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Abstract: Attention Deficit/Hyperactivity Disorder (ADHD) is the most frequently diagnosed neu-
rodevelopmental disorder in school-age children, and it is usually associated with a significant
impairment in global functioning. Traditionally, boys with ADHD are more likely to be referred for
clinical assessments due to a higher prevalence of externalizing symptoms. However, as regards
gender-related differential clinical characteristics between boys and girls with ADHD, further investi-
gation is warranted in light of conflicting results found in currently available literature. In fact, a more
precise clinical characterization could help increase appropriate diagnoses and treatment planning.
In this context, we carried out a retrospective observational study on 715 children and adolescents di-
agnosed with ADHD from 2018 to 2020 at our center, in order to describe their gender-related clinical
characteristics. Boys displayed higher average IQs, but they were comparable to girls in functional
impairments and adaptive skills. Girls displayed higher scores on the Attention Problems subscale
of the CBCL 6–18 and on several CPRS-R:L subscales, suggesting higher general ADHD symptom
severity. Boys showed higher scores on CBCL 6–18 subscales, such as withdrawn/depressed, in-
ternalizing, and obsessive-compulsive problems. In conclusion, girls showed more severe ADHD
features and lower IQ in clinically referred settings, while boys showed more internalizing problems
and obsessive-compulsive symptoms.
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1. Introduction

Attention deficit and hyperactivity disorder (ADHD) is one of the most common
neurodevelopmental disorders diagnosed in early childhood and adolescence. According
to DSM-5, it is characterized by altered and unusual levels of inattention and hyperactivity
compared to what is observed in typical child development [1]. ADHD symptoms usually
determine functional impairment in familiar, academic, and social context.

ADHD worldwide prevalence in school-age children is 5.3% [2]. In Italy, a preva-
lence range between 1.1% and 3.1% is estimated among children and adolescents aged
5 and 17 years, with boys displaying a prevalence rate 1.2–7.6 higher than girls [3]. It
may be noticed that this is lower than the estimated worldwide prevalence, and this is
probably due to methodological and cultural factors that are addressed within the Italian
prevalence study [3].

A representative Danish survey based on health registry data collected from 1995
to 2010 reported that ADHD incidence rates increased by a factor of approximately
12 during this period. Furthermore, it was also reported that the male-to-female ratio
decreased from 7.5:1 to 3:1 among school-age children and from 8.1:1 to 1.6:1 among
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adolescents [4]. These data probably reflect an increased awareness of ADHD symp-
toms, globally, and specifically in girls. In other countries, it is assumed that girls are
still underdiagnosed [5].

Traditionally, boys are more likely to be referred, diagnosed, and treated for ADHD
symptoms than girls. This seemed to depend on gender differences in symptomatology: for
example, males would have more disruptive/externalizing symptoms [6,7], which would
alert diagnostic evaluations earlier than females.

This was confirmed by a recent publication, as boys showed higher impulsivity
compared to girls while girls displayed higher levels of inattention compared to boys.
However, the same study found no differences in the hyperactivity and distractibility
levels of boys and girls [8], suggesting that gender differences in ADHD phenotypical
presentations should be better studied in order to overcome the diagnostic/therapeutic
gap described above.

As regards a gender-specific comorbidity pattern in ADHD, the available literature
generally supports a higher prevalence rate of externalizing disorders (conduct disorder,
oppositional defiant disorder) and symptoms (e.g., aggression, rule-breaking) in boys, and
a higher prevalence rate of internalizing disorders (e.g., anxiety) in girls [9,10].

In this context, our aim is to describe gender-related clinical characteristics of 715 chil-
dren and adolescents diagnosed with ADHD from 2018 to 2020 in a retrospective obser-
vational study. Our results will be discussed in light of the existing international litera-
ture, in order to provide additional pieces of evidence, helping to reduce the significant
gender-related differences in timely and effectively diagnosing and treating of ADHD in
developmental age.

2. Materials and Methods
2.1. Participants

In this retrospective study, 715 drug-naïve children and adolescents with ADHD who
attended the Child and Adolescents Neuropsychiatry Unit of the Bambino Gesù Children’s
Hospital (Rome, Italy) for a first diagnosis were recruited over the course of 3 years (from
January 2018 to December 2020).

Children and adolescents (mean age (years) = 9.4, SD = 2.9; 108 girls with ADHD and
607 boys with ADHD) received their first diagnosis of ADHD by experienced developmen-
tal psychiatrists and neuropsychologists, according to the fifth edition of the Diagnostic
and Statistical Manual of Mental Disorders (DSM-5) criteria [1].

Only patients without comorbidities were selected from all the cases assessed at our
center and finally entered in the final sample of 715 children and adolescents previously
described in detail. This choice was made in order to increase homogeneity in results, as the
comorbid group was too small and heterogeneous due to the presence of multiple/complex
comorbid conditions. Furthermore, patients were included in the study if they met the
following criteria: (a) the absence of neurological and neurosensory deficit; (b) the absence
of autism spectrum disorder; (c) the absence of past drug treatment; (d) the absence of
intellectual disability.

