
 

 

The Brain and the world 
 
Understanding where Mixed Neurodevelopmental 
Disorder comes from, how the different syndromes 
interact and how to best support your child or young 
person.... 
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My name is Max. I am 
diagnosed with a 
‘Syndrome Mix’ 

 
Let’s explore together 
what that means".? 

Being diagnosed with a 
‘Syndrome Mix’ makes 
me different from those 
with Autism or ADHD. It 
means I have a mix of 

different problems 

One possible 
combination is having a 
mix of ADHD, Tourette’s 

and Dyspraxia 

Sometimes my mixture 
works in harmony; other 
times my mixture makes 

matters worse 
 

Let’s explore the 
‘Syndrome Mix some more 
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    So it’s called the ‘Syndrome Mix’ what does this mean? 
 
There are certain conditions which frequently cluster together in any combination.  
 
Think of it as one giant Venn diagram (see below) 

 
 
I should have warned you that looks’ a tad messy but you get the picture; it’s one 
giant mix of conditions.  
 
 

ADHD 

Learning Disability 
such as 

Dyslexia/Dyscalculia 

Autistic Spectrum 
Disorder 

Anxiety/Obsessive 
Compulsive 

Disorder 

Tourette’s 
syndrome 

Depression 

Bi-Polar Disorder 
 

Oppositional 
Defiant 

Disorder/PDA 

Central Auditory 
processing disorder 

Sensory Integration 
Dysfunction 

THE BASICS 
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If a child has any one of the problems out of the syndrome mix, there is a very 
significant chance of one or more of the other problems also occurring. 
 
Facts and Figures 
 
Two-thirds of children with ADHD have at least one of these other “co-morbidities” 
and one-third of children with ADHD have at least two of them. 
 
In a group of 100 people with ADHD at least 20-30 of these individuals will also have 
a diagnosis of ASD 
 
In a group of 100 people with a diagnosis of ASD 70% are likely to have a diagnosis 
of ADHD 
 
There are also one or two children or young people out of the 100 that ASD doesn’t 
fit all their symptoms/behaviours 
 
The vast majority of children with Tourette’s Syndrome also have a co-occurring 
anxiety/OCD and ADHD 
 
 

 
 
 
It is difficult to diagnose because the conditions in the mix can also imitate each 
other for example: 
 
Max might be constantly mulling over his anxieties which can make him appear 
distracted and this behaviour can then be confused with ADHD. 
 
 
 
 
 
 
 
 
 

If I have ADHD and Learning Disabilities then the poor 
attention span makes it harder for me to learn, while the 
difficulty learning makes it harder for me to concentrate – 

my mix keeps exacerbating itself  
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Gradient of Severity 
 
Each area of difficulty in the ‘syndrome mix’ has a gradient of severity. In the 
‘syndrome mix’ there will be conditions that have a greater impact on the quality of a 
child’s life rather than others. These conditions need the more pressing interventions 
and focus to be placed on. Other conditions may still need to be addressed but might 
not cause the same level of impairment. – These conditions can be referred to as 
‘shadow syndromes’ (Dr John Ratey – psychiatrist). This makes it hard to diagnose 
because not only is there more than one condition they each have their own degree 
of intensity.  
 

Where does Mixed Neurodevelopmental Disorder come from in terms of the 
‘syndrome mix?’ 

 
What we know is that many individuals brain is in decent shape it has its ups and 
downs but has all the correct programmes and processes information in a 
neurotypical manner.  
 
There are other clusters of people who experience things differently where we see 
patterns of behaviour such as not being able to sit still, struggles with concentration 
and prone to fidgeting. These children and young people might get a diagnosis of 
ADHD will enables Schools and Colleges to understand what to expect and will know 
how to help. 
 
With diagnosing ADHD it is a set of symptoms there is no grey areas. There is tick-
list criterion for diagnosing ADHD which if you tick the right amount a Paediatrician or 
Psychiatrist can make that diagnosis. 
 
ASD, Dyspraxia and Dyslexia all follow the same above there are strict criteria to 
meet for a diagnosis to be made. 
 
So what happens when the Paediatricians and Psychiatrists meet a child or young 
person that doesn’t meet these criteria but has traits of multiple conditions relating to 
the neurological brain and its relationship with the world? 
 
It is often not scientifically helpful to label a child or young person with a particularly 
element of the above. These children and young people with overlapping conditions 
are being diagnosed as Mixed Neurodevelopmental Disorder. They are more 
complex and have a lot of different difficulties. The children and young people are 
often of a very young age and therefore can’t be fixed with a label.  
 
Understanding Mixed Neurodevelopmental Disorder we need to understand how all 
of these conditions overlap and thus explain why it isn’t always clear to give one 
diagnosis rather than needing an umbrella term for co-existing traits of multiple 
conditions.  
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Co-morbid Conditions – The Facts and how they all overlap (See Venn 
Diagram) 

 
 
ADHD (Larson et all 2011) 
 
The following percentages outline the likelihood of a child or young person with 
ADHD also having that condition or disorder... 
 
46% of having a learning disability 
27% of having a conduct disorder (i.e. PDA) 
18% of having Anxiety 
14% of having Depression 
6% of having an Autistic Spectrum Disorder 
1.3% of having Tourettes Syndrome 
 
 
ADHD and the Autistic Spectrum 
 
ADHD and ASD are the most common co-occurring parts of the ‘syndrome mix’. 
ADHD shares many symptoms with that of those on the Autistic Spectrum such as:- 
 

- Poor reading of social cues 
- Poor ability to utilising ‘self task’ to work through a problem 
- Poor sense of self awareness 
- Better performance with predicable routines 
- Poor generalization of routines 

 
 
Generalised Anxiety Disorders 
 
According to Bernstein and Layne (2004) Generalised Anxiety Disorders occurs 2-
9% in Girls and 1-4% in Boys. 
 
