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eAppendix. Supplemental Appendix 

Methods  

Sample selection  

Diffusion tensor imaging (DTI) analyses were conducted on a sample of 174 children selected from an initial sample consisting of 

244 children who had completed two DTI scans which were collected following at least one T1 and resting state fMRI scans. This 

initial sample included 83 data form children with autism spectrum disorder (ASD), 82 from children with 

attention-deficit/hyperactivity disorder (ADHD), and 79 from typically developing children (TDC). Of those 244, data from 203 

children (69 ASD, 66 ADHD, 68 TDC) passed our quality assurance (QA) criteria described below (see Preprocessing below). To 

match diagnostic groups by age and sex we further excluded 11 children with ADHD and 18 TDC, yielding a final sample of 174 

children (69 ASD, 55 ADHD, 50 TDC).  

We used t-tests within each diagnostic group, to assess whether the children who passed QA (N=203) and those who did not (N=41) 

differed in key clinical and demographic characteristics. As shown in eTable 2, there were no statistically significant differences 

between the QA-based groups in any clinical or demographic measure examined. Further, we repeated similar comparisons between 

our final sample (N=174) and those excluded after sex and age matching (N=29) within ADHD and TDC, separately; again, no 

statistically significant differences were detected (eTable 3). 

 

Detailed sample characteristics  

DSM-IV-TR diagnoses were confirmed based on observation, careful review and discussion of all records available 

among a multidisciplinary case conference including two child and adolescent psychiatrists, two licensed clinical psychologists, as 

well as three clinical or neuroscience postdocs and a varying number of medical students and interns.  

ASD sample. Clinicians’ best-estimate DSM-IV-TR diagnoses were Autistic Disorder (n=52), Asperger’s Disorder (n=8), 

and Pervasive Developmental Disorder Not Otherwise Specified (n=9). Administration of the Schedule for Affective Disorders and 

Schizophrenia for School-Age for Children-Present and Lifetime Version (KSADS-PL)1 allowed assessment of psychiatric 

comorbidity in ASD. Consistent with the literature,2 among the 52 children with ASD, 46 (67%) had at least one psychiatric comorbid 

diagnosis. The most frequent comorbidity was ADHD (ADHD combined type n=20; ADHD predominately inattentive type n=11; 

ADHD predominately hyperactive-impulsive type n=4; ADHD not otherwise specified n=2) per DSM-IV-TR3 after excluding 

criterion E that prevented diagnosing ADHD in those with ASD. Regardless of ADHD diagnostic comorbidity, and consistent with 

prior reports,4 among the 69 ASD children 37 (54%) had some clinically significant ADHD symptoms based on parent reports at the 

CPRS-R:LV DSM-IV total T-scores>65 (i.e., 1.5 SD above the norm) (eFigure 1); 28 of these children also presented clinician-based  

comorbid ADHD diagnosis. Regarding psychoactive medication use, eight children with ASD were treated with a stimulant at the 

time of the study. Of them all but two withdrew stimulants for at least 24 hours prior to the MRI scan.  

ADHD sample. Clinical ADHD diagnosis was aided by KSADS-PL1 and teachers’ reports of clinically significant ADHD 

symptoms based on the Conners’ Teacher Rating Scales-Revised: Long Version5 (n=52) or teachers’ reports to clinicians. Among the 
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children with ADHD, 36 met diagnostic criteria for ADHD combined type, 16 met criteria for ADHD predominantly inattentive type, 

and 3 for ADHD not otherwise specified. Among the ADHD children, 25 (45%) had psychiatric comorbidity as summarized in eTable 

1. Of note, 19 out of 55 children with ADHD had clinically significant ASD symptoms (SRS-P total T score>65) (eFigure 1).6,7 None 

of these children met DSM-IV-TR criteria for ASD, consistent with prior reports.7,8 Regarding psychoactive medications use, seven 

children with ADHD were taking stimulants at the time of the scan. All, except one, were unmedicated for at least 24 hours prior to 

the scan.   

