
Practice Summary: ADHD and BPD - A Mess In Need of 
Sorting ​
Based on CADDRA’s Fireside Chat with Dr. Lawrence Martin and moderated by Dr. Margie 
Oakander  

Overview​
ADHD and Borderline Personality Disorder (BPD) share prominent features of emotional 
dysregulation, frequently leading to diagnostic confusion, particularly in women presenting with 
affective instability, interpersonal conflict, or self-harm. Emerging evidence and clinical 
experience suggest that ADHD is often underdiagnosed in these patients, while BPD is 
overdiagnosed, especially in acute care settings. A developmentally informed, 
executive-function–focused assessment, and a “treat ADHD first” approach can, in certain 
situations, improve diagnostic accuracy and treatment outcomes. 

1. Diagnostic Differentiation: ADHD vs BPD
Core Clinical Distinction

● Executive dysfunction is the most reliable differentiator.
○ ADHD: pervasive impairment in organization, follow-through, time management,

and daily life administration.
○ BPD: executive functioning is often intact; impairment is more relational and

identity-based.

Emotional Dysregulation 
● Both ADHD and BPD can show:

○ Rapid mood shifts
○ Intense emotional responses to perceived rejection or conflict

● Research indicates no meaningful difference in the pattern of emotional dysregulation
between the two conditions when measured empirically.

Clinical Insight and Responsibility 
● ADHD:

○ Post-episode remorse, guilt, and self-blame are common.
● BPD:

○ Greater defensiveness and externalization of blame.
● Clinician's emotional response can be informative:

○ ADHD: confusion or “mystification.”
○ BPD: negative countertransference (feeling manipulated, angry, or trapped).
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2. Rejection Sensitivity and Affective Reactivity
Rejection Sensitivity Dysphoria (RSD)

● RSD is a valid and common ADHD trait, and may also be seen in BPD.
● ADHD patients are often:

○ Hyper-aware of interpersonal cues
○ Highly sensitive to criticism or perceived disappointment

● Emotional response is typically shame-based, rather than depressive or
identity-fragmenting.

Clinical Implication 
● Rejection sensitivity alone should not be used to justify a BPD diagnosis.
● Longstanding histories of criticism, failure, and underachievement should prompt ADHD

screening and may be viewed as a source of RSD.

3. Overdiagnosis of BPD and Gender Bias
Diagnostic Trends

● BPD is frequently overdiagnosed in women with emotional dysregulation, particularly:
○ In emergency departments
○ During brief or crisis-driven assessments

● Contributing factors include:
○ Limited ADHD training during residency
○ Greater clinician familiarity with BPD
○ Gendered assumptions about emotional reactivity.

Stigma and Long-Term Impact 
● A BPD diagnosis can permanently affect how patients are treated across healthcare

settings.
● Once documented, patient concerns may be minimized or dismissed.

Clinical Guidance 
● Avoid diagnosing BPD in acute settings without longitudinal data.
● Reassess existing BPD diagnoses when ADHD is identified and treated.

4. Self-Harm and Diagnostic Confusion
Key Points

● Self-harm is not a reliable differentiator between ADHD and BPD.
● Evidence indicates:

○ Self-harm can occur in ADHD during periods of intense frustration, shame, or
dysregulation.

○ More repetitive, compulsive self-harm aimed at “feeling something” may be more
suggestive of BPD, but overlap remains substantial.
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Clinical Guidance 
● Interpret self-harm in the context of:

○ Emotional triggers
○ Insight and remorse
○ Developmental history

● Avoid diagnostic shortcuts based on self-harm alone.

5. Treatment Sequencing and Management
Treat ADHD First (in some cases)

● Recommended clinical approach with those who have both ADHD and BPD: “Treat the
ADHD and reassess what remains.”

● Many patients previously diagnosed with BPD no longer meet criteria after adequate
ADHD treatment.

Pharmacologic Treatment 
● Stimulants

○ Effect size ≈0.7 for emotional dysregulation, comparable to executive-function
improvement.

○ Registry data suggest stimulants may reduce rehospitalization even in patients
diagnosed with BPD.

○ Most patients require BID dosing, as real-world duration is typically 6–7 hours.
Foquest was identified as the most reliable once-daily option.

● Adjunctive Options
○ Low-dose third-generation antipsychotics (e.g., brexpiprazole 1–2 mg) may

support dopaminergic tone in select cases.

Psychotherapy 
● Modified Dialectical Behaviour Therapy (DBT) shows benefit for ADHD-related emotional

dysregulation.
○ Reported ~60% response rates in postsecondary ADHD populations.
○ Improvements were noted in both emotional regulation and executive skills.

● Offering multiple mindfulness approaches improves engagement and individual fit.

6. Neurodevelopmental and Hormonal Considerations
ADHD and Autism

● ADHD frequently overlaps with autism-spectrum traits, including:
○ Sensory sensitivities
○ Emotional overwhelm

● Increasing numbers of young women are being assessed for both conditions.
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Hormonal Influences 
● ADHD symptoms often worsen premenstrually due to estrogen-related dopaminergic

changes.
● Women presenting with emotional dysregulation should be assessed for:

○ ADHD
○ Menstrual phase at time of presentation.

7. Clinician Action Items for Practice
Screening

● Screen all patients with emotional dysregulation for ADHD, regardless of presenting
diagnosis.

● Reassess patients with existing BPD and ADHD diagnoses after ADHD treatment.
● Screen women presenting in crisis for hormonal and developmental contributors.

Management 
● Optimize stimulant dosing, including BID schedules when indicated.
● Consider DBT-based skills for ADHD-related emotional dysregulation.
● Avoid stigmatizing diagnostic labels without longitudinal confirmation.

Research Implications 
● Further study of stimulant effects in individuals diagnosed with BPD without ADHD.
● Investigate shame vs. blame emotional patterns as diagnostic markers.
● Expand research on neurodevelopmental overlap and gender bias in diagnosis.
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