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This talk does not aim to convince you that ADHD 
exists. We are starting with the premise that this is 
a recognized neurodevelopmental disorder. 



Learning Objectives

Review adult ADHD evaluation and differential diagnosis

Understand treatment modalities and mechanisms

 Examine claims on functional and academic/work outcomes

Clarify common misinterpretations of ADHD outcome studies



Introduction
 Attention Deficit Hyperactivity Disorder is one of the most common 

neuropsychiatric disorders of childhood and typically persists into adulthood

 ADHD is a MISNOMER. Is better described as a disorder of diffuse attention or 
Interest Based Attention

 While the DSM is the definitive diagnostic criteria, clinicians recognize several 
typical symptoms that are not in the DSM

 There is an assumption by some that adults “grow out” of ADHD, however, a 
proportion may “grow into” their ADHD

 According to the 2021 International consensus on ADHD- prevalence 
estimates: childhood 5-9%; adolescents 5-7%; adulthood 2.5-4.4% (about ½ 
of cases persist into adulthood)



Case
Patient comes in asking for an ADHD evaluation

• History of depression and poor concentration since teen years

• Trouble getting to sleep at night but stays asleep most of the night

• Since going to law school, struggled to keep up with class and 2 
children 

• How do you approach this case?

• What is on your differential diagnosis? 

• How do you differentiate among ddx? 

• Treatment?



 MGH Longitudinal Study of ADHD

 Evaluated boys and girls with and without ADHD

 Findings:
 both sexes have high levels of persistence into adulthood
 Highly familial
 High comorbidity with:

 Mood, anxiety, SUDS
 LD, Exec Fxn deficits
 emotional dysregulation, ASD traits
 Fxl impairment

 Stimulants decreased risks
 Neuronal basis of persistence



Continued
 ADHD in adults is associated with 

impairment in academic, 
occupational and social function

 Adult ADHD is characterized by 
inattention, impulsivity, and 
restlessness, along with executive 
function impairment and 
emotional dysregulation

 Treatment is typically the same for 
children and adults, although 
outcomes in adults are less well 
studied



Case
Patient comes in asking for an ADHD evaluation

• History of depression and poor concentration since teen years

• Trouble getting to sleep at night but stays asleep most of the night

• Since going to law school, struggled to keep up with class and 2 children 

• How do you approach this case?
• What is on your differential diagnosis? 

• How do you differentiate among ddx? 

• Treatment?



Evaluation of Adult ADHD
Developmental history (childhood onset)

Functional impairment across settings

Academic, occupational, relational history

Psychiatric and medical review

Collateral when available



Adult ADHD: Core Clinical Features
 Inattention and executive dysfunction 

dominate

Hyperactivity often internalized

Emotional dysregulation and overwhelm 
common

Symptoms are chronic, not episodic



ADHD symptoms look different in adults. Hyperactivity and impulsivity are less overt and inattentive 
symptoms are more prominent.

Impulsivity:
 Terminating relationships
 Quitting a job without alternate 

plan
 Driving problems, speeding 

tickets
 Binge eating

Hyperactivity:
 Restlessness
 Talking too much/verbosity
 Constant activity
 Choosing jobs with more 

movement
 interrupting

Emotional 
dysregulation (not 
specific to this 
disorder)
 Mood shifts
 Irritability, anger 

outbursts
 Low frustration 

tolerance

Other Challenges:
 Occupational 

difficulties
 Substance use 

problems
 Self esteem 

problems
 Impaired family 

and peer 
relationships

Executive Challenges:
 Impaired working memory
 Task shifting
 Self monitoring
 Initiation
 Self-inhibition

Attention Problems:
 Remaining focused for 

extended time
 Organizing
 Prioritizing
 Following through/completing
 Forgetfulness
 Time management



Rating Scales and Diagnostic Tools
 Rating Scales (supplement clinical interview):

 Adult ADHD Self Report Scale (ASRS): Brief (18 items) and helpful in 
primary care. Good screen.

 Conner’s adult ADHD rating scale (CAARS): provides detailed 
assessment of symptoms and domains. Useful for pretreatment 
baseline and then during treatment. Can’t be used alone as 
diagnostic tool as does not discern other causes of symptoms.

