al., 2009). 

 Scale of Older Adults’ Routine (SOAR; Zisberg et al., 2009). Based on limitations of 

existing measures of adults’ routines, Zisberg and colleagues created a measure which looked at 

typical daily routines for older adults.  The SOAR is a 42-item scale which covered areas such as 

basic routine activities (e.g., hygiene routines, skin/hair care, eating, bowel movements), 

instrumental activities (e.g., making the bed, preparing meals, tidying up, shopping/errands, 

transportation activities), rest (e.g., sleep and naps), leisure activities (e.g., reading, watching TV, 
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praying, educational activities, sports, arts and crafts), and social participation (e.g., visiting with 

others, group activities, caring for pets, volunteering/paid work, playing games).  In addition to 

identifying daily activities, participants recorded the time of the activities.  Initial results 

indicated that the scale had good reliability on some scales such as the basic activities scale, but 

lower reliability on items that required external resources or assistance.  The authors also 

hypothesized that some of the lower reliability across time points may be due to bi-weekly or 

monthly routines which the measure could not encompass well (Zisberg et al., 2009).  Validity 

estimates for the SOAR measure showed moderate correlations. 

 While the SOAR includes many activities that would also be present in younger adults’ 

lives, the sample consisted of adults over the age of 65 who were living in a retirement 

community, and most were not employed.  Aside from possible generational gaps in interests 

(e.g., playing bingo and card games), the measure does not account for the time-consuming 

additional responsibilities of adults to attend school or work.  These activities generally require 

planning around predetermined times, which may be unlike activities available to older adults.  

Finally, the measure’s recording of times of activities relies on strict and repetitive day-to-day 

routines which may have contributed to complications seen when assessing reliability of 

routines. 

 1.5.2 Measures related to time management.  

 Barkley Deficits in Executive Functioning Scale (BDEFS; Barkley, 2011). The BDEFS 

is an 89-item questionnaire (long-form) used to assess dimensions of executive functioning of 

adults in daily life.  The measure has both long and short forms for self- and informant-report, 

where behaviors over the past six months are rated on a four-point scale ranging from Never or 

Rarely to Very Often (Barkley, 2011).  The BDEFS was developed to assess commonly cited 
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constructs of EF (i.e., inhibition, nonverbal working memory, verbal working memory, 

organization, problem solving, time management, self-motivation, and self-regulation of 

emotions; Barkley, 2011; Barkley, 2012).  The five factors that resulted from Barkley’s (2011) 

scale are self-management to time (e.g., have difficulty judging how much time it will take to do 

something or get somewhere), self-organization and problem-solving (e.g., unable to come up 

with or invent as many solutions to problems as others seem to do), self-restraint (e.g., make 

impulsive comments to others), self-motivation (e.g., inconsistent in the quality or quantity of 

individual work performance), and self-regulation of emotion (e.g., overreact emotionally; 

Barkley, 2011).  Each of the factors have loadings of at least 0.40, and account for more than 

2.5% of the variance (Allee-Smith, Winters, Drake, & Joslin, 2013; Barkley, 2011).  Ratings 

from the measure yield a Total EF summary score, and an ADHD-EF Index consisting of 11 

items which were found to have the greatest ability to discriminate adults with ADHD from 

those without ADHD in a clinical control sample and community control sample (Barkley, 

2011).  The BDEFS was normed using a 100-item version of the measure in a representative 

sample of the US population aged 18 to 96 (Allee-Smith et al., 2013; Barkley, 2011).  On this 

prototype version, the self-organization and problem-solving factor accounted for 13.9% of the 

variance, and self-management to time accounted for 12.0% of the variance, whereas self-

motivation accounted for the least amount of variance at 8.1% (Barkley, 2011; Coffman, 2014).   

Internal consistency was found to be high, ranging from α= .91 to .96 for each of the scales and 

test-retest reliability was also acceptable (r = .62 to .80, p < .001, across all indices; Barkley, 

2011).  

 Since publication, researchers using the BDEFS found that college students with EF 

deficits (particularly those with low self-restraint) are more likely to use prescription stimulants 
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for non-medical purposes than other students, but non-medical prescription stimulant use does 

not help students with EF deficits perform better academically (Munro, Weyandt, Marraccini, & 

Oster, 2017).  The BDEFS has also been used in studies measuring the emerging concept of 

Sluggish Cognitive Tempo (Barkley, 2012; Wood, Lewandowski, Lovett, & Antshel, 2017), and 

outcomes for adapted manualized cognitive-behavioral therapy treatment for ADHD (Puente & 

Mitchell, 2016).  The scale has also been compared to EF tests (Dehili, Prevatt, & Coffman, 

2017), translated to Spanish (Vélez-Pastrana et al., 2016), and examined in a college population 

(Coffman, 2014).  

 There are some limitations to the measure: As an example, the BDEFS was curated over 

time which lends well to its utility, but also elicits concern because much of the research related 

to its development utilized a prototype version of the BDEFS (i.e., with different items and 

factors; Allee-Smith et al., 2013; Barkley, 2011; Coffman, 2014).  The BDEFS is a unique 

measure of functional impairments caused by EF deficits in adults, and is a valuable model for 

the RTMI, especially the self-management to time and organization related factors, and because 

of its ability to screen for ADHD.  Despite these merits, the BDEFS was created to measure 

constructs defined as part of EF, with a primary goal of identifying deficits.  Although the time 

management facet is shared, the RTMI differs from the BDEFS because it specifically targets 

time management within the theorized construct of routines.   

 Specific measures of time management.  There are a number of measures which 

specifically assess time management including the Time Management Questionnaire (TMQ; 

Britton & Tesser, 1991), the Time Management Behavior Scale (TMB; Macan, Shahani, 

Dipboye, & Phillips, 1990), and the Time Structure Questionnaire (TSQ; Bond & Feather, 1988). 
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 The TMQ, as discussed in an earlier section, is a measure developed by Britton and 

Tesser (1991) during a four-year long study designed to evaluate the effects of time management 

practices on GPA.  The authors aimed to measure goal setting, list making, and priority setting in 

their student participants.  The TMQ consists of 35 items rated on a five-point scale from Always 

to Never.  The resulting measure accounted for 36% of the variance and included three factors 

classified as short-range planning (e.g., Do you plan your day before you start it?), time attitudes 

(e.g., Do you often find yourself doing things which interfere with your school work simply 

because you hate to say “No” to people?), and long-range planning (e.g., Do you regularly 

review your class notes, even when a test is not imminent?).  The short-range planning and time 

attitudes factor were better predictors of GPA, even above standardized test scores (Britton & 

Tesser, 1991).  The TMQ is employed regularly in studies with students (e.g., Malatras et al., 

2016) and has been adapted for use in other cultures.  However, as evident from the exemplars 

above, the measure is less relevant to the current study because it focuses on students and 

student-related practices.  

  When first developed using a student sample, the TMB was a 46-item measure which 

used a five-point scale ranging from Seldom True to Very True.  The initial version consisted of 

four factors which accounted for 72% of the common variance (Macan et al., 1990).  These 

factors were setting goals and priorities, mechanics – planning and scheduling, perceived control 

of time, and (reverse-scored) preference for disorganization (Macan et al., 1990).  The TMB was 

found to correlate significantly with important outcome variables such as stress and performance 

(Macan et al., 1990).  Later, an updated 33-item TMB and five-item measure of perceived 

control of time was administered to employees during a study about the effectiveness of time 

management training (Macan, 1994).  The resulting 29-item TMB yielded three factors that 
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accounted for 81% of the common variance and included goal setting/prioritizing (e.g., sets 

deadlines, breaks down tasks), mechanics of time management (e.g., practices record keeping, 

avoids interruptions), and preference for organization (e.g., forgets lists made, has messy work 

space; Macan, 1994).  This measure has been used to evaluate time management training (Macan 

1994), and compared with prospective memory (Macan, Gibson, & Cunningham, 2010).  

Although there have been some studies that confirm the factor structure of the TMB, there are 

other studies which yielded more factors (e.g., Mudrack, 1997).  The TMB is considered a strong 

measure of time management behaviors, but the inconsistent factor structure and low subscale 

reliability estimates are cause for concern (Hellsten, 2012; Mudrack, 1997).  

 The TSQ was developed by Bond and Feather (1988) to measure the concept of time 

structure, defined as the degree to which an individual perceives their use of time as purposeful 

and structured, which has been used interchangeably with the construct of time management.  It 

is a 26-item self-report measure where each item is rated on a seven-point scale (Appendix D), 

and consists of five factors (Bond & Feather, 1988).  Within the three samples used during 

development, reliabilities were found to be high, and inter-item correlations were positive (Bond 

& Feather, 1988).  A more detailed review with psychometric information is included in the 

methodology section below.  The TSQ has been utilized in research measuring both well-being 

and depression in unemployed individuals (Goodman, Geiger, & Wolf, 2017; Van Hoye & 

Lootens, 2013), and the relationship between boredom and time structure (Vodanovich & Watt, 

1999).  The measure’s items appear closely related to the concepts of routines and time-

management, which largely contend with the structuring of time.  Mudrack’s (1997) comparison 

of the TMB and TSQ confirmed the factor structure of the TSQ, although he eliminated several 

items from the scale during his factor analysis.  Overall, Mudrack’s analyses suggested that the 
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TSQ could be used in its original format, but the author expressed concern over the “wildly” 

varied composition of the TMB subscales across studies (1997).  

1.6. Rationale of Current Study. 

 The presence and regularity of routines have been measured most thoroughly in children, 

adolescents, and families, and although a minority of measures target the routines of adults (e.g., 

SRM and SOAR), they are limited in their population and scope.  Research suggests that 

increasing organization, time-management, and routines for adults with ADHD can improve 

functioning in areas like academic achievement, and researchers have emphasized the 

importance of sleep and sleep-related habits in adults.  Moreover, research in community 

populations has shown that greater routine regularity is associated with higher levels of life 

satisfaction, and overall well-being, while more irregular routines are correlated with a bevy of 

negative mental and physical health outcomes (Margraf et al., 2016).  However, there remains a 

paucity of data as to what constitutes typical routines for young adults and the frequency with 

which these routines take place.  Based on the literature reviewed, routines involving time 

management strategies are like other routines (e.g., hygiene tasks) because of their continuity 

through adulthood, and their impact on an individual’s ability to thrive as an adult.  The goal of 

the current study was to take steps to ameliorate this void by developing a measure to quantify 

typical routines in young adults.  Like measures of routines in younger populations (e.g., Harris 

et al., 2013; Meyer, 2008), we hoped this measure would also have a secondary benefit in 

differentiating adults with ADHD from community samples, thus providing useful information 

for targeted interventions. 
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1.7 Hypotheses.  