2/3 of those diagnosed with generalised anxiety disorders are at risk of having at 
least one of the other conditions of the ‘syndrome mix’ and these problems 
exacerbate each other. In particular children with an anxiety disorder have a one in 
four chance of having ADHD. 
 
 
Obsessive Compulsive Disorder 
 
OCD is a prominent link into the ‘syndrome mix’ many of the symptoms of OCD can 
be mimicked by an Autistic Spectrum Disorder and vice versa. Many people with an 
Autistic Spectrum Disorder will not have a standalone diagnosis of OCD because 
they have been diagnosed as having traits of OCD linked into the Autism. For 
example, if we removed the ASD diagnosis the OCD traits would be removed as 
well. 
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Sensory Integration Dysfunction (SID) – (Sensory Processing Disorder – SPD) 
 
SID and SPD, ADHD, ASD, Anxiety and Learning Disabilities are separate but are 
often co-existing disorders of the ‘syndrome mix’ which frequently as we have 
already said elicit similar symptom. 
 
A child may exhibit characteristics of ADHD or Learning Disabilities but actually be 
suffering from a Sensory disorder or dysfunction and vice versa.  
 
Many children with ASD have a significant degree of sensory integration dysfunction 
or sensory processing disorder. It is important to note that the DSM-5 criterion for an 
Autistic Spectrum Disorder specifically states that the child or young person must 
have an increased or decreased sensitivity to sensory stimuli.  
 
 
Tourettes 
 
Greater than 80% of those with Tourettes suffer from OCD as a co-morbid condition.  
 
30% of those with a diagnosis of Tourettes suffer from Anxiety according to Harris 
and Wu (2010) 
 
60% of people with Tourettes have ADHD however only 7% of those with a 
diagnosis of ADHD will have Tourettes (this is according to Washick and Greenhill 
2004 p492) 
 
Prince and Wilens (2009) found that 56% of those children who had tics also had 
ADHD and 24% of children with ADHD have tics. 
 
 
Depression/Bi Polar (Mental Health Conditions) 
 
Depression can sometimes be misdiagnosed as ADHD because of poor 
concentration levels. Poor attention span must also be looked at in terms of both an 
ADHD and Depression trait.  
 
To explain this further... 
 
A child with ADHD might always be told they could do better, or if only they would 
concentrate more they would progress – this often can lead to a time where 
depression overtakes ADHD as the more pressing condition – thus explaining how 
mental health conditions can form a mix with both ADHD and ASD. If the Learning 
Disabilities are causing the child or young person to become aware that they are not 
performing as well as other children then this can cause mental health problems and 
inclusive of this a child that regularly gets frustrated might also be getting depressed.  
 
It is vital to note here that one condition in the syndrome mix can cause mimicking or 
exacerbating the symptoms of another condition.  
 

8 
 



 
Bi-Polar 
 
¾ of all those diagnosed with Bi-Polar 1 will have an anxiety disorder 
Over ½ of all those diagnosed with Bi-Polar 1 will have ADHD 
60% of all those diagnosed with Bi-Polar II will have three or more co-morbidities 
 
Many neuropsychiatric conditions turn out to be associated with Bi-Polar. It is 
important to consider Bi-Polar rather than ADHD (or in addition to) when there the 
following 
 

- A family history of Bipolar disorder, substance misuse, or suicide 
 

- Prolonged temper outbursts and mood swings  
 

In bipolar the angry, violent, sadistic, and disorganized outbursts can last for hours 
versus typically fewer than 30 minutes in ADHD 
 

- Bipolar rages arising typically from parental limit setting this is comparison to 
ADHD where they are usually from over-stimulation 

 
- Walking around with an angry ‘chip on your shoulder’  

 
Bipolar people often walk around looking miserable for no apparent reason. In 
ADHD, the children and young people are typically quite chipper up until that 
moment that someone/something frustrates or overwhelms them. To put it another 
way, depressed people are irritable for days or weeks on end; ADHD people are 
easily irritated) 
 

- Oppositional and defiant behaviours 
-  
- “intentionally” aggressive, explosive, or risk-seeking behaviours 

 
- Symptoms that worse with stimulants or antidepressants 

 
 

- Morning irritability that may last hours in bipolar versus minutes in ADHD 
 
 

- Separation anxiety, bad dreams, disturbed sleep, or fascination with gore 
 
 

- You never know what child you are going to get this week 
 
 

 
Many children with bipolar have problems in the areas of  

- Attention 
- Organization and analysis of learned material 
- Problem-solving skills 
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- Memory and recall of learned material 
- Medication side effects such as sedation or even mild cognitive slowing 

 
Children and young people with bipolar are at extremely high risk for having co-
occurring ADHD and even without ADHD as a primary diagnosis, the child or young 
person’s attention span may worsen during manic or depressive episodes. 
 
Oppositional Defiant Disorder (ODD) and Pathological Demand Avoidance 
(PDA) 
 
ODD typically occurs in the setting of other diagnoses such as Attention Deficit 
Hyperactivity Disorder, Bipolar Disorder, Depression or Anxiety. 
 
ODD and ADHD 
 
50% of children or young people with a diagnosis of ADHD are said to have some 
form of oppositional defiant disorder.  
 
Many children and young people with ADHD are predisposed to lying, cursing, taking 
things that do not belong to them, blaming others, and being easily angered or 
annoyed (I appreciate there will be many exceptions to this statement – consider this 
a ‘typically’ statement)  
 
Children and young people with ADHD ‘typically’ have difficulties inhibiting their 
behaviour, anticipating consequences and learning from their mistakes. The negative 
behaviours tend to be more impulsive in ADHD than with ODD. 
 
For example a child or young person with ADHD might curse when called for dinner 
that the parent has made for him. Most likely, that stems from being overwhelmed 
with the frustration of making a transition. In ODD, the negative behaviours often 
seem “deliberately” designed just to achieve the thrill of being negative or difficult. An 
ODD child might curse when called for dinner more likely because he really intends 
to worsen the life of his parents. 
 