 Psychological testing can be useful in some cases, however, not 
required (except by some schools or organizations for 
accommodations)



DSM Criteria
A.Persistent pattern of inattention +/ hyperactivity / impulsivity that interferes with functioning or 

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

1. Inattention: 6 or more sx (>5 if over 17) for greater than 6 mo to a degree that is 
inconsistent with developmental level and impacts social and academic/occupational 
activities:
a) Fails to pay close attention; careless mistakes
b) Hard time sustaining attention
c) Often does not seem to listen when spoken to directly
d) Often does not follow through or finish work (may start but gets sidetracked or loses 

focus)
e) Has difficulty organizing tasks and activities
f) Avoids or is reluctant to engage in tasks requiring sustained mental attention
g) Often loses things
h) Easily distracted by external stimuli (or unrelated thoughts)
i) Often forgetful in daily activities (chores, appointments, bills, calls)



DSM Criteria
2. Hyperactivity and Impulsivity: 6 or more sx (>5 if over 17) for greater than 6 mo
a. Fidgets, taps, squirms
b. Often leaves seat, when expectation is to stay in it
c. Runs or climbs when shouldn’t (restless in adolescent/adult)
d. Often unable to play quietly
e. Is often on the go (in adults others may see as restlessness or difficult to keep up with)
f. Often talks excessively
g. Often blurts answers, completes others sentences, cannot wait turn in conversation
h. Difficulty waiting one’s turn
i. Often interrupts or intrudes in conversation or activities, or even take over

B. Several Symptoms were present before age 12
C. Several Symptoms are present in at least 2 settings
D. Clear evidence that symptoms interfere with function
E. Symptoms are not better explained by other mental disorder



Case
Patient comes in asking for an ADHD evaluation

• History of depression and poor concentration since teen years

• Trouble getting to sleep at night but stays asleep most of the night

• Since going to law school, struggled to keep up with class and 2 children 

• How do you approach this case?

• What is on your differential diagnosis? 
• How do you differentiate among ddx? 
• Treatment?



Differential Diagnosis in Adults
Mood disorders

Anxiety disorders

PTSD

 Substance use disorders

 Sleep disorders

Autism spectrum disorder

Cognitive effects of medical illness

Key distinction: episodic vs lifelong symptoms



Mood Disorders 

major depressive disorder
 Similarities: poor concentration, forgetfulness, feelings 

of worthlessness, poor motivation
 Sorting it out: depression is more episodic. ADHD is 

pervasive

bipolar disorder (manic or mixed)
 Similarities: poor concentration, disturbed sleep, 

disorganization, talkativeness
 Sorting it out: BPAD is episodic, assess for duration fixed 

trait or episodic state; does patient need sleep?



Post Traumatic Stress Disorder
 Similarities: negative thoughts about self, feeling isolated, decreased 

interest, irritability, risky behaviors, poor sleep, concentration
 Sorting it out: assess index trauma, intrusion, lost in thought vs anxious 

impairing concentration/sleep, symptom onset, mood lability and frustration 
tolerance, tend to hyperfocus in area of interest? Ex: Tom Sawyer story

Anxiety disorder (common comorbidity)
 Similarities: poor concentration, forgetfulness, disturbed sleep
 Sorting it out: lost in thought vs worried. Awakening due to anxious worry 

(specific focus) or ideas? 

Substance use disorder
 Similarities: poor attention, distractibility, hyperactivity
 Sorting it out: symptoms occur primarily in the context of substance use



Why ADHD Is Often Misdiagnosed in 
Adults
Symptom overlap

Compensatory strategies masking impairment

Gender and cultural bias

Late presentation after environmental demands increase



Case
Patient comes in asking for an ADHD evaluation

• History of depression and poor concentration since teen years

• Trouble getting to sleep at night but stays asleep most of the night

• Since going to law school, struggled to keep up with class and 2 children 

• How do you approach this case?

• What is on your differential diagnosis? 

• How do you differentiate among ddx? 

• Treatment?