Due to a vacuum of measures related to routines in this population, the purpose of this 

study was to construct a developmentally-appropriate measure of typical routines in young 

adults.  Thus, the following hypotheses were proposed: 

1. Based on measures of routines in adolescents (i.e., ARQ) and older adults (i.e., 

SOAR) which both resulted in a five-factor structure, we predicted that the current 

measure would also consist of five factors.  Using related measures as models, we 

predicted the factors would include: Daily Living Routines (e.g., sleep/wake 

schedule, meals, hygiene), Organizational/Instrumental Routines (e.g., chores, vehicle 

maintenance, managing money), Health Related Activities (e.g., exercise, medical 

appointments, substance use), Social/Leisure Routines (e.g., talking with family or 

friends, engaging in outside activities), and Time Management Routines (e.g., 

attending events on time, prioritizing important activities, scheduling). 

2. We predicted that the frequency of routines endorsed by young adults would be 

positively correlated with time management as measured by the Time Structure 

Questionnaire (TSQ; Bond & Feather, 1988). 

3. The frequency of routines was expected to be positively correlated with perceived life 

satisfaction, as endorsed on the Satisfaction with Life Scale (SWLS; Diener, 

Emmons, Larsen, & Griffin, 1985). 

4. Additionally, we proposed that the frequency of routines would be positively 

correlated with positive mental health, as measured by the RAND SF-36 Emotional 

Well-being scale (Hays, Sherbourne & Mazel, 1993). 
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5. Relatedly, the frequency of routines endorsed by young adults is expected to be 

negatively correlated with Inattentive and Hyperactive/Impulsive symptoms of 

ADHD as measured by the overall score of the Adult ADHD Self-Report Scale 

(ASRS; Kessler et al., 2005).  As such, we predicted that adults with self-reported 

ADHD would endorse fewer routines and time management behaviors than those 

without ADHD. Relatedly, it was expected that the RTMI scores would distinguish 

those with self-reported ADHD from those without reported ADHD.  
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Chapter 2. Method 

2.1 Phase I: Item Generation 

 2.1.1 Method. 

Procedure. A pool of items was generated with the goal of capturing typical routines for 

young adults, including both students and working adults.  The item pool was produced using 

several sources including descriptive reports from young adults, developmentally-appropriate 

items from previous scales measuring routines in other populations, and review of relevant 

literature.  Item generation utilized theorized dimensions of routines along with time 

management-related routines and resulted in 80 items. After removing items which could only 

apply to students, 72 items remained.  

Reviewers were recruited to judge content and face validity of the drafted pool of 72 

items (Clark &Watson, 1995; Netemeyer, Bearden, & Sharma, 2003).  Based on initial feedback 

from a professor and two graduate students in clinical psychology, similar items were combined 

and several irrelevant items were deleted, reducing the pool to 67 items. After being briefed on 

the rationale for the measure, seven current students or recent graduates from the clinical 

psychology doctoral program and a professor examined the item pool. This group suggested 

revisions, deleted redundancies, and recommended additional items.  Most of the reviewers fell 

within the target population’s age range.  Reviewers rated items based on the extent to which 

they agreed the content was relevant and suitable to the construct, on a scale of 1 (Strongly 

Disagree) to 5 (Strongly Agree). Items with below average ratings (i.e., less than 3) were 

eliminated. This resulted in 54 items total, with between seven and sixteen items retained to 

account for each hypothesized factor.  
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2.2 Phase II: Item Selection/Reduction 

2.2.1 Method. Determining an appropriate sample size for factor analysis during the 

development of a new scale requires several considerations including the number of factors and 

breadth of the measure (Clark & Watson, 1995).  Because the current measure builds from the 

framework of previous measures, it is possible that a smaller sample would have been sufficient; 

yet, several experts in methodology recommend a sample size of approximately 300 participants, 

which was the recruitment goal for the current study (Clark & Watson, 1995; DeVellis, 2017).   

Previous research has defined young adulthood in a variety of ways.  Some researchers 

(e.g., Arnett, 2000) conceptualize young adults as those aged 18 to 25, while others (e.g., Erikson 

and Levinson, as discussed in Bentley, 2007; Atwood & Scholtz, 2008) have extended the range 

to capture individuals in their 30s and up to 40 years of age.  Defining young adulthood as ages 

18 to 35 allowed the current research to capture a wide range of nuanced stages of transition 

within the phase of adulthood (e.g., single/in a relationship/married, with/without children, 

college/career).  

Participants. Participants included adults aged 18 to 35 recruited from two sources. A 

student sample was recruited through the psychology participant pool (n = 200), while other 

adults (n=292) were recruited through word-of-mouth, social media, and websites which 

advertise research opportunities. A total of 492 participants consented and began the online 

survey. Of those, 389 participants (79%) completed the questions included in the RTMI and 

passed the validity checks therein. Attrition and careless responding is a well-documented risk 

when using online surveys and may be attributable to fatigue from long survey instruments, or 

increased anonymity and distraction (Huang, Curran, Keeney, Poposki, & DeShon, 2012; Ward, 

Meade, Allred, Pappalardo, & Stoughton, 2017). Appendix H describes the demographic 
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information of the participants whose data was not able to be used in the following analyses due 

to attrition and careless responding. This demographic data was largely similar to the 

demographics of participants with viable data, with the exception of the quantity of missing data.  

Table 1 shows the demographic information for the 389 participants whose data was used in the 

exploratory factor analysis of the RTMI. The sample utilized for the EFA was predominately 

female (77.6%) and Caucasian (85.9%). The mean age for the sample was 24.17 (SD=5.43), and 

59.4% were students. Most of the sample reported no previous psychological diagnoses (66.8%).  

Table 1. Demographic Information for EFA of the RTMI 

Demographic Variables Frequency Percentage 

N 389  

Age M = 24.17 (5.43)  

Gender   

     Female 302 77.6 

     Male 87 22.4 

Academic Status   

     Student 231 59.4 

     Not Student 158 40.6 

Hispanic/ Non-Hispanic   

     Hispanic 24 6.2 

     Non-Hispanic 365 93.8 

Race   

     Caucasian 334 85.9 

     Black/Af. Amer. 23 5.9 

     Asian/Pac. Islander 17 4.4 

     Multiple Races 10 2.6 

     Amer. Indian/Alaskan Native 4 1.0 

     Other 1 0.3 

Education Level   

     Less than High School 2 0.5 

     High School Graduate 87 22.4 

     Some College, No Degree 117 30.1 

     Associate Degree 10 2.6 

     Bachelor’s Degree 97 24.9 

     Master’s Degree 53 13.6 

     Doctoral Degree 15 3.9 

     Professional Degree 8 2.1 

Employment   

     Unemployed 104 26.7 

     Work <20 hours/week 105 27.0 

(table, cont’d.)   
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Demographic Variables Frequency Percentage 

     Work 20-39 hours/week 42 10.8 

     Work Full-Time (40+hours) 138 35.5 

Income   

     $0-$4,999 161 41.4 

     $5,000-$9,999 15 3.9 

     $10,000-$14,999 21 5.4 

     $15,000-$24,999 24 6.2 

     $25,000-$34,999 22 5.7 

     $35,000-$49,999 21 5.4 

     $50,000-$74,999 43 11.1 

     $75,000-$99,999 31 8.0 

     $100,000+ 49 12.6 

     Missing 2 0.5 

Relationship Status   

     Single 150 38.6 

     In a relationship 106 27.2 

     Living with partner 28 7.2 

     Married 102 26.2 

     Separated 1 0.3 

     Divorced 1 0.3 

     Widowed 1 0.3 

Psychological Diagnoses   

     No reported diagnoses 260 66.8 

     ADHD 26 6.7 

     Adjustment Disorder 1 0.3 

     Anxiety Disorder 35 9.0 

     Autism Spectrum Disorder 1 0.3 

     Bipolar Disorder 2 0.5 

     Depressive Disorder 12 3.1 

     Learning Disorder 4 1.0 

     Schizophrenia 2 0.5 

     Multiple disorders 43 11.1 

     Other 3 0.8 

 

Measures. Participants completed questionnaires related to demographics, time 

management and structure, general life satisfaction, psychological distress, and ADHD 

symptoms in addition to items generated for the Routines and Time Management Inventory for 

Young Adults (RTMI). (Appendix B).  For this portion of the analyses, two of the measures 

included in the overall survey were relevant.  
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Demographic questionnaire. Participants completed a questionnaire which asked for 

basic information related to age, sex, marital/relationship status, education level, job/academic 

status, income, and mental health diagnoses.  This questionnaire can be viewed in its entirety in 

Appendix C.  

Routines and Time Management Inventory for Young Adults (RTMI). Participants were 

presented with items developed during Phase I (Appendix B) related to routines and time 

management and asked to rate how frequently they engaged in each behavior over the last 

month, on a scale of 0 (Never) to 4 (Almost always). For analyses, these values were transposed 

to range from 1 (Never) to 5 (Almost always). 

Procedure. After receiving IRB approval, student participants at Louisiana State 

University (LSU) were recruited through undergraduate psychology classes and received course 

credit for participation.  Non-student participants and students attending schools other than LSU 

were recruited through social media, word-of-mouth, and websites which allow advertisement of 

research studies (e.g., Craigslist). These participants were given the option of entering to be 

randomly awarded a gift card for their participation.  Participants completed questionnaires using 

Qualtrics online survey software. Prior to beginning the questionnaires, participants were 

presented with information about the study and provided informed consent (Appendix A). 

2.2.2 Results. 

 Data screening. All analyses were conducted in R (R Core Team, 2017) primarily using 

the psych package developed by Revelle (2017).  Prior to conducting data analysis, items were 

screened for normality, skewness, and kurtosis. This examination showed that several items were 

skewed and kurtotic; however, these items were retained in analyses with no corrections, as some 

basic routines (e.g., hygiene routines, attending work) are not expected to be normally distributed 
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in a community (i.e., mostly non-clinical) sample. Of note, the skewed and kurtotic items were 

ultimately eliminated during the factor analysis procedure because they also failed to load 

significantly onto any factor. Further, several participants were indicated as multivariate outliers 

based on their significant Malhalanobis distance scores. However, these participants were 

retained for analyses as it is expected that some adults have far more or far fewer routines and 

time management skills than others. Further, based on these outlying participants’ completion of 

the measures and passed attention checks, there was no reason to believe their responses were 

invalid.  

