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Con sec u tive child psy chi at ric out pa tient ad mis sions with
dis rup tive be hav ior or ad just ment dis or ders were as sessed by
val i dated in stru ments for trauma ex po sure and
posttraumatic stress dis or der (PTSD) symp toms and other
psychopathology. Four re li ably di ag nosed groups were de -
fined in a ret ro spec tive case-con trol de sign: At ten tion Def i cit
Hy per ac tiv ity Dis or der (ADHD), Oppositional De fi ant Dis -
or der (ODD), comorbid ADHD-ODD, and ad just ment dis or -
der con trols. ODD and (al though to a lesser ex tent) ADHD
were as so ci ated with a his tory of phys i cal or sex ual mal treat -
ment. PTSD symp toms were most se vere if (a) ADHD and
mal treat ment co-oc curred or (b) ODD and ac ci dent/ill ness
trauma co-oc curred. The as so ci a tion be tween ODD and
PTSD Cri te rion D (hyperarousal/hypervigilance) symp toms
re mained af ter con trol ling for over lap ping symp toms, but the
as so ci a tion of ADHD with PTSD symp toms was largely due
to an over lap ping symp tom. These find ings sug gest that
screen ing for mal treat ment, other trauma, and PTSD symp -
toms may en hance pre ven tion, treat ment, and re search con -
cern ing child hood dis rup tive be hav ior dis or ders.

At ten tion Def i cit Hy per ac tiv ity Dis or der (ADHD)
and Oppositional-De fi ant Dis or der (ODD) are prev a -
lent among school-age chil dren and are of ten as so ci -
ated with se vere emo tional dis tur bance. Epidemi-
ologic and clin i cal stud ies in di cate that dis rup tive be -
hav ior dis or ders af fect up to 10% of all chil dren and
as many as one in three re ferred for psy chi at ric treat -
ment (Costello, Angold, Burns, Erklani, et al., 1996;
Feehan, McGee, & Wil liams, 1993; Lahey, Appelgate,
Barkley, et al., 1994; Lahey, Appelgate, McBurnett, et
al., 1994; Verlhurst, van der Ende, Ferdinand, &
Kasisus, 1997). More over, ADHD and ODD of ten in -
volve sub stan tial psychosocial im pair ment (Costello,
Angold, Burns, Stangl, et al., 1996). Al most 75% of
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chil dren with ADHD and 90% with ODD are se verely
emo tion ally dis turbed in sev eral ar eas of liv ing (e.g.,
fam ily or peer re la tion ships, school, le gal), rates com -
pa ra ble to or higher than those for other child hood
psy chi at ric dis or ders (e.g., ma jor de pres sion;
Costello, Angold, Burns, Stangl,  et al., 1996).

One pos si bil ity, that chil dren with dis rup tive
behav ior dis or ders are at risk for expo sure to psy cho -
log i cal trauma, recently was addressed in two stud ies.
Wozniak et al. (1999) reported that ADHD was not a
risk for trauma expo sure and for Posttraumatic Stress
Dis or der (PTSD) in a cohort of child psy chi a try out -
pa tients (although mania was linked to trauma and
PTSD). Sim i larly, Ford et al. (1999) con cluded that
child psy chi a try out pa tients diag nosed with ADHD
were not at risk for trauma expo sure, after con trol ling 
for a vari ety of alter na tive demo graphic, psy cho-
patho log i cal, and rela tional expla na tions. How ever,
chil dren with an ODD diag no sis were at risk for
trauma expo sure, regard less of whether they were
diag nosed with comorbid ADHD or not (Ford et al.,
1999). Ford et al. also used a psychometrically devel -
oped trauma his tory mea sure to dis tin guish between
trau matic vic tim iza tion ver sus acci dent/ill ness-
related trauma and found that ODD spe cif i cally was a
risk for trau matic vic tim iza tion but not for acci dent/
ill ness trauma.

In this arti cle, we pres ent sev eral new anal y ses of
the data from the Ford et al. (1999) study to address
sev eral ques tions not dealt with in that study or the
Wozniak et al. (1999) report. First, nei ther study
exam ined whether the risk of child mal treat ment per
se (i.e., phys i cal or sex ual abuse) is asso ci ated with a
dis rup tive behav ior dis or der. Wozniak et al. (1999)
included mal treat ment as a type of trauma but
reported only whether the par tic i pants had suf fered
any form of trauma—and not mal treat ment spe cif i -
cally. Ford et al. (1999) dif fer en ti ated between vic tim -
iza tion and acci dent/ill ness trauma but aggre gated
mal treat ment within the vic tim iza tion cat e gory
(along with wit ness ing fam ily vio lence and wit ness ing
or being exposed to assault, kid nap ping, or com mu -
nity vio lence). The psychometrically devel oped
trauma his tory mea sure used by Ford et al. (1999) reli -
ably and val idly assesses both phys i cal abuse and sex -
ual abuse as dis tinct trauma types from the per spec -
tive of both the child and par ent and thus affords an
oppor tu nity to exam ine these two types of mal treat -
ment spe cif i cally in rela tion to dis rup tive behav ior
dis or ders.

Sec ond, nei ther report exam ined rela tion ships
between the sever ity of PTSD symp toms and dis rup -
tive behav ior dis or der diag no ses. Ford et al. (1999)

eval u ated only trauma expo sure, not PTSD symp -
toms. Although Wozniak et al. (1999) assessed PTSD,
they used a dichot o mous diag nos tic cri te rion that
may obscure rela tion ships between PTSD symp toms
and the dis rup tive behav ior dis or ders that could be
detected with a con tin u ous mea sure of PTSD symp -
tom sever ity (Weathers, Keane, King, & King, 1997).

