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ABSTRACT
Introduction: There is a burgeoning interest in relations between posttraumatic stress disorder (PTSD) and attention-deficit/hyperactivity
disorder (ADHD). Although few studies were conducted, weak
evidence was found supporting the hypothesis that ADHD may
be a risk factor for the development of PTSD. In addition, there is a
paucity of research addressing the relations between dissociation and
ADHD. In this study, our aim was to examine the relations between
PTSD and ADHD combined with the mediating effect of dissociative
psychopathology.
Methods: The participants were 317 undergraduate students, a greater
proportion of whom experienced the 2011 Van earthquake (66%).
The participants were administered the Posttraumatic Diagnostic Scale,
Dissociative Experiences Scale, Adult ADHD Self-Report Scale, Beck
Depression Inventory and Beck Anxiety Inventory.

Results: We found that ADHD symptoms and dissociation were
significantly associated with PTSD. Considering the multivariate relations
between ADHD, PTSD and dissociation, significant associations
between PTSD and ADHD resulted from symptom overlaps. However,
pathological dissociation mediated the relations between PTSD and
ADHD.
Conclusion: We concluded that ADHD comorbidity was not a
predominant vulnerability factor for the development of post-traumatic
stress response but may be an exacerbating factor after the development
of PTSD.
Keywords: PTSD, ADHD, dissociation, depression, natural disaster