Initial item selection. Initial item analyses included examination of item frequencies, 

item means, and inter-item correlations. Items that were endorsed infrequently (i.e. less than 15% 

of the time) or had item means which did not approach the median value for responses were 

considered for elimination (DeVellis, 2017). One item related to using tobacco was eliminated 

based on low frequency. Several items (e.g., I consistently attend work/work obligations) had 

high means but were retained for further analyses due to theoretical importance (Clark & 

Watson, 1995). Inter-item correlations were examined to determine if there were any additional 

items that could be eliminated based on similarity; however, the correlation coefficients for the 

item pairs were all less than .7, so no items were eliminated based on this criterion. Item-total 

correlations were screened for items which did not correlate strongly with the overall scale. It 

was suggested that several items be reverse scored. Reverse-scored items were negatively 

worded and expected to be reverse-scored, except one item (i.e., “I spend time daily browsing 

the internet or using social media”), which was ultimately reverse-scored because of 

cohesiveness with the overarching theoretical perspective. Item-total correlations were also 

reviewed for correlation coefficients of items with the remainder of the scale if the individual 
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item was dropped (DeVellis, 2017; Floyd & Widaman, 1995). This review highlighted several 

items that did not correlate highly with the overall scale (Appendix I); however, they were 

retained to investigate how they would behave during the exploratory factor analysis.  

After initial examination of the data, a parallel analysis was conducted to determine the 

number factors which would be appropriate for the data (Floyd & Widaman, 1995). Most of the 

data fell within the assumption of the normal distribution, so the chosen factor extraction method 

for both the parallel analysis and subsequent factor analyses was maximum likelihood (ML), 

which is a robust model fitting procedure (Costello & Osborne, 2005; Fabrigar, Wegener, 

MacCallum, & Strahan, 1999). The results of the parallel analysis suggested the data could 

support up to twelve factors.  

Using the results of the parallel analysis, the remaining 53 items were factor analyzed 

using a 12-factor solution with ML extraction method and an oblique promax rotation.  Multiple 

criteria have been suggested for determining the optimal number of factors to retain in a solution, 

including factor loadings above .3 or .4, simple structure, and retaining factors with three or 

more items per factor (Fabrigar et al., 1999; Floyd & Widaman, 1995, Costello & Osborne, 

2005). Floyd and Widaman (1995) additionally suggest the Tucker-Lewis Index score, a measure 

of factoring reliability which is not as sensitive to sample size as other indices, should be greater 

than or equal to .95. The resulting 12-factor solution had several factors with only two to three 

items loaded on them, several items which cross-loaded onto multiple factors, and was not 

interpretable. The Tucker-Lewis Index for the 12-factor solution was .911, and thus did not meet 

the .95 cutoff, nor did any other solution described below. As such, measures of internal 

consistency, variance, factor loadings, and interpretability were utilized heavily in choosing a 

preferred factor solution.  
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All possible factor solutions with fewer than twelve factors were run for 

comprehensiveness, and to determine which solution would produce the most theoretically and 

empirically sound structure. Each of these used ML extraction and promax rotation, a form of 

oblique rotation which allows factors to be correlated with one another. Factor solutions with 

more than seven factors were found to be uninterpretable and possessed factors with few items as 

well as cross-loading items. In the solutions with fewer factors, it was noted that two items 

related to alcohol consumption and partying consistently loaded onto their own factor with no 

other items. These items were not theoretically cohesive with the remainder of the items, 

(supported by the low correlations of each item with the whole scale against the scale without the 

item), and were problematic for factor structure, thus additional analyses were conducted after 

deleting these items. After examining the interpretability and item loadings of the remaining 

factor solutions the most promising factor solutions fell between three and six factors. The 

loadings were examined, including those for the hypothesized five factor solution. Based on this 

review, the most theoretically sound and interpretable solutions were the 3-factor and 4-factor 

solutions. 

The items that failed to load or loaded onto multiple factors for each of the remaining 

factor solutions were removed and the analyses were re-run with the reduced number of items, 

between 22 and 27 items for each factor solution (i.e., 3-, 4-, 5-, and 6-factors). The 3-factor and 

4-factor solutions produced the most stable loadings after item-reduction with the fewest cross-

loadings. The internal consistency for each factor, overall alpha values, and variance accounted 

for were compared between the 3-factor and 4-factor solutions. While both solutions were 

statistically very similar, the 4-factor solution fit better with theoretical predictions, had a greater 

quantity of items loading onto each factor, and the relationship between factors was more cogent. 
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As a result, the 4-factor solution was chosen as the best factor structure for the data. Items 

removed from the final version of the RTMI can be viewed in Appendix I. 

Using the remaining 25 items (see Table 2), a final factor analysis was conducted for the 

4-factor solution. The 25-item version of the RTMI is presented in Appendix J. Factor 1, labeled 

Daily Routines, consists of seven items which represent routines that are daily regulatory 

activities, such as sleeping and eating (as seen in Table 2). The internal consistency for the Daily 

Routines factor was α= .79.  Factor 2, labeled Social Routines consists of seven items measuring 

communication, responsiveness, and participation in social activities. The Social Routines factor 

demonstrated adequate internal consistency (α= .73).  Factor 3 was labeled Time Management 

and consisted of five items related to timeliness and planning, which also had adequate internal 

consistency (α= .72). Of note this factor had one item that also loaded onto the Daily Routines 

factor, albeit more weakly. Finally, the Factor 4 was made up of six items related to productive 

activities and inversely scored items related to interference activities and was labeled 

Procrastination Routines. This factor demonstrated questionable internal consistency (α= .64); 

however, based on the developmental stage of the RTMI no further items were deleted so as not 

to reduce the potential utility of the measure.  The overall RTMI demonstrated good internal 

consistency reliability (α= .81), and the Tucker Lewis Index was equal to .829. Correlations 

between factors are presented in Table 3.  

Scale and composite means and standard deviations are reported in Table 4. Bivariate 

correlations conducted among RTMI scale and composite scores are presented in Table 5.  The 

bivariate correlations between the subscales and composite ranged from weak to strong positive 

correlations (.12 < Pearson’s r < .74; Table 5). 
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Table 2. Factor Loadings for Exploratory Factor Analysis with Promax Rotation of RTMI Items 

 Factor 

Item Description 1 2 3 4 

I eat meals at the same time every day .68 -.08 .01 -.15 

I plan my meals/snacks .68 -.01 -.15 .02 

I have a predictable schedule .57 -.06 .15 -.08 

I wake up around the same time every day .50 -.08 .13 -.04 

I go to bed at a time which allows an adequate amount of sleep .46 -.18 .11 .12 

I spend time planning my days or week .46 .19 -.05 .15 

I monitor my caloric intake or weight .40 .15 -.22 .00 

     

I spend time with friends or family regularly -.09 .76 -.02 .08 

I plan and/or participate in fun weekend activities -.10 .70 -.03 .04 

I talk to friends daily (in person or via phone/internet) -.16 .63 .04 -.14 

I talk with my parents or family members regularly -.04 .49 .17 .01 

I respond to calls in a timely manner .01 .45 .11 .15 

I participate in clubs or organizations .04 .42 -.06 -.09 

I volunteer my time or talents regularly .16 .36 .01 -.08 

     

I arrive on time for scheduled events with others -.06 .06 .76 -.03 

I arrive on time to obligations (e.g., class, meetings, work, 

appointments) 

.01 .06 .74 .02 

I am late for meetings or appointments* -.11 -.03 .71 .02 

I get dressed and ready in a timely manner .24 .04 .45 .03 

I wake up with enough time to get ready for the day† .36 .02 .43 .00 

     

I procrastinate on tasks I should complete* .13 .03 .04 .62 

Video games, internet, or television get in the way of my 

productivity* 

-.01 .00 .06 .56 

I put off doing laundry* .15 -.05 -.07 .40 

I depend on another adult for reminders (e.g., to make 

appointments or run errands)* 

-.12 .00 .07 .38 

I complete chores regularly .19 .22 -.03 .38 

     

Eigenvalue 2.46 2.40 2.22 1.47 

% Variance 9.8 9.6 8.9 5.9 

Note. † indicates item which loaded onto two factors. * indicates reverse-scored items. 

 

Table 3. Factor Correlations 

Factor 1 2 3 4 

1 1    

2 .42 1   

3 .37 .22 1  

4 .38 .12 .25 1 
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Table 4. Descriptive Statistics of the Routines and Time Management Inventory for Young 

Adults 

Scale Items Min., Max. M SD Skew Kurtosis α 

Daily Routines 7 7, 29 19.31 4.47 -.15 -.38 .79 

Social Routines 7 10, 35 26.23 4.88 -.58 .23 .73 

Time Management 5 10, 25 20.93 3.47 -.79 .08 .72 

Procrastination Routines 6 7, 28 17.74 3.83 .05 -.29 .64 

RTMI Total 25 49, 109 84.21 11.13 -.26 -.32 .81 

Note. Min., Max. = Minimum and maximum observed scale scores. 

 

Table 5. Intercorrelations Among the RTMI Subscales and Composites  

 Correlation (r) 

Scale 
Daily 

Routines 

Social 

Routines 

Time 

Management 

Procrastination 

Routines 

RTMI 

Composite 

Daily Routines 1     

Social Routines .27*** 1    

Time Management .35*** .25*** 1   

Procrastination Routines .31*** .12** .26*** 1  

RTMI Composite .74*** .66*** .65*** .61*** 1 

Note.  ** p < .03. ***p < .001 

 

2.3 Phase III: Initial Validity Analyses 

 2.3.1 Method. 

 Participants. Participants for this phase of analyses were a subset of those described in 

Phase II, who had completed all measures to satisfaction. A total of 19 participants from Phase II 

were not included in Phase III due to missing data, resulting in 370 participants between the ages 

of 18 and 35. The descriptive statistics for this sample are detailed in Table 6, but do not 

meaningfully differ from those in Phase II. 
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Table 6. Demographic Information for RTMI Validity Analyses 

Demographic Variables Frequency Percentage 

N 370  

Age M = 24.01 (5.40)  

Gender   

     Female 285 77.0 

     Male 85 23.0 

Academic Status   

     Student 226 61.1 

     Not Student 144 38.9 

Hispanic/ Non-Hispanic   

     Hispanic 24 6.5 

     Non-Hispanic 346 93.5 

Race   

     Caucasian 317 85.7 

     Black/Af. Amer. 22 5.9 

     Asian/Pac. Islander 16 4.3 

     Multiple Races 10 2.7 

     Amer. Indian/Alaskan Native 4 1.1 

     Other 1 0.3 

Education Level   

     Less than High School 2 0.5 

     High School Graduate 84 22.7 

     Some College, No Degree 115 31.1 

     Associate Degree 10 2.7 

     Bachelor’s Degree 88 23.8 

     Master’s Degree 49 13.2 

     Doctoral Degree 15 4.1 

     Professional Degree 7 1.9 

Employment   

     Unemployed 101 27.3 

     Work <20 hours/week 102 27.6 

     Work 20-39 hours/week 42 11.4 

     Work Full-Time (40+hours) 125 36.5 

Income   

     $0-$4,999 155 41.9 

     $5,000-$9,999 15 4.1 

     $10,000-$14,999 20 5.4 

     $15,000-$24,999 24 6.5 

     $25,000-$34,999 21 5.7 

     $35,000-$49,999 21 5.7 

     $50,000-$74,999 41 11.1 

     $75,000-$99,999 28 7.6 

     $100,000+ 43 11.6 

     Missing 2 0.5 

Relationship Status   

     Single 145 39.2 

(table, cont’d.)   
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Demographic Variables Frequency Percentage 

     In a relationship 102 27.6 

     Living with partner 25 6.8 

     Married 95 25.7 

     Separated 1 0.3 

     Divorced 1 0.3 

     Widowed 1 0.3 

Psychological Diagnoses   

     No reported diagnoses 248 67.0 

     ADHD 25 6.8 

     Adjustment Disorder 1 0.3 

     Anxiety Disorder 32 8.6 

     Autism Spectrum Disorder 1 0.3 

     Bipolar Disorder 2 0.5 

     Depressive Disorder 10 2.7 

     Learning Disorder 4 1.1 

     Schizophrenia 2 0.5 

     Multiple disorders 42 11.4 

     Other 3 0.8 

 

Measures. Participants completed the demographic questionnaire and items generated for 

the RTMI (Appendix B) as detailed in Phase II, as well as the measures which follow.   