Third, nei ther report exam ined the spec i fic ity (or
lack thereof) between expo sure to mal treat ment and
PTSD symp toms among chil dren diag nosed with dis -
rup tive behav ior dis or ders. PTSD and the dis rup tive
behav ior dis or ders have sev eral poten tially over lap -
ping symp toms (see below), so it is impor tant to know
that what is attrib uted to posttraumatic eti ol ogy is
indeed asso ci ated with trauma expo sure. Wozniak
et al. (1999) con cluded that trauma expo sure in gen -
eral placed chil dren diag nosed with ADHD at risk for
a PTSD diag no sis, but they did not dis tin guish the
effects of mal treat ment from those of other types of
child hood trauma, and they did not exam ine this rela -
tion ship for chil dren diag nosed with dis rup tive
behav ior dis or ders other than ADHD (e.g., ODD).
Ford et al. (1999) did not exam ine PTSD symp toms,
but the data set from that study affords an oppor tu nity 
to test the rela tion ship between mal treat ment and
PTSD symp toms in chil dren diag nosed with either
ADHD, ODD, or comorbid ADHD/ODD.

Sequelae of Trau matic Mal treat ment: 
PTSD and Comorbid Dis or ders

Trauma is defined in the Amer i can Psy chi at ric
Asso ci a tion’s (1994) Diag nos tic and Sta tis ti cal Man ual
for Men tal Dis or ders (DSM-IV) as expo sure to “actual or
threat ened death or seri ous injury, or a threat to the
phys i cal integ rity of self or oth ers” (Cri te rion A1) with 
a response of “intense fear, help less ness, or hor -
ror . . . [or] dis or ga nized or agi tated behav ior” (Cri te -
rion A2). Recent prev a lence stud ies sug gest that as
many as one in two chil dren in the com mu nity
(Boney-McCoy & Finkelhor, 1995; Cuffe et al., 1998)
and two in three chil dren or ado les cents in psy chi at ric 
clin i cal sam ples (Steiner, Gar cia, & Matthews, 1997;
Weine, Becker, Levy, Edell, & McGlashan, 1997) are
exposed directly or as wit nesses to trauma. Child hood
trau mas include phys i cal mal treat ment (Boney-
McCoy & Finkelhor, 1995), sex ual assault or moles ta -
tion (Boney-McCoy & Finkelhor, 1995; Neumann,
Houskamp, Pollock, & Briere, 1996), life-threat en ing
acci dents (Winje & Ulvik, 1998), the unex pected
death of close friends or fam ily mem bers (Appelbaum &
Burns, 1991), life-threat en ing ill ness (Stuber, Nader,
Houskamp, & Pynoos, 1996), disas ter (Green et al.,
1994; LaGreca, Silverman, Vernberg, & Prinstein,

CHILD MAL TREAT MENT / AU GUST 2000

206      Ford et al. / MAL TREAT MENT, TRAUMA, AND ADHD/ODD



1996), domes tic vio lence (Famularo, Fenton,
Kinscherff, Ayoub, & Barnum 1994), and com mu nity
vio lence (Cooley, Turner, & Beidel, 1995; Nader,
Pynoos, Fair banks, & Fred er ick, 1990).

By their own report, and as observed by adults such
as their par ents or teach ers, chil dren exposed to
psy cho log i cal trauma com monly expe ri ence
posttraumatic stress symp toms (PTSD symp toms)
such as intru sive mem o ries or night mares, avoid ance
of trauma-remind ers, emo tional blunt ing, behav ioral
regres sion or act ing-out, anx ious or ambiv a lent
attach ment, extreme fear ful ness and hypervigilance,
and somatic com plaints related to auto nomic
hyperreactivity (Boney-McCoy & Finkelhor, 1995;
Cuffe et al., 1998; Famularo et al., 1994; Steiner et al.,
1997; Weine et al., 1997; Winje & Ulvik, 1998).
Although fewer than half of all chil dren exposed to
sin gle-inci dent trau mas suf fer posttraumatic
symptomatology (PTSD symp toms) suf fi cient to war -
rant a clin i cal diag no sis of PTSD (Green et al., 1994;
LaGreca et al., 1996; Nader et al., 1990), chil dren sub -
jected to mal treat ment (Cuffe et al., 1998; Famularo
et al., 1994; Neumann et al., 1996; Steiner et al., 1997), 
dev as tat ing emo tional loss (Appelbaum & Burns,
1991; Green et al., 1994; Nader et al., 1990; Winje &
Ulvik, 1998), or to the cumu la tive effect of mul ti ple
trau mas (Cuffe et al., 1998; Neumann, et al., 1996;
Steiner et al., 1997) are at high risk for PTSD.
Although chil dren’s PTSD symp toms usu ally decline
in sever ity and prev a lence dur ing the 2nd and sub se -
quent years fol low ing expo sure to trauma (Green
et al., 1994; LaGreca et al., 1996; McFarlane, 1987;
Winje & Ulvik, 1998), severe emo tional and behav -
ioral sequelae (e.g., social iso la tion, school prob lems,
sub stance abuse) may per sist or develop for some
child trauma sur vi vors more than a decade later in
ado les cence or young adult hood (Green et al., 1994;
Lipschitz, Winegar, Hartnick, Foote, & Southwick,
1999)—par tic u larly for adult sur vi vors of trau matic
sex ual or phys i cal abuse (Briere, 1992; Cole &
Putnam, 1992, Neumann et al., 1996; Winje & Ulvik,
1998; Zuravin & Fontanella, 1999). In addi tion to
PTSD, mal treated chil dren often are found to suf fer
inter nal iz ing dis or ders (Cuffe et al., 1998; Famularo
et al., 1994; Green et al., 1994; Hub bard, Realmuto,
North wood, & Masten, 1995), for exam ple, spe cific or 
social pho bias (Burnam et al., 1988; David, Giron &
Mellman, 1995; Mancini, Van Ameringen, &
MacMillan, 1995) or depres sion (Burnam et al., 1988;
Giaconia et al., 1995; Pribor & Dinwiddie, 1992).
Although there is evi dence that mal treated chil dren
are at risk for alco hol and sub stance use dis or ders
(Burnam et al., 1988; Clark, Lesnick, & Hegedus,