INTRODUCTION
In literature, there is an increased interest to document the relations between post-traumatic stress disorder (PTSD) and attention-deficit/hyperactivity disorder (ADHD). Several hypotheses were proposed concerning potential mechanisms underlying the high level of
comorbidity of PTSD with other psychiatric disorders such as ADHD. First, individuals with certain psychiatric disorders such as ADHD
are at a greater risk for the development of PTSD among the survivors of trauma and these psychiatric disorders may have been
present before traumatic experiences (1,2). Second, childhood ADHD functions as a risk factor for trauma exposure, which plays an
important role in the later onset of PTSD (3,4). In addition to these hypotheses, childhood traumatic experiences may render survivors
more vulnerable to experiencing an exacerbation of ADHD symptoms. Third, the common factor hypothesis postulates that different
mental disorders are manifestations of a general latent psychopathology factor. From this view, common personal characteristics such
as temperament and personality confer the risk for both ADHD and PTSD (5). Finally, associations between symptoms of PTSD and
ADHD are another source of knowledge to better understand the relations between these two disorders.
To date, several studies have examined the associations between PTSD and ADHD. Famularo, Fenton (6) examined the comorbidity of
PTSD among 117 children who experienced severe child maltreatment and psychological trauma and found that 41 of these children
(35%) met the criteria for PTSD. ADHD was a comorbid condition for 15 (37%) of the 41 children with PTSD, whereas the proportion
of children with ADHD was only 17% (n=13) among 76 maltreated children without PTSD. Glod and Teicher (7), in a study of the
comparison between 19 children with abuse history and 15 children without any prior abuse, found that abused children with PTSD
have significantly higher levels of activity, which was similar to those of children with ADHD, with compared with those of both nonabused children and abused children without PTSD. Riggs et al. (8) studied 99 delinquent boys who had conduct disorder and substance
use disorder and found that PTSD and ADHD are significantly higher comorbid conditions among depressed boys than those among
non-depressed adolescents. Husain et al. (9) also found significant associations of attention deficit symptoms with PTSD symptom severity among children exposed to the Bosnian war.
In literature, studies considering the relationship between PTSD and ADHD among adults were also conducted. Adler et al. (10)
assessed the comorbidity of ADHD among 25 male veterans with PTSD and 22 male veterans with panic disorder. The frequency of
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comorbid ADHD was significantly higher in the PTSD group (n=9; 36%)
than that in the panic disorder group (n=2; 9%). In another study where
the sample was comprised 222 male and female veterans who were exposed to traumatic events, it was found that 54.5% of the sample met the
criteria for PTSD at that time and that 11.5% of these participants with
PTSD also met the criteria for adult ADHD at that time. The level of trauma exposure and ADHD severity were significant antecedents of PTSD
severity. In the study, the authors also examined the covariance structure
between four-factor PTSD, including re-experiencing, numbing, hyperactivity and avoidance and three-factor ADHD, including inattention, hyperarousal and impulsivity and found that the measurement model yields
excellent fitting. Standardized covariance values pointed out that problems with modulating arousal levels are common to both disorders (11).
Biederman et al. (12) compared psychiatric comorbidity, psychosocial,
educational and cognitive parameters between 271 youths with ADHD
and 230 controls without ADHD of both sexes. ADHD in subjects with
PTSD exhibit a greater clinical severity than the remaining subjects in the
control and ADHD groups and ADHD is associated with PTSD. However,
ADHD in the subjects with PTSD have higher lifetime rates of almost all
psychiatric disorders.
Although previous studies generally reported strong connections between
PTSD and ADHD, the findings are not unequivocal. Wozniak et al. (13), in
a longitudinal study, examined the linkages of ADHD to the risk of trauma,
post-traumatic stress and trauma-associated psychopathology. ADHD was
not found to be a risk factor for either trauma exposure or PTSD in that
study. Ackerman et al. (14) compared the prevalence of PTSD and other diagnoses in a group of 204 sexually and physically abused children, aged 7–13
years. PTSD is significantly comorbid with most affective disorders. However, in the factor analysis of comorbid disorders, PTSD and ADHD could not
be classified in the same factors. Ford et al. (15) found that PTSD symptoms
are more severe if ADHD and maltreatment co-occurred, whereas the authors accounted for the fact that a significant association between ADHD
and PTSD was largely due to overlapping symptoms. This view was replicated by Weinstein et al. (16) who pointed out the high degree of symptom
overlap and comorbidity of these two disorders.
Associations between PTSD and dissociative symptomatology are
well-elaborated (17,18,19). However, there is a paucity of research examining the connections between dissociation and ADHD. One of the few
studies related to the connections between these two disorders demonstrated that abused children have ADHD and a concomitantly exceeding
level of dissociation (20). In another investigation, Matsumoto and Imura
(21) echoed similar results that a significant linkage between childhood
ADHD symptoms and dissociative tendency is found.
Given the inconsistent findings from previous studies of the relations between PTSD and ADHD, further studies are needed to better understand the associations between these two disorders. The aim of this study
was to investigate the relationship between PTSD and ADHD symptoms
in a community adult sample, an important proportion of who were survivors of the Van earthquake in 2011. We also evaluated the possible
mediating role of dissociative tendency between PTSD and ADHD symptoms after controlling the demographic and affective characteristics of
the participants.