 

Data acquisition 

Two DTI scans were acquired using a twice refocused diffusion-weighted echo-planar imaging sequence (TR=5200ms; TE=78ms; 50 

slices, acquisition matrix 64x64; FOV=192 mm; voxel size=3x3x3mm; 64 non-collinear diffusion directions, uniformly distributed 

around a unit sphere with b-value 1000 s/mm2; 1 image with no diffusion weighting) at the NYU Center for Brain Imaging using a 

Siemens Allegra 3.0 Tesla scanner (Siemens, Iselin, New Jersey). We obtained T1-weighted images using 3D magnetization prepared 

rapid acquisition gradient echo (TR=2530ms; TE=3.25ms; TI=1100ms, flip angle=7°) for anatomical registration.  

 

Cluster level investigation of data after using DTIPrep 

Preprocessing 

Given that head motion is known to introduce artifacts in DTI metrics,9 our analysis considered a relatively low motion sample. We 

indexed head motion based on mean absolute inter-volume displacement with respect to the first image of each run; root-mean-square 

(RMS) deviation was calculated using the FSL function rmsdiff.10 We only included data with mean absolute RMS<5mm and image 

quality passing visual inspection. To further address concerns about head motion and artifacts, in secondary analyses 

diffusion-weighted imaging data were processed with DTIPrep software, which automatically excludes directions with artifacts and 

corrects for motion at the individual level.11 Before motion correction, DTIPrep performs a slice-wise intensity checking and 

interlace-wise Venetian blind checking since they may affect the following registration. A slice-wise intensity checking is designed to 

detect slice by slice motions and rapid intensity changes. An interlace-wise checking, served to detect artifacts due to misalignment of 

two interleaved volumes. Then, the software conducts motion correction by registering each volume to the baseline (b0 volume) with 

affine 12 degree of freedom. After motion correction with DTIPrep, head motion was calculated using the FSL function rmsdiff.10 

Based on repeated measures ANCOVA with the within-subject factor being implement of DTIPrep and the between-subject factor 

being diagnosis, covarying for age and sex, mean motion computed on data processed with DTIPrep was significantly lower relative 

to the one computed on data processed without DTIprep for all diagnostic groups yielding no significant effect of diagnosis (DTIPrep 

motion=2.8±1.0, 2.7±0.8, 2.8±1.2 (mm) vs. without-DTIPrep=3.6±0.7, 3.6±0.6, 3.4±0.7 (mm) for ASD, ADHD, and TDC groups, 

respectively; F1,169=10; p=0.002). Given that DTIPrep automatically excludes directions with artifacts, we examined whether there 

was a significant difference in number of directions excluded between the three diagnostic groups. The mean of number of directions 

excluded by DTIPrep was 9.1±6.7, 8.4±5.6, and 9.4±8.0 out of 130 (i.e., 65 directions x 2 scans) for ASD, ADHD, and TDC, 
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respectively. Groups did not significantly differ in regard to number of directions excluded (F2,169=0.38, p=0.70). 

Data processed with DTIPrep underwent TBSS-preprocessing in the same way as our TBSS primary analyses, using 

FMRIB Software Library version 5 generating a mean fractional anisotropy (FA) skeleton (FA≥0.2) after nonlinear registration. All 

participants’ DTI metrics were projected onto the mean FA skeleton prior to cluster level analyses. We then computed mean DTI 

metrics across voxels in the clusters identified in primary TBSS analyses.  

 

Statistical analyses at the cluster level on DTIPrep data 

Categorical analysis. ANCOVA tests (nuisance covariates: age, sex, and mean motion) examined effect of diagnosis on mean FA, 

radial diffusivity (RD), mean diffusivity (MD), axial diffusivity (AD) computed across the voxels in the corresponding clusters 

identified in primary TBSS analyses. The pattern of results for FA (ASD < ADHD = TDC), RD, MD, and AD (ASD > ADHD = TDC) 

were virtually unchanged (eFigure 6). 

