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Abbreviations: ADHD,attention-deficit hyperactivity 
disorder; DSM,diagnostic and statistical manual of mental disorders; 
CDC,centers for disease control; ADD,attention-deficit disorder

Introduction
Attention-deficit hyperactivity disorder (ADHD) is one of 

the most common disorders of childhood1 and has become quite 
controversial within the clinical field of psychology, academia, and 
throughout society, both conceptually and neuroanatomically. The 
CDC has suggests that in the US, 9.5% of children ages 3 to 17 years, 
have ADHD.2 This prevalence of ADHD has risen above many other 
childhood disorders, leading to the question of possible over diagnosis 
and the validity of diagnostic criteria. Currently, ADHD is defined 
on the basis of observable or reportable behaviors within multiple 
environments/settings. As such, the diagnostic validity weighs solely 
on asking a series of questions of caregivers and teachers in the 
child’s life regarding their daily activity. “Does the child often…?” 
and “Does this lead to functional impairment?” Scoring enough 
“yes” responses suggests the clinical diagnosis of ADHD. However, 
this process has become highly dependent on subjective information 
regarding developmentally appropriate behavior from people often 
not clinically trained. This process should warrant diagnostic caution 
given the risk of making a lifelong misdiagnosis. In discussing this 
challenge among colleagues, all too often you may hear a clinician 
state: “I undiagnose ADHD as often as I diagnose it.”

ADHD: Are symptoms too diverse
There are no specific cognitive, metabolic or neurological markers 

or medical tests for ADHD. Comorbidity is also extremely high, 
undermining the specificity of the diagnosis.3 To make sense of the 
ADHD diagnosis, it is essential to understand its true definition. 
ADHD is a behaviorally defined diagnosis that is based on observable 
behaviors, not an etiologically or medically defined diagnosis. 
Unfortunately the behaviors are so diverse that multiple brain systems 

can be involved and differ for each individual. Essentially, the diverse 
range of potentially diagnostic symptoms results in patients being 
diagnosed with ADHD, yet presenting very different from one another.

ADHD is characterized by dysfunctional levels of inattentiveness, 
impulsivity, and hyperactivity. The Diagnostic and Statistical Manual 
of Mental Disorders (DSM) lists 18 possible behavioral symptoms 
for diagnosing the condition,4 9 observations that concern inattention, 
6 symptoms concerning hyperactivity, and 3 behavioral symptoms 
pertaining to impulsivity. This categorical system allows for the 
classification of three behavioral subtypes of ADHD: Inattentive, 
Hyperactive-Impulsive, or Combined. Regardless of subtype, this is a 
highly heterogeneous population because the potential 18 symptoms 
can be ‘‘combined’’ in a variety of ways. According to reports, 
approximately 50% of those classified as ADHD meet the criteria for 
Inattentive-type, while only 20% are found to exhibit Hyperactive-
Impulsive Type and 30% as Combined Type.

Even more confusing is the frequently changing terms of this 
diagnosis. Often parents will sit across clinicians in the interview or 
feedback adamantly rejecting a descriptor of ADHD when their child 
meets the criteria for ADHD – Inattentive type. In their understanding, 
their child then has ADD, not ADHD. Again the dramatic difference 
in presentation between subtypes causes it to be assumed by some to 
be two different disorders. Many clinicians agree regarding the need 
to provide significant parent/caregiver education regarding ADHD. 
In fact parenting training could also significantly help symptom 
management.

Symptoms not unique to ADHD
Another commonly cited shortcoming of the ADHD construct 

is that none of the symptoms are uniquely diagnostic of ADHD and 
each symptom can also be explained by other diagnoses. Specifically, 
children with anxiety disorders, autism spectrum disorders, sleep 
disorders, and various medical conditions can exhibit many symptoms/
behaviors which could appear to be ADHD. Empirical research 
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Abstract

