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Objectives

• Establish an understanding of what ADHD is.

• Learn about ADHD from a neuropsychological 
perspective.

• Understand the importance of comprehensive 
assessments for diagnostic accuracy.

• Establish an understanding of what ADHD is not.

• Learn about comorbidities and problems with 
misdiagnoses.

• Identify diagnostic differentials.
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ADHD: An Overview



ADHD: An Overview

Or a combination of these characteristics

• Impairment

• Academic deficits, school-related problems, and peer neglect (elevated inattention)

• Social rejection and accidental injury (elevated hyperactivity/impulsivity)

4

ADHD is a brain-based condition in which people have difficulty with inattention, 

hyperactivity, impulsivity, regulating their mood, and organization.

American Psychiatric Association (APA), 2013; Cortiella, 2011

• Significant inattention

• Easily distracted

• Difficulty focusing

• Forgetful

• Daydreaming

• Trouble following instructions

• Easily bored

• Hyperactivity

• Fidget in their seat

• Always running around, talking, playing, 

touching

• Talk and talk and talk

• Difficulty with quiet tasks that require focus

• Impatient

• Blurt out comments without thinking

• Often interrupts



DSM-5 Criteria

• 1. Inattention: Six (or more) of the following symptoms have persisted for at least 6 months to a degree 

that is inconsistent with developmental level and that negatively impacts directly on social and 

academic/occupational activities:

• Often has difficulty sustaining attention in tasks or play activities (e.g., has difficulty remaining 

focused during lectures, conversations, or lengthy reading).

• Often does not seem to listen when spoken to directly (e.g., mind seems elsewhere, even in 

the absence of any obvious distraction).

• Often does not follow through on instructions and fails to finish schoolwork, chores, or duties in 

the workplace (e.g., starts tasks but quickly loses focus and is easily sidetracked).

• Often has difficulty organizing tasks and activities (e.g., difficulty managing sequential tasks; 

difficulty keeping materials and belongings in order; messy, disorganized work; has poor time 

management; fails to meet deadlines).

• Often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort 

(e.g., schoolwork or homework; for older adolescents and adults, preparing reports, completing 

forms, reviewing lengthy papers).

• Often loses things necessary for tasks or activities (e.g., school materials, pencils, books, tools, 

wallets, keys, paperwork, eyeglasses, mobile telephones).

• Is often easily distracted by extraneous stimuli (for older adolescents and adults, may 

include unrelated thoughts).

• Is often forgetful in daily activities (e.g., doing chores, running errands; for older adolescents 

and adults, returning calls, paying bills, keeping appointments).

5

A. A persistent pattern of inattention and/or hyperactivity-impulsivity that interferes with functioning 

or development, as characterized by (1) and/or (2):

APA, 2013



DSM-5 Criteria

• 2. Hyperactivity and impulsivity: Six (or more) of the following symptoms have persisted for at least 6 

months to a degree that is inconsistent with developmental level and that negatively impacts directly on 

social and academic/occupational activities:

• Often fidgets with or taps hands or feet or squirms in seat.

• Often leaves seat in situations when remaining seated is expected (e.g., leaves his or her place in 

the classroom, in the office or other workplace, or in other situations that require remaining in 

place).

• Often runs about or climbs in situations where it is inappropriate. (Note: In adolescents or adults, 

may be limited to feeling restless.)

• Often unable to play or engage in leisure activities quietly.

• Is often “on the go,” acting as if “driven by a motor” (e.g., is unable to be or uncomfortable being still 

for extended time, as in restaurants, meetings; may be experienced by others as being restless or 

difficult to keep up with).

• Often talks excessively.

• Often blurts out an answer before a question has been completed (e.g., completes people’s 

sentences; cannot wait for turn in conversation).

• Often has difficulty waiting his or her turn (e.g., while waiting in line).

• Often interrupts or intrudes on others (e.g., butts into conversations, games, or activities; may start 

using other people’s things without asking or receiving permission; for adolescents and adults, may 

intrude into or take over what others are doing).

6

A. A persistent pattern of inattention and/or hyperactivity-impulsivity that interferes with functioning 

or development, as characterized by (1) and/or (2):

APA, 2013



DSM-5 Criteria

B. Several inattentive or hyperactive-impulsive symptoms were present prior 

to age 12 years.

C. Several inattentive or hyperactive-impulsive symptoms are present in two 

or more settings (e.g., at home, school, or work; with friends or relatives; in 

other activities).