Psychiatric diagnoses were based on developmental history, extensive clinical ex-
amination, and the Schedule for Affective Disorders and Schizophrenia for School-Age
Children—Present and Lifetime Version, DSM-5 [11], a semi-structured interview that
assesses the presence of psychopathological disorders according to a DSM-5 classification.

All participants and parents were informed about assessment instruments and treat-
ment options. Written informed consent was obtained from parents. The study was
conformed to the Declaration of Helsinki.

2.2. Instruments

Global functioning was assessed with the Children’s Global Assessment Scale
(C-GAS) [12]. The C-GAS estimates the overall severity of disturbance (range = 0–100).
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Scores over 90 indicate superior functioning, whereas scores under 70 suggest impaired
global functioning.

IQ was measured by using the Wechsler Intelligence Scale for Children-IV (WISC-
IV) [13] or Colored Progressive Matrices or Standard Progressive Matrices (CPM, SPM) [14].
The global IQ was considered in the analysis (M = 100, SD = 15).

The adaptive skills were evaluated by means of The Adaptive Behavior Assessment
System—Second Edition (ABAS-II) [15] or the Vineland Adaptive Behavior Scales—Second
Edition (Vineland II) [16]. ABAS-II provides a comprehensive norm-referenced assessment
of the adaptive skills. The norm-referenced standard scores of ABAS-II of the General
Adaptive Composite (GAC) was considered in the analysis (M = 100, SD = 15). The Vineland
II also measures personal and social skills needed in an individual’s everyday life. The
Adaptive Behavior Composite was considered in the analysis (M = 100, SD = 15).

Conners’ Parent Rating Scales Long Version Revised (CPRS-R:L) [17] was used to
assess behaviors related to ADHD. It is completed by parents to obtain a measure of
hyperactivity and inattention symptoms for ADHD; it comprises 14 subscales. It generates
a T-score for each subscale. The cutoff for T-scores for clinical significance is >70 (very
elevated) and T-scores from 60–70 are considered as high averages or elevated.

The Child Behavior Checklist for Ages 6–18 years (CBCL 6–18) [18] is completed by
parents and is a questionnaire of child and adolescent behaviors and emotions. It generates
a T-score for each subscale. According to normative data, a T-score above 64 is considered
significant for the three broadband scales, whereas for the syndrome scales, the cut-off for
clinical significance is 70.

2.3. Statistical Analysis

When data were normally distributed and the assumption of homogeneity was not
violated, parametric tests were computed. The Shapiro–Wilk test was used to test the
normality of the data and Levene’s test for the homogeneity of variances. Student’s t-tests
were used to compare the boys vs. girls groups on age, IQ, ABAS-II, and C-GAS.

Multivariate analysis of variance (MANOVA) was used to compare the boys and girls
groups on CBCL scales and on CPRS-R:L scales. Considering that the two groups differed
in IQ, MANCOVA on CBCL scales and on CPRS-R:L scales were conducted, also controlling
for IQ. The Fisher LSD test was used for post-hoc analyses on CPRS-R:L subscales, CBCL
6–18 subscales, Group x CPRS-R:L subscales, and on Group x CBCL 6–18 subscale effects.
Box’s M test was used to check the equality of multiple variance–covariance matrices.

The statistical software SPSS Version 22 (IBM Corporation, 2017) was used for analyses.

3. Results

Boys with ADHD did not differ from girls with ADHD for age in years (t711 = −0.75,
p = 0.45; boys: M = 9.48, SD = 2.89, range = 6–18; girls: M = 9.87, SD = 11.12,
range = 6–16), global functioning (C-GAS) (t458 = −0.72, p = 0.46; boys: M = 52.93,
SD = 7.15; girls: M = 53.63, SD = 6.57) and adaptive skills (t670 = 0.43, p = 0.66; boys:
M = 71.74, SD = 16.14; girls: M = 70.98, SD = 15.58). However, boys with ADHD displayed
higher IQ compared to girls (t547 = 2.08, p = 0.03; boys: M = 105.34, SD = 18.00; girls:
M = 100.71, SD = 20.36).