Attention-deficit hyperactivity disorder (ADHD) is one of the most common disorders of 
childhood and yet the diagnosis remains controversial. There are no specific cognitive, 
metabolic, neurological markers or medical tests for ADHD. Comorbidity is also extremely 
high, leading to doubt on the specificity of the diagnosis. Another commonly cited 
shortcoming of the ADHD construct is that none of the symptoms are uniquely diagnostic 
of ADHD and more often than not, each symptom can also be explained by other diagnoses. 
Specifically, children with anxiety disorders, autism spectrum, or cognitive disorders 
secondary to medical conditions share many common characteristics with developmental 
ADHD. Because the behaviorally defined DSM diagnostic system is not neuroanatomically 
defined, the diverse range of ADHD symptoms cannot be precisely mapped to any 
particular anatomic structure. In fact, imaging studies of ADHD suggests countless areas of 
possible dysfunction. This makes ADHD less likely to have a single etiology. Despite these 
multitudes of issues, ADHD has been maintained in the DSM-V with only small diagnostic 
modifications. Healthcare providers are encouraged to stay abreast of ongoing diagnostic 
research, but potentially confusing diagnosis.
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also suggests a variety of pre- and postnatal pathological processes 
which can cause symptoms similar to ADHD. Even such common 
condition as low birth weight has been shown to be associated with 
the development of ADHD symptoms.5

Symptoms in various DSM categories overlap to such a high degree 
that differential diagnosis becomes extremely problematic, even when 
clinicians are trained to eliminate variables or differentiate between 
specific etiologies. For example, the significant overlap of symptoms 
present between individuals with ADHD and / or autism.6 According 
to the DSM, ADHD should be determined as a differential diagnosis 
instead of a comorbidity of autism; as the symptoms of inattention 
or impulsivity are also present in those with autism. Moreover, 
many studies of ADHD are by necessity conducted in clinic-referred 
samples, where comorbidity has become the rule and not the exception 
increasing the challenge of researching an individual diagnosis.7

ADHD and neuroanatomy
Because the behaviorally defined DSM diagnostic system is not 

neuroanatomically organized, the diverse range of ADHD symptoms 
cannot be mapped to any particular anatomic structure. In fact, the 
multitude of imaging studies of ADHD suggests countless areas of 
possible dysfunction. This fact also makes ADHD less likely to have 
a single etiology, and less diagnosable by any neuropsychological 
test,8 though frequently having the co-occurrence of executive 
dysfunction.9,10

One of the biggest challenges of understanding the neuropathology 
in ADHD is the fact that the capacity to deploy attention is supported 
by a network of complex functional processes in the brain. These 
symptoms call upon a wide range of circuits which are not only 
found in multiple areas of brain, but also leave the potential for 
many possibilities etiologies leading to dysregulation in the attention 
systems of the brain.11-15 In fact, recently, Bernstein16 critiqued 
the diagnostic construct of ADHD by pointing out the many brain 
systems which can account for the diverse range of diagnostic 
symptoms found in individuals diagnosed with ADHD and how the 
aforementioned ADHD behavioral triad (inattentiveness, impulsivity, 
& hyperactivity) can actually be the manifestation of very different 
underlying neuroanatomical processes. Koziol and Stevens8 added 
that ADHD in any given individual stems from dysfunction within 
one or more different neural mechanisms, possibly occurring as the 
result of several distinct etiological influences. So consistent with the 
diverse clinical presentation, there appears to be evidence and expert 
opinions that the neuropathology is far more complex then “checking-
off” observable symptoms.

Conclusion
ADHD was recently maintained in the DSM-V and only received 

small modifications to the diagnostic criteria, so it seems clear there 
is a consensus on the validity and utility of this diagnosis. Based on 
the current clinical literature the following are suggestions prior to 
diagnosing:

i.	 Do a thorough clinical interview to establish the course of 
diagnostic symptoms and rule out alternative explanations and 
factors that may be exacerbating symptoms.

ii.	 Review DSM diagnostic criteria with clients.

iii.	Seek information from multiple informants across settings 
(classroom observation by a clinician is very helpful).

iv.	Administer standardized parent/teacher report instruments (such 
as the Behavioral Assessment System for Children- BASC, Child 
Behavior Checklist-CBCL) as a way to get age based comparisons 
to assess severity of symptoms.

v.	 Administer multiple cognitive measures focusing on attention 
compared to aged norms.

vi.	Gather information on the parents/ guardians understanding of 
the diagnosis and need for appropriate education and support.

vii.	Discuss and educate parents about all evidenced based treatment 
options.
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