1997; Giaconia et al., 1995) and con duct dis or der
(Steiner et al., 1997) in late child hood and ado les -
cence, the link between trauma, PTSD, and
externalizing dis or ders ear lier in child hood has
been less well doc u mented and remains more
con tro ver sial.

Bases for Hy poth e sizing a Link Be tween
Mal treat ment, PTSD, and the 
Dis rup tive Be hav ior Dis or ders

Sev eral pos si ble bidirectional or inter ac tive rela -
tion ships could link mal treat ment or other forms of
trauma and PTSD with the dis rup tive behav ior dis or -
ders. First, chil dren with pre ex ist ing ADHD or ODD
may be at risk for trauma expo sure and PTSD symp -
toms. ADHD and ODD involve inter per sonal and
self-reg u la tory prob lems that could place a child in
harm’s way, espe cially for mal treat ment (Angold &
Costello, 1996; Cuffe, McCullough, & Pumariega,
1994). For exam ple, ADHD’s distractability and
hyper ac tiv ity and ODD’s aggres sive, defi ant, and pro -
voc a tive behav ior may pre cip i tate abuse by caus ing
severe con flict (Patterson & Forgatch, 1995) or
attach ment prob lems (Alex an der, 1992). ADHD’s
incau tious, impul sive, and hyper ac tive behav ior style
(Barkley, Grodzinsky, & DuPaul, 1992) also may
increase a child’s risk of acci den tal trauma.

Sec ond, mal treat ment and sub se quent PTSD
symp toms may con trib ute to or exac er bate ADHD or
ODD. Mal treat ment or acci den tal trauma places chil -
dren (Flisher et al., 1997; Green et al., 1994) and
adults (Neumann et al., 1996) at risk for symp tom atic
prob lems par al lel ing those in ADHD, for exam ple
inhib i tory def i cits (Com ings, 1997), and ODD, for
exam ple anger and rela tional self-reg u la tion def i cits
(Jennings, van der Molen, Pel ham, Debski, & Hoza,
1997). The eti ol o gies of ADHD and ODD involve mul -
ti ple biogenetic and psychosocial fac tors (Barkley et
al., 1992; Com ings, 1997; Jennings et al., 1997) to
which trauma and PTSD symp toms may con trib ute.
Even if not eti o log i cally impli cated, trauma and PTSD 
could exac er bate ADHD’s atten tion, impulse reg u la -
tion, and phys i o log i cal hyperreactivity symp toms or
ODD’s prob lems with aggres sion and oppositionality. 
Posttraumatic intru sive reexperiencing and
hyperarousal symp toms may worsen ADHD’s def i cits
in impulse con trol, attentional focus ing, or stress
man age ment, or ODD’s oppositionality and defi -
ance. Hyperarousal and hypervigilance could exac er -
bate ADHD’s hyper ac tiv ity or ODD’s prob lems with
tem per and externalizing of blame. The posttrau -
matic clus ter of symp toms related to avoid ance, emo -
tional numb ing, and detach ment from social rela -
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tion ships may con trib ute to ADHD’s moti va tional or
social prob lem-solv ing def i cits or to ODD’s
isolativeness, defi ance, and spite ful ness.

Addi tionally, PTSD may co-occur with ADHD or
ODD. Studies have shown high rates of ADHD
(Famularo, Fenton, Kinscherff, & Augustyn, 1996;
Merry & Andrews, 1994) and ODD (Flisher et al.,
1997; Merry & Andrews, 1994) among abused chil -
dren. PTSD has been found to be comorbid with
ADHD in chil  dren (Cuffe,  McCullough, &
Pumariega, 1994; Famularo et al., 1996), and ele vated 
PTSD symp toms are asso ci ated with ado les cent con -
duct dis or der (Steiner et al., 1997). PTSD and ODD
or ADHD also may co-occur due to shared risk fac tors
for eti ol ogy or syndromal main te nance. PTSD’s eti ol -
ogy involves a genetic pre dis po si tion toward
psychophysiologic reac tiv ity (True et al., 1993) that
may par al lel ADHD’s tem per a ment com po nent
(Com ings, 1997). Sev eral ODD etiologic fac tors, for
exam ple, pov erty, fam ily con flict, and paren tal
psychopathology (Biederman, Newcorn, & Sprich,
1991; Frick, Lahey, Loeber, Stouthamer-Loeber,
1992; Web ster-Stratton, 1996), also are risk fac tors for
PTSD (Flisher et al., 1997; Green et al., 1994; Steiner
et al., 1997).