ADHD symptoms (CPRS-R:L) of boys and girls were compared by means of a MAN-
COVA with 14 CPRS-R:L subscales, within factor and group (boys vs. girls) as between,
controlling for IQ (to take into account the difference in IQ between boys and girls with
ADHD). The group effect was not significant (F1, 525 = 52.16, p = 0.06; boys: M = 67.02,
SD = 10.23; girls: M = 69.98, SD = 10.43), while CPRS-R:L subscale effect (F13, 6825 = 25.51,
p < 0.0001; η2

p = 0.04), and the Group x CPRS-R:L subscale interaction effect (F13, 6825 = 6.87,
p < 0.00001; η2

p = 0.01) were both significant. Post-hoc analysis (Fisher LSD test) on
CPRS-R:L subscales effect demonstrated that all participants showed higher scores in the
ADHD index (mean = 78.23, SD = 0.82) than all other CPRS-R.L subscales (p < 0.001), with
the exception of the DSM IV hyperactive/impulsive subscale (mean = 76.69, SD = 0.88).
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All participants showed higher scores in the DSM IV hyperactive/impulsive subscale
(mean = 76.69, SD = 0.88) than all other CPRS-R.L subscales (p < 0.001), with the exception
of the DSM-IV inattentive subscale (mean = 76.62, SD = 0.86).

Post-hoc analysis (Fisher LSD test) on Group x CPRS-R:L subscale effects showed that
girls displayed higher scores than boys in several CPRS-R:L subscales, see Table 1. Box’s M
test was non-significant (p > 0.001).

Table 1. Results of comparison between boys and girls with ADHD in CPRS-R:L scores.

CPRS-R:L Subscale Boys Girls Fisher LSD Test

Mean (SD) Mean (SD) p-Value

Oppositional 67.26 (16.15) 67.70 (15.20) 0.81
Cognitive problems/inattention 72.04 (14.33) 78.84 (15.31) 0.0002

Hyperactivity 70.34 (15.38) 75.61 (18.14) 0.004
Anxious/shy 57.45 (14.40) 57.84 (13.88) 0.83
Perfectionism 55.71 (14.00) 55.61 (12.42) 0.95

Social problems 65.39 (18.64) 62.41 (17.12) 0.1
Psychosomatic problems 56.14 (15.77) 54.42 (13.66) 0.35

ADHD Index 74.45 (13.22) 82.00 (14.75) 0.00004
Global index restless/impulsive 70.45 (13.85) 75.57 (14.43) 0.005
Global index emotional liability 62.08 (16.37) 61.94 (14.45) 0.94

Global index total 70.09 (14.85) 73.94 (14.02) 0.045
DSM-IV inattentive 73.21 (14.54) 80.02 (15.03) 0.0002

DSM IV hyperactive/impulsive 69.72 (14.28) 74.45 (16.36) 0.01
DSM IV total 73.84 (14.13) 79.54 (15.74) 0.002

To evaluate differences between boys and girls in behavioral and emotional symptoms
(CBCL 6–18), a MANCOVA was conducted with 20 CBCL 6–18 subscales, within factor
and group (boys vs. girls), as between factor, controlling for IQ (to take into account
the difference in IQ between boys and girls with ADHD). No group effect was found
(F1, 482 = 29.62, p = 0.34). However a significant CBCL 6–18 subscale effect, (F19, 9158 = 14.49,
p < 0.0001; η2

p = 0.02), and interaction Group x CBCL 6–18 subscale effects (F19, 9158 = 2.60,
p = 0.0001; η2

p = 0.005) were found. Post-hoc analysis (Fisher LSD test) on the CBCL 6–18
subscale effect documented higher scores in attention problems (mean = 68.47, SD = 9.44)
than in ADHD problems (mean = 67.69, SD = 8.23), and total problems (mean = 66.41,
SD = 8.59; p always < 0.001). Post-hoc analysis also showed higher scores in affective
problems (mean = 64.98, SD 9.00) than social problems (mean = 64.18, SD = 8.52), anx-
iety problems (mean = 64.05, SD = 7.89), thought problems (mean = 63.46, SD = 9.32),
oppositional–defiant problems (mean = 63.29, SD = 8.44), anxious/depressed (mean = 63.19,
SD = 9.01), conduct problems (mean = 62.91, SD = 8.87), internalizing problems
(mean = 62.48, SD = 9.65), rule-breaking behavior (mean = 62.26, SD = 8.33), withdrawn/
depressed (mean = 62.14, SD = 9.51), obsessive-compulsive problems (mean = 61.70,
SD = 9.87), sluggish cognitive tempo (mean = 60.71, SD = 8.24), somatic complains
(mean = 58.91, SD = 7.81), and somatic problems (mean = 57.32, SD = 7.93; p always <0.05).

Post-hoc analysis (Fisher LSD test) on Group x CBCL 6–18 subscale effects showed
that boys displayed higher scores in several subscales, see Table 2. Box’s M test was
non-significant (p > 0.001).
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Table 2. Results of comparison between boys and girls with ADHD on CBCL 6–18 scores.