METHODS
Participants and Procedures
The participants were 317 undergraduates randomly selected from
various faculties of the Yüzüncü Yıl University. The participants were
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briefly informed about the aim of the study. Each participant gave a
written consent. The participants were administered a sociodemographic questionnaire, the Posttraumatic Diagnostic Scale (PDS), Dissociative Experiences Scale (DES), Adult ADHD Self-Report Scale
(ASRS), Beck Depression Inventory (BDI) and Beck Anxiety Inventory
(BAI). Their mean age was 22.53 (SD±2.27; ranged from 18 to 38)
years. Of the sample, 209 participants (65.93%) were survivors of the
2011 Van earthquake. Sixty-five participants (21.1%) were DES-taxon
members. The study procedure received an approval from the Yüzüncü
Yıl University Ethical Committee.
Psychometric Instruments
Sociodemographic questionnaire: A questionnaire was designed
according to the purpose of the study. The sociodemographic questionnaire included questions about age, gender, whether the participants
experienced the Van earthquake in 2011 and the last year’s grade point
average (GPA) as a measure of their academic performance.
Posttraumatic Diagnostic Scale, self-report version: The Posttraumatic Diagnostic Scale, Self-report version (PDS-SR) is a 17-item
self-report questionnaire reflecting DSM-IV symptoms of PTSD, which
are rated on a four-point Likert-type scale: 0=not at all, 1=a little bit (once
a week or less), 2=somewhat (2–4 times a week) and 3=almost always
(five or more times a week) (22). It provides the total severity score, three
subscale scores of re-experience, avoidance and arousal and demonstrates
functional impairment in several areas. Essentially, the initial development
of the instrument as PTSD Symptom Scale-Self Report (PSS-SR) reflects
an attempt to measure DSM-III-R notion of posttraumatic stress disorder
symptoms in response to trauma exposure (23). PSS-SR consisted of 17
items, the same as PDS-SR, but with a little difference being that physiological reactivity on exposure to cue symptoms was involved in the arousal
subscale instead of the re-experiencing symptoms cluster. The measure
has been shown to be a valid and reliable instrument to assess PTSD in
qualitatively different traumatic situations (24,25). The validation study of
the Turkish version of PDS-SR in line with the DSM-IV TR notion of PTSD
was performed by Aydin et al. (26).
Dissociative Experiences Scale: The Dissociative Experiences Scale
(DES) is a 28-item self-report questionnaire developed for screening dissociative experiences in a community sample (27). The Turkish version of
DES was demonstrated to have good reliability and validity, almost equal
to its original form (28). Factor analysis showed that the measure has three
subscales of depersonalization and derealization, amnesia and absorption
and imaginative involvement (29,30). DES-taxon proposed by Waller et
al. (31) includes eight items of DES, an indicator of a proneness to develop dissociative disorders has prevalent use. DES-taxon membership was
determined following the formulations of Waller and Ross (32); one was
assigned to the DES-taxon membership if his or her computed probability,
which was engendered from his or her item responses, exceeded a critical
threshold score of 0.90.
Adult ADHD Self-Report Scale: ASRS was developed by the World
Health Organization (WHO) and the Workgroup on Adult ADHD (33).
The instrument has eighteen questions containing DSM-IV-TR criteria for
ADHD. Each question is rated on a five-point Likert scale (never, rarely,
sometimes, often and very often). The validity and reliability study of the
Turkish version of the scale was conducted by Dogan et al. (34). The authors suggested a two-factor solution, complying with DSM-IV diagnostic
criteria for ADHD, that nine items were clustered in the attention deficit dimension and that the remaining nine items were clustered in hyperactivity/ 253
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Table 1. Pearson product–moment correlation coefficients
PTSD global

Re-experiencing

Avoidance

Hyperarousal

DES total

0.40**

0.35**

0.37**

0.36**

DES-absorption

0.42**

0.36**

0.37**

0.39**

DES-amnesia

0.30

0.27

0.29

**

0.24**

DES-depersonalization/derealization

0.36**

0.31**

0.33**

0.31**

Attention deficit

0.40**

0.31**

0.38**

0.38**

Hyperactivity/impulsivity

0.43**

0.34**

0.39**

0.42**

Beck anxiety inventory

0.55**

0.45**

0.52**

0.50**

Beck depression inventory

0.38**

0.27**

0.40**

0.34**

−0.19**

−0.13*

−0.17**

−0.21**

Grade point average

**

**

*p<0.05; **p<0.01. DES: dissociative experiences scale; PTSD: post-traumatic stress disorder

impulsivity dimension. Internal consistency for the attention deficit subscale
was r=0.82 and for the hyperactivity/impulsivity subscale was r=0.78.
Statistical Analysis
First, we computed descriptive statistics for the sample. Univariate relations between psychological variables were assessed by utilizing the
Pearson product–moment correlation coefficients. The scale scores of
the participants were separately compared between groups including the
participants with DES-taxon membership and those with no membership
using one-way analysis of variance (ANOVA) models. In the final analysis,
a multivariate analysis of covariance (MANCOVA) model was conducted
to assess the multivariate associations of PTSD symptoms with ADHD,
depression, anxiety and demographic characteristics as well as the mediational effect of DES-taxon membership between PTSD symptoms and
independent variables. The significance threshold was set at p<0.05.

