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Abstract Objective: The current study explores whether
WISC-1V cognitive profiles could allow to differentiate
between presentations of ADHD. Method: A clinical sample
of 216 subjects aged between 6 and 16 years and distributed
into 2 subgroups (ADHD inattentive type group aged M =
8.5, SD = 2.4; and ADHD combined group M = 10.1, SD =
2.6) was recruited for the study. Results: Processing Speed
Index mean score was significantly higher (F (1,214) = 14.7,
p<.001, d =0.52) in ADHD-Inattentive group (M =90.7; SD
=12.1) than ADHD-Combined group (M =97.7; SD = 14.7).
Furthermore, PSI was negatively associated with
“Inattention” dimension (f = -.21, p< .001 family and B =
-.19, p< .001 teachers) while it was positively associated
with “Hyperactivity/Impulsivity” dimension (B = .27,
p<.001 family and p = .33, p<.001 teachers). Conclusions:
The higher inattentiveness the lower PSI mean score, while a
higher hyperactivity/impulsivity mean score would reduce
the impact caused for inattentiveness. Thus, ADHD-I profile
would tend to show a significant lower PSI mean score than
ADHD-C.

Keywords  TDAH, WISC-IV, Working Memory,
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1. Introduction

Attention-Deficit/Hyperactivity Disorder (ADHD) is the
most common neurobiological disorder in children and
adolescents, being one of the main causes of consultation in
both Mental Health Units and schools [1]. ADHD diagnosis
is based primarily on behavioral symptoms, and is
characterized by a persistent pattern of inattention and/or
hyperactivity/impulsivity symptoms that occurs before the
age of 12 years in at least two different contexts, that is not

explained by the presence of another mental disorder and that
also interferes in social, academic or occupational
functioning [2]. The expression of clinical symptoms may
cause a negative impact on the psychosocial development
and academic skills of the subject affected by the disorder
[3].

Depending on the presence of the main symptoms of the
disorder, three diagnostic presentations are established:
ADHD with predominance of inattentiveness, ADHD with
predominance of hyperactive/impulsive behavior, or ADHD
Combined-Type. Despite all the efforts aimed at the
standardization, there are no precise data on when the
behaviors associated with the disorder, frequency, intensity,
duration, interference, and degree of impairment caused by
ADHD symptoms are sufficient to be considered
inappropriate [4].This means that the diagnosis mainly rests
on subjective judgments coming from observers that in many
cases are not experts, that are interpreted differently in each
case and which are subject to cultural biases [5]. In fact, the
use of the diagnostic method is at the discretion of the
clinician, who may use a battery of diagnostic tests or may
simply make a diagnosis based on the description of the
symptoms that were detected by different relatives and
professionals who observed the patient in both family and
school contexts [6].

This disorder leads to serious problems for those affected
by it both in the academic environment [7] and in the home
or in the workplace [8]. For this reason, it is of great
importance to develop the most appropriate strategies and
tools to support the diagnosis and to reduce the possibility of
errors in the process [9].

Research has shown that ADHD produces characteristic
changes in different areas of cognitive development such as
working memory [10-14] executive functions [15-17],
processing speed [18], general intelligence quotient [19] and
psychomotor speed-coordination [20]. Recent studies
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suggest that these differences in cognitive functioning could
help in guiding the diagnosis towards discriminating
between the two main types of ADHD: Combined-Type and
Inattentive-Type [21].

One of the tests aimed at supporting the diagnosis that is
traditionally used to corroborate this complex judgment the
WISC-IV [21-24], together with its predecessor (the
WISC-I111) that also played an important role in this task [18].

Several studies have found that children diagnosed with
ADHD and evaluated by the WISC-IV show a characteristic
pattern in cognitive development [21, 25]. Although in
general intellectual functioning they get close to the
normative score ranges [26], a moderate effect size in group
differences has been noted regarding the indexes of
Processing Speed (PS) and Working Memory (WM) whereas,
on the other hand, they show an optimal level in tests related
to both Verbal Comprehension Index (VCI) and Perceptual
Reasoning Index (PRI) [18].

Recent research suggests that there are differences in the
cognitive profile of ADHD subtypes [25-26]. Examples in
the body of literature have highlighted Arithmetic, Digits,
Symbols and Keys Tests [27], as those tests in which some
children who are diagnosed with ADHD obtain much lower
scores compared to the rest of the scores in WISC-1V Full
Scale tests. Further, when there are relatively low scores in
these indexes and tests, they define both the cognitive pattern
and the subtype of children with ADHD.