ODD children and young people are often not remorseful whereas those with ADHD 
tend to be. 
 
ODD and depression, anxiety, obsessive-compulsive disorder and bipolar 
 
Depressed and anxious children may suffer from episodes of threatening low self-
esteem. When demands are placed upon them, they may feel “back into a corner”. 
Their overwhelmed nervous systems responds with the “fight or flight” reaction. For 
children with Autistic Spectrum Disorders, anxiety is often such a trigger of 
oppositional behaviours. This shows how Anxiety can exacerbate the ASD causing 
ODD to come to the forefront. The way, in which the condition in the ‘syndrome mix’ 
work is that the different conditions react to different situations, therefore it becomes 
harder to understand what condition to tackle when. 
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PDA and the ‘syndrome mix’ 
 
Some individuals may have a very complex presentation and have a cluster of 
symptoms that doesn’t neatly fit into any of the three profiles.  
 
They may have features of autism and features of PDA or features of Asperger’s and 
features of PDA but may not fully fit the criteria for a definable diagnosis of either.  
 
These individuals would be described as having an ASD whose profile is an 
overlapping presentation of Autism/PDA or Asperger’s/PDA. This is not the same as 
having a full diagnosis of two separate syndromes. This is a description of individuals 
who present with a few features of one syndrome mixed with a few features of 
another syndrome.  
 
Children and young people with PDA are likely to also have a co-morbid diagnosis of 
mental health conditions such as emotional difficulties, anxiety, childhood 
behavioural difficulties.  
 
Although individuals with PDA have the same level of ‘Autistic like Traits’ as 
individuals with Typical ASD they also present with much better imaginative play, 
eye contact and enough social empathy to be able to manipulate social situations 
than you would typically expect to see in individuals with ASD 
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Central Auditory Processing Disorder (CAPD) 
 
CAPD and ADHD are easy to confuse as they can co-occur with each other and 
share: 

- Difficulty paying attention 
- Difficulty telling the foreground form the background noise 
- Difficulty with following a sequence or directions 

 
There are a few differences where you might have a mixture of CAPD symptoms and 
ADHD ones 
 

 
ADHD 

 
CAPD 

 
Difficulty attending to all non-intriguing 
tasks 
 

 
Difficult attending to listening-related 
tasks 

 
Background noise makes it harder to 
attend to the information 
 

 
Background noise scrambles the 
information 

 
Students typically can understand once 
you get their attention 

 
Students may have trouble with 
comprehension or oral tasks, even once 
you get their attention 
 

 
Executive function difficulties 

 
Executive function relatively intact, as 
long as the child understands the task at 
hand 
 

 
May be physically hyperactive, over-
reactive or impulsive 
 

 
Unless acting out from academic 
frustration, students are not usually 
disruptive 
 

 
Typically do not have memory problems 

 
May have auditory memory problems 
 

 
 
Where does Insomnia fall into the ‘syndrome mix’? 
 
Insomnia is an important component of many conditions of the ‘syndrome mix’ 
including ADHD, Anxiety and Depression. It is important that you discuss your child 
or young person’s sleep problems with your doctor, as the differential diagnosis also 
includes sleep apnea and restless leg syndrome. Some sleep problems require 
consultation with a sleep specialist who may recommend an overnight “sleep study” 
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The conditions themselves according to the diagnosis manual DCM-5 
 
What is ADHD? – (See can I tell you about  Attention Deficit Hyperactivity Disorder book) 
 
ADHD stands for Attention Deficit Hyperactivity Disorder. According to the DCM-5 – ADHD is 
characterized by a pattern of behaviour, present in multiple settings (e.g., school and home), that can 
result in performance issues in social, educational, or work settings.  
 
ADHD symptoms are divided into two categories:- 

 Inattention  
And/or 

 Hyperactivity and impulsivity 
 

Children must have at least six symptoms from either (or both) the inattention group of criteria and the 
hyperactivity and impulsivity criteria, while older adolescents and adults (over age 17 years) must 
present with five.  
 
Using DSM-5, several of the individual’s ADHD symptoms must be present prior to age 12 years 
 

Inattention Hyperactivity and Impulsivity 

 
Often fails to give close attention to details or makes 
careless mistakes in schoolwork, at work, or during 
other activities (e.g., overlooks or misses details, work 
is inaccurate) 
 
 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, and mobile telephones). 
H. Is often easily distracted by extraneous stimuli (for 
older adolescents and adults, may include unrelated 
thoughts). i. Is often forgetful in daily activities (e.g., 
doing chores, running errands; for older adolescents 
and adults, returning calls, paying bills, keeping 
appointments). 

 
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). 
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What is an Autistic Spectrum Disorder? (See Can I tell you about Autism book) 
 
DSM-5 classifies an Autistic Spectrum Disorder as: 
 

 Persistent difficulties in social communication and social interaction across multiple 
contexts i.e. home and school:- 

 
� Deficits in social-emotional reciprocity, ranging, for example, from abnormal 

social approach and failure of normal back-and-forth conversation; to reduced 
sharing of interests, emotions, or affect; to failure to initiate or respond to social 
interactions 
 

� Deficits in nonverbal communicative behaviours used for social interaction, 
ranging, for example, from poorly integrated verbal and nonverbal 
communication; to abnormalities in eye contact and body language or deficits in 
understanding and use of gestures; to a total lack of facial expressions and 
nonverbal communication. 

 
 

� Deficits in developing, maintaining, and understanding relationships, ranging, for 
example, from difficulties adjusting behaviour to suit various social contexts; to 
difficulties in sharing imaginative play or in making friends; to absence of interest 

in peers. 