Time Structure Questionnaire (TSQ). The TSQ (Appendix D) was developed by Bond 

and Feather as a measure of the level to which individuals used their time in a structured and 

purposeful manner based on their own perceptions (1988).  It contains 26 items rated on a seven-

point scale ranging from Yes, always to No, never, with labels changing as necessary to fit the 

wording of the item.  Some items are reverse-scored, so that higher scores on the TSQ indicates 

more time structure (Bond & Feather, 1988).  Time structure is closely related to relevant aspects 

of time management discussed above, evidenced by the TSQ’s factor structure.  TSQ items map 

onto five factors: structured routine, sense of purpose, present orientation, effective organization, 

and persistence. Items include questions such as “Do you find during the day that you are often 

not sure what to do next?” and “Do you think you do enough with your time?” (Bond & Feather, 

1988).  
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Bond and Feather’s research with young adults has shown that TSQ total scores are 

positively correlated with self-esteem, optimism about the future, sense of purpose, reported 

health, and efficient study habits, while they are negatively correlated with depression, 

psychological distress, hopelessness, anxiety, and physical symptoms (1988).  Although the 

original TSQ was a 17-item measure developed in 1983, initial research with the 26-item scale 

revised in 1988 found that test-retest reliability over 15-weeks for the total TSQ score was .76 

across three samples of adults (Bond & Feather, 1988).  In a study comparing the TSQ to the 

Time Management Behavior Scale, Chronbach’s alpha coefficients for each of the TSQ’s factors 

neared or exceeded .70 (Mudrack, 1997).  Further, inter-item reliabilities ranged between .88 and 

.92, which provides evidence that the TSQ has high internal consistency and is adequately stable 

over time (Bond & Feather, 1988). 

  Satisfaction with Life Scale (SWLS). The SWLS (Appendix E) was developed in 1985 

by Diener and colleagues as a measure of global cognitive judgements of satisfaction with a 

person’s life (Diener et al., 1985).  The scale contains five items measured on a seven-point 

scale, ranging from strong disagreement to strong agreement with each statement. An exemplar 

from the measure is, “I am satisfied with my life.”  All items are designed as an overall measure 

of life evaluation, a well-studied and integral part of the concept of subjective well-being, and 

scores from the SWLS are totaled and interpreted so higher scores indicate greater life 

satisfaction (Diener et al., 1985; OECD, 2013; Pavot & Diener, 2008).  The SWLS has been 

translated into over 30 languages and was initially developed using two college student samples 

and a geriatric sample.  

The initial test-retest correlation coefficient over two months was .82, and the coefficient 

alpha was .87 (Diener et al., 1985).  More recently, research with the SWLS has produced data 
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supporting a coefficient alpha between .86 and .87, and test-retest reliability between .80 over 

one month, and .54 over a four-year span (Pavot & Diener, 2008).  The scale has one factor 

which accounts for 66% of the variance and has demonstrated good internal consistency (Diener 

et al., 1985).  Recently, a cross cultural confirmatory factor analysis was completed in the United 

States, Japan, and England, which supported the scale’s measure of the same latent construct and 

validated the presence of a single factor (Whisman & Judd, 2016).  The SWLS also appears to be 

a valid measure of life satisfaction, as research has shown that ratings of individuals in therapy 

increase over the course of therapy, while life satisfaction ratings decreased over time in a 

sample of spousal caregivers of Alzheimer’s patients (Pavot, 2013).  Further, the SWLS has a 

moderate to strong negative correlation with other clinical measures of distress such as the Beck 

Depression Inventory, and Symptom Checklist-90 (Pavot & Diener, 2008). 

RAND 36-Item Health Survey 1.0 (SF-36). The SF-36 is a measure developed within a 

larger longitudinal study which measured differences in patient outcomes based on a number of 

healthcare variables, with the SF-36 specifically measuring overall health status and health-

related quality of life. The RAND SF-36 (Appendix F; Hays, Sherbourne, & Mazel, 1993) 

contains the same items as those developed by Ware and Sherbourne (1992) through the Medical 

Outcomes Survey (MOS) and is publicly available. The MOS originally included nearly 2,500 

participants on which the SF-36 and its derivatives were normed (Hays et al., 1993).  The SF-36 

has eight subscales which measure: physical functioning (10 items), bodily pain, role limitations 

due to physical health problems (4 items), role limitations due to emotional problems (3 items), 

social functioning (2 items), emotional well-being (5 items), energy/fatigue (4 items), health 

perceptions (5 items), and one item which measures perceived change in health status over the 

last year (Hays et al., 1993).  
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The measure was designed to be self-administered by people ages 14 and older (Hays et 

al., 1993). It has been used to study physical and psychological quality of life in numerous 

populations including those with a variety of illnesses (e.g., Multiple Sclerosis, cancer, diabetes), 

ages, and cultures, and is well validated (McHorney, Ware, Lu & Sherbourne, 1994). The 

reliability of the measure ranges between .65 and .94 across scales and varies somewhat based on 

the subpopulation (McHorney et al., 1994). The internal consistency for each scale is greater 

than .70, with the physical functioning scale ranging as high as .90 using the original scoring 

procedure (Hays, Sherbourne, & Mazel, 1995).  The original scoring method of the measure is to 

create physical and mental component summary score; however, these scores were developed 

using principal components analysis with an orthogonal rotation, and have often been criticized, 

as there is little empirical support that mental and physical health are unrelated (Hagell, 

Westergren & Årestedt, 2017).  

The authors who publish the RAND SF-36 suggest transposing the scores from 0-100 

(where larger numbers indicate better health) and averaging the scores for each of the eight 

scales. While the entire SF-36 was administered, the primary scale of interest in the current study 

is the Emotional well-being scale, which consists of five items that measure symptoms associated 

with depression and anxiety (M=70.38, SD=21.97, α=.90; Hays et al., 1993). At the time of its 

publication there was no recommended method for combining scores into a single measure of 

quality of life, and neither a review of scoring techniques nor the organization’s website has 

provided a method since that time (Hays et al., 1993; Hagell et al., 2017). Overall, strengths of 

this measure are its wide use across populations, good reliability, and validity. 

Adult ADHD Self-Report Scale (ASRS).  The ASRS (Appendix G; Kessler et al., 2005) is 

an 18-item diagnostic checklist of current symptoms based on DSM-IV-TR ADHD criteria.  It 
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has two underlying subscales, in which nine items assess inattention and nine measure 

hyperactivity/impulsivity.  The symptom frequency is rated on a five-point scale from 0 (Never) 

to 4 (Very Often; Kessler et al., 2005).  The questionnaire takes approximately five minutes to 

complete, and answers can be categorized dichotomously with a cut-off score of nine out of 

eighteen items, or scored as a continuous variable (Taylor, Deb, & Unwin, 2011).   

The ASRS was initially piloted as a symptoms checklist on a clinical sample of 60 adults 

diagnosed with ADHD and compared to clinicians’ rating. (Adler, et al., 2006).  The internal 

consistency for the ASRS is between .75 and .89, and the sensitivity and specificity is 56% and 

98%, respectively, with a total classification accuracy of 96% (Adler et al., 2006; Kessler et al., 

2005; Taylor et al., 2011).  Thus, the measure is an apt screener for symptoms of ADHD.  

Procedure. Data collection for this phase was the same as for Phase II. Participants were 

recruited through university and online sources, and they completed the measures as part of the 

RTMI study survey using Qualtrics. Data was analyzed using R software, including the psych 

package. 

2.3.2 Results. To test the hypotheses related to the convergent and construct validity of 

the 25-item RTMI, correlational analyses were run on the data from the 370 previously described 

participants. Less than 2% of the variables were missing data. To prevent additional data loss, the 

sample mean for the variable was imputed in each of these few cases. Then, each of subscales 

and composite score of the RTMI were correlated with the overall score for the TSQ, SWLS, 

ASRS, and each of the scales for the RAND SF-36 (except the one-item perceived change scale). 

The most relevant scale to the current study is the Emotional Well-being scale on the RAND SF-

36. The Pearson correlation coefficients for these analyses are displayed in Table 7. A 

Bonferroni correction was used to account for multiple comparisons. 
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As predicted in the second hypothesis, there was a strong correlation between the overall 

RTMI scores and the scores on the TSQ, r(368) =.69, p < .001. Further, there were moderate 

correlations between the TSQ and each of the scales of the RTMI. As predicted in the third 

hypothesis, there was a moderate positive correlation between the SWLS and RTMI scores, 

r(368) = .49, p < .001, as well as with each of the RTMI scales. Interestingly, aside from the total 

RTMI composite score, the Social Routines scale score had the strongest correlation with the 

SWLS, r(368) = .40, p < .001. The Emotional Well-being scale of the RAND SF-36 was 

positively correlated with the RTMI composite, r(368) =.38, p < .001, as predicted in the fourth 

hypothesis. Across the seven scale scores of the RAND SF-36 there were weak to moderate 

positive correlations with routines and time management as measured by the RTMI, and several 

of the scales related to physical symptoms were not significantly correlated with the RTMI. 

ADHD symptoms as measured by the ASRS produced a moderate negative correlation with the 

RTMI composite score, as predicted in the fifth hypothesis, r(368) = -.39, p < .001, with an even 

stronger negative correlation with the Procrastination Routines items on the RTMI, r(368) = -

.45, p<.001.  