CBCL 6–18 Subscale Boys
Mean (SD)

Girls
Mean (SD)

Fisher LSD Test
p-Value

Anxious/depressed 63.49 (9.04) 61.39 (8.62) 0.06
Withdrawn/depressed 62.57 (9.54) 59.66 (8.96) 0.01

Somatic complaints 58.84 (7.82) 59.29 (7.75) 0.69
Social problems 64.27 (8.43) 63.57 (9.03) 0.53

Thought problems 63.56 (9.28) 62.87 (9.56) 0.54
Attention problems 68.07 (9.48) 70.76 (8.90) 0.01

Rule-breaking behavior 62.36 (8.52) 61.61 (7.08) 0.50
Aggressive behavior 65.99 (10.71) 65.02 (8.68) 0.39

Internalizing 62.82 (9.38) 60.46 (10.90) 0.03
Externalizing 64.29 (9.50) 64.04 (8.19) 0.82

Total problems 66.51 (8.67) 65.83 (8.16) 0.54
Affective problems 65.15 (9.10) 63.92 (8.36) 0.28
Anxiety problems 64.14 (7.96) 63.47 (7.51) 0.55
Somatic problems 57.26 (7.91) 57.61 (8.07) 0.75
ADHD Problems 67.38 (8.37) 69.47 (7.15) 0.06

Oppositional defiant problems 63.42 (8.58) 62.49 (7.57) 0.41
Conduct problems 62.76 (9.09) 63.78 (7.43) 0.36

Sluggish cognitive tempo 60.82 (8.30) 60.00 (7.80) 0.46
Obsessive-compulsive problems 61.44 (9.87) 59.08 (9.65) 0.03
Post-traumatic stress problems 66.35 (8.91) 65.25 (8.87) 0.33

4. Discussion

This retrospective observational study investigated gender-related clinical character-
istics on a group of 715 children and adolescents at their first diagnostic assessment for
ADHD. On the epidemiological level, our results are in line with international literature [19–21],
with a male to female ratio of approximately 6:1.

Our results showed that boys and girls with ADHD differed for IQ, but they were com-
parable for functional impairments or adaptive skills. Taking into account the difference
in IQ, comparisons between girls and boys on behavioral and psychopathological charac-
teristics showed that girls with ADHD obtained higher scores on the Attention Problems
subscale of the CBCL 6–18 and on several CPRS-R:L subscales, suggesting higher general
ADHD symptom severity. However, boys showed higher scores on CBCL 6–18 subscales,
such as withdrawn/depressed, internalizing, obsessive-compulsive problems, related to
mood and internalizing problems.

Previous findings have suggested that clinically diagnosed males and females usually
showed similar symptom severity, except for higher inattention in females [22–24]. Our
findings partially confirmed this evidence, as females in our sample displayed, besides
inattention, higher general ADHD symptom severity.

This could be at least partially explained by a referral bias, as it is possible that only
the most severe girls were referred for early assessment and diagnosis at our ward, because
predominantly inattentive aspects were generally harder to detect and less disturbing in the
classroom or at home [25]. Moreover, our findings differed from previous studies, which
found more mood and internalizing symptoms in girls than in boys [26,27].

However, recent findings by Slobodin and Davidovitch [8] are in line with our study,
as they found more psychiatric internalizing co-occurring symptoms in boys as compared
to girls. Alternatively, it is possible that the externalizing symptoms of boys were associated
with elevated levels of emotional dysregulation [28,29] and, therefore, described as anxiety
and depression.

As already mentioned, in our sample, boys with ADHD displayed a slightly higher IQ
than girls. In turn, girls showed more pronounced ADHD features. However, this did not
reflect higher functional impairments or deficits in adaptive skills in girls as compared to
boys. With respect to this, on the one hand, the difference in IQ could be accounted for by the
fact that girls are more frequently assessed, diagnosed, and treated either when they present
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with extremely severe ADHD global symptoms or when they suffer from prominently
impaired inattention [30]. On the other hand, it is possible that girls with ADHD are (or
become) better than boys at camouflaging or compensating their struggles [31], so that
their functioning levels, as reported by parents or assessed by clinicians, may appear in our
sample as comparable to boys, despite the significant difference in IQ and symptom levels.

Therefore, a picture emerged where the most significant differences between boys
and girls with ADHD, within the clinically referred population, were quintessentially
on behavioral and emotional symptoms. Among these differential symptomatological
features, we found significantly higher levels of obsessive-compulsive symptoms in boys
than in girls. The obsessive-compulsive dimension is usually characterized by intrusive
thoughts and the need for compulsion. Further, it is usually associated with an inhibited
temperament that is generally characterized by behavioral restraint, withdrawal, and
avoidance of novel stimuli [32,33]. At the same time, compulsions could be associated with
an impulsive and risky behavioral profile [34].

Finally, ADHD and obsessive-compulsive dimensions share some common neurobio-
logical features, including dysfunctions in cortical–striatal–pallidal–thalamic circuits [35],
and are more frequently present in boys during childhood [36]. In this light, it seems
reasonable that our boys with ADHD, characterized by higher levels of internalizing
symptoms, also displayed higher levels of obsessive-compulsive symptoms. Furthermore,
obsessive-compulsive symptoms in boys with ADHD have to be carefully assessed as they
could transiently increase during initial phases of up-titration, in case of methylphenidate
treatment [37].