D. There is clear evidence that the symptoms interfere with, or reduce the 

quality of, social, academic, or occupational functioning.

E. The symptoms do not occur exclusively during the course 

of schizophrenia or another psychotic disorder and are not better explained 

by another mental disorder (e.g., mood disorder, anxiety disorder, 

dissociative disorder, personality disorder, substance intoxication or 

withdrawal).

7APA, 2013



Prevalence and Demographics

• Estimated number of children ever diagnosed with ADHD → 6.1 million (9.4%)

• Ages 2-5 years old → 388,000 children

• Ages 6-11 years old → 4 million children

• 12-17 years old → 3 million children

• Boys are more likely to be diagnosed with ADHD than girls → 12.9% compared to 5.6%

• Likely as a function of less disruptive symptoms in girls

• Gender differences decrease with age.

• United States → Rates of ADHD in African American and Latino populations tend to be 

lower than for Caucasian populations.

• Differences in ADHD prevalence rates across regions appear attributable mainly to 

different diagnostic and methodological practices.

• May be cultural variation in attitudes toward or interpretations of children's behaviors

8

Center for Disease Control and Prevention Study, National Survey of Children's Health 

(2016)

APA, 2013; Center for Disease Control, 2019



Prevalence and Demographics

9Center for Disease Control, 2019

ages 4-17

ages 2-17



Risk Factors

• Temperament

• Reduced behavioral inhibition, effortful control, or constraint

• Negative emotionality; Elevated novelty seeking

• Environmental

• Very low birth weight; Smoking during pregnancy

• Exposure to environmental toxicants; Alcohol exposure in utero

• History of child abuse, neglect, or multiple foster placements

• Genetic and physiological

• Significantly heritable → 30-50% chance among 1st degree biological relatives 

• Genes that affect the dopamine pathway

• Early parenting

• Unlikely to cause ADHD

• May influence its course or contribute to secondary development of conduct problems

10

These factors may predispose some children to ADHD and/or influence its course                                               

but are not specific or causal to the disorder.

APA, 2013



Comorbidities

• 6 in 10 children with ADHD had at least one other mental, emotional, or behavioral disorder:

• 5 in 10 children with ADHD → had behavior or conduct problem

• 3 in 10 children with ADHD → had anxiety

• Almost half of children 6-17 years of age diagnosed with ADHD may also have an SLD

11Center for Disease Control, 2019

ADHD without a comorbid disorder is the exception rather than the rule. 



Diagnostic Differentials

• Specific Learning Disorders (i.e., dyslexia)*

• Other Neurodevelopmental Disorders (e.g., DCD)*

• Anxiety Disorders (e.g., GAD)*

• Trauma-Related Disorders*

• Oppositional Defiant Disorder

• Intermittent Explosive Disorder

• Intellectual Developmental Disorder

• Autism Spectrum Disorder

• Reactive Attachment Disorder

• Major Depressive Disorder

• Bipolar Disorder

• Disruptive Mood Dysregulation Disorder

• Substance Use Disorders

• Sluggish Cognitive Tempo (not in DSM-5)

• Nonverbal Learning Disorder (not in DSM-5)

12

A differential diagnosis looks at possible disorders that may explain a cluster of symptoms.

APA, 2013



The Science    
Behind ADHD



Brain-Based Disorder

• Brain Structure

• Some structures in the brain in children with ADHD can be smaller than 

children without ADHD.

• Frontal Lobe → front of the brain behind the forehead

• Helps people to organize, plan, pay attention, and make decisions

• Responsible for problem solving, memory, judgment, impulse control, 

time perception, and attention

• Parts of the frontal lobe may mature a few years later in people with 

ADHD.

14

Scientists have shown that there are differences in the brains of children with ADHD and 

that some of these differences change as a child ages and matures.

American Academy of Child and Adolescent Psychiatry, 2017



Neuroanatomy

• Neuroanatomical and Structural

• Reduced brain volume

• Delayed cortical maturation in frontal and temporal regions

• Abnormalities in frontal brain regions

• Abnormalities in the corpus callosum, prefrontal, temporal and parietal 

cortex, and basal ganglia (especially caudate nucleus)

• Basal ganglia abnormalities → most consistent finding

• fMRI studies → show decreased activation in dorsolateral prefrontal cortex 

and dorsal anterior cingulate cortex on tasks requiring inhibitory control

• Neuropathology

• Various abnormalities → lead to deficits in a distributed neural network with 

the frontal cortex and its striatal-thalamic-cerebellar connections

• Involvement of multiple areas → leads to multiple phenotypes

15

Underactivation of frontocortical and frontosubcortical networks persists 

into adulthood despite relative symptomatic improvement.