The objectives of the present study are, on the one hand, to
explore the relationship between the clinical and cognitive
profiles, in a broad sample of subjects diagnosed with
ADHD. Put differently, the intensity with which the clinical
symptoms associated with ADHD are presented and the
relationship they maintain with the measured cognitive
profile, through the main WISC-IV indexes. On the other
hand, the aim is to confirm the hypothesis by taking into
account the "cognitive step" that different investigations
have related to the ADHD [18, 21, 25]. This latter step
consists of significantly lower scores in the Working
Memory Index (WMI) and Processing Speed Index (PSI)
compared to the scores of the subject evaluated in the Verbal
Comprehension Index (VCI) and Perceptual Reasoning
Index (PRI), can establish a predictive relationship between
the ADHD dimensions (inattention and
hyperactivity/impulsivity) and the Working Memory Index
(WMI) and Processing Speed Index (PSI) as measured by
WISC-1V [28] a predictive relation that could be of great
help in the diagnosis of ADHD and its clinical presentation.

2. Methods

2.1. Participants

The clinical sample was composed of 216 subjects (171
men and 45 women) between the ages of 6 and 16 years,
with a mean age of 9 years. All participants are included in
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the clinical sample from Child and Adolescent Mental
Health and Neuropediatric Units, psycho-pedagogical
cabinets and associations of families affected by ADHD in
the provinces of Valencia, Alicante, Murcia and Malaga in
Spain. Previously, they had been diagnosed with ADHD by
the clinical team of their corresponding Child and
Adolescent Mental Health Unit and, in the case of being
treated at the pharmacological level (140 subjects of the total
sample), this treatment was based on methylphenidate. The
following exclusion criteria were established: not having had
a previous ADHD diagnosis established by a specialist in
child psychiatry; child neurologist or clinical psychologist
outside of this study; not showing clinically significant
ADHD symptoms at the time of the study; having an 1Q <80
(as measured by the WISC-1V); presence of significant
symptoms of severe mental disorders (psychosis, major
depression, etc.) or other disorders with symptoms that are
consistent with ADHD;  suffering from severe medical
conditions (epilepsy, brain damage, etc.).

2.2. Instruments

The technical tools used in this study were:

1. Strengths and Difficulties Questionnaires for Parents
and Teachers [29]: SDQ is a 25-item screening measure
with and emotional symptoms, conduct problems,
hyperactivity, peers problems, and prosocial scales.
Each item was rated on a 3-point frequency of
occurrence scale for the past 6-months (0 = “not true”; 1
= “somewhat true”; 2 = “certainly true”). Given the five
SDQ subscales demonstrate adequate psychometric
properties in earlier studies [30]. Cronbach’s alphas for
our sample for parents varied from .68 (conduct
problems) to .75 (emotional symptoms), and was .68 for
hyperactivity. The Cronbach’s alphas for teachers
varied from .67 (emotional symptoms) to .79
(hyperactivity). For the study, we used the
“hyperactivity” and “prosocial behavior” subscales
within the clinical limits stipulated by the scale, except
for those subjects for whom the inattention dimension
was predominant, in which case the limit was
established in a score of 4 and above [31]. Those
subjects who did not obtain a clinically significant score
either from their family or their education center were
excluded from the clinical group.

2. ADHD-Rating Scale DSM-IV [32]: This is a Likert-type
18-item scale based on DSM-IV diagnostic criteria for
ADHD, which measures the dimensions "inattention"
and "hyperactivity/impulsivity". Within the age limits,
we used the Spanish normative values of this scale
together with the values established by the scale itself,
deeming a score of >P90 in each dimension as clinically
significant. For the dimension "inattention”, Cronbach'’s
alphas were .80 and .89 (parents and teachers,
respectively) whereas  for  the  dimension
"hyperactivity/impulsivity" they were .81 and .88
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(parents and teachers).This tool permitted the creation
of clinical subtypes within the total study sample.