Traditionally, evidence emerging from studies on gender-related clinical characteristics
in the normal population is usually consistent with a higher prevalence of internalizing
symptoms, such as behavioral inhibition, worry, and anxiety symptoms, in girls [38,39].
This is in line with data on clinically diagnosable psychiatric disorders within the gen-
eral population [40]. Furthermore, a recent study showed a specific association between
internalizing behaviors and microstructural brain characteristics in typically developing
girls [41]. Conversely, in our study, internalizing symptoms are more pronounced in boys,
raising the possibility that ADHD may exacerbate or anticipate internalizing problems,
such as anxiety and depression, by conferring boys a vulnerability based on difficulties in
global and relational functioning.

The main limitation of our study is that we did not assess characteristics in the general
population that were not clinically referred, where ADHD seems to be more represented
in females than it usually is in clinical samples [30]. For this reason, our study may suffer
from a selection bias towards a group of girls with severe ADHD, and this could have had
a significant impact on our comparison of clinical differential characteristics of girls and
boys with ADHD.

Another potential limitation is that consistent and reliable information on ADHD
diagnosis of the parents or other clinically significant data regarding parents were not
available in our dataset. This is also because ADHD is rarely diagnosed in adults in
Italy, and it was rarely diagnosed in developmental age when the parents of our patients
were children. Therefore, it is possible that at least part of the parents have undiagnosed
persistent adult ADHD.

We acknowledge that our paper reports on a much-studied topic in ADHD; for this
reason, its originality for readers may be considered limited. Nonetheless, we reckon that it
provides a very large sample of drug-naïve children and adolescents with ADHD at their
first evaluation/diagnosis. Furthermore, our results highlight the fact that internalizing
symptoms in a clinically referred sample may be more pronounced in boys, which is, in
our opinion, something that should not be overlooked by clinicians in order to properly
tailor multimodal treatment strategies to patients.

As for the potential differential impact of pharmacological and non-pharmacological
treatments on gender-based clinical characteristics, follow-up studies on the same sample
are ongoing. These studies will also help understand the potential gender-related impacts
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of treatment after 3 and 6 months of methylphenidate in the most severe cases needing
pharmacological treatment.

Finally, a distinct paper on age dependence of psychopathological characteristics of
children and adolescents with ADHD is in preparation. In that context, the hypothesis
that the aforementioned characteristics could differ by age within each gender group will
be tested.

5. Conclusions

In conclusion, our study provided evidence that girls showed more severe ADHD
features and lower IQ in a clinically referred setting, while boys showed more prominent
internalizing problems and obsessive-compulsive symptoms.

Our results are important for clinicians, to consider evaluating and treating young chil-
dren with ADHD. Indeed, girls with ADHD who are clinically referred for evaluation may
display significantly severe presentations, particularly inattention, in which pharmacologi-
cal treatment with methylphenidate is often warranted. On the other hand, internalizing
symptoms should not be overlooked in boys with ADHD, as they could be specifically
targeted by cognitive–behavioral treatment along with ADHD symptoms.

Further studies with longitudinal designs are needed in order to establish whether
(and how) pharmacological and non-pharmacological treatments for ADHD could pos-
itively impact gender-based differential clinical characteristics in the modeling of the
developmental trajectory of the disorder.

Author Contributions: Conceptualization, P.D.R., I.P., D.M., B.D., S.D.V. and S.V.; formal analysis,
B.D., D.M.; methodology, P.D.R., I.P., B.D., D.M., S.D.V. and S.V.; supervision, S.V. and D.M.; writing
original draft, P.D.R., I.P., B.D., D.M., S.D.V. and S.V.; writing review and editing, P.D.R., I.P., B.D.,
D.M., S.D.V. and S.V. All authors have read and agreed to the published version of the manuscript.

Funding: This research did not receive any specific grant from funding agencies in the public,
commercial, or not-for-profit sectors.

Institutional Review Board Statement: All procedures were in accordance with the ethical standards
of the institutional and/or national research committee and with the 1964 Helsinki Declaration and
its later amendments or comparable ethical standards. The study was approved by the Ethics
Committee of the Bambino Gesù Children Hospital (2541_OPBG_2021). Data were retrospectively
selected and completely de-identified at the time of the study. The privacy rights of human subjects
were always observed.

Informed Consent Statement: Informed consent was obtained from all individual participants
included in the study.

Data Availability Statement: The data presented in this study are available upon request from the
corresponding author. The data are not publicly available due to privacy and ethical restrictions.

Acknowledgments: We thank the families and children who participated in this study.

Conflicts of Interest: The authors have no financial or proprietary interests in any material discussed
in this article.