PTSD involves symp toms and psychopathological
pro cesses that may not sim ply be comorbid with
ADHD or ODD but actu ally may be inap pro pri ately
attrib uted to PTSD when actu ally due to a dis rup tive
behav ior dis or der inde pend ent of any mal treat ment
or other trauma expo sure. Symp toms des ig nated as
the result of PTSD’s intru sive reexperiencing or
hyperarousal/hypervigilance could be the result of
ADHD’s hyper ac tiv ity or disinhibition/impulsivity or
ODD’s angry defi ance (Glod & Teicher, 1996). What
appear to be PTSD symp toms of avoid ance and emo -
tional numb ing could be the prod uct of ADHD’s inat -
ten tion, distractability, and avoid ance of activ i ties
requir ing planful orga ni za tion and sus tained orga ni -
za tion or of ODD’s negativity and non com pli ance.
These over lap ping symp toms reflect par al lel
psychobiological and social learn ing (i.e., oper ant
and respon dent con di tion ing-based) impair ments in
PTSD and the dis rup tive behav ior dis or ders of (a)
infor ma tion pro cess ing (Barkley et al., 1992; DeBellis
et al., 1999), (b) emo tion reg u la tion (DeBellis,
Lefter, Trickett, & Putnam, 1994; Jennings et al.,
1997), and (c) behav ioral self-reg u la tion (Fletcher,
Fischer, Barkley, & Small ish, 1996; Ornitz & Pynoos,
1989; Patterson & Forgatch, 1995; Winje & Ulvik,
1998).

In the pres ent study, we em ployed a ret ro spec tive
case-con trol de sign to in ves ti gate the like li hood of a

his tory of mal treat ment or ac ci den tal/ill ness trauma
and the se ver ity and type of PTSD symp toms in child
psy chi a try out pa tients di ag nosed with ODD, ADHD,
both, or ad just ment dis or der. The anal y ses test three
hy poth e ses de rived from the above lit er a ture re view
con cern ing the as so ci a tion of ADHD and/or ODD
with trauma his tory and PTSD symp toms, none of
which pre vi ously has been ex am ined.

1. Given the pos si ble bidirectional as so ci a tion be tween
mal treat ment and the dis rup tive be hav ior dis or ders,
we hy poth e sized that chil dren di ag nosed with
ADHD or ODD would have a higher like li hood of
life time ex po sure to phys i cal and sex ual mal treat -
ment than psy chi at ric con trols.

2. Given the par al lel psychopathological and symp tom -
atic fea tures of PTSD and the dis rup tive be hav ior dis -
or ders, we hy poth e sized that a di ag no sis of ADHD or
ODD would be as so ci ated with el e vated lev els of
PTSD symp toms, com pared with a con trol di ag no sis
of ad just ment dis or der.

3. To test the spec i fic ity of PTSD symp toms to trau -
matic mal treat ment within the groups of chil dren di -
ag nosed with ODD or ADHD, we hy poth e sized that
af ter con trol ling for sociodemographic fac tors and
the se ver ity of over all child psychopathology, a his -
tory of child mal treat ment would be as so ci ated with
el e vated lev els of PTSD symp toms.

To re duce the like li hood that any ef fects on mal -
treat ment or PTSD symp toms at trib uted to ODD or
ADHD are ac tu ally due to other vari ables, we con -
trolled for sev eral sociodemographic fac tors (i.e., age, 
gen der, and par ent ed u ca tion as a proxy for so cio eco -
nomic sta tus). So cio eco nomic de pri va tion’s role is
well es tab lished as a risk fac tor for ODD and PTSD
(cited above), and chil dren’s age and gen der are as so -
ci ated with ADHD (DeKlyen, 1996; Fletcher et al.,
1996), ODD (Biederman et al., 1991; Frick et al.,
1992; Web ster-Stratton, 1996), child abuse and vi o -
lence trauma (Boney-Mc Coy & Finkelhor, 1995), and
chil dren’s risk of PTSD (Green et al., 1994).

We also con trolled in two ways for global child -
hood psychopathology (i.e., behav ior prob lems and
social impair ment) to ensure that our find ings were
spe cific to ADHD or ODD. Child (Flisher et al., 1997;
Green et al., 1994) and adult (Green et al., 1994;
Neumann et al., 1996) sur vi vors of child hood trauma
are at risk for gen er al ized psychopathology. There -
fore, we first excluded child patients from the ADHD,
ODD, and ADHD/ODD groups if they had other
comorbid diag no ses. Sec ondly, we con trolled for
global sever ity of child behav ior prob lems and social
impair ment by using, respec tively, the Child Behav ior 
Check list Behav ior Prob lems and Social Com pe tence
scores.
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METHOD

Par tic i pants and Pro ce dure

Con sec u tive admis sions to the Dartmouth Hitch -
cock Med i cal Cen ter out pa tient child psy chi a try clinic 
between Sep tem ber 1995 and July 1997 (aged 6 to 17
years) were screened for enroll ment in the study if
they had a clin i cal diag no sis of ADHD, ODD, or
adjust ment dis or der. The fol low ing exclu sion cri te ria
were estab lished to ensure that all par tic i pants and
their par ents could pro vide accu rate data con cern ing
trauma and PTSD symp toms: cur rent psy chotic dis or -
der, bipo lar dis or der, severe obses sive-com pul sive dis -
or der, per va sive devel op men tal dis or der, men tal
retar da tion, or prob lems by par ent or child with the
Eng lish lan guage. A small num ber (fewer than 10) of
patients ini tially referred to child psy chi a try but
found to have a pri mary neu ro log i cal or chronic med -
i cal con di tion were not included because they were
referred out before a com plete psy chi at ric work-up
was done. Par tic i pants (N = 165; M age = 12, SD = 3.4;
57% female, 43% male) were pri mar ily Cau ca sian
(8% Afri can Amer i can, His panic, or Asian-Pacific
Island eth nic ity) from pri mar ily rural and sec ond arily
urban New Eng land com mu ni ties, with mixed par ent
edu ca tion lev els (31% less than high school grad u ate,
28% high school grad u ates, 21% some col lege, 20%
col lege grad u ates). Based on a pro to col approved by
the Dartmouth Col lege Com mit tee on Pro tec tion of
Human Sub jects, results of all ques tion naires and
struc tured inter views rou tinely com pleted by child
psy chi a try out pa tients, their par ents, and cli ni cians
for pur poses of clin i cal eval u a tion were cop ied and
placed in a research file and in a sta tis ti cal pack age for
the social sci ences (SPSS) data base with all iden ti fy ing 
infor ma tion expunged.