Dimensional analyses of SRS-P. We examined the association between mean FA, RD, MD with SRS-P total T-scores regressing out 

the effects of age, sex, mean motion, and CPRS-R:LV DSM-IV total T-scores. All dimensional analyses yielded patterns of results 

similar to those results obtained in primary TBSS analyses with data processed without DTIPrep in primary TBSS analyses. 

Specifically, mean FA values were significantly and negatively associated with the SRS-P total T-scores (β5,165=-0.34, p<0.001), while 

mean RD and MD values were significantly and positively associated with the SRS-P total T-scores (β5,165=0.40 and 0.41 for RD and 

MD, respectively, p<0.001 for both) (eFigure 11). The significance of these associations was unchanged after controlling for ASD 

categorical membership (ASD=1, non-ASD=0). 

Dimensional analyses of CPRS-R:LV DSM-IV Inattentive. Mean AD in the clusters identified by AD analysis with CPRS-R:LV 

DSM-IV Inattentive T-scores was computed among the data processed with DTIPrep. We examined the relationships between 

CPRS-R:LV DSM-IV Inattentive T-scores and mean AD regressing out the effects of age, sex, mean motion, and CPRS-R:LV 

DSM-IV hyperactive/impulsive T-scores. Regression analysis between CPRS-R:LV DSM-IV Inattentive T-scores and extracted mean 

AD showed significantly negative associations (β5,165=-0.41, p<0.001) (eFigure 12).  
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eTable 1: Characteristics of the study clinical sample  

  ASD (N=69) ADHD (N=55) 

  n (%) n (%) 

Medication Status     

    Medication naïve 48 (70%) 41 (75%) 

    Not naïve but off medication 10 (14%) 5 (9%) 

    On medication (a) 11 (16%) 9 (16%) 

Psychiatric comorbidities 46 (67%) 25 (45%) 

    ADHD  37 (54%) NA 

    ODD/DBD 2 (3%) 9 (16%) 

    Mood (b) 7 (10%) 1 (2%) 

    Anxiety (c) 7 (10%) 8 (15%) 

    Other (d) 9 (13%) 10 (18%) 

(a) 8 children with autism spectrum disorder (ASD) and 7 with attention-deficit/hyperactivity disorder (ADHD) were 

treated with stimulants, four children with ASD were treated with other medications (n=1 serotonin-selective 

reuptake inhibitor, n=1 melatonin, n=1 guanfacine, n=1 serotonin-norepinephrine reuptake inhibitors), as two 

children with ADHD (n=1 serotonin-selective reuptake inhibitor, n=1 serotonin-norepinephrine reuptake inhibitors), 

(b) Mood disorders include Mood disorders Not-Otherwise-Specified (n=7 ASD) and Dysthymia (n=1 ADHD), (c) 

Anxiety disorders include Anxiety Not-Otherwise-Specified (n=1 ASD, n=2 ADHD), General Anxiety Disorder (n=4 

ASD, n=4 ADHD), Specific phobia (n=6 ASD, n=1 ADHD), Separation anxiety disorder (n=3 ADHD), 

Obsessive-Compulsive Disorder (n=1 ASD, n=1 ADHD), (d) other diagnoses include Enuresis (n=2 ASD, n=3 

ADHD), Encopresis (n=3 ASD, n=3 ADHD), Tic disorder (n=7 ASD, n=1 ADHD), Specific learning disorder (n=2 

ADHD), Trichotillomania (n=1 ADHD), Sleep disorder (n=1 ADHD) 

Other Abbreviations: ODD/DBD: oppositional defiant disorder/disruptive behavior disorder; SD: standard deviation 
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eTable 2: Comparisons between data passing DTI QA and those who had not 

 

ASD  ADHD TDC 

Passed 

(N=69) 

Failed 

(N=14) 
Statistic 

Passed 

(N=66) 

Failed 

(N=16) 
Statistic 

Passed 

(N=68) 