 
 

 
 Restricted, repetitive patterns of behaviour, interests, or activities, as manifested by 

at least two of the following:- 
 

� Repetitive motor movements, use of objects or speech, lining up toys, flipping 
objects, echolalia) 

 
� Insistence on sameness, inflexible adherence to routines, or ritualized patters 

or verbal nonverbal behaviour e.g. extreme distress at small changes, 
difficulties with transitions, rigid thinking patterns 

 
 

� Highly restricted, fixated interests that are abnormal in intensity or focus e.g. 
strong attachment to or preoccupation with unusual objects, excessively 
circumscribed or repetition of a particular interest. 

 
 

� Hyper- or hypo-reactivity to sensory input or unusual interests in sensory 
aspects of the environment e.g. apparent indifference to pain/temperature, 
adverse response to specific sounds or textures, excessive smelling or 
touching of objects, visual fascination with lights or movement 
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Generalised Anxiety Disorder (See Can I tell you about Anxiety book) 

 
 Excessive anxiety and worry (apprehensive expectation), occurring more days than 

not for at least 6 months, about a number of events or activities (such as work or 
school performance) 

 
 The individual finds it difficult to control the worry.  

 
 

 The anxiety and worry are associated with three (or more) of the following six 
symptoms (with at least some symptoms having been present for more days than not 
for the past 6 months): Note: Only one item required in children.  

 
 

� Restlessness, feeling keyed up or on edge 
� Being easily fatigued 
� Difficulty concentrating or mind going blank 
� Irritability 
� Muscle tension.  
� Sleep disturbance (difficulty falling or staying asleep, or restless, unsatisfying 

sleep) 
 

 The anxiety, worry, or physical symptoms cause clinically significant distress or 
impairment in social, occupational, or other important areas of functioning.  
 

 The disturbance is not attributable to the physiological effects of a substance (e.g., a 
drug of abuse, a medication) or another medical condition (e.g., hyperthyroidism).  

 
 

 The disturbance is not better explained by another medical disorder (e.g., anxiety or 
worry about having panic attacks in panic disorder, negative evaluation in social anxiety 
disorder [social phobia], contamination or other obsessions in obsessive-compulsive 
disorder, separation from attachment figures in separation anxiety disorder, reminders of 
traumatic events in posttraumatic stress disorder, gaining weight in anorexia nervosa, 
physical complaints in somatic symptom disorder, perceived appearance flaws in body 
dysmorphic disorder, having a serious illness in illness anxiety disorder, or the content of 
delusional beliefs in schizophrenia or delusional disorder). 

 
 
Separation Anxiety 
 
Involves anxiety about being or becoming separated from home or attachment figures such 
as parents including fear that something might happen to either party causing the child or 
young person to be alone. Separation anxiety is often an early marker for other future 
anxiety disorders 
 
Selective Mutism 
 
Is when a child or young person is perfectly capable of speaking when in a comfortable 
setting but consistently fails to talk in certain other social settings such as school 
 
Social anxiety disorder (social phobia) 
 
Social Anxiety is when the anxiety/fear is centred on social situations where the child or 
young person feels subject to scrutiny/evaluation by others. The child or young person fears 
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they will be negatively evaluated. In children this anxiety must extend to relation with peers 
not just with adults. This impairing reaction leads to avoidance or the experience of intense 
fear or anxiety. Only a small fraction of people who identify themselves as shy actually meet 
the criteria for social anxiety disorder 
 
Panic Disorder 
 
Panic Disorders are marked by repeated unexpected panic attacks accompanied by 
significant worry about their recurrence and fears of losing control or being ill or 
accompanied by maladaptive avoidance behaviours. There may additionally be expected 
(predictable) panic attacks. Panic expected or unexpected can occur as part of many 
psychiatric disorders such as any of the anxiety disorders depression, bipolar etc. The 
presence of panic attacks usually belies a more severe degree of such underlying 
psychiatric disorders. Their presence can be noted diagnostically as a ‘specifier’ tag added 
to the primary diagnosis for example separation anxiety and panic attacks 
 
Agoraphobia 
 
This denotes fear/anxiety in at least two of the following environments: being in an enclosed 
space; being in open spaces; being in crowds; being alone outside of the house; or using 
public transport. There is an accompanying fear of inability to escape such places should 
panic set it 
 
Unspecified Anxiety Disorder 
 
This means an anxiety that causes functional impairment but does not fully meet criteria for 
any of the anxiety conditions above 
 
Obsessive-compulsive Disorder 
 
OCD is rooted in anxiety and apprehension.  
 
Obsessions are repetitive thoughts or urges that are experienced by the person as 
unwelcome and basically senseless. The person feels compelled to try to ignore or 
neutralise the anxiety caused by these useless thoughts.  
 
Compulsions are the behaviours or mental acts that a person feels obliged to carry out in 
order to ward off anxiety caused by the obsessions. These behaviours such as counting, 
touching, rechecking or repeating words silently may need to be carried out according to 
rigid rules.  
 
Typical OCD presentations include: 

- Cleaning – including fear of contamination 
- Counting or symmetry  
- Harm ( to self or others, perhaps with the need for repeated checking to prevent that 

harm) 
- Taboo thoughts (including religious, aggressive, or sexually unwanted thoughts) 
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Sensory integration Dysfunction and Sensory Processing Dysfunction 
 

  
The brain is a problem-solving machine like a computer. The difficulties (problems) come in 
the form of sensory input. Our computer (brain) collects that information from our sensory 
receptors, integrates it all, evaluates its importance, forms a plan and executes a solution 

 
Sensory integration is defined as the process by which our brain interprets information that 
we gather from our senses, and then outputs a meaningful response.  
 
Sensory Integration Dysfunction and Sensory Processing Dysfunction is the brain’s inability 
to process sense correctly or adaptively. 
 