 

Table 7. Correlations between RTMI Scales/Composite and Related Measures 

Measure/Scale Name 

Daily 

Routines 

Social 

Routines 

Time 

Management 

Procrastination 

Routines 

RTMI 

Total 

Score 

TSQ  .51** .37** .42** .58** .69** 

SWLS  .33** .40** .24** .32** .49** 

ASRS  -.19** -.14 -.30** -.45** -.39** 

SF-36: Physical Functioning .05 .08 .10 .03 .09 

SF-36: Role Limitations due to          

Physical Health .05 .08 .17 .05 .12 

SF-36: Role Limitations due to 

Emotional Problems .11 .10 .22** .23** .24** 

SF-36: Energy/Vitality .29** .33** .23** .31** .44** 

(table, cont’d)      
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Measure/Scale Name 

Daily 

Routines 

Social 

Routines 

Time 

Management 

Procrastination 

Routines 

RTMI 

Total 

Score 

SF-36: Emotional Well Being .18* .31** .22** .30** .38** 

SF-36: Social Functioning .15 .26** .23** .24** .33** 

SF-36: Pain .09 .17 .15 .03 .16 

SF-36: General Functioning .29** .27** .24** .25** .40** 

Note. Bolded r values reflect correlations noted in hypotheses. * p<.05, with a Bonferroni correction.  

** p<.03, with a Bonferroni correction. 

 

In addition to correlational analyses, we were interested in whether the RTMI would be 

able to distinguish people with ADHD from those without ADHD, as other measures of routines 

have been able to do in younger populations (e.g., Harris et al., 2013; Meyer, 2008). For this test, 

the ADHD group included for participants who had reported a diagnosis of ADHD, which 

included participants who reported only a diagnosis of ADHD (n= 25) and those who reported a 

diagnosis of ADHD along with other disorders (n=16) for total of 41 participants with ADHD. 

To confirm that a self-reported ADHD diagnosis was an appropriate criterion to use for 

delineating the groups, we verified that the ASRS scores measuring ADHD symptoms for the 

ADHD (n=41) and non-ADHD (n=329) groups were significantly different using a Welch’s t-

test. Welch’s more robust version of the t-test is recommended for use, especially when sample 

sizes are unequal, as it calculates separate variances (Zimmerman, 2004). The results of the 

Welch’s t-test showed that the ADHD group had significantly higher ASRS scores than the non-

ADHD group (t (53.89) = 6.93, p < .001, d = 1.04, 95% CI [7.47, 13.55]). Following this 

confirmation, the RTMI total scores for the ADHD group were compared to the RTMI scores for 

the non-ADHD group using the same statistical test. The RTMI scores for the ADHD group were 

significantly lower than those for the non-ADHD group (t (47.79) = -.2.25, p = 0.03, d = 0.42, 

95% CI [-8.71, -0.48]), which is indicative of fewer routines overall.  Thus, the RTMI was 

successfully able to differentiate adults with ADHD from those without ADHD as predicted in 
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the hypotheses and showed a small to moderate practical significance evidenced by the effect 

size. The mean and standard deviation for each of the groups for the ASRS as well as the scales 

and composite scores of the RTMI are presented in Table 8. 

Table 8. Descriptive Statistics of ADHD and Non-ADHD Groups 

 ADHD (n= 41) Non-ADHD (n= 329) 

 M SD M SD 

ASRS 38.86 9.01 28.35 10.29 

Daily Routines 18.39 5.19 19.43 4.37 

Social Routines 25.78 5.07 26.28 4.86 

Time Management 19.56 4.23 21.10 3.33 

Procrastination Routines 16.39 3.94 17.90 3.79 

RTMI Total 80.12 12.52 84.72 10.85 

 

Finally, additional analyses not included in the hypotheses were conducted to examine 

the convergent validity of the individual scales of the RTMI. Like the analyses above, Welch’s t-

tests were conducted to examine the differences for the ADHD and non-ADHD groups for each 

scale. The difference was nonsignificant between the two groups on the Daily Routines scale (t 

(47.33) = -1.23, p = .23, d = 0.23, 95% CI [-2.74, 0.66]), and on the Social Routines scale (t 

(49.61) = -0.60, p = .55, d = 0.10, 95% CI [-2.18, 1.18]).  However, the ADHD group had scores 

significantly lower than the non-ADHD group on the Time Management scale of the RTMI (t 

(46.404) = -2.25, p = .03, d = 0.45, 95% CI [ -2.92, -0.16]). Also, a significant difference was 

found on the Procrastination Routines scale (t (49.683) = -2.34, p = .02, d = 0.40, 95% CI [-2.82, 

-0.21]) where individuals with ADHD endorsed more procrastination and fewer productive 

routines than individuals without ADHD.  These results suggest that Time Management and 

Procrastination Routines may be especially important factors and areas of difficulty for 

individuals with ADHD in the sample, evidenced by the effect sizes which indicate small to 

moderate practical significance. 
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Chapter 3. Discussion 

The purpose of the current study was to develop a measure of routines and time 

management practices in younger adults. Routines were defined as observable behaviors that are 

repeated regularly within a specific context which help to automate activities, resulting in 

conservation of mental and physical resources (Zisberg et al., 2007). Time management 

strategies were defined as behaviors which promote efficient use of time during goal-directed 

activities (Claessens et al., 2007). These two concepts are intrinsically linked, and each requires 

the other to be effective; routines help to improve time use, and time management is necessary 

for creating and executing routines. The overarching EF system subsumes both constructs. 

Routines and time management strategies are considered beneficial because they help can serve 

to provide stability, structure, and a sense of control to individuals and families. In disorders 

where the EF system is compromised, such as with neurodevelopmental disorders or injury, 

increased routines and structure is often prescribed as a nonpharmaceutical treatment for 

improving a person’s livelihood. Even in other disorders, such as Major Depressive Disorder, 

routines are often impaired, as evident in the diagnostic criteria which includes insomnia or 

hypersomnia (APA, 2013). 

One of the more common disorders where impaired routines and time management are 

often observed is ADHD. Previous measures of routines have been able to distinguish children 

and adolescents with ADHD from those without ADHD (Meyer, 2008; Sytsma et al., 2001). 

However, while there are existing measures of routines in children, families, adolescents, and 

older adults, there was a large gap in the literature of measures for individuals older than 

adolescents, but not yet retirement age. Thus, the goal of developing the RTMI was to create an 
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empirically derived measure to expand available measures while including assessment of closely 

related time management strategies.  

3.1 Measure Development and Initial Validation 

Phase I of the study focused on creating a comprehensive list of potential items to include 

in the initial RTMI measure. Items were generated by examining consistent themes in the 

literature, adapting appropriate items from existing measures, and informally interviewing adults 

in the relevant age range about their own daily habits. This process of item generation utilized 

theorized dimensions of routines and time management related routines and resulted in 80 items. 

After preliminary feedback was received, the item pool was further reduced. Then, items were 

rated by eight reviewers based on their relevancy and cohesiveness with the goal of the measure, 

and items with below average ratings were deleted. This resulted in 54 items which were 

included in phase II of the study (Appendix B). 

In phase II, participants were recruited primarily through online social media posts, word-

of-mouth, and the university’s participant pool. They were asked to complete each of the 

measures included in the online survey which included a demographic survey, the RTMI items, 

an established measure of time structure (i.e., TSQ), a measure related to satisfaction with life 

(i.e., SWLS), a health-related quality of life measure (i.e., RAND SF-36), and a measure of 

ADHD symptoms (i.e., ASRS).  The number of participants who passed the included validity 

checks and completed each of the measures was considerably lower than the number who began 

the survey, but still sufficient for analyses. Initial data analysis included examining the 

descriptive statistics and distributions of each individual item, as well as the item-total 

correlations. Following initial review and reduction, a parallel analysis and subsequent factor 
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analyses were conducted to determine which items had statistical evidence for remaining part of 

the measure and to determine the latent structure of the items in the RTMI.  

Although it was hypothesized that there would be five factors in the RTMI, a 5-factor 

solution was not statistically supported. Instead, the most promising factor solutions were the 3-

factor and 4-factor solutions. Ultimately, the 4-factor solution was chosen as the preferred factor 

solution for the RTMI and 25 items were retained in the measure (Appendix J). The first factor 

of the RTMI is the seven-item Daily Routines factor which consisted of items related to daily 

tasks such as sleeping, eating, and scheduling. The Social Routines factor is seven items which 

measure communication habits and participation in social or community activities. Time 

Management emerged as the third factor with five items relating to planning and timeliness. 

Finally, the fourth factor was labeled Procrastination Routines and consisted of six items related 

to reverse-scored items related to interfering activities, as well as productive activities primarily 

in the home atmosphere. 

 Three of the four subscales of the RTMI demonstrated adequate internal consistency, 

while the Procrastination Routines scale exhibited questionable internal consistency. The overall 

RTMI composite demonstrated good internal consistency. All scales had moderate 

intercorrelations with one another, except for Procrastination Routines and Social Routines 

which showed a weak correlation, although a weak relationship between these two constructs is 

theoretically foreseeable. All four factors had strong correlations with the overall RTMI 

composite, making it the best overall assessment of routines and time management, while each of 

the scales provide unique information which may be important to areas of particular interest or 

intervention within related areas of routines and time management. 
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In Phase III the remaining hypotheses were tested to validate that the measure behaved as 

predicted when compared to existing related measures. Research has shown that greater routine 

regularity is associated with higher levels of life satisfaction, and overall well-being, while more 

irregular routines are correlated with an array of negative mental and physical health outcomes 

(Margraf et al., 2016). Thus, it was hypothesized the RTMI would correlate positively with the 

SWLS, RAND SF-36, as well as the TSQ which is an established measure of time structure, 

closely related to routines and time management. It was also predicted that the RTMI would be 

negatively correlated with symptoms of ADHD as measures on the ASRS, and that the RTMI 

would be able to distinguish individuals with ADHD from those without ADHD, as other 

measures of routines have done in younger populations. As hypothesized, the RTMI showed a 

strong positive association with time structure (i.e., TSQ), moderate positive associations with 

life satisfaction (i.e., SWLS), and emotional well-being (i.e., RAND SF-36). These relationships 

suggest that with increased routines and time management, individuals also show higher levels of 

life satisfaction, lower levels of depression/anxiety (i.e., positive emotional well-being), and 

increased time structure. Further, the RTMI correlated negatively with higher levels of endorsed 

ADHD symptoms on the ASRS, suggesting that participants who reported more severe 

symptoms of inattention, hyperactivity, and impulsivity also reported less frequent or consistent 

routines and time management practices. In addition to a correlational analysis, the RTMI total 

score was able to successfully differentiate a subsample of adults with self-reported diagnoses of 

ADHD from individuals without ADHD which provided support for the final hypothesis and 

aligns with previous findings for measures of routines in younger populations (e.g., Meyer, 2008; 

Sytsma et al., 2001). To further explore the scales developed during the factor analysis, 

additional tests of statistical significance were conducted to determine the utility of individual 
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scales in distinguishing participants with ADHD from those without ADHD. Results indicated 

that the Daily Routines and Social Routines scales were not significantly different across the two 

groups, as shown by nonsignificant t-tests and small effect sizes. There was a statistical and 

practical significance shown by both the Time Management and Procrastination Routines scales 

of the RTMI, suggesting that these factors may be better measures of behaviors that are impacted 

by ADHD symptoms. Overall, the convergent validity of the RTMI was supported in the 

analyses comparing the items of the new measure to existing assessments as well as through 

comparing subgroups of participants.  