De mo graphic Vari ables

A par ent or pri mary care giver com pleted a back -
ground ques tion naire describ ing the child’s age, gen -
der, and eth nic ity, and the high est grade level
attained by the par ent/care giver.  Age was
dichotomized into two dis tinct devel op men tal peri -
ods (Staub, 1979), 6.0 to 8.9 and 9.0 to 17.0 years old,
to accom mo date the pos si bil ity of a non lin ear effect
for this vari able. Race may be a sig nif i cant fac tor in
vul ner a bil ity to and chronicity of child hood PTSD
(Famularo & Fenton, 1996) and may influ ence the eti -
ol ogy or pre sen ta tion of child hood dis rup tive behav -
ior dis or ders (Reid et al., 1998); how ever, due to the
very small rep re sen ta tion of non-Cau ca sian eth nici -
ties in this sam ple (i.e., N < 5 for each of the Afri can
Amer i can, His panic, and Asian-Pacific Islands sub -

groups), we did not include race as a covariate. We
also con ducted all anal y ses includ ing only Cau ca sian
par tic i pants and found no change in the pat tern or
sig nif i cance of the results.

Di ag nos tic Clas si fi ca tion

Diag no ses were obtained and con firmed using a
pro to col adapted from the mul ti ple-gating pro ce -
dures of Multimodal Treat ment Study of Children
with ADHD (MTA) (Hinshaw et al., 1997). While con -
duct ing a clin i cal diag nos tic eval u a tion, cli ni cians
com pleted a diag nos tic check list (Hudziak, per sonal
com mu ni ca tion, 1996) review ing all DSM-IV cri te ria
for ADHD (inat ten tive, hyper ac tive-impul sive, or
com bined types), ODD, and PTSD. We also added
DSM-IV adjust ment dis or der cri te ria. Diag no ses for a
ran dom sam ple of 33 study cases (20%) were reli ably
rated by inde pend ent cli ni cians (interrater kappa =
.80, .60, .81, .77, for ADHD, ODD, PTSD, and adjust -
ment dis or der, respec tively) (Daviss et al., 2000). To
ensure inclu sive and accu rate ADHD and ODD diag -
no ses, par ent-reported symp toms on the SNAP-IV
were included in diag nos tic deter mi na tions (Hin-
shaw et al., 1997, Foot note 4).

Child Be hav ior Prob lem Se ver ity
and Psychosocial Im pair ment

Par tic i pating par ents com pleted the Child Behav -
ior Check list (CBCL), yield ing scores for total behav -
ior prob lems and for social com pe tence (Achenbach,
1996). The CBCL addresses a range of behav iors of
clin i cal con cern, yield ing reli able and val i dated
scores for (a) over all sever ity of externalizing and
inter nal iz ing behav ior prob lems and (b) child social
com pe tence.

Posttraumatic Stress Symptomatology

PTSD symp toms were assessed by par ent report on
the PTSD Check list for Children-Par ent Report
(PCL/C-PR) (Ford & Rog ers, 1997). Par ents rated
the extent to which, in the past month, their child has
shown each of the 17 DSM-IV PTSD symp toms on a
numer i cal scale rang ing from 1 (not at all ) to 5
(extremely). The PCL/C-PR was inter nally con sis tent
for a total score (alpha = .89) and for each of three
subscales assess ing intru sive reexperiencing (alpha =
.84), avoid ance and emo tional numb ing (alpha =
.77), and hyperarousal and hypervigilance (alpha =
.80). The PCL/C-PR showed good retest reli abil ity
over a 2 to 4 month period in a sam ple of chil dren
exposed to trau matic injury (r = .82, p < .01) and
1-week retest reli abil ity (r = 0.92, p < 0.0001) in a sam -
ple of 21 psy chi at ric patients at intake eval u a tions
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(Daviss et al., 2000). Cri te rion valid ity was sug gested
by the PCL/C-PR’s cor re la tion with a struc tured inter -
view for child PTSD (the Clin i cal Admin is tered PTSD
Scale for Children and Ado les cents [CAPS-CA]) for
total score (r = 0.47, p < .001), Reexperiencing (r =
0.53, p < .001), and Hyperarousal (r = 0.51, p < 0.001)
and mar gin ally for Avoid ance/Numbing (r = 0.20, p =
0.17) (Daviss et al., 2000). Evi dence for con ver gent
and discriminant valid ity of the PCL/C-PR total and
subscale scores was found through pos i tive cor re la -
tions with con cep tu ally related subscales of the
Revised Children’s Man i fest Anx i ety Scale and
zero-order cor re la tions with unre lated subscales
(Ford & Rog ers, 1999).

His tory of Trauma Ex po sure

Psy cho log i cal trauma expo sure was assessed by a
struc tured clin i cal inter view with the child, the Trau -
matic Events Screening Inven tory (TESI-C), and as
reported by the par ent on a par al lel ques tion naire
(TESI-P). Both forms require approx i mately 20 min -
utes to com plete and ask if the child has expe ri enced
each of 15 poten tially trau matic events. Ques tions
range from que ries for acci den tal trauma such as
“Has your child [or “Have you,” for the TESI-C] ever
been in a seri ous acci dent like a car acci dent, a fall or a 
fire?” to que ries for sex ual trauma such as “Has some -
one at least 5 years older than your child ever engaged 
your child in any sort of sex ual way? Or made your
child see or do some thing sex ual?” (TESI-P) and “Has
some one ever touched your body (pri vate parts) in a
way you did n’t want them to or in a way that made you
uncom fort able?” (TESI-C). Item word ing was care -
fully designed and pilot tested to ensure com pre hen -
si bil ity and accept abil ity for adults (TESI-P) and chil -
dren (TESI-C).