RESULTS
The relations of PTSD symptoms with dissociation subtypes, ADHD,
anxiety, depression and academic success were evaluated by running
Pearson product–moment correlation analysis. Age did not significantly
link to PTSD symptoms. The DES total and subscale scores were significantly correlated with the PDS total and subscale scores. The participants
who reported elevated scores on the PDS total and subscale scores also
reported greater scores on the attention deficit subscale of the adult
ADHD scale as well as the hyperactivity/impulsivity subscale. Significant
correlations of PTSD symptoms with BAI were computed. Relatively lower correlations were found between the BDI and PDS subscales. Significant relations between PTSD symptoms and GPA scores of the participants were mild. The results are presented in Table 1.
Sixty-five participants (21.1%) belonged to the dissociative taxon. The
participants involved in the DES-taxon membership were considered to
experience dissociative symptoms at a considerable level to meet a clinical
dissociative disorder. To primarily understand the differences on the severity scores of PTSD and ADHD between individuals who have DES-taxon membership and those with no membership, we ran one-way ANOVA models. The participants who had DES-taxon membership reported
significantly higher scores on the PDS subscales, more severe attention
deficit and hyperactivity/impulsivity subscale scores and elevated levels of
anxiety and depression as compared with those of non-dissociative individuals. Dissociative participants were also academically less competent
in terms of GPA scores than non-dissociative individuals. The findings are
254 given in Table 2.

MANCOVA was performed to assess whether DES-taxon membership
resulted in any differences on the PTSD symptom clusters while age,
gender, experiencing earthquake, anxiety, depression, attention deficits,
hyperactivity/impulsivity and GPA were utilized as covariants. A MANCOVA model also enabled jointly evaluating the multivariate effects of
independent variables on a set of dependent variables, which this study
were the PTSD symptom dimensions. Additionally, the model derived
partial relations of dependent variables with predictors adjusting for the
effects of either dependent or independent variables. The main effects of
pathological dissociation were highly significant for the intrusions, avoidance and hyperarousal subscale scores of PDS. Among covariates, the BAI
scores were significant antecedents of intrusions, avoidance and hyperarousal subscales as well. The severity of depressive symptomatology was
a significant covariant for the avoidance symptoms. The attention deficits
scores significantly linked to the avoidance subscale, whereas the hyperactivity/impulsivity scores linked to the hyperarousal subscale as covariates.
Gender and experiencing the earthquake were the covariates of the intrusions scale of PDS in the model. The findings are presented in Table 3.

DISCUSSION
The Pearson product–moment correlation coefficients provided evidence
for significant relations of a typical triad of the PTSD symptom dimensions
with dissociative symptomatology, ADHD, anxiety and depression. The
associations of the severity of the PTSD symptoms with the dissociation
and ADHD dimensions were average as the connections with depression and anxiety. In the further analyses, ANOVA models revealed that in
comparison to the non-DES-taxon membership group, individuals with a
tendency of dissociative pathology also reported a greater severity of the
PTSD symptoms, higher scores on the attention deficit and hyperactivity/impulsivity components of the adult ADHD Scale and elevated levels
of anxiety and depression. These results were not surprising because research has consistently demonstrated significant linkages between PTSD
symptoms and dissociative symptomatology (18,19,35). These findings
were also consistent with literature where both PTSD and dissociative
symptoms are significantly associated with deteriorations in ADHD symptom severity as well (9,10,12,21). However, although it seems that ADHD
is a significant risk factor for exacerbating the symptoms of PTSD and
dissociative experiences, to the best of our knowledge, it would not make
sense to obtain significant univariate linkages between these pathology
clusters because etiological factors playing a role on the development of
PTSD and ADHD are quite different and significant relations between the
symptoms of these two psychopathologies are suggested to be interpreted with caution because of extreme symptom overlaps (15,16,36).
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Table 2. Scores of psychological variables according to the dissociation status
No membership