References
1. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 5th ed.; American Psychiatric Association:

Washington, DC, USA, 2013.
2. Polanczyk, G.; De Lima, M.S.; Horta, B.L.; Biederman, J.; Rohde, L.A. The Worldwide Prevalence of ADHD: A Systematic Review

and Metaregression Analysis. Am. J. Psychiatry 2007, 164, 942–948. [CrossRef] [PubMed]
3. Reale, L.; Bonati, M. ADHD prevalence estimates in Italian children and adolescents: A methodological issue. Ital. J. Pediatr. 2018,

44, 108. [CrossRef] [PubMed]
4. Jensen, C.M.; Steinhausen, H.-C. Time Trends in Incidence Rates of Diagnosed Attention-Deficit/Hyperactivity Disorder Across

16 Years in a Nationwide Danish Registry Study. J. Clin. Psychiatry 2015, 76, e334–e341. [CrossRef]
5. Taylor, E. Attention deficit hyperactivity disorder: Overdiagnosed or diagnoses missed? Arch. Dis. Child. 2016, 102, 376–379.

[CrossRef] [PubMed]

http://doi.org/10.1176/ajp.2007.164.6.942
http://www.ncbi.nlm.nih.gov/pubmed/17541055
http://doi.org/10.1186/s13052-018-0545-2
http://www.ncbi.nlm.nih.gov/pubmed/30185215
http://doi.org/10.4088/JCP.14m09094
http://doi.org/10.1136/archdischild-2016-310487
http://www.ncbi.nlm.nih.gov/pubmed/27821518


J. Clin. Med. 2022, 11, 385 8 of 9

6. Gaub, M.; Carlson, C.L. Gender Differences in ADHD: A Meta-Analysis and Critical Review. J. Am. Acad. Child Adolesc. Psychiatry
1997, 36, 1036–1045. [CrossRef]

7. Gershon, J. A Meta-Analytic Review of Gender Differences in ADHD. J. Atten. Disord. 2002, 5, 143–154. [CrossRef]
8. Slobodin, O.; Davidovitch, M. Gender Differences in Objective and Subjective Measures of ADHD Among Clinic-Referred

Children. Front. Hum. Neurosci. 2019, 13, 441. [CrossRef]
9. Hinshaw, S.P.; Owens, E.B.; Sami, N.; Fargeon, S. Prospective follow-up of girls with attention-deficit/hyperactivity disorder into

adolescence: Evidence for continuing cross-domain impairment. J. Consult. Clin. Psychol. 2006, 74, 489–499. [CrossRef]
10. Biederman, J.; Petty, C.R.; Monuteaux, M.C.; Fried, R.; Byrne, D.; Mirto, T.; Spencer, T.; Wilens, T.E.; Faraone, S.V. Adult Psychiatric

Outcomes of Girls With Attention Deficit Hyperactivity Disorder: 11-Year Follow-Up in a Longitudinal Case-Control Study.
Am. J. Psychiatry 2010, 167, 409–417. [CrossRef]

11. Kaufman, J. K-SADS-PL DSM-5®: Intervista Diagnostica per la Valutazione dei Disturbi Psicopatologici in Bambini e Adolescenti;
Erickson: Trento, Italy, 2019.

12. Shaffer, D.; Gould, M.S.; Brasic, J.; Ambrosini, P.; Fisher, P.; Bird, H.; Aluwahlia, S. A Children’s Global Assessment Scale (CGAS).
Arch. Gen. Psychiatry 1983, 40, 1228–1231. [CrossRef]

13. Grizzle, R. Wechsler Intelligence Scale for Children, 4th ed.; Encyclopedia of Child Behavior and Development; Goldstein, S.,
Naglieri, J.A., Eds.; Springer: Boston, MA, USA, 2011; pp. 1553–1555.

14. Raven, J. Manual for Raven’s Progressive Matrices and Vocabulary Scales. Research Supplement No.1: The 1979 British Standardisation
of the Standard Progressive Matrices and Mill Hill Vocabulary Scales, Together With Comparative Data From Earlier Studies in the UK;
Oxford Psychologists Press: Oxford, UK; San Antonio, TX, USA, 1981.

15. Oakland, T. Adaptive Behavior Assessment System—Second Edition BT—Encyclopedia of Clinical Neuropsychology; Kreutzer, J.S.,
DeLuca, J., Caplan, B., Eds.; Springer: New York, NY, USA, 2011; pp. 37–39.