When an event has occurred, both the TESI-C and
TESI-P probe care fully to dis tin guish trauma (using
DSM-IV cri te ria) from other neg a tive life events.
Trauma data were con verted from 15 sep a rate items
to three con cep tu ally dis tinct com pos ite indi ces: (a)
acci dent, disas ter, or ill ness trauma; (b) phys i cal mal -
treat ment (i.e., expo sure to phys i cal vio lence such as
assault, kid nap ping, or fam ily vio lence), and (c) sex -
ual mal treat ment. Interrater reli abil ity kap pas for the
TESI-C sum mary scores were cal cu lated and found to
range from .73 to 1.00 (Ford & Rog ers, 1997). Retest
reli abil ity was cal cu lated for a sam ple of pedi at ric
injury patients, with kap pas rang ing from .50 to .70
for TESI-P and TESI-C sum mary scores over a 2- to
4-month period. Par ent-Child agree ment on trauma
expo sure items were pos i tively cor re lated (i.e., kappa =
.64 to .79) (Ford & Rog ers, 1997) but not iden ti cal, as
expected for cross-infor mants (e.g., Verlhurst et al.,

1997). There fore, a pos i tive report by either par ent or 
child was con sid ered evi dence of prob a ble occur -
rence for each com pos ite trauma vari able.

Nei ther phys i cal nor sex ual mal treat ment was
iden ti fied based on child pro tec tive ser vices records.
When cli ni cians iden ti fied instances of poten tial mal -
treat ment in either child or par ent TESI inter views,
they fol lowed a clinic pro to col for assess ing the cur -
rent like li hood of immi nent phys i cal dan ger or sex ual 
abuse and for mak ing a report to the State Depart -
ment of Children, Youth, and Fam ilies. None of the
pos i tive TESI find ings for phys i cal or sex ual mal treat -
ment required a report of pos si ble cur rent abuse.

Data Anal y ses

Chi-square anal y ses com pared the pro por tion of
chil dren in four diag nos tic group ings (ODD, ADHD,
comorbid ADHD/ODD, adjust ment dis or der) with a
his tory of phys i cal or sex ual mal treat ment. One-way
anal y ses of vari ance (ANOVA) were cal cu lated to
com pare CBCL and PCL/C-PR scores across diag nos -
tic groups. Hier ar chi cal mul ti ple regres sion anal y ses
were done to deter mine the unique con tri bu tion of a
his tory of trauma expo sure to PTSD symp toms in each 
diag nos tic group, con trol ling for age, gen der, par ent
edu ca tion, and CBCL Behav ior Prob lems and Social
Com pe tence.

RE SULTS

Descrip tive char ac ter is tics of the ADHD (N = 50),
ODD (N = 27), comorbid ADHD/ODD (N = 40), and
adjust ment dis or der (N = 48) case groups are pre -
sented in Table 1. Children with an ODD diag no sis
(with or with out ADHD diag no ses) were sig nif i cantly
more symp tom atic on the CBCL, accord ing to an
ANOVA fol lowed by Newman-Keuls post hoc tests,
than those with a sole ADHD diag no sis or an adjust -
ment dis or der diag no sis, F(3,111) = 11.17, p < .001.
Children with comorbid ODD and ADHD were sig nif -
i cantly more impaired on CBCL Social Com pe tence
scores than those with an adjust ment dis or der diag no -
sis, F(3,109) = 3.10, p < .05. Children with ODD or
comorbid ODD/ADHD were more likely to have a
comorbid PTSD diag no s is  than those with
ADHD-only or an adjust ment dis or der diag no sis,
χ2(3, N = 165) = 9.8, p < .01.

Chi-square tests showed that the study groups dif -
fered sig nif i cantly on pro por tions report ing expo sure 
to phys i cal mal treat ment, χ2(3, N = 165) = 27.6, p <
.001; sex ual mal treat ment, χ2(3, N = 165) = 15.0, p <
.001; and either phys i cal or sex ual mal treat ment χ2(3) =
36.3, p < .001 (see Table 1). Paired com par i son
chi-square tests, χ2(1, Ns = 67 to 98), showed that the
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like li hood of expo sure to phys i cal or sex ual mal treat -
ment was great est for the comorbid ADHD and ODD
group, fol lowed in descend ing order by ODD alone,
ADHD alone, and adjust ment dis or der.