Taken together, the results of this study provide preliminary evidence that the RTMI is a 

practical, theoretically supported, and valid measure of multidimensional routines and time 

management in younger adults. It was developed using a sample of adults aged 18-35, with 

characteristics ranging from high school graduate to post-graduate degree recipient, unemployed 

to fully employed, and single to married. Overall, the RTMI appears to be an adequate 

instrument for use in its intended population.  

3.2 Limitations and Future Directions 

Despite the strengths of the results, the current study has a number of limitations. One 

chief concern was the biased nature of the sample. Although this study captured a variety of ages 

and lifestyles (e.g. related to employment, relationship status, and education), the participants in 

this study were predominantly Caucasian and female. Student participants from the university’s 

psychology participant pool were expected to be mostly female, given the typical demographics 

of the major. It is also possible that females may be more likely to participate in studies posted to 

social media. Therefore, the current sample’s homogeneity may have affected the frequency and 

variability of items endorsed and may not be representative of males or non-Caucasian 
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individuals. Future studies aiming to refine the development of the RTMI should seek to obtain 

reliability and validity data using a more heterogeneous sample regarding race/ethnicity and sex. 

Although online survey attrition and careless responding are known risks to online survey 

data collection, they can introduce bias to the data and influence factor structure (Huang, et al., 

2012; Ward, et al., 2017). We attempted to address this problem by offering incentives for 

completion, and by removing data for participants who did not pass included attention checks. 

As a result, the number of participants who provided useable data was considerably fewer than 

the number of participants who began the study. Future studies employing the RTMI may 

address this shortcoming by using different recruitment techniques (e.g., in person, or using 

online survey companies which assure quality responses) so as not to lose important data.   

 Another limitation of the current study involves the psychometrics of the RTMI factors. 

The fourth factor derived from the data, Procrastination Routines, exhibited questionable 

internal consistency. This factor was ultimately included because it approached acceptable 

internal consistency, and because the current study goal was to develop the RTMI rather than to 

validate its structure. Thus, it was retained for future studies which should work towards 

confirming the factor structure. Furthermore, the RTMI scales together accounted for a limited 

amount of the variance in the population. While the 4-factor solution was chosen because it 

performed slightly better with the current data, the 3-factor solution was similar in many ways. 

Thus, it may be beneficial to include items other than the 25 remaining items to consider both a 

three and four factor solution in future validation studies.  

 The RTMI was successful in distinguishing those with ADHD from those without ADHD 

in the current sample; however, the subsample of participants with self-reported ADHD was 

small. Further, the current study relied on self-reported diagnoses, as opposed to obtaining proof 
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of diagnosis or including a diagnostic process. These are both limitations to the current study that 

could be addressed in future studies. Future studies should gather a more clinical and rigorously 

diagnosed sample so that the findings of the current study may be confirmed, and with the goal 

of establishing interpretation guidelines and cutoff scores for the RTMI. It would be beneficial 

for future researchers to include information related to other clinical populations where routines 

and time management are frequently disturbed as well. Nevertheless, the RTMI in its current 

form can provide clinical utility informally through the identification of different areas of routine 

which may be compromised in individuals with ADHD or other disorders. The RTMI may be 

used by practitioners to identify and target maladaptive or disordered routines at the outset of 

treatment and could then be used as a progress monitoring measure.  

 Overall, many of these limitations can and should be addressed in future studies to refine 

and validate the factor structure of the RTMI. The age range of this population is difficult to 

assess in the area of routines due to the diversity of life styles at this developmental stage. 

However, despite the aforementioned limitations of this study, the RTMI appears to provide 

otherwise unmeasured information related to routines and time management practices in younger 

adults, a population neglected by similar measures in the past.  
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Appendix A: Consent Form 

1. Study Title: Development of the Routines and Time Management Inventory for Young 

Adults 

 

2. Performance Sites: The study has been approved by the Institutional Review Board at 

Louisiana State University and Agricultural and Mechanical College in Baton Rouge, 

Louisiana. Data will be collected through an online survey at each participant’s location. 

 

3. Investigators: The following researchers are available for questions about this study, M-F 

8:00am - 4:30pm: 

 Morgan Grinnell, M.A.    (919) 589-3517, mashwi1@lsu.edu  

 Jennifer Piscitello, B.A.   (225) 578-5731, jpisci2@lsu.edu 

 Mary Lou Kelley, Ph.D.   (225) 578-4113  

 

4. Purpose of the Study: The purpose of this study is to create a psychometrically sound 

measure of routines and time management in young adults.  

 

5. Subject Inclusion: Adults aged 18-35.  

 

6. Number of Participants: 300 

 

7. Study Procedures: You will be asked to answer several questionnaires which are expected 

to require approximately 10-25 minutes to complete. Primary questionnaires will include 

demographic information, time management practices, and routines. Additional 

questionnaires will ask about quality of life, life satisfaction, and symptoms of Attention-

Deficit/Hyperactivity Disorder (ADHD).  

 

8. Benefits: Development of this measure will allow researchers and clinicians to gain a better 

understanding of typical habits for young adults. Direct benefits to participants are course 

credit for participants recruited through the university’s participant pool, or the opportunity 

to be entered in a drawing for $20 Amazon gift cards via a link at the completion of the 

survey. 

 

9. Risks: The overall risk for this study is minimal. A potential risk is the inadvertent release of 

personal information found in the demographic questionnaire. However, your name is not 

directly connected to your data. Every effort will be made to maintain the confidentiality of 

your study records. It is possible that some participants may become uncomfortable when 

asked about personal information including routines, symptoms, and current distress levels.  

 

Should you have any concerns about whether you may have ADHD during or after the study, 

the following resources are recommended: 

 

 
Children and Adults with Attention-Deficit/Hyperactivity Disorder (CHADD) 
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This organization provides resources about ADHD and contact information for services in 

your local area. Visit www.chadd.org or call 1-800-233-4050. 

Many universities and hospitals offer mental health assessment and/or treatment services. If 

you attend LSU or live in the Baton Rouge area, you may contact: 

LSU Psychological Services Center – (225)578-1494 [Public] 

LSU Mental Health Services – (225)578-8774 [LSU students] 

 

If you have any other concerns regarding your mental health, 

www.mentalhealthamerica.net is a good source for additional screenings and local services. 

 

10. Right to Refuse: Participants may choose not to participate or to withdraw from the study at 

any time without penalty or loss of any benefit to which they might otherwise be entitled. 

 

11. Privacy: Results of the study may be published, but no names or identifying information will 

be included in the publication. Collection of potentially identifying information has been kept 

to a minimum. Further, data will remain confidential to researchers and will be coded and 

securely stored. Data will be kept confidential unless release is legally compelled. 

 

12. Withdrawal: You have the right to withdraw at any time without consequence. 

 

The study has been reviewed with me and all my questions have been answered. I may direct 

additional questions regarding study specifics to the investigators. If I have questions about 

subjects' rights or other concerns, I can contact Dennis Landin, Institutional Review Board, (225) 

578-8692, irb@lsu.edu, www.lsu.edu/irb.  

 

By continuing this survey, you are giving consent to participate in the study described 

above. 

 

o I agree to participate 

 

o I do not wish to participate 

  

http://www.chadd.org/
http://www.mentalhealthamerica.net/
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Appendix B: Initial Items for the RTMI 

Routines are events that occur regularly: at about the same time, in the same order, or in the same 

way every time. Routines are closely related to time management which is defined as behaviors 

aimed at achieving an effective use of time while performing goal-oriented activities. Time 

management behaviors include those related to assessing, planning, and monitoring time use.  

 

Please rate how often you engage in each item related to routines and time management by 

choosing a rating ranging from 0 (Never) to 4 (Almost always) for how often you engaged 

in this activity based on your behavior during the last month. 

 
Never    

Almost 

Always 

I perform daily personal hygiene tasks (e.g., brush teeth, 

bathe, comb hair, wear deodorant) 
0 1 2 3 4 

I set an alarm to wake up in the morning 0 1 2 3 4 

I charge my phone/electronics daily 0 1 2 3 4 

I consistently attend work/work obligations 0 1 2 3 4 

I go to bed at a time which allows an adequate amount of 

sleep 
0 1 2 3 4 

I wake up around the same time every day 0 1 2 3 4 

I complete chores regularly 0 1 2 3 4 

I tidy my living space daily (e.g., put my things away) 0 1 2 3 4 

I put off doing laundry 0 1 2 3 4 

I take medications and/or vitamins as directed 0 1 2 3 4 

I schedule/attend medical appointments regularly 0 1 2 3 4 

I monitor my spending and bank account(s) 0 1 2 3 4 

I eat meals at the same time every day 0 1 2 3 4 

I have a predictable schedule 0 1 2 3 4 

I talk with my parents or family members regularly 0 1 2 3 4 

I talk to friends daily (in person or via phone/internet) 0 1 2 3 4 

I spend time with friends or family regularly 0 1 2 3 4 

I plan and/or participate in fun weekend activities 0 1 2 3 4 

I cook meals for myself 0 1 2 3 4 

I attend church or participate in religious activities 0 1 2 3 4 

I participate in clubs or organizations 0 1 2 3 4 

I spend time daily browsing the internet or using social 

media 
0 1 2 3 4 

I watch television or stream other media daily 0 1 2 3 4 

I go to bars, clubs, or parties 0 1 2 3 4 

I ensure I have enough fuel in my vehicle 0 1 2 3 4 

I play video games 0 1 2 3 4 

I save money each month 0 1 2 3 4 

I exercise regularly (e.g., 3+ times per week) 0 1 2 3 4 
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I drink caffeinated beverages daily 0 1 2 3 4 

I volunteer my time or talents regularly 0 1 2 3 4 

I monitor my caloric intake or weight 0 1 2 3 4 

I drink alcohol (e.g., beer, wine, hard liquor)  0 1 2 3 4 

I smoke cigarettes or use other tobacco products 0 1 2 3 4 

I organize my belongings for the following day (e.g., 

clothes, keys) 
0 1 2 3 4 

I get dressed and ready in a timely manner 0 1 2 3 4 

I wake up with enough time to get ready for the day 0 1 2 3 4 

I begin working on long-term assignments or projects 

early 
0 1 2 3 4 

I use to-do lists or an agenda regularly 0 1 2 3 4 

I schedule or complete routine vehicle maintenance 0 1 2 3 4 

I respond to calls in a timely manner 0 1 2 3 4 

I respond to emails in a timely manner 0 1 2 3 4 

I respond to texts in a timely manner 0 1 2 3 4 

I spend time planning my days or week 0 1 2 3 4 

Video games, internet, or television get in the way of my 

productivity 
0 1 2 3 4 

I skip meals because I don't have time to eat 0 1 2 3 4 

I plan my meals/snacks 0 1 2 3 4 

I prioritize work or academics over other activities 0 1 2 3 4 

I arrive on time to obligations (e.g., class, meetings, 

work, appointments) 
0 1 2 3 4 

I procrastinate on tasks I should complete 0 1 2 3 4 

I depend on another adult for reminders (e.g., to make 

appointments or run errands) 
0 1 2 3 4 

I arrive on time for scheduled events with others 0 1 2 3 4 

I pay bills on time 0 1 2 3 4 

I need extensions on deadlines 0 1 2 3 4 

I am late for meetings or appointments 0 1 2 3 4 
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Appendix C: Demographic Questionnaire 

1. Are you currently student?  

If yes… 

a. What is your major? 

b. What is your GPA? 