Failed 

(N=11) 
Statistic 

Mean 

(SD) 

Mean 

(SD) 

t 

 

p 

 

Mean 

(SD) 

Mean 

(SD) 

t 

 

p 

 

Mean 

(SD) 

Mean 

(SD) 

t 

 

p 

 

Age (years) 8.9 (1.7) 9.6 (2.0) 1.4 0.16 9.7 (1.6) 9.2 (1.5) 1.3 0.18 10 (1.7) 8.9 (2.1) 2.0 0.05 

Full IQ 109 (17) 105 (15) 0.7 0.48 109 (13) 105 (13) 1.2 0.23 114 (14) 115 (11) 0.3 0.80 

Verbal IQ 108 (16) 107 (12) 0.3 0.76 109 (13) 107 (14) 0.5 0.64 114 (14) 115 (11) 1.0 0.31 

Performance IQ 110 (19) 105 (19) 0.9 0.37 107 (15) 100 (13) 1.4 0.16 110 (15) 108 (12) 0.6 0.52 

CPRS-R:LV T Scores (a) 

   DSM-IV Inattentive 64 (11) 64 (10) 0.6 0.55 71 (9) 70 (10) 0.3 0.77 46 (6) 47 (9) 0.5 0.63 

   DSM-IV H-I 63 (12) 65 (13) 0.5 0.59  67 (12) 70 (12) 0.7 0.48 47 (6) 50 (9) 1.2 0.23 

   DSM-IV Total 64 (10) 67 (10) 0.9 0.39 71 (9) 71 (11) 0.2 0.80 46 (7) 49 (9) 1.1 0.27 

SRS-P total T (b) 75 (14) 83 (17) 2.0 0.05 62 (15) 62 (10) 0.2 0.84 45 (7) 49 (13) 1.8 0.08 

(a) Parent scores on the Conners' Parent Rating Scales–Revised: Long Version (CPRS-R:LV) were missing in 2 typically developing children (TDC). (b) Parent scores on Social 

Responsiveness Scale (SRS) were missing in 2 children with attention-deficit/hyperactivity disorder (ADHD) and 3 TDC. Other abbreviations: DSM: Diagnostic and Statistical 

Manual of Mental Disorders; H-I: hyperactive-impulsive; IQ: intelligence quotient; SD: standard deviation  
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eTable 3: Comparisons between ADHD and TDC kids included in final sample and those 

excluded  

 

 

ADHD TDC 

Included 

(N=55) 

Excluded 

(N=11) 
Statistics 

Included 

(N=50) 

Excluded 

(N=18) 
Statistics 

Mean 

(SD) 

Mean 

(SD) 
df 

t 

 

p 

 

Mean 

(SD) 

Mean 

(SD) 
df 

t 

 

p 

 

Full IQ 110 (14) 105 (8) 64 0.9 0.35 114 (13) 115 (17) 66 0.4 0.70 

Verbal IQ 110 (13) 107 (11) 64 0.7 0.51 114 (15) 115 (15) 66 0.3 0.74 

Performance IQ 108 (16) 103 (9) 64 0.9 0.35 111 (14) 111 (17) 66 0.2 0.84 

CPRS-R:LV T Scores (a) 

   DSM-IV Inattentive 71 (10) 70 (9) 64 0.5 0.59 46 (6) 45 (4) 64 0.6 0.55 

   DSM-IV H-I 68 (12) 63 (13) 64 1.4 0.16 47 (6) 47 (6) 64 0.1 0.90 

   DSM-IV Total 71 (10) 69 (7) 64 0.8 0.45 46 (6) 46 (5) 64 0.3 0.77 

SRS-P total T (b) 63 (16) 56 (5) 62 1.4 0.15 45 (7) 42 (4) 64 1.9 0.06 

(a) Parent scores on the Conners' Parent Rating Scales–Revised: Long Version (CPRS-R:LV) were missing in 2 typically developing 

children (TDC). (b) Parent scores on Social Responsiveness Scale (SRS) were missing in 2 children with attention-deficit/hyperactivity 

disorder (ADHD) and 2 TDC. Other abbreviations: DSM: Diagnostic and Statistical Manual of Mental Disorders; H-I: hyperactive-impulsive; 