A one-way ANOVA resulted in a sig nif i cant effect
(see Table 1) for diag nos tic group for total PTSD
symp toms on the PCL/C-PR, F(3, 120) = 4.45, p < .005, 
as well as for the PTSD diag nos tic (Amer i can Psy chi at -
ric Asso ci a tion, 1994) Cri te rion B intru sive
reexperiencing symp toms, F(3, 120) = 2.42, p < .05,
and Cri te rion D hyperarousal symp toms, F(3, 120) =
5.52, p < .001, but not for Cri te rion C avoid ance/
numb ing/social iso la tion symp toms, F(3, 120) = 1.76,
p > .15. Post hoc Newman-Keuls tests (p < .05) showed
that the ADHD, ODD, and comorbid ADHD/ODD
groups each had sig nif i cantly greater total PCL/C-PR
scores than the adjust ment dis or der group. The
ADHD group had sig nif i cantly higher intru sive
reexperiencing scores than the adjust ment dis or der
group, with the ADHD/ODD and ODD groups inter -
me di ate. On hyperarousal scores, the comorbid
ADHD/ODD and ODD groups scored sig nif i cantly
higher than ADHD or adjust ment dis or der groups,
and the ADHD group scored higher than the adjust -
ment dis or der group. To deter mine if the hyper-
arousal symp toms were due pri mar ily to items over -
lap ping with ADHD or ODD symp tom cri te ria, an
explor atory anal y sis com pared diag nos tic groups on
hyperarousal symp toms after tak ing out the two symp -
toms most clearly over lap ping with ADHD (PTSD Cri -
te rion D1: con cen tra tion prob lems) and ODD (PTSD 
Cri te rion D2: anger). The result was that the
PTSD-spe cific hyperarousal symp toms (Cri te rion D1:

sleep dis tur bance, D4: gen er al ized arousal, and D5:
star tle response) were sig nif i cantly ele vated for
comorbid ADHD/ODD (M = 10.5, SD = 4.5) and
ODD-only (M = 10.2, SD = 3.6), and the ADHD-only
group’s lev els (M = 6.6, SD = 3.5) were not dif fer ent
than the adjust ment dis or der group’s (M = 7.0, SD =
3.5), F(3, 112) = 9.84, p < .001.

Hier ar chi cal lin ear regres sion anal y ses dem on -
strated that his tory of mal treat ment and other trauma 
con trib uted dif fer ently to PTSD symp toms in the
three diag nos tic groups (Table 2). When entered in a
first block, age and par ent edu ca tion were not sig nif i -
cant pre dic tors of PCL/C-PR scores but (female) gen -
der was for both the ADHD and adjust ment dis or der
groups. CBCL total score, rep re sent ing over all sever -
ity of psychopathology, was a sig nif i cant pre dic tor of
PCL/C-PR scores for all diag nos tic groups when
entered in a sec ond block—CBCL Social Com pe -
tence, also entered in the sec ond block, was not a sig -
nif i cant pre dic tor of PCL/C-PR scores. More over,
mal treat ment trauma accounted for addi tional sig nif -
i cant vari ance in the pre dic tion of PTSD symp toms
within the ADHD group as did acci dent/ill ness
trauma within the ODD group. By con trast, within the 
adjust ment dis or der group, nei ther type of trauma
con trib uted to the pre dic tion of PCL/C-PR scores.

DIS CUS SION

Our find ings indi cate that not only vic tim iza tion
trauma in gen eral (Ford et al., 1999) but more spe cif i -
cally trau matic phys i cal and sex ual mal treat ment are
prev a lent among chil dren diag nosed with ODD and
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TA BLE 1: De mo graphic Com po si tion, Clin i cal Data, and His tory of Trauma Ex po sure of Study Groups

Group

ADHD/ODD Ad just ment
ADHD Only ODD Only Only Dis or der

Back ground Vari able (n = 50) (n = 27) (n = 40) (n = 48)

Age 11.5 (2.3) 11.6 (3.5) 11.5 (3.5) 11.4 (3.4)
Gen der (% Fe male) 52% 50% 63% 56%
Par ent ed u ca tion (less than high school grad u ate) 32% 33% 30% 29%
PTSD di ag no sis (life time) 6%a 24%b 22%b 0%a

CBCL to tal prob lems 65.5 (11.1)a,b 70.9 (8.4)c 71.8 (5.6)c 59.0 (10.8)a

CBCL so cial com pe tence 40.2 (10.4) 39.2 (8.3) 35.7 (7.2)a 42.6 (8.0)b

PCL/C-PR to tal score 34.0 (15.7)b 33.7 (7.2)b 36.7 (10.6)b 26.5 (10.5)a

PCL/C-PR in tru sive reexperiencing 9.8 (5.5)b 8.3 (4.7) 9.3 (4.2) 6.9 (2.9)a

PCL/C-PR avoid ance/numb ing 12.4 (6.1) 11.5 (4.5) 13.3 (5.4) 10.3 (3.2)
PCL/C-PR hyperarousal 11.1 (4.3)b 13.9 (5.5)c 14.1 (5.6)c 9.6 (4.5)a

Phys i cal mal treat ment 26%b 48%c 73%d 10%a

Sex ual mal treat ment 11%b 18%b 31%c 0%a

NOTE: ADHD = At ten tion Def i cit Hy per ac tiv ity Dis or der, ODD = Oppositional De fi ant Dis or der, PTSD = Posttraumatic Stress Dis or der,
CBCL = Child Be hav ior Check list, and PCL/C-PR = PTSD Check list for Par ent Re port. Data re ported as mean (stan dard de vi a tion) or as a
per cent age.
a., b., c. In di cate groups with sig nif i cantly dif fer ent lev els on a mea sure, p < .05.



sec ond arily among chil dren diag nosed with ADHD.
We found also that trauma expo sure was linked to ele -
vated PTSD symp toms for chil dren diag nosed with
ODD, ADHD, or both dis or ders. Over all, psy chi at ric
sever ity and gen der accounted for a sub stan tial pro -
por tion of the rela tion ship between trauma expo sure
and PTSD symp toms, but trauma expo sure also
accounted for sig nif i cant addi tional vari ance in PTSD 
symp toms in the ADHD and ODD groups—sug gest -
ing that although PTSD symp toms appear to be par -
tially the sequela of trauma, they also may be due to
the dis rup tive behav ior dis or ders.