DES-taxon membership			

Mean

SD

Mean

SD

F

df

P

Partial η2

PTSD global

14.82

10.07

22.00

12.35

23.206

1, 300

0.000

0.072

Re-experiencing

4.47

3.51

6.77

4.29

19.593

1, 300

0.000

0.061

Avoidance

5.58

4.16

8.34

5.47

19.238

1, 300

0.000

0.060

Hyperarousal

4.76

3.62

6.89

3.94

16.773

1, 300

0.000

0.053

DES total

15.74

9.33

46.98

14.24

449.968

1, 306

0.000

0.595

Absorption

21.69

12.83

48.19

15.69

198.210

1, 306

0.000

0.393

Amnesia

9.98

9.27

44.60

17.79

457.985

1, 306

0.000

0.599

Depersonalization/derealization

11.47

10.06

47.95

16.91

488.237

1, 306

0.000

0.615

Attention deficit

12.95

5.23

15.57

7.10

10.832

1, 302

0.001

0.035

Hyperactivity/impulsivity

13.40

4.98

16.32

6.85

14.819

1, 302

0.000

0.047

Beck anxiety inventory

36.11

10.95

41.09

13.91

9,410

1, 306

0.002

0.030

Beck depression inventory

12.22

9.67

18.00

12.95

15.698

1, 306

0.000

0.049

Grade point average

70.38

9.19

63.85

9.12

26.036

1, 306

0.000

0.078

Posttraumatic diagnostic scale

Dissociative experiences scale

Adult ADHD self-report scale

SD: standard deviation; DES: dissociative experiences scale; PTSD: post-traumatic stress disorder; ADHD: attention-deficit/hyperactivity disorder

Table 3. Multivariate covariance analysis (MANCOVA) with subscale scores of PDS as dependent variables according to the DES-taxon
membership status
Dependent
DES-taxon membership

Mean square

F (1, 289)

p

Partial η2

Re-experiencingA

78.765

7.395

0.007

0.025

Avoidance

74.884

5.210

0.023

0.018

39.646

4.005

0.046

0.014

B

Hyperarousal

C

Covariates					
Beck anxiety inventory

Beck depression inventory

Re-experiencing

312.811

29.370

0.000

0.092

Avoidance

494.998

34.440

0.000

0.106

Hyperarousal

310.735

31.393

0.000

0.098

Avoidance

85.752

5.966

0.015

0.020

Adult ADHD self-report scale
Attention deficits

Avoidance

63.098

4.390

0.037

0.015

Hyperactivity/impulsivity

Hyperarousal

50.424

5.094

0.025

0.017

Gender

Re-experiencing

60.815

5.710

0.018

0.019

Re-experiencing

74.203

6.967

0.009

0.024

Earthquake

Adjusted R2=0.26; Adjusted R2=0.32; Adjusted R =0.30. DES: dissociative experiences scale; PDS: posttraumatic diagnostic scale; ADHD: attention-deficit/hyperactivity disorder

A

B

C

2

Therefore, in the further analysis, complex relations between PTSD,
ADHD and dissociative psychopathology utilizing the ANCOVA model
demonstrated that individuals more prone to dissociative disorders exhibited exacerbation of all PTSD symptoms, including re-experiencing,
avoidance and hyperarousal. Anxiety was also a significant covariate for
all three PTSD symptom clusters. Depression was only an important
covariate for avoidance. The attention deficit scores of the participants
were found to be a significant covariate of the avoidance symptoms; on
the other hand, hyperactivity/impulsivity was a significant covariate of the

hyperarousal subscale. The multivariate results of this study echoed the
previous findings by Ford et al. (15) and Biederman et al. (12) and supported the hypothesis that having ADHD is a risk factor for elevation in
PTSD symptoms; however, these elevations seem to be more related to
symptom overlaps that probably emerged from the increased activation
of the sympatric system in both these psychopathologies. ADHD seems
to not be a significant antecedent of PTSD status; rather, it appears to
be a general risk factor for PTSD symptom severity (16,36). We found
that pathological dissociation was a mediator variable between the PTSD 255
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and ADHD symptoms, which was a preliminary finding considering the
relations between these two diagnostic categories. However, adult ADHD
was not a significant risk factor for the development of dissociative psychopathology.