16. Sparrow, S.S. Vineland Adaptive Behavior Scales BT—Encyclopedia of Clinical Neuropsychology; Kreutzer, J.S., DeLuca, J., Caplan, B.,
Eds.; Springer: New York, NY, USA, 2011; pp. 2618–2621. [CrossRef]

17. Conners, C.K.; Sitarenios, G.; Parker, J.D.A.; Epstein, J.N. The Revised Conners’ Parent Rating Scale (CPRS-R): Factor Structure,
Reliability, and Criterion Validity. J. Abnorm. Child Psychol. 1998, 26, 257–268. [CrossRef] [PubMed]

18. Volkmar, F.R. (Ed.) Child Behavior Checklist for Ages 6–18 BT—Encyclopedia of Autism Spectrum Disorders; Springer: New York, NY,
USA, 2013; p. 581. [CrossRef]

19. Nøvik, T.S.; Hervas, A.; Ralston, S.J.; Dalsgaard, S.; Pereira, R.R.; Lorenzo, M.J.; ADORE Study Group*. Influence of gender
on Attention-Deficit/Hyperactivity Disorder in Europe—ADORE. Eur. Child Adolesc. Psychiatry 2006, 15, i15–i24. [CrossRef]
[PubMed]

20. Willcutt, E.G. The Prevalence of DSM-IV Attention-Deficit/Hyperactivity Disorder: A Meta-Analytic Review. Neurotherapeutics
2012, 9, 490–499. [CrossRef]

21. Ramtekkar, U.P.; Reiersen, A.M.; Todorov, A.A.; Todd, R.D. Sex and Age Differences in Attention-Deficit/Hyperactivity Disorder
Symptoms and Diagnoses: Implications for DSM-V and ICD-11. J. Am. Acad. Child Adolesc. Psychiatry 2010, 49, 217–228.e3.
[CrossRef]

22. Biederman, J.; Faraone, S. The Massachusetts General Hospital studies of gender influences on attention-deficit/hyperactivity
disorder in youth and relatives. Psychiatr. Clin. N. Am. 2004, 27, 225–232. [CrossRef] [PubMed]

23. Biederman, J.; Mick, E.; Faraone, S.; Braaten, E.; Doyle, A.; Spencer, T.; Wilens, T.E.; Frazier, E.; Johnson, M.A. Influence of Gender
on Attention Deficit Hyperactivity Disorder in Children Referred to a Psychiatric Clinic. Am. J. Psychiatry 2002, 159, 36–42.
[CrossRef]

24. Graetz, B.W.; Sawyer, M.G.; Baghurst, P. Gender Differences Among Children With DSM-IV ADHD in Australia. J. Am. Acad.
Child Adolesc. Psychiatry 2005, 44, 159–168. [CrossRef]

25. Rucklidge, J.J. Gender Differences in Attention-Deficit/Hyperactivity Disorder. Psychiatr. Clin. N. Am. 2010, 33, 357–373.
[CrossRef]

26. Quinn, P.O. Attention-deficit/hyperactivity disorder and its comorbidities in women and girls: An evolving picture. Curr.
Psychiatry Rep. 2008, 10, 419–423. [CrossRef]

27. Liu, J.; Cheng, H.; Leung, P.W.L. The Application of the Preschool Child Behavior Checklist and the Caregiver–Teacher Report
Form to Mainland Chinese Children: Syndrome Structure, Gender Differences, Country Effects, and Inter-Informant Agreement.
J. Abnorm. Child Psychol. 2010, 39, 251–264. [CrossRef] [PubMed]

28. Martel, M.M.; Nigg, J.T. Child ADHD and personality/temperament traits of reactive and effortful control, resiliency, and
emotionality. J. Child Psychol. Psychiatry 2006, 47, 1175–1183. [CrossRef] [PubMed]

29. Seymour, K.E.; Chronis-Tuscano, A.; Iwamoto, D.K.; Kurdziel, G.; MacPherson, L. Emotion Regulation Mediates the Association
Between ADHD and Depressive Symptoms in a Community Sample of Youth. J. Abnorm. Child Psychol. 2014, 42, 611–621.
[CrossRef]

30. Mowlem, F.D.; Rosenqvist, M.A.; Martin, J.; Lichtenstein, P.; Asherson, P.; Larsson, H. Sex differences in predicting ADHD clinical
diagnosis and pharmacological treatment. Eur. Child Adolesc. Psychiatry 2019, 28, 481–489. [CrossRef] [PubMed]

