10/11/2017

PTSD vs ADHD

MAKING A DIFFERENTIAL DIAGNOSIS
CONNIE SCHENCK LCSW, RPT

Objectives


Review of symptom profiles for ADHD and PTSD, differences and similarities



Making a differential diagnosis



Treatment options



Discussion of research

DSM V criteria
for ADHD and
PTSD

LET’S START WITH ADHD
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Symptoms of Attention‐Deficit/Hyperactivity Disorder
ADHD is a persistent pattern of inattention and/or hyperactivity‐
impulsivity that interferes with functioning or development as
characterized by 1 or 2 of the following:
1.

Inattention: Six or more of the following symptoms have persisted
for a least 6 months to a degree that is inconsistent with the
developmental level and that negatively impacts directly on social
and academic/occupational activities:
a. Often fails to give close attention to details or makes careless
mistakes in school work, at work, or during other activities (e.g.,
overlooks or misses details, work is inaccurate).
b. Often has difficulty sustaining attention in tasks or play activities
(has difficulty remaining focused during lectures, conversations, or
lengthy reading).
c. Often does not seem to listen when spoken to directly (e.g., mind
seems elsewhere, even in the absence of any obvious distraction).
d. 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).

e.

f.

g.

h.
i.

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., school work 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 phones).
Is often easily distracted by extraneous stimuli (for older
adolescents and adults, may include unrelated thoughts).
Is often forgetful in daily activities (e.g., doing chores,
running errands, for older adolescents and adults, returning
calls, paying bills, or keeping appointments).

2. Hyperactivity and impulsivity: Six or more of the following symptoms
have persisted for at least 6 months to a degree that is inconsistent with
developmental level and that negatively impact directly on social and
academic/occupational activities.
Note: The symptoms are not solely a manifestation of oppositional behavior,
defiance, hostility, or failure to understand tasks or instructions. For older
adolescents and adults (age 17 and older), at least five symptoms are required.)
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a. Often fidgets with or taps hands or feet or squirms in seat.
b. 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.)
c. Often runs about or climbs in situations where it is inappropriate.
(Note: In adolescents in adults, may be limited to feeling restless.)
d. Often is unable to play or engage in leisure activities quietly.
e. 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).

f. Often talks excessively.
g. Often blurts out an answer before a question has been
completed (e.g., completes people’s sentences; cannot wait
for turn in conversation).
h. Often has difficulty waiting his or her turn (e.g., waiting in
line).
i. 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).

B. Several inattentive or hyperactive‐impulsive symptoms were
present prior to age 12 years.
C. Several inattentive or hyperactive‐impulsive symptoms were
present in two or more settings (e.g., at home,
school, or work; with friends or relatives; in other
activities).
D. There is clear evidence that the symptoms interfere with, or
reduce the quality of, social, academic, or
occupational functioning.
E. The symptoms do not occur exclusively during the course of
schizophrenia or another psychotic disorder and are
not better explained by another mental disorder
(e.g., mood disorder, anxiety disorder, dissociative
disorders, personality disorder, substance intoxication
or withdrawal).
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Associated Features Supporting Diagnosis
Mild delays in language, motor or social development are not
specific to ADHD but often co‐occur. Associated features may
include low frustration tolerance, irritability, or mood lability.
Even in the absence of a specific learning disorder, academic or
work performance is often impaired. Inattentive behavior is
associated with various underlying cognitive problems on tests,
executive functions, or memory, although these tests are not
sufficiently sensitive or specific to serve as diagnostic indices.
By early adulthood, ADHD is associated with an increased risk
of suicide attempt, primarily when comorbid with mood,
conduct, or substance use disorders.

Post Traumatic
Stress Disorder

NOT JUST BEING SCARED

Posttraumatic Stress Disorder 309.81
Note: The following criteria apply to adults, adolescents and
children older than 6 years.
A. Exposure to actual or threatened death, serious injury or
sexual violence in one (or more) of the following ways:
1. Directly experiencing the traumatic event(s).
2. Witnessing, in person, the event(s) as it occurred to others
3. Learning of the traumatic event(s) occurred to a close
family member or close friend. In cases of actual
threatened death of a family member or friend, the
event(s) must have been violent or accidental.
4. Experiencing repeated or extreme exposure to aversive
details of the traumatic event(s) (e.g., first responders
collecting human remains; police officers repeatedly
exposed to details of child abuse).
Note: Criterion A4 does not apply to exposure through
electronic media, television, moves or pictures, unless
this exposure is work related.
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B. Presence of one (or more) of the following intrusion
symptoms associated with the traumatic event(s), beginning
after the traumatic event(s) occurred:
1. Recurrent, involuntary and intrusive distressing memories
of the traumatic event(s).
Note: In children older than 6 years, repetitive play may
occur in which themes or aspects of the traumatic
event(s).
2. Recurrent distressing dreams in which the content and/or
affect of the dream are related to the traumatic
event(s).
Note: In children, there may be frightening dreams
without recognizable content.