Dysfunction occurs when one or more of the links in the sensory network are in 
disequilibrium  
 
 

 Intake by the sensory system. The brain takes in too much (called hypersensitivity) or 
too little (called hyposensitivity) sensory information 

 
- Hypersensitive individuals will avoid stimuli that excessively arouse them 
- Hyposensitive individuals will either ignore the stimuli or will crave stimuli in order to 

arouse themselves 
 
In either case, information is not received at the correct volume level 
 

 Organisation by the nervous system. Sensory data is either not received, received 
inconsistently or disconnected from the correct sensory messages 
 

 Output of movement, speech, or emotion. Output problems can reflect a muscle 
control problem; or may be the result of faulty input or processing i.e. garbage in, 
garbage out 
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Tics – what are they? 
 

 
Tics are rapid, repetitive actions that just happen to a child or young person. They occur 
without any prolonged forethought by the person. Typically tics tend to come and go, and 
change from one to another over time. 
 
Simple Motor Tics 

- Refers to the involvement of muscle movements. Common simple motor tics include 
simple movements such as eye blinks, nose scrunches, eyeball rolling, and neck 
thrusts 

 
Complex Motor Tics 

- Refers to movements that involve multiple groups of muscles. These might include 
body twisting, hopping, or shooting up of an arm 

 
Vocal tics 

- These involve noises. Usually, the noise is a sniffling sound, throat clearing, squeak, 
bark, or echoing of what was just said.  

 
In addition tics can be classified as both persistent (chronic) if they have occurred for at least 
a year, even if intermittently or provisional (transient if it has been less than one year since 
tic onset.  
 

Tourettes’ Syndrome – what is it? 
 

The criteria for Tourettes’ is simple 
 

- A combination of at least two motor tics and at least one vocal tic 
- Symptoms have lasted at least one year 
- Onset before 18 years old 
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What are the first signs of a child or young person having a ‘syndrome mix’ 
 
What’s really important is that you don’t rely on one piece of information. Compile 
multiple pieces of information from many different sources. 
 
Parental Observations 
 
The mothers – no one knows a child like the parents. Often it is the mother that has 
the initial incline that something is wrong (call it a woman’s intuition). A child or 
young person will typically confide in their mother and this leads them to be the 
bearer of most of the frustrations, anger and violent behaviours.  
 
If you as the parent are concerned there is usually an issue. This might not always 
lead to a diagnosis but it does identify that something is wrong. 
 
Teacher Observations 
 
Teachers are incredibly valuable in the identification of a child’s difficulties for 
multiple reasons 
 

- They spend a great deal of time with the child, think about it school teachers 
spend between 9 and 3pm every day for 5 days with your child. 

- They have had contact with many children over time, helping them to 
establish a basis of ‘neurotypical’  

- They have ongoing ‘neurotypical’ control of children in the class. They can 
see which child is different from all of the others in the same classroom 

- If a teacher is experiencing a problem with a child, then, by definition there is 
a problem 

 
Key tips for working with Teachers 
 

- Teacher feedback is the basis for diagnosing any school-related problem 
 

- Detailed written teacher comments allow for “hidden messages” to come 
through – as the teachers to write a few paragraphs answering “How is Max 
doing?” comments may be supplemented with check off forms 

 
 

- When a teacher identifies a problem there usually is one. However the 
teacher may be less accurate at identifying the true underlying cause of the 
difficulty 
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General Strategies for children and young people in the ‘Syndrome Mix’ 
 

Adjusting your own mindset 
 
Accepting your child or young person 
Children who feel accepted, celebrated and secure in their relationships are free to 
explore, thrive and even be more cooperative 
 
Brooks and Goldstein write in Raising Resilient Children (2001 p. 12) “accepting children 
for who they are an appreciating their different temperaments does not mean that we 
excuse inappropriate unacceptable behaviour but rather that we understand the 
behaviour and help to change it in a manner that does not erode a child’s self-esteem 
and sense of dignity 
 

Remember: “The thing I like about you best....is that you like me.” 
The concept here is that children and young people in the ‘syndrome mix’ often feel like 
they are being hit from all angles even from inside their own brains. They need you to 
reassure them that no matter what you’re still there to support them and help them 
overcome their obstacles. Reassurance and love is the greatest tool against difficult and 
challenging behaviours. Telling children and young people with multiple traits that it is ok 
is often the simplest phrase but gets the biggest reward. You have to remember that 
your son or daughter might not be juggling just the ASD traits but also all the other traits 
of their own ‘syndrome mix’. 
 
Try not to take offence when presented with difficult behaviours 
The child or young person suffers as well when misbehaving. They are the ones who are 
constantly thinking ‘Why can’t I be like all the other children’, ‘Why do I always 
misbehave’. The children and young people in the ‘syndrome mix’ will often or not 
actually ‘shoot themselves in the foot’ just as often as they bother others. Most of the 
time there problems are not fully within their control. 
 
Adopt a “disability outlook”  
Your child or young person is a unique mix of different syndromes. No other child or 
young person will have exactly the same mix. You are your child or young person’s 
‘therapist’, “care-giver”, “punching-bag”, “safety net”. They will direct most of their 
frustrations and angers out on you (this is as a result of the ‘syndrome mix’ conditions 
being neurobehavioral disabilities rather than physical ones). You might be thinking you 
are trying to help but all your child or young person wants to do is not comply, yell, and 
exhibit unwanted behaviours. Your child or young person might simply not understand 
how to ask for help or even be able to identify that you are trying to help – again this 
comes back to explanation and reassurance. Behaviour for those in the ‘syndrome mix’ 
are not under the control of personality, will or even the soul they are as a result of the 
neurotransmitters of our brain, the chemicals that operate in the brain and how these 
interact. As a result it is important to note that children and young people in the 
‘syndrome mix’ often do not have control over their behaviours they are simply 
uncontrollable outcomes from different situations they face. 

20 
 



 
Minimize frustrations by taking a realistic look at the child you get every day 
The reason behind this is because when your child or young person has a mixture of 
syndromes it is important that we are dealing with the right one. For instance one day 
the situations and day-to-day life might be looking as if your child or young person is 
presenting with autistic traits, the next day this might be drastically different and these 
traits are actually ADHD.  
 