2. What is your current age? 

3. What is your year of birth? 

4. What is your sex? Male/Female/Other 

5. Are you Spanish, Hispanic, or Latino or none of these? Yes/ None of these 

6. Choose one or more races that you consider yourself to be: 

a. American Indian or Alaska Native 

b. Asian 

c. Black or African American 

d. Native Hawaiian/Pacific Islander 

e. White 

f. Other :__________ 

7. What is the highest level of school you have completed or the highest degree you have 

received? 

a. Less than high school degree 

b. High school graduate (high school diploma or equivalent including GED) 

c. Some college but no degree 

d. Associate degree in college (2-year) 

e. Bachelor’s degree in college (4-year) 

f. Master’s degree 

g. Doctoral Degree 

h. Professional Degree (JD, MD) 

8. What is your current relationship/marital status? 

a. Single 

b. In relationship 

c. Living with partner 

d. Married 

e. Divorced 

f. Separated 

g. Widowed 

9. Please select the housing situation that best matches your own (currently): 

a. Live at home with parents/guardians 

b. Dorm 

c. Apartment 

d. Rent home 

e. Own home 

f. Other 

10. How many adults (aged 18+) including yourself currently live in your residence? ___ 
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11. Which descriptions best describe the nature of your relationship with the adults you live 

with? Select all that apply 

a. Spouse 

b. Partner (e.g., boyfriend/girlfriend) 

c. Roommate(s) 

d. Parents/grandparents/older relatives 

e. Sibling(s) 

f. Live Alone 

12. Do you have children? Yes/ No 

a. If Yes…How many children currently live with you? ___ 

13. What is your current job status? 

a. Unemployed 

b. Work part time <20 hours/week 

c. Work part-time 20 to 39 hours/week 

d. Work full time 

14. What is your current income level (or household income level if married)? 

a. 0-4,999 

b. 5,000-9,999 

c. 10,000-14,999 

d. 15,000-24,999 

e. 25,000-34,999 

f. 35,000-49,999 

g. 50,000-74,999 

h. 75,000-99,999 

i. 100,000+ 

15. I am currently or have been previously diagnosed with or treated for:  

Please select all that apply. 

a. Adjustment Disorder 

b. Anxiety Disorder (e.g., Panic Disorder, Generalized Anxiety Disorder, Specific 

Phobia) 

c. Attention-Deficit/Hyperactivity Disorder / Attention Deficit Disorder 

d. Autism Spectrum Disorder 

e. Bipolar Disorder 

f. Depressive Disorder 

g. Learning Disorder 

h. Obsessive-Compulsive Disorder 

i. Post-Traumatic Stress Disorder 

j. Schizophrenia 

k. Other: __________ 

l. None of the above 

16. Please list the names of any medications you currently take to address psychological 

symptoms. If none, please write "n/a". " ____________________________ 
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Appendix D: Time Structure Questionnaire 

 (Bond & Feather, 1988) 

 Yes, Always No, Never 

1. Do you ever have trouble organizing 

the things you have to do? 
1 2 3 4 5 6 7 

2. Do you ever find that time just seems 

to slip away? 
1 2 3 4 5 6 7 

3. Do you have a daily routine which 

you follow? 
1 2 3 4 5 6 7 

4. Do you often feel that your life is 

aimless, with no definite purpose? 
1 2 3 4 5 6 7 

5. Many of us tend to daydream about 

the future. Do you find this happening 

to you? 

1 2 3 4 5 6 7 

6. And what about the past? Do you 

find this happening to you? 
1 2 3 4 5 6 7 

7. Once you've started an activity do 

you persist at it until you've completed 

it? 

1 2 3 4 5 6 7 

8. Do you ever feel that the things you 

have to do during the day just don't 

seem to matter? 

1 2 3 4 5 6 7 

9. Do you plan your activities from day 

to day? 
1 2 3 4 5 6 7 

10. Do you tend to leave things to the 

last minute? 
1 2 3 4 5 6 7 

11. Do you find that during the day you 

are often not sure what to do next? 
1 2 3 4 5 6 7 

12. Do you take a long time to "get 

going"? 
1 2 3 4 5 6 7 

13. Do you tend to change rather 

aimlessly from one activity to another 

during the day? 

1 2 3 4 5 6 7 

14. Do you give up easily once you've 

started something? 
1 2 3 4 5 6 7 

15. Do you plan your activities so that 

they fall into a particular pattern during 

the day? 

1 2 3 4 5 6 7 

 

 Would have no idea Yes, definitely 

16. Can you tell how many useful hours 

you put in last week? 
1 2 3 4 5 6 7 
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 Yes, always No, never 

17. Do you think you do enough with 

your time? 
1 2 3 4 5 6 7 

18. Do you get bored with your day-to- 

day activities? 
1 2 3 4 5 6 7 

19. Looking at a typical day in your 

life, do you think that most things you 

do have some purpose? 

1 2 3 4 5 6 7 

 

 No structure at all Very structured 

20. Do your main activities during the 

day fit together in a structured way? 
1 2 3 4 5 6 7 

 

 Change very frequently My interests are 

always the same 

21. Do the important interests/activities 

in your life tend to change frequently? 
1 2 3 4 5 6 7 

 

 No purpose at all A great deal of purpose 

22. Do your main interests/activities 

fulfill some purpose in your life? 
1 2 3 4 5 6 7 

 

 Yes, Always No, Never 

23. Do you have any difficulty in 

finishing activities once you've started 

them? 

1 2 3 4 5 6 7 

24. Do you spend time thinking about 

opportunities that you have missed? 
1 2 3 4 5 6 7 

25. Do you ever feel that the way you 

fill your time has little use or value? 
1 2 3 4 5 6 7 

26. Do you spend time thinking about 

what your future might be like? 
1 2 3 4 5 6 7 
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Appendix E: Satisfaction with Life Scale  

(Diener et al., 1985) 

 

Below are five statements that you may agree or disagree with. Using the 1-7 scale below, 

indicate your agreement with each item by selecting the appropriate number. Please be open and 

honest in your responding.  

 

 
Strongly 

Disagree 
Disagree 

Slightly 

Disagree 

Neither 

Agree nor 

Disagree 

Slightly 

Agree 
Agree 

Strongly 

Agree 

1. In most ways my life is 

close to ideal. 
1 2 3 4 5 6 7 

2. The conditions of my life 

are excellent. 
1 2 3 4 5 6 7 

3. I am satisfied with my life. 1 2 3 4 5 6 7 

4. So far, I have gotten the 

most important things I want 

in life. 

1 2 3 4 5 6 7 

5. If I could live my life over, 

I would change almost 

nothing. 

1 2 3 4 5 6 7 
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Appendix F: RAND 36-Item Health Survey 1.0 Questionnaire Items 
 

 (Hays, et al., 1993) 

 

Choose one option for each questionnaire item. 

 

1. In general, would you say your health is: 

• 1-Excellent 

• 2-Very good 

• 3-Good 

• 4-Fair 

• 5-Poor 

  

2. Compared to one year ago, how would you rate your health in general now? 

• 1-Much better now than one year ago 

• 2-Somewhat better now than one year ago 

• 3-About the same 

• 4-Somewhat worse now than one year ago 

• 5-Much worse now than one year ago 

  

The following items are about activities you might do during a typical day. Does your health 

now limit you in these activities? If so, how much? 

  Yes, 

limited a 

lot 

Yes, limited 

a little 

No, not 

limited at all 

3. Vigorous activities, such as running, lifting 

heavy objects, participating in strenuous sports 

1 2 3 

4. Moderate activities, such as moving a table, 

pushing a vacuum cleaner, bowling, or playing golf 

1 2 3 

5. Lifting or carrying groceries 1 2 3 

6. Climbing several flights of stairs 1 2 3 

7. Climbing one flight of stairs 1 2 3 

8. Bending, kneeling, or stooping 1 2 3 

9. Walking more than a mile 1 2 3 

10. Walking several blocks 1 2 3 

11. Walking one block 1 2 3 

12. Bathing or dressing yourself 1 2 3 
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20. During the past 4 weeks, to what extent has your physical health or emotional problems 

interfered with your normal social activities with family, friends, neighbors, or groups? 

• 1-Not at all 

• 2-Slightly 

• 3-Moderately 

• 4-Quite a bit 

• 5-Extremely 

 

 

21. How much bodily pain have you had during the past 4 weeks? 

• 1-None 

• 2-Very Mild 

• 3-Mild 

• 4-Moderate 

• 5-Severe 

• 6-Very Severe 

  

 

During the past 4 weeks, have you had any of the following problems with your work or 

other regular daily activities as a result of any emotional problems (such as feeling 

depressed or anxious)? 

  Yes No 

17. Cut down the amount of time you spent on work or other 

activities 

1 2 

18. Accomplished less than you would like 1 2 

19. Didn't do work or other activities as carefully as usual 1 2 

During the past 4 weeks, have you had any of the following problems with your work or 

other regular daily activities as a result of your physical health? 

  Yes No 

13. Cut down the amount of time you spent on work or other activities 1 2 

14. Accomplished less than you would like 1 2 

15. Were limited in the kind of work or other activities 1 2 

16. Had difficulty performing the work or other activities (for example, 

it took extra effort) 

1 2 
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22. During the past 4 weeks, how much did pain interfere with your normal work (including 

both work outside the home and housework)? 