8.

To date, this was the only study considering relationships of academic competence in terms of GPA with PTSD and DES-taxon membership, which is
an indicator of dissociative disorders among a group to which a precedence
exposed a severe earthquake. We observed significant negative correlations between the GPA scores of the participants with PTSD symptoms,
but the strength of these relations were weak. Furthermore, the participants more prone to develop some type of dissociative disorders exhibited
significantly lower academic competence than those who reported lower
dissociative symptomatology. However, effect size was also mild (8%). Absorption, amnesia and depersonalization/derealization are the components
of dissociative experiences (37). Executive functions are also thought to be
associated with complex cognitive skills encompassing strategizing, abstract
reasoning, internal ordering, controlled attention, self-monitoring and
self-serving behavior (38). These skills play a very important role in students’ learning processes (39). Although there have been suggestions that
dissociative experiences fundamentally comprise cognitive processes, few
studies have investigated the relationship between dissociative and executive functions and significant associations between these two phenomena
were found (38,40,41). In the present study, in line with the previous findings, academic competence was significantly associated with pathological
dissociation and the severity of PTSD symptoms, but the associations were
not strong. Additionally, these mild relations between academic competence and PTSD symptoms became unsubstantial when adjusted for other
psychological variables in a MANCOVA model.

10.

9.

11.

12.

13.

14.

15.

16.

17.

18.

This study has several limitations. First, we collected data from a sample of those who experienced the earthquake in 2011. Hence, caution
should be taken when generalizing the current findings to survivors of
other types of trauma or community samples. Second, given the type of
screening instruments, which were self-reported psychometric measures,
these relations should be reconsidered using psychiatric interviews to
prove more reliable and valid for these variables. Finally, the design of
this study was cross-sections that further investigations making use of a
longitudinal design in clinical and non-clinical samples would ensure a more
comprehensive understanding of these relations.

19.

20.

21.

22.

Conflict of Interest: No conflict of interest was declared by the authors.
Financial Disclosure: The authors declared that this study has received no financial support.

REFERENCES
1.
2.
3.

4.
5.
6.
7.

256

Brady KT, Killeen TK, Brewerton T, Lucerini S. Comorbidity of psychiatric disorders and posttraumatic stress disorder. J Clin Psychiatry 2000; 61:22-32.
Keane TM, Kaloupek DG. Comorbid psychiatric disorders in PTSD: implications for research. Ann NY Acad Sci 1997; 821:24-34. [CrossRef ]
Ouyang L, Fang X, Mercy J, Perou R, Grosse SD. Attention-deficit/ hyperactivity disorder symptoms and child maltreatment: a population- based study. J
Pediatr 2008; 153:851-856. [CrossRef ]
Knutson JF. Psychological characteristics of maltreated children: putative risk
factors and consequences. Annu Rev Psychol 1995; 46:401-431. [CrossRef ]
Krueger RF. The structure of common mental disorders. Arch Gen Psychiat
1999; 56:921-926. [CrossRef ]
Famularo R, Fenton T, Kinscherff R, Augustyn M. Psychiatric comorbidity in childhood
posttraumatic stress disorder. Child Abuse Negl 1996; 20:953-961. [CrossRef]
Glod CA, Teicher MH. Relationship between early abuse, posttraumatic
stress disorder, and activity levels in prepubertal children. J Am Acad Child
Adolesc Psychiatry 1996; 35: 1384-1393. [CrossRef ]

23.

24.
25.

26.

27.
28.
29.

30.