Networks and Neurotransmitters

• Networks

• Brain is made up of nerve cells called “neurons” → transmit signals in the 

brain in groups called “networks”

• Involved in reward, focus, planning, attention, shifting between tasks, and 

movement

• Several major networks work differently in people with ADHD.

• Neurotransmitters (NT’s)

• Chemicals that help to transmit signals from one nerve cell to the next 

throughout the networks in the brain

• Dopamine and norepinephrine are two NT’s that may play a role in ADHD.

16American Academy of Child and Adolescent Psychiatry, 2017



17https://directindia.org/resources/adhd-and-the-brain-2/



Research

• Scientists have established differences in the brain size, networks, NT’s, and 

brain development of children with ADHD compared to their typically developing 

counterparts. 

• HOWEVER, we do not fully understand how these differences lead to the cause

and the symptoms of ADHD.

• Treatments for ADHD → thought to work in part by altering the levels of the NT’s 

and changing how the networks function

• Importance of medication management

18American Academy of Child and Adolescent Psychiatry, 2017



Diagnosing ADHD



Diagnostic Inaccuracy

• Diagnoses are often made based on rating forms and/or interviews – and that is 

not enough.

• Rating scales DO NOT by themselves diagnose ADHD, but “ratings of 

inattention or hyperactivity/impulsivity that fall in the upper fifth percentile for 

the patient’s age and gender are reason for serious concern.”

• Consider multiple sources of inattention, such as anxiety, depression, and 

ecological factors, that can lead to a diagnosis or misdiagnosis of ADHD.

• Costs of misdiagnosis:

• Children’s needs may go unmet

• Restricted access to necessary and appropriate services 

• Continued under-recognition of certain issues 

20

Diagnostic inaccuracy is common and results from improper assessment procedures.

Cushman, 2004; Sciutto & Eisenberg, 2007



Importance of Comprehensive Evaluations

• Many parents wait and see if their child will outgrow problems.

• Intervening early on can improve and enhance the development of a 
child with developmental delays, special needs, or other concerns.

• The pediatrician's office is an ideal setting to identify struggling children.

• Frequent contact with children and their families 

• Knowledge of normal and abnormal development

• Teachers and educators can also be potential gatekeepers to helping 
families recognize a concern.

• See child compared to same-aged peers on regular basis

21

It is important to know about best practices in assessment and use that information to 

inform where families are referred.



Diagnostic Tools

• Neuropsychological testing:

• Standard measures of intelligence, language, memory, and academic 

skills

• Continuous performance tests (CPT’s)

• Sustained attention, impulsivity, vigilance

• Inhibition of impulses

• Executive functioning batteries

• Considerations of using neuropsychological measures:

• No single measure is sufficient to diagnose ADHD.

• Neuropsychological testing can provide valuable insight into 

the individual performance profile of a child.

• Strengths and weaknesses

• Some screening tools can identify specific neuropsychological 

deficits associated with ADHD.

22



Other Relevant Sources

• Behavior Rating Scales:

• Broad based measures (e.g., BASC-3, CBCL/TRF)

• ADHD/EF specific measures (e.g., Conners 3, SNAP-IV, BRIEF-2)

• Pros:

• Adherence to diagnostic criteria

• Quickly and easily gather and compare ratings from multiple sources across 

domains

• Cons:

• May tend to confirm ADHD based on behavioral symptomology without 

differentiating between other potential disorders

• Structured Interviews:

• Examples:

• Diagnostic Interview Schedule for Children (DISC)

• Kiddie Schedule for Affective Disorders and Schizophrenia (KSADS), ADHD 

Supplement

• Pros:

• Good adherence to diagnostic criteria; Good psychometric properties

• Cons:

• Lengthy; Hard to do with multiple informants

23



Other Relevant Sources

• Behavioral observations can provide anecdotal information to aid 

in conceptualization.

• During testing sessions

• In school

• Functional behavioral assessments (FBAs) can provide specific input 

to guide treatment planning.

• Identifies antecedents, consequences, and reinforcers of behavior

• Gaining a sense of the child’s performance in multiple domains is 

crucial.

• Required to accurately identify a child’s patterns of strengths and 

needs to inform recommendations and treatment

24
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Key Questions

• “Do you have questions about how the child is learning, 

behaving, or developing?”

• That statement alone helps to open up conversation.