IQ: intelligence quotient; SD: standard deviation  

 

 

  



 8

eTable 4: Clusters results of categorical TBSS analyses 

DTI metrics 

 

Peak coordinates  

x, y, z 

Labels of peak 

 

# of voxels 

 

p 

 

FA 20, 33, 17 R anterior corona radiata 4179 0.01 

RD 5, 14, 20 Body of corpus callosum 2721 0.009 

MD 7, 19, 19 Body of corpus callosum 1280 0.01 

AD 6, 12, 23 Body of corpus callosum 523 0.02 

Abbreviations: AD: axial diffusivity; DTI: diffusion tensor imaging; FA: fractional anisotropy; MD: mean diffusivity; R: right; RD: radial 

diffusivity; TBSS: tract-based spatial statistics 
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eTable 5: Cluster results of dimensional TBSS analyses with SRS-P covarying for 

CPRS-R:LV DSM-IV total T score 

DTI metrics 

 

Peak coordinates  

x, y, z 

Labels of peak 

 

# of voxels 

 

p 

 

FA -9, -8, -1 L posterior limb of internal capsule 12121 0.005 

RD 8, 6, 25 Body of corpus callosum 18058 0.003 

MD 12, 1, 31 Body of corpus callosum 15441 0.007 

Abbreviations: AD: axial diffusivity; CPRS-R:LV: Conners’ Parent Rating Scales-Revised: Long Version; DTI: diffusion tensor imaging; 

L: left; MD: mean diffusivity; RD: radial diffusivity; SRS-P: Social Responsiveness Scale by parents; TBSS: tract-based spatial statistics 
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eTable 6: Cluster results of dimensional TBSS with CPRS-R:LV DSM-IV Inattentive 

T score covarying for CPRS-R:LV Hyperactive/Impulsive 

DTI metrics 

 

Peak coordinates  

x, y, z 

Label of peak 

 

# of voxels 

 

p 

 

AD -14, 31, 16 Genu of corpus callosum 716 0.04 

Abbreviations: AD: axial diffusivity; CPRS-R:LV: Conners’ Parent Rating Scales-Revised: Long Version; DTI: diffusion tensor 

imaging; TBSS: tract-based spatial statistics 

 

 

  



 11

 

eTable 7: Cluster results of dimensional TBSS with CPRS-R:LV DSM-IV Inattentive 

T score covarying for SRS-P and CPRS-R:LV Hyperactive/Impulsive 

DTI metrics 

 

Peak coordinates  

x, y, z 

Labels of peak 

 

# of voxels 

 

p 

 

AD -15, 31, 15 Genu of corpus callosum 6142 0.01 

MD 19, -35, 31 Splenium of corpus callosum 37 0.05 

Abbreviations: AD: axial diffusivity; CPRS-R:LV: Conners’ Parent Rating Scales-Revised: Long Version; DTI: diffusion tensor 

imaging; L: left; MD: mean diffusivity; SRS-P: Social Responsiveness Scale by parents; TBSS: tract-based spatial statistics 
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eFigure 1. Scatterplots of the Social Responsiveness Scale by parents (SRS-P) and Conners’ Parent Rating Scales-Revised: 

Long Version (CPRS-R:LV) DSM-IV scores by diagnostic group.  