Riggs PD, Baker S, Mikulich SK, Young SE, Crowley TJ. Depression in substance-dependent delinquents. J Am Acad Child Adolesc Psychiatry 1995;
34:764-771. [CrossRef ]
Husain SA, Allwood MA, Bell DJ. The relationship between PTSD symptoms
and attention problems in children exposed to the Bosnian war. Journal of
Emotional Behavioral Disorders 2008; 16:52-62. [CrossRef ]
Adler LA, Kunz M, Chua HC, Rotrosen J, Resnick SG. Attention-Deficit / Hyperactivity Disorder in adult patients with posttraumatic stress disorder (PTSD): is
ADHD a vulnerability factor? J Atten Disord 2004; 8:11-16. [CrossRef]
Harrington KM, Miller MW, Wolf EJ, Reardon AF, Ryabchenko KA, Ofrat S. Attention-deficit/hyperactivity disorder comorbidity in a sample of veterans with posttraumatic stress disorder. Compr Psychiatry 2012; 53:679-690. [CrossRef]
Biederman J, Petty CR, Spencer TJ, Woodworth KY, Bhide P, Zhu J, Faraone
SV. Examining the nature of the comorbidity between pediatric attention deficit ⁄ hyperactivity disorder and post-traumatic stress disorder. Acta Psychiatr
Scand 2013; 128:78-87. [CrossRef ]
Wozniak J, Crawford MH, Biederman J, Faraone SV, Spencer TJ, Taylor A, Blier HK.
Antecedents and complications of trauma in boys with ADHD: Findings from a longitudinal study. J Am Acad Child Adolesc Psychiatry 1999; 38:48-55. [CrossRef]
Ackerman PT, Newton JEO, McPherson WB, Jones JG, Dykman RA. Prevalence of post traumatic stress disorder and other psychiatric diagnoses in
three groups of abused children (sexual, physical and both). Child Abuse Negl
1998; 22:759-774. [CrossRef ]
Ford JD, Racusin R, Ellis CG, Daviss WB, Reiser J, Fleischer A, Thomas J. Child
maltreatment, other trauma exposure, and posttraumatic symptomatology
among children with oppositional defiant and attention-deficit/ hyperactivity
disorder. Child Maltreat 2000; 5:205-217. [CrossRef ]
Weinstein D, Staffelbach D, Biaggio M. Attention-deficit hyperactivity disorder
and posttraumatic stress disorder: Differential diagnosis in childhood sexual
abuse. Clin Psychol Rev 2000; 20:359-378. [CrossRef ]
Kadak MT, Nasıroğlu S, Boysan M, Aydın A. Risk factors predicting posttraumatic stress reactions in adolescents after 2011 Van earthquake. Compr Psychiatry 2013; 54:982-990. [CrossRef ]
Steuwe C, Lanius RA, Frewen PA. Evidence for a dissociative subtype of PTSD
by latent profile and confirmatory factor analyses in a civilian sample. Depress
Anxiety 2012; 29:689-700. [CrossRef ]
Wolf EJ, Lunney CA, Miller MW, Resick PA, Friedman MJ, Schnurr PP. The
dissociative subtype of PTSD: A replication and extension. Depress Anxiety
2012; 29:679-688. [CrossRef ]
Endo T, Sugiyama T, Someya T. Attention-deficit/ hyperactivity disorder and
dissociative disorder among abused children. Psychiatry Clin Neurosci 2006;
60:434-438. [CrossRef ]
Matsumoto T, Imamura F. Association between childhood attention-deficit–
hyperactivity symptoms and adulthood dissociation in male inmates: Preliminary Clin Neurosci 2007; 61:444-446. [CrossRef ]
Foa EB, Cashman L, Jaycox L, Perry K. The validation of a self-report measure
of Posttraumatic Stress Disorder: The Posttraumatic Diagnostic Scale. Psychol
Assess 1997; 9:445-451. [CrossRef ]
Foa EB, Riggs DS, Dancu CV, Rothbaum BO. Reliability and validity of a brief
instrument for assessing post-traumatic stress disorder. J Trauma Stress 1993;
6:459-473. [CrossRef ]
Sin GL, Abdin E, Lee J. The PSS-SR as a screening tool for PTSD in first-episode psychosis patients Early Interv Psychiatry 2012; 6:191-194. [CrossRef ]
Coffey SF, Gudmundsdottir B, Beck JG, Palyo SA, Miller L. Screening for PTSD
in motor vehicle accident survivors using the PSS-SR and IES. J Trauma Stress
2006; 19:119-128. [CrossRef ]
Aydin A, Barut Y, Kalafat T, Boysan M, Beşiroğlu L. Psychometric properties
of the Turkish version of the PTSD Symptom Scale-Self Report (PSS-SR).
Anatolian Journal of Psychiatry 2012; 13:125-130.
Bernstein EM, Putnam FW. Development, reliability and validity of a dissociation scale. J Nerv Ment Dis 1986; 174:727-735. [CrossRef ]
Yargic LI, Tutkun H, Sar V. The reliability and validity of the Turkish version of
the Dissociative Experiences Scale. Dissociation 1995; 8:10-13.
Baker D, Hunter E, Lawrence E, Medford N, Patel M, Senior C. Depersonalisation disorder: clinical features of 204 cases. Br J Psychiatry 2003; 182:428433. [CrossRef ]
Ruiz MA, Poythress NG, Lilienfeld SO, Douglas KS. Factor structure and correlates of the dissociative experiences scale in a large offender sample. Assessment 2008; 15:511-521. [CrossRef ]