• “Do you have any concerns about how the child…

• …understands what you say?”

• …behaves?”

• …gets along with others?”

26

When unsure, refer! 



ADHD and 
Dyslexia



Clinical Presentation

• Children with dyslexia may present with the following:

• Talk later than most children

• Have more difficulty than other children pronouncing words 

when reading aloud

• E.g., child may read aloud “mawn lower” instead of “lawn 

mower”

• Confuse small words, such as “at” and “to”, “does” and “goes”,

“comb” and “climb”, when reading aloud

• Errors in writing

• Spelling mistakes, rushing to avoid task

• As children get older, the presentation will likely be much more 

subtle.

• Development of compensatory strategies

28



Comorbidity with ADHD

• It is estimated that as many as one-third of children identified 

with learning disabilities also have ADHD.

• Like learning disabilities, ADHD is linked both to heredity 

(genetics) as well as to brain structure and function.

29

"If you talk to most parents or teachers, ADHD, or attention deficit hyperactivity 

disorder, is the first thing on people's minds when a student's falling behind in class or 

is struggling in school. But what they should be doing is thinking about dyslexia. The 

dyslexic child is often a mislabeled child.“ 

~ Dr. Brock Eide

Cortiella, 2011; Education.com, 2007 



In ADHD, the problems may not necessarily reflect specific difficulties in learning
academic skills, but rather may reflect difficulties in performing those skills.

30APA, 2013; Department of Education & Skills, 2004; Shaywitz & Shaywitz, 2004

ADHD (Inattentive) BOTH Dyslexia

Appears to lose focus 

and/or is easily distracted

Careless mistakes (skip 

over words when reading, 

inconsistent use of 

grammar)

Guesses words and 

difficulty sounding out 

words

Lacks organization Avoids tasks that require 

mental effort, such as 

reading

May complain that reading 

is hard; Rarely reads for 

pleasure 

Loses personal 

belongings

Fails to finish school work 

or takes longer than peers

Difficulty memorizing sight 

words

Does not seem to listen 

when being spoken to

Difficulty with reading 

comprehension

Reading is slow, choppy, 

or effortful

Difficulty remembering 

written directions

Appears inattentive

Experience frustration 

and/or underachievement



Key Differences

• Distinguishable by different underlying etiologies 

• As noted above

• Both disorders may manifest as language weaknesses, BUT…

• ADHD → phonological processing is typically intact.

• Dyslexia → phonological processing is generally impaired.

• Both disorders may manifest as working memory impairments, BUT…

• ADHD → deficits often involve poor strategy use and sustained effort.

• Dyslexia → deficits are often the result of the demands of decoding 
overloading one’s working memory because reading is not automatic.

• Both disorders may manifest as slow processing speed, BUT…

• ADHD → deficits are due to lack of preparedness and inattention.

• Dyslexia → deficits are caused by a persistent lack of automaticity (i.e., 
retrieval), which causes reading to be slower and more effortful.

31Kibby & Cohen, 2008; Kirby, Silvestri, Allingham, Parrila, & La Fave, 2008; 

Raberger, & Wimmer, 2003; Smith-Spark & Fisk, 2007

Hallmarks of ADHD (but not dyslexia) are problems with behavior and learning that 

stem from inattention, impulsivity, and overactivity.



Key Questions to Consider

• Does anyone in the family have trouble with reading or 

spelling? 

• Is it difficult to rhyme words?

• Not sure? Play a rhyming game with the child.

• Are lists and sequences, such as the alphabet, difficult to 

memorize?

• Are multi-syllable words very difficult to pronounce? (i.e., 

choppy, inaccurate)

• Is reading extremely difficult, slow, and/or effortful?

• Is spelling ability poor? (i.e., letters missed, reversed)

32



ADHD and 
Developmental 
Coordination 

Disorder (DCD)



Clinical Presentation

• Children with DCD may present with the following: 

• Unusual gait

• Overweight, low muscle tone due to low activity levels

• Tend to avoid physical activity

• May bump into things in the office; Clumsy

• Vision problems

• Overshooting targets; Difficulties with overt orientation of visual 

attention toward the target (i.e., sustained attention)

• May not be able to tie shoes or may wear shoes without laces 

(e.g., Velcro, slip on shoes)

• Express a dislike for sports and/or gym class

34Dewey, Kaplan, Crawford, & Wilson, 2002; Sumner et al., 2018



Parents May Report…

• No crawling phase 

• Delays in gross and fine motor skills

• Seems to be always falling over 

• Delays in toilet training

• Bumping into things; Accident prone

• Lack of laterality (no dominant hand)

• Appearing off balance or clumsy when walking

• Difficulty cutting, tying shoes, buttoning shirts, etc.