3. Dissociative reactions (e.g., flashbacks in which the
individual feels or acts as if the traumatic event(s) were
recurring. (Such reactions may occur on a continuum, with
the most extreme expressions being a complete loss of
awareness of present surroundings.)
4. Intense or prolonged psychological distress at exposure to
internal or external cues that symbolize or resemble an
aspect of the traumatic event(s).
5. Marked physiological reactions to internal or external cues
that symbolize or resemble an aspect of the traumatic
event(s).

C. Persistent avoidance of stimuli associated with the
traumatic event(s), beginning after the traumatic event(s)
occurred, as evidenced by one or both of the following:
1. Avoidance of or efforts to avoid distressing memories,
thoughts, or feelings about or closely associated with the
traumatic event(s).
2. Avoidance of or efforts to avoid external reminders (people,
places, conversations, activities, objects, situations) that
arouse distressing memories, thoughts or feelings about or
closely associated with the traumatic event(s).
D. Negative alterations in cognitions and mood associated
with the traumatic event(s), beginning or worsening
after the traumatic event(s) occurred, as evidenced
by two (or more) of the following:
1. Inability to remember an important aspect of the traumatic
event(s) (typically due to dissociative amnesia and not to
other factors such as head injury, alcohol, or drugs).
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2. Persistent and exaggerated negative beliefs or expectations
about oneself, others or the world (e.g., “I am bad,” “No one
can be trusted.” “The world is completely dangerous,” “My
whole nervous system is permanently ruined’).
3. Persistent, distorted cognitions and the cause or
consequences of the traumatic event(s) that lead the
individual to blame himself/herself or others.
4. Persistent negative emotional state (e.g., fear, horror, anger,
guilt, or shame.
5. Markedly diminished interest or participation in significant
activities.
6. Feelings of detachment or estrangement from others.
7. Persistent inability to experience positive emotions (e.g.,
inability to experience happiness, satisfaction, or loving
feelings).

E. Marked alterations in arousal and reactivity associated with
the traumatic event(s), beginning or worsening after the
traumatic event(s) occurred, as evidenced by two (or more) of
the following:
1. Irritable behavior and angry outbursts (with little or no
provocation) typically expressed as verbal or physical
aggression toward people or objects.
2. Reckless or self‐destructive behavior.
3. Hypervigilance.
4, Exaggerated startled response.
5. Problems with concentration.
6. Sleep disturbance (e.g., difficulty falling or staying asleep or
restless sleep).

F. Duration of the disturbance (Criteria B,C,D, and E) is more
than 1 month.
G. The disturbance causes clinically significant distress or
impairment in social, occupational, or other important
areas of functioning.
H. The disturbance is not attributable to the physiological
effects of a substance (e.g., medication, alcohol) or other
medical condition.
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Specify whether:
With dissociative symptoms: The individual’s
symptoms meet the criteria for posttraumatic stress disorder,
and in addition, in response to the stressor, the individual
experiences persistent or recurrent symptoms of either of the
following:
1. Depersonalization: persistent or recurrent experiences of
feeling detached from and as if one were an outside
observer of, one’s mental process or body (e.g., feeling as
though one is in a dream; feeling a sense of unreality of
surroundings (e.g., the world around the individual is
experienced as unreality of self or body or of time moving
slowly).
2. Derealization: Persistent or recurrent experiences of
unreality of surroundings (e.g., the world around the
individual is experienced as unreal, dreamlike, distant or
distorted).
Note: To use this subtype, the dissociative symptoms
must not be attributable to the physiological effects of
substance (e.g., blackouts, behavior during alcohol
intoxication) or another medical condition (e.g., complex
partial seizures).

Posttraumatic Stress Disorder for Children 6 years and
Younger
A. In children 6 years and younger, exposure to actual or
threatened death, serious injury, or sexual violence in one
(or more) of the following ways:
1. Directly experiencing the traumatic event(s).
2. Witnessing, in person, the event(s) as it occurred to others,
especially primary caregivers.
Note: Witnessing does not include events that are
witnessed only in electronic media, television, movies or
pictures.
3. Learning that the traumatic event(s) occurred to a parent
or caregiving figure.

B. Presence of one (or more) of the following intrusive
symptoms associated with the traumatic event(s), beginning
after the traumatic event(s) occurred:
1. Recurrent, involuntary, and intrusive distressing memories
of the traumatic event(s).
Note: Spontaneous and intrusive memories may not
necessarily appear distressing and may be expressed as play
reenactment.
2. Recurrent distressing dreams in which the content and/or
affect of the dream are related to the traumatic event(s).
Note: It may not be possible to ascertain that the
frightening content is related to the traumatic event.
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3. Dissociative reactions (e.g., flashbacks) in which the child
feels or acts as if the traumatic events are recurring. (Such
reactions may occur on a continuum, with the most extreme
expression being a complete loss of awareness of present
surroundings). Such trauma‐specific reenactments may occur in
play.
4. Intense or prolonged psychological distress at exposure to
internal or external cues that symbolize or resemble an aspect
of the traumatic event(s).
5. Marked physiological reactions to reminders of the traumatic
event(s).
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