Short Version of the Spanish Version of the Conner’s
Rating Scale 3rd Edition for Parents and Teachers [33]:
Family and teachers completed the Conners-3 (S),

which measures inattention 5 items),
hyperactivity/impulsivity (6 items),
defiance/aggression (5 items), peer relationship

problems (5 items), and learning problems/executive
functions (10 items for family form and 6 items for
teachers form). Each item was rated on a 4-point
frequency of occurrence scale for the past month (0 =
not true at all; 1= just a little true; 2 = pretty much true;
3 = very much true). Previous studies provide support
for the psychometric properties of the Conners-3 [33].
Cronbach’s alphas for family varied from .62 (learning
problems scale) to .91 (hyperactivity scale), and was .85
for inattention scale, and from 0.86
(defiance/aggression scale) to 0.91 (peers relationship
problems scale) for teachers. Cronbach’s alphas for
teacher were .87 and .89 for inattention and
hyperactivity/impulsivity, respectively.

Semi-structured family interview: Research team
members carried out semi-structured interviews with
the families in order to test whether the subject included
in the sample met the criteria of the Psychodiagnostic
Manual DSM-V [2]. In those cases, in which the clinical
team had deemed it appropriate, based on vague or
incoherent information on the part of the relatives, an
interview with tutors and specialists involved in the
intervention with the subject at school was also carried
out.

Wechsler Intelligence Scale for Children, IV Edition:
This is a cognitive test for children aged between6 and
16 years. For this study, we used the Spanish version to
assess general intellectual functioning (FSIQ)
throughl0mandatorysubteststhat generate four indexes:
Verbal Comprehension Index (VCI), Perceptual
Reasoning Index (PRI),Working Memory Index (WMI)
and Processing Speed Index (PSI), and 5 supplemental
subtests that can replace any of the mandatory tests or
enrich the exploration by providing additional
information. The General Ability Index (GAI) and the
Cognitive Proficiency Index (CPI) were also calculated.
The GAI is a composite score based on some of the
verbal and nonverbal subtests that are used to calculate
the VCI and the PRI. On the other hand, the CPI
summarizes in a single score the results of both WMI
and PSI. For this study no additional subtests were
included. This scale has demonstrated the adequacy of
reliability and validity coefficients in both the American
and Spanish versions. Therefore, the reliability of the
WISC-IV in its Spanish adaptation, presents
coefficients in the range of 0.86 (I\VP) to 0.95 (CIT) for
the split-half method, which are similar to the
coefficients found in the American version,
demonstrating the high consistency and stability of the
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test. Further, in order to determine validity, different
procedures were used, including theoretical
considerations, internal structure of the test,
inter-correlational studies, factorial analysis studies,
and examples of evidence based on the WISC-IV
relationship with other evaluations. On the other hand,
correlation analyses showed significant
inter-correlations between the tests corresponding to
each of the indices or factors, in agreement with the
results found in the original version of the test. In
general, the reliability and validity tests performed in
the Spanish version of the instrument support the use of
the WISC-1V for this context.

According to the preliminary diagnosis that was
undertaken by clinical staff of the public health system and
the results in the experimental diagnosis after applying the
described battery of instruments, two clinical subgroups
from the clinical sample were formed: (1) ADHD
Combined-Type and (2) ADHD  predominantly
Inattentive-Type.

2.3. Procedure

First, researchers contacted the coordination staff of
several Children's Mental Health and Neuropediatric Units
from the territories in which the samples were to be selected.
Likewise, they also resorted to different local associations of
parents with children who are affected by ADHD. Through
these two channels, the aims of our study and a request for
participants were presented. For a subject to be part of the
sample, it was established as a mandatory requirement that
they were to have been previously diagnosed with ADHD by
a clinical practitioner.

Relevant data collection was carried out by three different
administrators, all of them using the same protocol that
included the previously described tools. After requesting
authorization from the relevant authorities, psychometric
assessments were conducted in the subjects' educational
centers, as well as in the headquarters of the higher education
university centers that were participating in the study and in
private psychology clinics that collaborated as disinterested
help. Upon further analysis, the obtained results were
returned to the families during individual interviews and
these were accompanied by a technical report.

The team contrasted the previous clinical diagnosis with
the experimental diagnosis for every participant, and only
those participants who scored positive results in ADHD
diagnosis for both processes were included in the research
sample. Legal guardians gave their informed consent for the
participants to participate in the experiment. The Bioethics
Committee at the University of Murcia, Spain approved the
protocol of this study.