Overcome a fear of “coddling” 
Parents and teachers are often afraid of doing harm by helping too much. Children 
should be encouraged to accomplish everything that they can on their own. If they 
accomplish what they need to do, then we are done; if they do not, then we must step in, 
or make the first step smaller. Unfortunately the “sink or swim” approach often does not 
work with children and young people in the ‘syndrome mix’. If they can’t do it yet 
then...they can’t do it yet – doesn’t mean they will never manage it, it means give your 
child or young person time.  
 

From personal experience it took my partner (who has high-functioning 
autism) a year just to change jobs, it was a stepped process. He had worked somewhere 
for 9 years and was always told he wouldn’t move on, but one day he did – time it just 
takes time.  
 

Be their ‘safety net’  
You should be the safety net or “spotter” for your child or young person. If he/she gets it 
right, he/she won’t need you and there’s no harm in you standing by. If he/she doesn’t 
get it right, you are there to provide a softer landing – and make sure that the 
consequence is appropriate to the mistake.  
 

Analogy: The school backpack – mother double checks that her child correctly 
packed all his/her homework for school  
 
If the child has already packed away all of his work correctly on his own, then the mother 
has not interfered with any of the child’s learning process; but, on the occasion that the 
child or young person is actually missing a piece of homework or item, thank goodness 
she was there. There is a good outcome either way.  
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Teach “effective interdependence”  
The idea that no one is or should be totally independent, we all rely on others to 
progress in life. We need to teach and model how children can ask for help when they 
need it, and how to offer back what they have to give in return.  
 
Explain to the child or young person that it’s not their “fault” but it is still their “problem” 
This ensures your child or young person owns the consequences of their problems, they 
just don’t have to feel worthless because of them. Explain that “just because we’re not 
angry and we understand why your brain works this way, doesn’t mean you don’t suffer 
the problematic consequences” 
 
For example – it may not be the child with ADHD’s fault that he lost his homework 
(disorganization is part of ADHD) but that child still has the problem or a lower grade or 
having to do it again 
 
Communication between teacher and parent is vital 
In order to provide the appropriate safety net and teach effective interdependence, 
teachers, and parents will need to communicate – this is also to ensure consistency of 
strategies across all adults working with and alongside your child or young person. Most 
children or young people with special needs will not be able to cascade information from 
school setting to the home setting. 
 
If a strategy is working, keep doing it. If not, do something else 
You need to make sure you have a treasure chest of strategies and can interwork them 
accordingly. For a child or young person with a ‘syndrome mix’ it might be that the 
condition presenting itself the most is not the condition you are strategising for.  
 
Make sure the strategy matches the condition that is the most prevalent.  

 
Forgive yourself, if you get it wrong 
You are only human and will get it wrong more times than you get it right. Again I speak 
from experience that even with a high level of training and years working with autistic 
young people when it comes to my partner I still say the wrong thing, and act without 
thinking about his diagnosis. Each night, review how you’ve done that day and how you 
could do better. Make a note of strategies that have worked and strategies that haven’t.  
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Use books 
Recommended books by ASD Helping Hands are: 
 
The ‘Can I tell you about...?’ series offers simple introductions to a range of limiting 
conditions and other issues that affect our lives. Friendly characters invite readers to 
learn about their experiences, the challenges they face, and how they would like to be 
helped and supported. These books serve as excellent starting points for family and 
classroom discussions.  

- Can I tell you about Autism 
- Can I tell you about ADHD 
- Can I tell you about Dyslexia 
- Can I tell you about Dyspraxia 
- Can I tell you about Sensory Processing Disorder 
- Can  I tell you about Asperger Syndrome 
- Can I tell you about Pathological Demand Avoidance 

 
For children and young people with Mixed Neurodevelopmental Disorder the book “Kids 
in the Syndrome Mix of ADHD, LD, Autism Spectrum, Tourettes, Anxiety, and More! 
The one-stop guide for parents, teachers, and other professionals” by Martin L. 
Kutscher, MD With contributions from Tony Attwood, PhD and Robert R. Wolff, MD 
helped me compile this resource.  
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Understanding your child or young person’s mindset 
 
Not all brains see everything as the same 
 A child or young person with any of the conditions in the ‘syndrome mix’ may not 
experience the world exactly as we do. They do not have a neurotypical outlook on the 
world and might have limited understanding of the ‘social’ world. How our world functions 
is built on two systems, the ‘social’ system i.e. what society has dictated over time and 
the ‘emotional’ system how we are programmed to react and respond to certain 
situations. Both of which can at times appear alien to those who suffer from conditions in 
the ‘syndrome mix’.  
 
Neurotypical humans often act irrationally and without reason. We often let our emotions 
overtake our management of situations – all of this makes us appear odd, different and 
inexplicable to someone in the ‘syndrome mix’ 
 
The analogy I usually use to explain this to parents I work with is your child or young 
person is operating using an Apple System; unfortunately, you as the parent are 
operating using a Windows System. The two systems are aware of each other but 
manage different tasks in different ways using different software. 

  Vs.  

 

It is important to try and open up a window into the child or young person’s brain. We 
need to understand that we will never truly understand the way children and young 
people on with diagnoses such as Autism and ADHD brains truly function. But, if we 
begin to pay attention and begin to work out the logical processes we can become far 
more in tuned with the different operating systems.  
 
We need to also remember that something that might seem trivial to our neurotypical 
brains might actually have a tremendous amount of impact on the child with the 
diagnoses.  
 