Arch Neuropsychiatr 2015; 52: 252-257

31. Waller N, Putnam FW, Carlson EB. Types of dissociation and dissociative
types: A taxometric analysis of dissociative experiences. Psychol Methods
1996; 1:300-321. [CrossRef ]
32. Waller N, Ross CA. The prevalence and biometric structure of pathological
dissociation in the general population: taxometric and behavior genetic findings. J Abnorm Psychol 1997; 106:499-510. [CrossRef ]
33. Kessler RC, Adler L, Ames M, Demler O, Faraone S, Hiripi E, Howes MJ, Jin R,
Secnik K, Spencer T,Ustun TB, Walters EE. The World Health Organization
Adult ADHD Self-Report Scale (ASRS): a short screening scale for use in the
general population. Psychol Med 2005; 35:245-256. [CrossRef ]
34. Dogan S, Öncü B, Saraçoglu GV. Erişkin Dikkat Eksikliği Hiperaktivite Bozukluğu Kendi Bildirim Ölçegi (ASRS-v1.1): Türkçe formunun geçerlilik ve güvenilirliği. . Anadolu Psikiyatri Dergisi 2009; 10:77-87.
35. Wolf EJ, Miller MW, Reardon AF, Ryabchenko KA, Castillo D, Freund R. A
latent class analysis of dissociation and posttraumatic stress disorder evidence
for a dissociative subtype. Arch Gen Psychiat 2012; 69:698-705. [CrossRef ]

Özdemir et al. Relations between PTSD and ADHD

36. Ford JD, Connor DF. ADHD and Posttraumatic Stress Disorder. Current Attention Disorder Reports 2009; 1:60-66. [CrossRef ]
37. Bruce AS, Ray WJ, Carlson RA. Understanding cognitive failures: what’s dissociation got to do with it? Am J Psychol 2007; 120:553-563. [CrossRef ]
38. Bruce AS, Ray WJ, Bruce JM, Arnett PA, Carlson RA. The relationship between executive functioning and dissociation. J Clin Exp Neuropsychol 2007;
29:626-633. [CrossRef ]
39. Meltzer L. Executive function in education: from theory to practice. New
York: Guilford Press; 2007.
40. Freyd JJ, Martorello SR, Alvardo JS, Hayes AE, Christman JC. Cognitive environments and dissociative tendencies: Performance on the standard Stroop task for
high versus low dissociators. Appl Cogn Psychol 1998; 12:91-103. [CrossRef]
41. Giesbrecht T, Merckelbach H, Geraerts E, Smeets E. Dissociation in undergraduate students: disruptions in executive functioning. J Nerv Ment Dis 2004;
192:567-569. [CrossRef ]

257