 

Distributions of T scores differed between groups as revealed by group comparisons using ANCOVA (covariates: age and sex) showing a 

statistically significant effect of diagnosis for both SRS-P total T scores (upper left panel) and CPRS-R:LV DSM-IV total T scores, 

CPRS-R:LV DSM-IV inattentive, and DSM-IV hyperactive/impulsive T scores (from top to bottom of right side column). *** and * indicate p 

< 0.001 and p < 0.05, respectively, from post-hoc pairwise comparisons.  
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eFigure 2. TBSS fractional anisotropy (FA) analyses based on skeletons generated with different FA thresholds  

 

a) Extension of TBSS skeletons generated using different fractional anisotropy (FA) thresholds (0.3, 0.25 and 0.2). Blue includes the 

voxels included in all three skeletons (i.e., generated with FA threshold of .3 and below). Green indicates additional voxels included in the 

skeletons generated with FA threshold of .25 and below. Red shows the voxels only included in the skeleton generated with FA≥ 0.2 (i.e., 

not included in skeletons with FA≥0.25 and above).    

b) Upper and lower subpanels show the results of categorical TBSS analyses when mean FA skeleton was created with an FA threshold 

of 0.25 (green) and 0.3 (blue), respectively. Both analyses showed similar extension of significant clusters as those observed with FA 

threshold at 0.2 used in primary TBSS analyses. Consistent with primary findings, mean FA values obtained from the 0.25 and 0.3 
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skeletons were significantly lower in children with ASD compared with children with ADHD and TDC, who did not differ from each other. 

*** indicates p < 0.001 from post-hoc pairwise comparisons. c) Upper and lower subpanels show the results of dimensional TBSS 

analyses with FA computed based on skeletons generated at thresholds of 0.25 and 0.3. In both cases the pattern of results is similar to 

that observed in primary analyses. For illustrative purpose, residuals of SRS-P and mean FA values extracted from the statically 

significant clusters (regressing out the effects of age, sex, motion, and CPRS-R:LV DSM total T-scores) are plotted on the right.  
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eFigure 3. Raw images of categorical analyses of each DTI metric. 

 

Raw images of the statistical results of the categorical analyses are presented in sagittal, coronal, and axial brain views. The first row 

represents image of fractional anisotropy (FA), the second, third, and fourth rows show the images of radial (RD), mean (MD), and axial 

(AD) diffusivity, respectively. Statistical threshold for significance was set at Threshold-Free Cluster Enhancement p < 0.05 after 

family-wise error rate correcting for multiple comparisons.  
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eFigure 4. Raw images of the dimensional analyses of the Social Responsiveness Scale by parents (SRS-P).  

 

 

Raw images of the results of the dimensional analyses are presented in the sagittal, coronal, and axial brain views. The first row shows 

the raw image of the output of the dimensional analysis of fractional anisotropy (FA). Threshold for statistical significance was set at 

Threshold-Free Cluster Enhancement p < 0.05 after family-wise error rate correcting for multiple comparisons.  
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eFigure 5. Raw images of dimensional analyses of Conners’ Parent Rating Scales-Revised: Long Version (CPRS-R:LV) DSM-IV 

Inattentive T scores.  

 

 

Raw images of the results of the dimensional analyses of the CPRS-R:LV DSM-IV Inattentive T scores are provided. Threshold for 

statistical significance was set at Threshold-Free Cluster Enhancement p < 0.05 after family-wise error rate correcting for multiple 

comparisons. 
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eFigure 6. Post-hoc analyses of categorical approaches in data with and without DTIPrep preprocessing. 

 

Post-hoc pair-wise group comparisons of fractional anisotropy (FA) extracted from the clusters emerging as statistically significant in the 

categorical analysis showed significantly lower FA among children with autism spectrum disorder (ASD) compared with either children 

with attention-deficit/hyperactivity disorder (ADHD) or typically developing children (TDC) (1st row). As per radial, mean, and axial 

diffusivity (RD, MD, AD), children with ASD showed higher diffusion tensor imaging (DTI) metrics compared to children with ADHD or 

TDC (2nd, 3rd, and 4th rows, respectively). The pattern of post-hoc analyses remained substantially unchanged when mean DTI metrics 

were extracted from the data with DTIPrep (right side). *** and ** indicate p < 0.001 and <0.01, respectively.  
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eFigure 7. Results of voxel-wise dimensional model conducted in the primary analyses adding autism spectrum disorder (ASD) 

membership as a covariate. 