Schools only see part of what is going on in a child or young person’s life 
By the time the child with difficulties arrives in class the teacher will not be aware of what 
has gone on already that morning or the previous evening at home. Waking up and 
getting dressed may have involved major battles just to get the child or young person 
into school uniform. Homework may have comprised hours of frustration for everyone. 
And when the child comes home, you need to remember that your child or young person 
may have had an especially difficult time at school. So, first we must seek to understand 
and then we plan a reaction.  
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Ask yourself “Am I saying or doing things in a way that would make my children the most 
receptive to listening to what I have to say and learning from me?” 
Look at body language, your tone. How long you are allowing before repeating yourself? 
How many words are you using? What’s the environment like? Are there any 
distractions?  

 
Learn about your child or young person’s problems 
As you learn about your child or young person’s areas of difficulty, you will feel more 
confident in your strategies and feel less threatened. Also, you will probably find that 
many of the difficult behaviours are actually part of your child or young person’s 
underlying diagnosis. 
 
For example, you might have “blamed” a child with Asperger for taking on the role of 
“class policeman” until you discover that this black and white rigidity is a typical part of 
the syndrome 
 
Seek to understand 
Ask yourself, “Why did they do that?” There is always a reason, even if that reason is 
neither rational not productive in the long term.  
 
For example, a child or young person with dyslexia might act up whenever reading 
becomes difficult. In the long term, that is a bad strategy, but in the short term, being 
sent to the headteacher solves the immediate discomfort of feeling inadequate.  
 
Often, the behaviours make sense if we remember that these children are so 
overwhelmed by what is happening right now that they live almost exclusively in the 
present, without much room left for foresight into further consequences. 
 
Remember that the child or young person is most likely stressed out by their own 
behaviour 
A child or young person’s stress may have been brought upon themselves, but it is still 
an unpleasant stress.  
 
For example, a child’s own disorganization may have caused him to be late for the bus, 
but rushing out of the house is still an unpleasant experience for them as well as for you, 
the parent.  
 
Remember that the child or young person will still be developing 
This basically means, they will experience terrible two’s, teenage years, rebellious 
tendencies and puberty all in their own way. Just because they have diagnosed 
conditions does not mean that they are immune from these aspects.  
 
Approaches specifically for children and young people with Mixed Neurodevelopment 
Disorder 

 
A child or young person with mixed Neurodevelopmental disorder will often have one 
area of the ‘syndrome mix’ as the more prominent. Using strategies for the most 
prominent area might ensure the other areas are managed and difficulties in these areas 
are reduced. With a diagnosis of Mixed Neurodevelopmental Disorder always look to 
ASD/ADHD strategies first. Ensure your child or young person’s SENCO have correctly 
tested dyslexia traits – a trained SEN teacher should be able to identify a prominent 
feature in the four overlapping areas.  
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Managing behaviour in children and young people in the ‘syndrome mix’ 
 

Try and keep things positive. It is often hard to find positives when dealing with children 
with special needs. Ask yourself, what’s going well? Before dealing with what’s not 
working? One thing we always say as an organisation as you sometimes just have to 
laugh at some of the ‘quirky’ things those on the spectrum do. Try to laugh with them not 
at them. Remember they may accomplish great things but it will be done at snail’s pace, 
life isn’t a race to end so let your child or young person show you how to have an 
amazing journey.  
 
Build upon a child or young person’s strengths, harness their interests, and work with 
their likes rather than their dislikes. If they like Maths show them how maths can be 
found it many other subjects. If they like minecraft tell them next time they need to write 
something in English to use their knowledge of that. If your child or young person is 
practically gifted don’t try and force academic studies on them.  
 
Focus on “mirror traits” 
Re-label negative traits with positive mirror traits. For example, he’s not distractible, he’s 
curious. Or he’s not disorganized, he’s spontaneous. Or he is not intrusive, he’s eager.  
 
Remember that the child or young person’s “disability”  
For example, autism spectrum disorder may account for a person’s outstanding 
technical knowledge, and ADHD may be at the heart of a person’s boundless energy. 
Conditions in the ‘syndrome mix’ are a part of who as person is – both enviable as well 
as unenviable traits 
 
Positive behaviour reinforcement 
This means that instead of punishing the negative behaviour you reward solely the 
positive behaviour. The reward must be immediate, frequent, powerful, clearly defined, 
clearly explained as to why they are being rewarded and consistent across all adults 
involved in the care of the child or young person (inclusive of schools).  
 
Greene (1999) has a criterion for adopting reward systems 
 

- The behaviour must be worth the effort of changing 
- The child must have the ability to consistently control the behaviour 
- The reward/consequence is likely to work  
- Those with allegedly cooler heads can apply the plan consistently 
- It is the child or young person’s problem 

 
With reward charts they need to not work so successfully when there is a financial 
element. You need to have an appropriate and sustainable ‘carrot’ to entice the child or 
young person with. Bribes are also a bad strategy as they often lead the young person 
or child to behave for the wrong reasons essentially pacifying the situation rather than 
changing the behaviour. The rewards need to be rotated frequently to maintain their 
power. An enticement can be as simple as saying “First we work, then we get to play” – 
this is an effective amalgamation of both the Now and Then strategy and positive 
behaviour reinforcement.  
 
Reward systems often fail because people assume the child or young person’s 
misbehaviour is due to a lack of motivation and thus that changing the reward will in turn 
change the behaviour.  
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Set realistic achievable goals 
Use SMART 

- Specific 
- Measurable 
- Attainable 
- Realistic 
- Time-based 

 
Avoid Dr. Phelan’s four cardinal sins (Phelan 1994, p.39) 
 

1. Don’t nag – even simple comments about how was your day? May cause 
frustration 

2. Don’t lecture – give one or two brief clear instructions 
3. Don’t argue – ever tried arguing with someone that runs on logic I have. Guess 

what happens? You lose, every single time.  
4. Don’t offer unscheduled spontaneous ‘advice’  

 
 
Using a no-fault approach 
Avoid arguments based on whose fault it is. Just deal with the end results. It doesn’t 
matter why the child has misbehaved, they have and there has to be a consequence. 
Try and then create a plan to prevent this from happening again, by explaining how the 
child or young person can avoid this situation in the future. This is particularly useful for 
those with ADHD.  
 