2.4. Analysis Strategy

The analytical strategy of this paper consists of four
phases:
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For each one of the WISC-IV indexes, the normal
distribution of the data was checked. Using bivariate
correlations we explored whether there was a
relationship between age and index scores on tests, and
using analysis of variance (ANOVA) we checked
whether there were significant gender differences and
also the size of the effect of such differences.

We also explored the relationship between the primary
and secondary indexes of the WISC-1V, and the main
symptoms of ADHD as measured both by parents and
teachers. Multiple regression analysis was applied to
explore the extent to which WISC-IV indexes predict
ADHD symptoms. Results were corroborated by taking
gender and medication into account.

ANOVAs were conducted to explore differences in
ADHD scores depending on which of the disorder’s
nominal groups the differences belong.

A new variable was calculated from the difference
between the scores of Working Memory Index and
Processing Speed Index. Correlation and regression
analysis, as well as ANOVAs, were applied between
this new variable and ADHD symptoms.

3. Results

The normal distribution of values was checked for each of
the 1Q indexes (Kolmogorov-Smirnov test p> .05). No
correlations between age and 1Q levels were found, except
for Verbal Comprehension Index, although this correlation
was low (r = .18; p<.05). No significant differences between
genders were found, except for Processing Speed Index
(p<.01; F = 7.12 d = 0.45) in which the female group
obtained a total average score (M = 99.1, SD = 12.2) which
was higher than the total average score for the male group (M
= 93.2, SD = 13.9). Significant differences between
medicated and non-medicated subjects were found only in
Total 1Q, the medicated subjects having obtained a higher
score (M = 100.2, SD = 14.0) than the non-medicated
subjects (M = 95.8; SD = 11.8), but with a low effect size (F
= 3.29; p<.05; d = 0.34). We have deemed a correlation of
0.1 as a low size effect, a correlation of 0.3 as a medium
effect and 0.5 as a large effect. Full socio-demographic data
can be seen in Table 1.

Table 1. Socio-demographic data of the sample by clinical groups and main indices of the test WISC-1V (ANCOVA, age adjusted)

TDAH-Combined TDAH-Inattentive Fe/y d
n 105 111
Age 8.5(2.4) 10.1(2.6) 26.94*** 0.64
Gender (%omale) 78.1 79.3 .01
Medicated (%) 63.8 65.7 .53
ADHD-RS-Family
Ina. 8.1(1.1) 7.6(1.4) 0.63
Hyp/Imp 7.6(1.1) 2.2(1.7) 98.25*** 377
ADHD-RS-Teachers
Ina. 7.5(15) 7.3(1.4) 7.01%* 0.14
Hyp/Imp 6.3(2.7) 2.2(2.5) 596.68*** 1.58
vC 104.5(13.1) 101.4(14.2) 0.63
PR 100.4(14.2) 100.9(12.6) 0.49
WM 87.9(13.1) 90.9(14.3) 1.91
PS 97.7(14.7) 90.7(12.7) 14.7%%% 0.52
FSIQ 100.2(13.5) 95.8(12.5) 3.29* 0.34
GClI 99.2(13.4) 102.4(12.9) 0.89
ccl 90.9(14.6) 88.4(13.6) 0.96

Notes. Ina = Inattention; Hyp / Imp = Hyperactivity / Impulsivity; VC = Verbal Comprehension; PR = Perceptual Reasoning; WM = Working Memory;
PS = Processing Speed; TIC = Total Intellectual Coefficient; GCI = General Capacity Index; CCI = Cognitive Competence Index.

*p< .05; **p< .01; ***p< 001
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3.1. Relationship between WISC-1V Indexes and ADHD
Symptomatology

Significant correlations were found only between
Processing Speed and Hyperactivity scores (Table 2) both
for parents (r = .25; p< .01) and teachers (r = .28; p< .01).
Understandably, these significant positive correlations also
occurred, even if to a lesser extent, in CPI (for both, r = .18;
p< .05).