• Feeding difficulties (i.e., poor use of utensils)

• Hesitant or overly cautious to try new activities

35Gibbs, Appleton, & Appleton, 2007



Comorbidity with ADHD

• Approximately 50% of children diagnosed with ADHD have 

DCD.

• Approximately 50-65% of children with DCD have ADHD.

• Related to shared mechanisms:

• Typically developing brain → structure and function of the 

motor network exhibits hemispheric dominance

• Children with ADHD or DCD → altered brain region 

communication, particularly within the motor network, that 

disrupt hemispheric dominance

36

In the presence of DCD, ADHD is the most frequent coexisting condition.

APA, 2013; Deng et al., 2013; McLeod et al., 2016



Symptoms Mimicking ADHD

37

ADHD BOTH DCD

Appears to lose focus 

and/or is easily distracted

Clumsy (bumping into 

things or others)

Slowness and inaccuracy 

in performance of motor 

skills

Loses personal 

belongings

Restless/fidgety and/or 

inattentive

Avoids tasks that require 

physical effort or motor 

coordination, such as 

sports

Messy handwriting

Difficulty planning or 

organizing behavior

Social difficulties

Experience frustration 

and/or underachievement



Key Differences

• The motor skill problems of children with ADHD are regarded as 

being attributable to distractibility and impulsiveness.

• Some children with ADHD appear clumsy because they are 

inattentive rather than actually being incapable of performing 

the required actions (i.e., having a motor impairment).

• Difficulties with motor control may exert demands on 

attentional resources and working memory that are not present 

in children whose development is normal.

• It is important to consider observation across different contexts to 

ascertain if lack of motor competence is attributable to 

distractibility and impulsiveness rather than to DCD.

38APA, 2013; Henderson & Henderson, 2002; Piek & Dyck, 2004

Difficulty with motor learning is a key feature of DCD.



ADHD and 
Generalized Anxiety 

Disorder (GAD)



Clinical Presentation

• Children with anxiety may present with the following: 

• Worries about many things (e.g., germs, vomiting, parents dying)

• Though exaggerated, tend to focus on tangible, real-life issues

• Difficulties controlling worries and thoughts

• Frequently seeks reassurance in an attempt to lessen fears and 

worries

• Inattentiveness or mind going blank

• Feeling keyed up, tense, or fatigued

• Physical symptoms (e.g., headache, stomachache, nausea, vomiting, 

diarrhea, racing heart, shakiness, sweating)

• Rituals, like compulsive hand washing, aimed at diminishing fears

40APA, 2013



Parents May Report…

• Rigidity or irritability

• Tantrums and meltdowns

• Shyness or avoiding others or things that peers enjoy

• Sadness or isolation

• Difficulties initiating or maintaining sleep

• Difficulties concentrating

• “Jumpy” or on edge

• Frequent questioning (for reassurance, about safety)

• Visits to school nurse or coming home sick

• School refusal

41



Comorbidity with ADHD

• Center for Disease Control and Prevention Study, National Survey of 

Children's Health (2016):

• 3 in 10 children with ADHD → had anxiety

• Having ADHD may lead to “secondary anxiety.”

• When a child has to work 5x as hard as others and only gets half the 

amount of work done

• Note: GAD is most comorbid with other anxiety disorders.

• GAD, Social, and Separation Anxiety

• Up to 60% of anxious children/adolescents meet criteria for 2 of 

the 3 disorders.

42

Comorbidity with neurodevelopmental disorders (e.g., ADHD) is less common.

APA, 2013; Center for Disease Control, 2019; Keeton, Kolos, & Walkup (2009); Sarkis, 2017



Symptoms Mimicking ADHD

43

ADHD BOTH GAD

Difficulty completing tasks Difficulty concentrating or 

paying attention

Feelings of worry or 

nervousness

Forgetfulness Feelings of restlessness Fear without an obvious 

cause

Difficulty listening to and 

following directions

Difficulties with emotional 

regulation (e.g., irritability)

Sleep difficulties (e.g., 

waking up, difficulties 

falling asleep)

Unable to focus for long 

periods of time

Experience frustration 

and/or underachievement

Somatic complaints (e.g., 

headaches, 

stomachaches)



Key Differences

• Cognitive components of GAD:

• Uncertain or ambiguous situations are stressful. 