Consequences can be used to improve your child’s future decision making 
Give the child or young person the tools and explanation. Work on the underlying issues 
that create the behaviour. Make sure the consequence is realistic and useful. Keep 
consequences immediate and controlled. Do not attempt to talk about how the child 
might do things differently whilst they have only just misbehaved.  
 
When a child or young person misbehaves we are faced with a wall of emotion 
We need to remember to focus, keep calm and work to diffuse situations rather than 
inflame them. We need to remember that those few seconds working out a planned 
response can be the difference between controlling a situation and having the child or 
young person control you. Allow time for people to de-escalate including you.  
 
De-escalate tips 
 

- Redirect to a positive direction rather than criticizing the misbehaviour 
- Pick your fights  
- Give transition warnings  
- Watch for signs your child is on the climb up the ‘anger’ mountain 
- Teach your brain to “Stop” “Think” “React” 
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Medication and co-morbid conditions 
 

� Tics can be worsened, unchanged or improved during the time period when 
stimulants are employed. Contrary to package insert warnings and previous common 
perception as a whole the field is moving towards the view that methylphenidate 
compounds can be used safely for most children with ADHD and tics. 

 
� In patients with diagnosis of both bi-polar depression and co-morbid ADHD, it is 

important to first stabilize the mood before attempting to treat the ADHD – in order to 
decrease the risk of inducing a manic spell. 

 
 

� Routine anti-depressants can also trigger a manic spell 
 
 

 
There are no current medications for the core socialization/communication/repetitive 
problems of children with an ASD. Medications can be somewhat helpful though for the co-
morbidities that frequently accompany the ASD. Children on the spectrum typically show 
less effectiveness and more side effects to medications in general that “neurotypical 
children” and tend to require lower medication doses 
 
Risperdal (Risperidone) is approved for irritability in 6-17 year olds with Autistic Spectrum 
Disorder 
 
SSRIs such as Prozac are probably ineffective when used for repetitive behaviours but still 
might be useful for anxiety in spectrum children. Children with ASD are very sensitive to the 
SSRIs and require low doses 
 
Stimulants, Straterra and Catapres all treat hyperactivity 
 
Methylphenidate compounds such as Ritalin appear helpful in treating aggression 
 
Straterra 

- Straterra has direct effect only upon the neurotransmitter norepinephrine. In other 
words, it has no direct dopaminergic effect. It can cause decreased appetite. Unlike 
stimulants, Straterra can frequently be sedating when started.  

 
Straterra seems to not worsen tics and can actually improve them overall. Straterra 
also seems to frequently effective in treating anxiety associated with ADHD 
 
 

Resources 
 

Kids in the Syndrome Mix of ADHD, LD, Autism Spectrum, 
Tourette's, Anxiety, and More!: The one stop guide for parents, 
teachers, and other professionals Paperback – 21 Apr 2014 
by M.D. Martin L. Kutscher (Author) 

 
Ask your GP to refer you to the Neurodevelopmental Disorder 

Team at CAHMS or Upton Road. 
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Keep in touch 
  
Find out more about how we can help you and your family, and how you can get involved 
with our work. Just fill in this form and post it back to us 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ASD Helping Hands would like to keep 
you informed about our services, 
upcoming news, events and fundraising 
activities. We will look after your data as 
set out in our privacy and data protection 
policy.  
 
� If you prefer not to receive information 
by post, please tick this box 
 
� If you prefer not to receive information 
by telephone, please tick this box 
 
� We’d like to keep in touch by email, if 
you are happy with this, please write your 
email address in the space provided 
above 
 
What is the date of birth of the person you 
are contacting us about? 
 

�� / �� / �� 
 
 
 

We would like to tailor our communication 
with you to ensure they are relevant to 
your interests. 
 
What is your connection with autism? 
(Please tick all that apply) 
 
� I am autistic 
 
� I am the parent/carer of someone on 
the Autistic Spectrum  
 
� Someone in my family is diagnosed 
with autism 
 
� I know someone who’s autistic 
 
� I am a professional working in the field 
of autism 
 
� I have another connection with autism 
    Please 
Specify____________________________
_________________________________ 
 
� I have no connection with Autism 

Please return this form to: 
Room 219 Breckland Business Centre 
St Withburga Lane 
Dereham 
Norfolk 
NR19 1FD 
 

Title 
First Name 
Surname 
Address (line 1) 
Address (line 2) 
Address (line 3) 
Town 
Postcode 
Telephone number 
Mobile number 
Email address 
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 “ASD Helping Hands will support all service users affected by an Autistic Spectrum 
Disorder (ASD) regardless of age or what stage of life they are at. We aim to offer 
guidance, practical advice and support whether you are personally affected or you 
are an associated family member, carer, friend or professional. We will actively 
champion the rights of all people affected by ASD’s and aim to make a positive 
difference to their lives while delivering a service that is accessible, reliable and 
trustworthy.”  
 
The organisation is for all affected by the Autistic Spectrum, this covers a wide 
variety of difficulties. We believe that all families and individuals have the right to 
good quality information, support and guidance in order to promote empowerment to 
allow positive choices to be made, enabling access to the same opportunities as 
everybody. 
 
Currently working across Norfolk and Suffolk 
 
ASD Helping Hands 
 
219 Breckland Business Centre 
St Withburga Lane 
Dereham 
Norfolk 
NR19 1FD 
 
Autism Helpline: 01362 853018 
Email: asdhelpinghands@gmail.com 
Website: www.asdhelpinghands.org.uk  
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

ASD Helping Hands is a voluntary 
organisation and relies on voluntary 
income to support its work, including 
the development of resources like this 
one for parents and carers 

 
 

©ASD Helping Hands 2017 
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