http://doi.org/10.1097/00004583-199708000-00011
http://doi.org/10.1177/108705470200500302
http://doi.org/10.3389/fnhum.2019.00441
http://doi.org/10.1037/0022-006X.74.3.489
http://doi.org/10.1176/appi.ajp.2009.09050736
http://doi.org/10.1001/archpsyc.1983.01790100074010
http://doi.org/10.1007/978-0-387-79948-3_1602; 
http://doi.org/10.1023/A:1022602400621
http://www.ncbi.nlm.nih.gov/pubmed/9700518
http://doi.org/10.1007/978-1-4419-1698-3_100285
http://doi.org/10.1007/s00787-006-1003-z
http://www.ncbi.nlm.nih.gov/pubmed/17177011
http://doi.org/10.1007/s13311-012-0135-8
http://doi.org/10.1097/00004583-201003000-00005
http://doi.org/10.1016/j.psc.2003.12.004
http://www.ncbi.nlm.nih.gov/pubmed/15063995
http://doi.org/10.1176/appi.ajp.159.1.36
http://doi.org/10.1097/00004583-200502000-00008
http://doi.org/10.1016/j.psc.2010.01.006
http://doi.org/10.1007/s11920-008-0067-5
http://doi.org/10.1007/s10802-010-9452-8
http://www.ncbi.nlm.nih.gov/pubmed/20821258
http://doi.org/10.1111/j.1469-7610.2006.01629.x
http://www.ncbi.nlm.nih.gov/pubmed/17076757
http://doi.org/10.1007/s10802-013-9799-8
http://doi.org/10.1007/s00787-018-1211-3
http://www.ncbi.nlm.nih.gov/pubmed/30097723


J. Clin. Med. 2022, 11, 385 9 of 9

31. Young, S.; Adamo, N.; Ásgeirsdóttir, B.B.; Branney, P.; Beckett, M.; Colley, W.; Cubbin, S.; Deeley, Q.; Farrag, E.;
Gudjonsson, G.; et al. Females with ADHD: An expert consensus statement taking a lifespan approach providing guid-
ance for the identification and treatment of attention-deficit/ hyperactivity disorder in girls and women. BMC Psychiatry 2020,
20, 404. [CrossRef] [PubMed]

32. Abramovitch, A.; Dar, R.; Mittelman, A.; Wilhelm, S. Comorbidity Between Attention Deficit/Hyperactivity Disorder and
Obsessive-Compulsive Disorder Across the Lifespan: A Systematic and Critical Review. Harv. Rev. Psychiatry 2015, 23, 245–262.
[CrossRef] [PubMed]

33. Kagan, J.; Reznick, J.S.; Snidman, N. The Physiology and Psychology of Behavioral Inhibition in Children. Child Dev. 1987,
58, 1459. [CrossRef]

34. Hollander, E. Obsessive–compulsive disorder and spectrum across the life span. Int. J. Psychiatry Clin. Pr. 2005, 9, 79–86.
[CrossRef]

35. Brem, S.; Grünblatt, E.; Drechsler, R.; Riederer, P.; Walitza, S. The neurobiological link between OCD and ADHD. ADHD Atten.
Deficit Hyperact. Disord. 2014, 6, 175–202. [CrossRef]

36. Mathes, B.; Morabito, D.; Schmidt, N.B. Epidemiological and Clinical Gender Differences in OCD. Curr. Psychiatry Rep. 2019,
21, 36. [CrossRef]

37. Jhanda, S.; Singla, N.; Grover, S. Methylphenidate-Induced Obsessive-Compulsive Symptoms: A Case Report and Review of
Literature. J. Pediatr. Neurosci. 2016, 11, 316. [CrossRef]

38. Bell-Dolan, D.J.; Last, C.G.; Strauss, C.C. Symptoms of Anxiety Disorders in Normal Children. J. Am. Acad. Child Adolesc.
Psychiatry 1990, 29, 759–765. [CrossRef] [PubMed]

39. Muris, P.; Merckelbach, H.; Wessel, I.; van de Ven, M. Psychopathological correlates of self-reported behavioural inhibition in
normal children. Behav. Res. Ther. 1999, 37, 575–584. [CrossRef]

40. Zahn-Waxler, C.; Shirtcliff, E.A.; Marceau, K. Disorders of Childhood and Adolescence: Gender and Psychopathology. Annu. Rev.
Clin. Psychol. 2008, 4, 275–303. [CrossRef] [PubMed]

41. Andre, Q.R.; Geeraert, B.L.; Lebel, C. Brain structure and internalizing and externalizing behavior in typically developing children
and adolescents. Brain Struct. Funct. 2020, 225, 1369. [CrossRef]

http://doi.org/10.1186/s12888-020-02707-9
http://www.ncbi.nlm.nih.gov/pubmed/32787804
http://doi.org/10.1097/HRP.0000000000000050
http://www.ncbi.nlm.nih.gov/pubmed/26052877
http://doi.org/10.2307/1130685
http://doi.org/10.1080/13651500510018347
http://doi.org/10.1007/s12402-014-0146-x
http://doi.org/10.1007/s11920-019-1015-2
http://doi.org/10.4103/1817-1745.199461
http://doi.org/10.1097/00004583-199009000-00014
http://www.ncbi.nlm.nih.gov/pubmed/2228930
http://doi.org/10.1016/S0005-7967(98)00155-7
http://doi.org/10.1146/annurev.clinpsy.3.022806.091358
http://www.ncbi.nlm.nih.gov/pubmed/18370618
http://doi.org/10.1007/s00429-019-01973-y

	Introduction 
	Materials and Methods 
	Participants 
	Instruments 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