• “Fear of the unknown”

• Reasons underlying difficulty concentrating

• GAD → trouble focusing because of anxious feelings and 

thoughts

• ADHD → trouble focusing most of the time in any

situation

44Brown, O’Leary, & Barlow (2001); Clementi & Alfano (2014)

“Intolerance of uncertainty” maintains symptoms of GAD.



ADHD and 
Trauma



Defining Trauma

• Any number of different 

circumstances, such as: 

• Abuse of any kind

• Abandonment, neglect

• Witness to domestic violence

• Death or loss of a loved one

• Natural disasters 

• War, terrorism, military or police 

actions 

• Witness to community violence 

• Personal attack

• Kidnapping

• Severe bullying 

• Medical procedure, surgery, 

accident, et cetera 

• Living in chronically chaotic 

environments 

• Child Traumatic Stress 

• Psychological reaction that 

some children have to a 

traumatic experience in which 

they are involved or have 

witnessed

46The National Child Traumatic Stress Network (NCTSN), 2016



Considerations

• Traumatic experiences can affect the brains, minds, and behavior of even 
very young children, causing similar reactions to some of those seen in older 
children and adults. 

• Trauma responses of young children differ from those seen in adults.

• Isolated traumatic incidents versus chronic maltreatment or inevitable 
repeated traumatization

• Isolated traumatic incidents → tend to produce discrete conditioned 
behavioral and biological responses to reminders of the trauma

• Chronic maltreatment or inevitable repeated traumatization → have 
pervasive effects on the development of mind and brain 

• Impact of chronic trauma

• Long-term stress, “continuous traumatic stress”

• E.g., countries where threat of arrest or violence is always present

• Majority of children with trauma exposure do not meet criteria for PTSD.

• Trauma exposure does NOT justify diagnosis of PTSD

47NCTSN, 2016



Clinical Presentation

• Cognitive

• Poor verbal skills

• Learning problems

• Behavioral

• Act out in social situations/imitates event

• Fear adults who remind them of the event

• Fear of being separated from caregiver

• Physiological

• Startle easily; Poor appetite; Low weight and/or digestive problems

• Somatic complaints (e.g., stomachaches, headaches)

• Poor sleep habits; Experience nightmares or sleep difficulties

• Accidents after being toilet trained; Exhibit other regressive behaviors

48DePrince, Weinzierl, & Combs, 2009; Ruiz, 2014



Comorbidity

• Researchers disagree on whether or not ADHD is associated with risk of 

exposure to psychological trauma. 

• Some pediatric studies have documented that youth with ADHD are 

more likely than those without ADHD to develop child traumatic stress 

and vice versa.

• Some researchers maintain that children with ADHD should be 

considered a high-risk population for the development of child 

traumatic stress. 

• Still other studies show children and adults diagnosed with ADHD are 

at elevated risk for exposure to traumatic events but not always for 

the development of trauma-related symptoms.

49

Individuals who meet criteria for PTSD are 80% more likely than those without PTSD to 
have symptoms that meet diagnostic criteria for at least one other mental disorder. 

APA, 2013; NCTSN 2016



50NCTSN, 2016



Key Differences

• Dysregulation of the hypothalamic-pituitary-adrenal (HPA) axis

• Associated with childhood maltreatment 

• Regions vulnerable to HPA axis dysfunction (e.g., 
hippocampus) make inputs to the frontal cortex → can 
influence EF performance 

• Impairment in impulse control 

• For children with trauma, impulsivity originates due to a need 
for survival.

• In children with ADHD, impulsivity is related to hypoactivation
of the prefrontal cortex in ADHD.

• Responsiveness to treatment

• Children with trauma do not respond to stimulant medication 
whereas children with ADHD typically do.

51DePrince, Weinzierl, & Combs, 2009; Ruiz, 2014



Take Home Points



Key Points

• ADHD is a brain-based disorder.

• There are actual differences in the developing brains of children with 
ADHD, and some of these differences change as a child ages and 
matures.

• It is highly comorbid with other psychiatric disorders. 

• 6 in 10 children with ADHD had at least one other mental, emotional, 
or behavioral disorder.

• Many other mental health disorders may mimic the symptoms of ADHD.

• Such as dyslexia, DCD, anxiety, and trauma

• As such, it is important to know about best practices in assessment to 
use that information to inform where families are referred.

• Obtaining comprehensive diagnostic evaluations, using multiple 
sources of data and information, are key in order to guide treatment 
and provide appropriate supports.

53
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