 

 

Dimensional TBSS analyses adding autism spectrum disorder (ASD) membership as a covariate, along with age, sex, motion, and 

Conners’ Parent Rating Scales-Revised: Long Version DSM-IV total T scores showed significant associations between the Social 

Responsiveness Scale by parents (SRS-P) T scores and DTI Metrics fractional anisotropy (FA) and radial diffusivity (RD) at 

Threshold-Free Cluster Enhancement p < 0.05 after family-wise error rate correcting for multiple comparisons (TFCE FWE p < 0.05) 

(upper left and center panels). Relationships between SRS-P and these diffusion tensor imaging metrics as well as mean diffusivity (MD) 

were more strongly observed at TFCE FWE corrected p < 0.1 (lower panels).  
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eFigure 8. Scatterplots of the Children's Communication Checklist-2 (CCC-2) subscores against extracted DTI metrics. 

 

 

Mean fractional anisotropy (FA), radial diffusivity (RD), and mean diffusivity (MD) values were extracted from the clusters identified by the 

dimensional TBSS primary analyses. Association between these DTI metrics and Children's Communication Checklist-2 (CCC-2) scaled 

subscores for the subscales use of context, stereotyped language, and non-verbal communication were examined after regressing the 

effects of covariates of nuisance (age, sex, mean motion, the Conners’ Parent Rating Scales-Revised: Long Version DSM-IV total T 

scores). Keeping in mind that higher CCC-2 scores indicate less severe symptoms, results were in line with the pattern observed with the 

Social Responsiveness Scale total T scores. FA was significantly positively associated with use of context, stereotyped language, and 

non-verbal communication subscores (β5,162=0.22, 0.22, 0.18, and p=0.01, 0.01, 0.05, respectively) (left column). Use of context and 

stereotyped language were negatively associated with RD (β5,162=-0.25 and -0.20, p=0.004 and 0.02, respectively) and MD (β5,162=-0.27 

and -0.18, p=0.002 and 0.04, respectively) (center and right columns).  
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eFigure 9. Results of dimensional analyses of the Conners’ Parent Rating Scales-Revised: Long Version (CPRS-R:LV) DSM-IV 

Inattentive T scores. 

 

 

 

Subpanel a) shows clusters identified by the axial diffusivity (AD) analysis controlling for Conners’ Parent Rating Scales-Revised: Long 

Version (CPRS-R:LV) DSM-IV Hyperactive/Impulsivity T scores. On the right column, scatterplots show the relationship of AD across all 

subjects against CPRS-R:LV DSM-IV Inattentive T scores (residuals accounting for the covariates included in the model are plotted for 

illustrative purpose). Subpanel b) shows the results of AD and mean diffusivity (MD) analyses covarying for both CPRS-R:LV DSM-IV 

Hyperactive/Impulsivity T scores and total T scores of the Social Responsiveness Scale by Parents. In the right column, AD and MD 

extracted from the statistically significant clusters were plotted against CPRS-R:LV Inattentive scores.  
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eFigure 10. Results of cluster level dimensional analyses using data with DTIPrep. 

 

 

Scatterplots show the relationships of diffusion tensor imaging (DTI) metrics extracted from data with DTIPrep and the Social 

Responsiveness Scale by Parents (SRS-P) total T scores (for illustrative purpose, residuals accounting for the covariates included in the 

model are computed and plotted). 

.  
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eFigure 11. Results of cluster level dimensional analyses of subdomain of attention-deficit/hyperactivity disorder symptoms 

using data with DTIPrep. 

 

Scatterplots of axial diffusivity against Conners’ Parent Rating Scales-Revised: Long Version (CPRS-R:LV) DSM-IV Inattentive T scores 

(for illustrative purpose, residuals accounting for the covariates included in the model are plotted). 
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