Treatment Overview – Multimodal 
Model
Medication

Psychotherapy

Executive function supports

Workplace accommodations

Goal: improve function, not normalize cognition



Medication Treatment in Adults
Stimulants: methylphenidate, amphetamines

Non-stimulants: atomoxetine, viloxazine, bupropion

Effect sizes among the largest in psychiatry
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What Medication Improves
Attention

Task initiation

Working memory in context

 Impulsivity

Behavioral regulation



What Medication Does Not Do
Does not teach skills

Does not remediate knowledge gaps

Does not fix organizational systems

Does not eliminate environmental mismatch



Executive Function Interventions
CBT for ADHD

ADHD coaching

Occupational therapy

External structure and scaffolding

Executive function domains → targeted interventions



Workplace Accommodations (Adults)
Flexible scheduling

Reduced interruptions

Written instructions

Task chunking

Deadline flexibility: BEWARE of EXTENDING DEADLINES 

Functional improvement with accommodations ± 
medication 



Outcomes Questions:
Where Confusion and Doubt Begin
 Common claim: “ADHD treatment doesn’t improve academic or work 

outcomes” or “there is no improvement in test scores”

 Reality: This depends on what outcome is measured and how

 Comes largely from:

  Cognitive training studies

  Short-term medication trials

  Academic test outcomes

   Often generalized beyond study design



Outcomes Questions:
Where Confusion and Doubt Begin

Why Academic & Work Outcomes Lag:

  Learning is cumulative

  Skills deficits predate treatment

  Environmental mismatch persists

  Outcome measures lack sensitivity

  Follow-up periods too short



Key Concept – Capacity vs Output
Treatment improves capacity to engage

Output depends on:

 Instruction

 Practice

 Environment

 Time

Attention Engagement Learning Performance



Why Null Findings Are Common
Short follow-up periods

 Insensitive outcome measures

Ceiling effects

Heterogeneous samples

Failure to pair meds with skills training



Misinterpretation in Clinical Practice
“Medication only helps kids”

“Adults should have grown out of it”

“If grades/work didn’t improve, meds failed”

“shouldn’t need medication if getting good grades or 
successful”



Misconceptions vs Counterpoint
 M: “ADHD medication doesn’t improve learning or work performance.”

 C: Medication improves attention and executive access; learning and performance depend on 
time, skills, and environment.

 M: “If grades or productivity don’t improve, treatment failed.”

 C: Treatment reduces barriers; additional interventions are required for downstream gains.

 M: “Negative academic studies mean ADHD is overtreated.”

 C: Most studies measure the wrong outcomes over the wrong time frame.

 M: “Adults should have outgrown ADHD.”

 C: Symptoms persist; supports often disappear.



Outcome Effect with Stimulant Treatment
Academic Outcomes 
(decreased absence, improved 
GPA, decrease drop out)

Improved outcomes 

Accidents & injuries decreased risk
Mood disorders decreased risk
Suicidality / self-harm decreased risk
Traumatic Brain injury decreased risk
Criminality (convictions) decreased risk
Substance use disorder (SUDS) decreased risk



Reframing Treatment Success
Success = 

Reduced friction

 Increased consistency

 Improved follow-through

Better alignment between effort and outcome



Integrating Treatment Thoughtfully
• Medication Lowers barriers

•  Therapy builds skills

• Accommodations shape environment

•  Time allows learning to accrue



Key Take-Aways
 Adult ADHD is common and impairing
 Evaluation requires developmental lens
 Medication is highly effective for symptoms
 Functional outcomes require multimodal care
 Outcome studies are often misinterpreted

Diagnosis
 Requires developmental history and functional impairment
 Symptoms are chronic, not episodic
 High overlap with mood, anxiety, and trauma



Key Take-Aways
Treatment
 Medication is highly effective for core symptoms
 Non-pharmacologic interventions are essential
 Executive function supports and accommodations matter

 Medication improves capacity to engage
 Academic and occupational gains are indirect and delayed
 Null findings often reflect measurement limits, not inefficacy

Clinical Pearl
Treat ADHD to reduce friction and improve function — not to guarantee performance

Bottom Line
Adult ADHD treatment works best when expectations match mechanisms. 
Medication opens the door; skills, structure, and time determine what happens next.



Thank you!

Questions?

Nicole M. Fox, MD, MPA, FAPA
St. Luke’s Behavioral Health Service Line
foxn@slhs.org
208-381-2953

mailto:foxn@slhs.org


Understanding Attention Deficit/Hyperactivity Disorder in Physicians: Workplace 
Implications and Management Strategies
Mayna Mammoliti, MD, Christoper Richards-Bentley, MD, Adam Ly, MScOT, and Mary Nguyen, MD

Can J Physician Leadership 2021:7(4): 160-165 https//doi.org/10.37964/cr24272

Bonus 
Material:

What ADHD 
looks like in 
a physician
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