Table 2. Correlations between WISC-IV Indexes and ADHD
symptomatology
Family Teachers
Ina. Hyp/Imp Ina. Hyp/Imp
VC -.02 -.09 -.06 .05
PR -.06 -.07 -.01 .02
WM -.04 -.05 -.10 -.01
PS -1 27" -12 25"
FSIQ -.08 -.01 -.09 .09
GCI -.06 -11 -.04 .03
ccl -.04 18" -12 18"

Notes. Ina = Inattention; Hyp / Imp = Hyperactivity / Impulsivity; VC =
Verbal Comprehension; PR = Perceptual Reasoning; WM = Working
Memory; PS = Processing Speed; GCI = General Capacity Index; CCI =
Cognitive Competence Index; FSIQ = Full Scale 1Q

*p< .05; **p< .01; ***p< 001

Regression  analyses indicate that only the
hyperactivity/impulsivity helped to explain the performance
in Processing Speed for both parents and teachers (Table 3).
There was a positive relationship between Processing Speed
and hyperactivity/impulsivity scores, for both parents (6= .27;
p< .01) and teachers (6= .33; p< .01). That is, the greater the
number of symptoms of hyperactivity/impulsivity, the higher
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the performance in Processing Speed.

Analyses were repeated using medication and gender as
control variables. Results were not significantly altered,
although we observed a ratio increase in the same direction
as expressed in Table 3. For example, once the genre was
controlled, the score in Processing Speed still predicted a
greater number of symptoms both for parents (6= .30; p<.01)
and teachers (6= .37; p< .01). Regarding medication, the
obtained scores were the same as in Table 3.

3.2. Differences between Nominal TDAH Subtypes and
1Q Indexes

Differences between average scores in each of the
WISC-1V indexes were explored according to the clinical
subtypes of ADHD. No significant differences between
subtypes were found except for Processing Speed (Fy214 =
14.66; p< .001; d = 0.52). For this index, the ADHD
Inattentive-Type group (M = 90.7; SD = 12.1) obtained a
lower average score than the ADHD Combined-Type group
(M = 97.7; SD = 14.7). However, there was no significant
difference for CCI between groups (F = 0.96; p = .09).

3.3. Distance between Working Memory and Processing
Speed Scores as an Indicator

For each subject, we calculated the distance between the
score in Working Memory and the score in Processing Speed,
and subsequently we explored the relationship of this new
variable with ADHD symptoms as well as with nominal
subtypes. Hereinafter, we will label this variable as
"WM-PS". A positive value on this variable indicates a
higher score in Working Memory than in Processing Speed,
whereas a negative value indicates the contrary.

Table 3. Unique Effects of WISC-IV index on ADHD symptoms (N = 216).

Predictors
Family Teachers
Ina. Hyp/Imp Ina. Hyp/Imp
6(SE) 6(SE) 6(SE) 6(SE)
VC -.08 (.59) .07(.31) -.00(.66) -.08(.29)
PR -.02(.59) .03(.31) -.04(.64) -.06(.28)
WM -.10(.62) .02(.32) -.02(.69) -.05(.30)
PS -.21(.56)*** 27(.29)*** -.19(.64)** 33(.28)***
FSIQ -.13(.56) .13(.30) -.09(.63) .02(.28)
GClI -.06(.58) .05(.31) -.04(.63) -.10(.28)
CCl -.18(.58)*** .23(.31)*** -.09(.67) .21(30)**

Notes. Ina = Inattention; Hyp / Imp = Hyperactivity / Impulsivity; VC = Verbal Comprehension; PR = Perceptual Reasoning; WM = Working Memory; PS
= Processing Speed; GCI = General Capacity Index; CCI = Cognitive Competence Index; FSIQ = Full Scale 1Q. *p< .05; **p< .01; ***p< .001
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The new variable showed a normal data distribution (K-S
p>.05). Correlation with age was significant but low (r = .15;
p< .05). No significant differences by gender or by
medication were found. We held partial correlations (age as a
constant), and we found that there was a negative correlation
between the WM-PS variable and the number of
hyperactivity/impulsivity symptoms, both for parents (r =
-.17; p< .01) and teachers (r = -.24; p< .01). In applying a
regression  analysis, it was found that the
hyperactivity/impulsivity symptoms predicted the value of
the MT-VP variable through a negative relationship for
parents (6= -.23; p< .001) and for teachers (6=-.31; p<.001).
That is, the greater the number of hyperactivity/impulsivity
symptoms, the lower the distance between Working Memory
Index and Processing Speed Index.

The mean differences in the WM-PS variable regarding
the ADHD nominal groups were also significant (Fy214=
17.84; p< .001; d = 0.59), with the ADHD Inattentive-Type
group (M = 0.55; SD = 15.6) showing a lower score than the
ADHD Combined-Type score (M =-9.22; SD = 17.4).