• 1-Not at all 

• 2-A little bit 

• 3-Moderately 

• 4-Quite a bit 

• 5-Extremely 

  

These questions are about how you feel and how things have been with you during the past 4 

weeks. For each question, please give the one answer that comes closest to the way you have 

been feeling. 

 

How much of the time during the past 4 weeks... 

  All of 

the 

time 

Most of 

the time 

A good 

bit of the 

time 

Some of 

the time 

A little 

of the 

time 

None of 

the time 

23. Did you feel full of pep? 1 2 3 4 5 6 

24. Have you been a very 

nervous person? 

1 2 3 4 5 6 

25. Have you felt so down in 

the dumps that nothing could 

cheer you up? 

1 2 3 4 5 6 

26. Have you felt calm and 

peaceful? 

1 2 3 4 5 6 

27. Did you have a lot of 

energy? 

1 2 3 4 5 6 

28. Have you felt 

downhearted and blue? 

1 2 3 4 5 6 

29. Did you feel worn out? 1 2 3 4 5 6 

30. Have you been a happy 

person? 

1 2 3 4 5 6 

31. Did you feel tired? 1 2 3 4 5 6 
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32. During the past 4 weeks, how much of the time has your physical health or emotional 

problems interfered with your social activities (like visiting with friends, relatives, etc.)? 

• 1- All of the time 

• 2- Most of the time 

• 3- Some of the time 

• 4- A little of the time 

• 5- None of the time 

  

How TRUE or FALSE is each of the following statements for you. 

  Definitely 

true 

Mostly 

true 

Don't 

know 

Mostly 

false 

Definitely 

false 

33. I seem to get sick a little 

easier than other people 

1 2 3 4 5 

34. I am as healthy as anybody 

I know 

1 2 3 4 5 

35. I expect my health to get 

worse 

1 2 3 4 5 

36. My health is excellent 1 2 3 4 5 
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Appendix G: Adult ADHD Self-Report Scale  
 

(Kessler et al., 2005) 
Please answer the questions below, rating yourself on each of the criteria shown using the scale on the right.  

As you answer each question, indicate the response that best describes how you have felt and conducted 

yourself over the past six months. 
 

Never Rarely Sometimes Often 
Very 

Often 

1.  How often do you have trouble wrapping up the 

final details of a project, once the challenging parts 

have been done? 

0 1 2 3 4 

2.  How often do you have difficulty getting things in 

order when you have to do a task that requires 

organization? 

0 1 2 3 4 

3.  How often do you have problems remembering 

appointments or obligations? 
0 1 2 3 4 

4.  When you have a task that requires a lot of thought, 

how often do you avoid or delay getting started? 
0 1 2 3 4 

5.  How often do you fidget or squirm with your hands 

or feet when you have to sit down for a long time? 
0 1 2 3 4 

6.  How often do you feel overly active and compelled 

to do things, like you were driven by a motor? 
0 1 2 3 4 

7.  How often do you make careless mistakes when you 

have to work on a boring or difficult project? 
0 1 2 3 4 

8.  How often do you have difficulty keeping your 

attention when you are doing boring or repetitive work? 
0 1 2 3 4 

9.  How often do you have difficulty concentrating on 

what people say to you, even when they are speaking to 

you directly? 

0 1 2 3 4 

10.  How often do you misplace or have difficulty 

finding things at home or work? 
0 1 2 3 4 

11.  How often are you distracted by activity or noise 

around you? 
0 1 2 3 4 

12.  How often do you leave your seat in meetings or 

other situations in which you are expected to remain 

seated? 

0 1 2 3 4 

13.  How often do you feel restless or fidgety? 0 1 2 3 4 

14.  How often do you have difficulty unwinding and 

relaxing when you have time to yourself? 
0 1 2 3 4 

15.  How often do you find yourself talking too much 

when you are in social situations? 
0 1 2 3 4 

16.  When you're in a conversation, how often do you 

find yourself finishing the sentences of the people you 

are talking to, before they can finish them themselves? 

0 1 2 3 4 

17.  How often do you have difficulty waiting your turn 

in situations when turn taking is required? 
0 1 2 3 4 

18.  How often do you interrupt others when they are 

busy? 
0 1 2 3 4 
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Appendix H: Demographic Data for Participants Removed from Analyses 
 

(Removed due to careless or incomplete responses) 

Demographic Variables Frequency Percentage 

N 103  

Age M = 24.36(5.57)  

    Missing 18 17.5 

Sex   

     Female 65 63.1 

     Male 20 19.4 

     Missing 18 17.5 

Academic Status   

     Student 53 51.5 

     Not Student 43 41.7 

     Missing 7 6.8 

Hispanic/ Non-Hispanic   

     Hispanic 4 3.9 

     Non-Hispanic 81 78.6 

     Missing 18 17.5 

Race   

     Caucasian 74 71.8 

     Black/Af. Amer. 4 3.9 

     Asian/Pac. Islander 3 2.9 

     Multiple Races 1 1.0 

     Amer. Indian/Alaskan Native 1 1.0 

     Other 2 1.9 

     Missing 18 17.5 

Education Level   

     Less than High School 0 0.0 

     High School Graduate 25 24.3 

     Some College, No Degree 24 23.3 

     Associate Degree 3 2.9 

     Bachelor’s Degree 18 17.5 

     Master’s Degree 8 7.8 

     Doctoral Degree 6 5.8 

     Professional Degree 1 1.0 

     Missing 18 17.5 

Employment   

     Unemployed 27 26.2 

     Work <20 hours/week 13 12.6 

     Work 20-39 hours/week 11 10.7 

     Work Full-Time (40+hours) 31 30.1 

     Missing 21 20.4 

Income   
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     $0-$4,999 34 33.0 

     $5,000-$9,999 3 2.9 

     $10,000-$14,999 2 1.9 

     $15,000-$24,999 4 3.9 

     $25,000-$34,999 5 4.9 

     $35,000-$49,999 5 4.9 

     $50,000-$74,999 9 8.7 

     $75,000-$99,999 8 7.8 

     $100,000+ 12 11.7 

     Missing 21 20.4 

Relationship Status   

     Single 34 33.0 

     In a relationship 23 22.3 

     Living with partner 7 6.8 

     Married 20 19.4 

     Separated 0 0.0 

     Divorced 0 0.0 

     Widowed 1 1.0 

     Missing 18 17.5 

Psychological Diagnoses   

     No reported diagnoses 48 46.6 

     ADHD 7 6.8 

     Adjustment Disorder 0 0.0 

     Anxiety Disorder 7 6.8 

     Autism Spectrum Disorder 0 0.0 

     Bipolar Disorder 0 0.0 

     Depressive Disorder 3 2.9 

     Learning Disorder 0 0.0 

     Schizophrenia 0 0.0 

     Multiple disorders 17 16.5 

     Other 0 0.0 

     Missing 21 20.4 
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Appendix I: Items Deleted from Initial RTMI Survey  
 

Item Description Deletion Rationale 

I perform daily personal hygiene tasks (e.g., brush teeth, 

bathe, comb hair, wear deodorant) 

Failed to load 

I set an alarm to wake up in the morning* Failed to load 

I charge my phone/electronics daily* Failed to load 

I consistently attend work/work obligations* Failed to load 

I tidy my living space daily (e.g., put my things away) Failed to load 

I take medications and/or vitamins as directed* Failed to load 

I schedule/attend medical appointments regularly Failed to load 

I monitor my spending and bank account(s) Failed to load 

I cook meals for myself Failed to load 

I attend church or participate in religious activities* Failed to load 

I watch television or stream other media daily* Failed to load 

I go to bars, clubs, or parties* 
Factor had 2 items, poor 

cohesion with theory 

I ensure I have enough fuel in my vehicle Failed to load 

I play video games* Failed to load 

I save money each month Failed to load 

I exercise regularly (e.g., 3+ times per week)* Failed to load 

I drink caffeinated beverages daily* Failed to load 

I drink alcohol (e.g., beer, wine, hard liquor)* 
Factor had 2 items, poor 

cohesion with theory 

I smoke cigarettes or use other tobacco products Low frequency occurrence 

I organize my belongings for the following day (e.g., 

clothes, keys) 

Failed to load 

I begin working on long-term assignments or projects early Failed to load 

I use to-do lists or an agenda regularly Failed to load 

I schedule or complete routine vehicle maintenance Failed to load 

I respond to emails in a timely manner Failed to load 

I respond to texts in a timely manner Failed to load 

I skip meals because I don't have time to eat* Failed to load 

I prioritize work or academics over other activities Failed to load 

I pay bills on time Failed to load 

I need extensions on deadlines Failed to load 

Note. * indicates <.3 correlation with overall scale without item. 
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Appendix J: RTMI Final Version 

 
Revised 25-Item Survey 

 

Please rate how often you engage in each item related to routines and time management by 

choosing a rating ranging from 0 (Never) to 4 (Almost always) for how often you engaged in this 

activity based on your behavior during the last month. 

 

 Never    
Almost 

Always 

I go to bed at a time which allows an adequate amount of 

sleep 
0 1 2 3 4 

I wake up around the same time every day 0 1 2 3 4 

I complete chores regularly 0 1 2 3 4 

I put off doing laundry* 0 1 2 3 4 

I eat meals at the same time every day 0 1 2 3 4 

I have a predictable schedule 0 1 2 3 4 

I talk with my parents or family members regularly 0 1 2 3 4 

I talk to friends daily (in person or via phone/internet) 0 1 2 3 4 

I spend time with friends or family regularly 0 1 2 3 4 

I plan and/or participate in fun weekend activities 0 1 2 3 4 

I participate in clubs or organizations 0 1 2 3 4 

I spend time daily browsing the internet or using social 

media* 
0 1 2 3 4 

I volunteer my time or talents regularly 0 1 2 3 4 

I monitor my caloric intake or weight 0 1 2 3 4 

I get dressed and ready in a timely manner 0 1 2 3 4 

I wake up with enough time to get ready for the day 0 1 2 3 4 

I respond to calls in a timely manner 0 1 2 3 4 

I spend time planning my days or week 0 1 2 3 4 

Video games, internet, or television get in the way of my 

productivity* 
0 1 2 3 4 

I plan my meals/snacks 0 1 2 3 4 

I arrive on time to obligations (e.g., class, meetings, 

work, appointments) 
0 1 2 3 4 

I procrastinate on tasks I should complete* 0 1 2 3 4 

I depend on another adult for reminders (e.g., to make 

appointments or run errands)* 
0 1 2 3 4 

I arrive on time for scheduled events with others 0 1 2 3 4 

I am late for meetings or appointments* 0 1 2 3 4 

Note. * indicates items to be reverse-scored. 
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Appendix K: IRB Approval Forms 
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