4. Discussion

Starting from previous studies which suggest the existence
of a cognitive profile obtained by WISC-1V, which is
characteristic of subjects with ADHD [21, 26] the aim of this
research was to explore to what extent the disorder’s main
dimensions, inattention and hyperactivity/impulsivity, relate
to the principal indexes of the WISC-IV psychometric test.
According to the hypothesis proposed in the study, a
relationship between ADHD dimensions and the cognitive
pattern obtained in the WISC-IV indexes was found,
although this relationship was limited to the Processing
Speed Index and, to a lesser extent, to the Cognitive
Proficiency Index. In light of the results, we propose a new
variable that is defined by the difference between Working
Memory Index and Processing Speed Index. This variable
shows a negative relationship that is related to
hyperactivity/impulsivity, so that the greater the
symptomatology of this dimension, the lower the variable
value.

In line with previous research, no differences were found
between the nominal groups and the General Ability Index
(GAI), Verbal Comprehension Index (VCI) and Perceptual
Reasoning Index (PRI) [17, 20, 24, 25].

In addition, the obtained results are consistent with other
studies, linking Processing Speed Index (PSI) and ADHD
predominantly Inattentive-Subtype [24, 28]. Thaler [21]
found that the cluster characterized by mean scores in Verbal
Comprehension, Perceptual Reasoning and Working
Memory, and a low score in Processing Speed Index, showed
a high level of attention deficit symptoms.

Similarly, our results are also consistent with those
obtained by [29], who concluded that Processing Speed was
impaired in subjects with ADHD Inattentive-Type but not in
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those diagnosed with ADHD Combined-Type. On the other
hand, a large number of studies suggest that, in ADHD,
Working Memory would be more affected than Processing
Speed [30-31]. Since our study lacks a control sample, we
cannot assess whether the Working Memory Index for the
ADHD-diagnosed group would be significantly lower than
the Working Memory Index for the control group. However,
our study explores the relationships between ADHD
dimensions and the indexes of WISC-1V in a clinical sample.
For this reason, we cannot conclude that the absence of a
relationship between ADHD symptoms and Working
Memory that emerges from our results could in any way
contradict the results of previous studies. What we can
certainly affirm is that attention deficit disorder affects
negatively  the  Processing  Speed  while  the
hyperactivity/impulsivity symptoms would have the
opposite effect. This relationship could explain the results of
studies which suggest that Processing Speed is less affected
than Working Memory in ADHD, as these studies include
different profiles of the disorder in the clinical sample. In this
sense, the hyperactivity/impulsivity symptoms in ADHD
clinical profiles that include this dimension would have a
"corrector” impact on the Processing Speed Index, causing
inconsistent results among the different studies within the
body of literature that deal with this.

Future research should explore to what extent the presence
of hyperactivity/impulsivity symptoms in clinical samples
modulates the performance in Working Memory and
Processing Speed indexes, and whether a lower score in the
latter ~ characterizes the  ADHD  predominantly
Inattentive-Type profile. In the same way, future research
should provide empirical evidence with respect to the
hypothesis suggesting that the cognitive profile of ADHD
would not be defined by a low score in Working Memory or
Processing Speed with respect to the normative sample, but
by the relationship between those indexes within the specific
profile of the evaluated subject.

5. Conclusions

The results of this study provide empirical evidence for the
hypothesis of the existence of a relationship between ADHD
dimensions (inattention and hyperactivity/impulsivity) and
cognitive profiles obtained through the application of
WISC-1V. From a dimensional approach, a greater attention
deficit predicted a worse performance in Processing Speed
Index, while higher scores in hyperactivity/impulsivity had
the reverse effect. No predictive relationship between ADHD
symptoms in any of the other WISC-IV major indexes
(Verbal Comprehension Index and Perceptual Reasoning
Index) was found. In contrast, for processing speed, the
result was lower in the ADHD predominantly
Inattentive-Type group than in the ADHD Combined-Type
group, taking into account that the score in both indexes was
lower than the score obtained for the same subject in the
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other indices that were not affected by ADHD. Based on
these data, the present authors propose a new variable that is
defined by the difference between the Working Memory
Index and Processing Speed Index which would open up
research in the study of ADHD cognitive profiles, because it
focuses on the relationship between the WISC indexes rather
than on comparisons with the normative group.
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