The find ings that intru sive reexperiencing symp -
toms were most strongly asso ci ated with ADHD (and
less so with ODD) and that poten tially over lap ping
hyperarousal symp toms accounted for the ele vated
lev els asso ci ated with the ADHD-only group (but not
for the ODD or comorbid ADHD-ODD groups), sug -
gest that the pos i tive PTSD symp toms (as dis tinct
from neg a tive avoid ance/numb ing symp toms) may
be an arti fact of ADHD symp toms. On the other hand, 
par al lel ing Milberger, Biederman, Faraone, Murphy,
and Tsuang’s (1995) find ing of the integ rity of ADHD 
and child hood depres sion diag no ses, PTSD appears
to have the dis tinct effect within the ODD diag nos tic
groups of height en ing hyperarousal symp toms that
are the least asso ci ated with the dis rup tive behav ior
diag no ses. In addi tion, we found that chil dren diag -
nosed with ODD were espe cially at risk for trau matic
mal treat ment: 48% to 73% had been exposed to phys -
i cal mal treat ment, and 18% to 31% had been exposed 
to sex ual mal treat ment. Thus, com pared to adjust -
ment dis or der con trols, chil dren with ODD had more 
his tor i cal expo sure to mal treat ment, more severe cur -

rent hyperarousal symp toms, worse over all psy cho-
pathol ogy, and poorer social com pe tence (although
the lat ter was true only for comorbid ODD and
ADHD). Thus, although an artifactual effect can not
be ruled out, our find ings pro vide some sup port for
the hypoth e sis that mal treat ment and sub se quent
PTSD may exac er bate ODD.

The find ings are con sis tent with prior stud ies show -
ing ODD to be asso ci ated with par tic u larly severe dis -
rup tive behav ior prob lems and psychosocial impair -
ment (Biederman et al., 1996; Costello, Angold,
Burns, Erklani, et al., 1996). The nonsignificant rela -
tion ship between ODD alone with social com pe tence
is incon sis tent with prior stud ies (Nottelmann &
Jensen, 1995) but may be an arti fact of low power due
to the ODD-only group’s smaller sam ple size. Pro spec -
tive lon gi tu di nal stud ies fol low ing chil dren with and
with out ODD and ADHD are needed to rep li cate and
extend our cross-sec tional find ings. Addi tional diag -
nos tic stud ies, par al lel ing those done with ADHD,
anx i ety, and depres sion (e.g., Milberger et al., 1995),
are nec es sary to dis tin guish the unique, over lap ping,
and inter ac tive fea tures of PTSD, ODD, and ADHD.

Children with a diag no sis of ADHD were nev er the -
less at risk for past expo sure to mal treat ment trauma
but less so than chil dren diag nosed with ODD: 25%
had been exposed to phys i cal mal treat ment, and one
in nine had been exposed to sex ual mal treat ment.
ADHD is het er o ge neous with regard to psy chi at ric
mor bid ity, with most severe impair ment asso ci ated
with anti so cial fam i lies (Faraone, Biederman, &
Milberger, 1995). Fur ther study is war ranted to deter -
mine if mal treat ment con trib utes to the adverse out -
come in ADHD asso ci ated with anti so cial fam i lies
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TA BLE 2: Pre dic tion of Posttraumatic Symp tom Se ver ity by Hi er ar chic Lin ear Re gres sion

Pre dic tor Vari able Fi nal β Weight R2 ∆R2 ∆F p

Anal y ses for ADHD di ag no sis par tic i pants
First step: gen der .28 .12 .12 6.89 .001
Sec ond step: CBCL be hav ior prob lems .31 .26 .14 11.3 .000
Third step: mal treat ment trauma .20 .30 .04 7.72 .000

Anal y ses for ODD di ag no sis par tic i pants
First step: no pre dic tors
Sec ond step: CBCL be hav ior prob lems .35 .15 .14 3.98 .014
Third step: ac ci dent/in jury/ill ness trauma .28 .24 .09 4.13 .003

Anal y ses for ad just ment dis or der par tic i pants
First step: gen der –.40 .14 .14 3.87 .035
Sec ond step: CBCL be hav ior prob lems .30 .22 .08 4.38 .009
Third step: no pre dic tors

NOTE: ADHD = At ten tion Def i cit Hy per ac tiv ity Dis or der, ODD = Oppositional De fi ant Dis or der, and CBCL = Child Be hav ior Check list. Pre -
dic tors en tered in first block (step): age (dichotomized as 6.0 to 8.9 vs. 9.0 to 17.0), gen der, par ent ed u ca tion level (dichotomized as less than
high school grad u ate vs. high school grad u ate or higher). Pre dic tor en tered in sec ond block (step): CBCL To tal Be hav ior Prob lem score.
Pre dic tors en tered in third block (step): his tory of ac ci dent/ill ness trauma and his tory of mal treat ment. Pre dic tors re ported above for each
step are those that made sta tis ti cally sig nif i cant (p < .05) con tri bu tions to the fi nal model.



(Gabel & Shindledecker, 1993). ADHD chil dren
often reported acci dent/ill ness trauma and had lev els 
of PTSD symp toms com pa ra ble with those for ODD
chil dren (and sig nif i cantly higher than those for the
adjust ment dis or der group), so the injury prone ness
observed with ADHD (Farmer & Peter son, 1995) may
place these chil dren at risk for acci den tal psy cho log i -
cal trauma.

The find ing that ADHD was asso ci ated with lesser
like li hood of hav ing expe ri enced mal treat ment than
ODD and the absence of an increased risk of acci -
dent/ill ness trauma in ADHD (com pared to adjust -
ment dis or der), is con sis tent with stud ies indi cat ing
that bio log i cal and nontraumatic par ent/fam ily fac -
tors are crit i cal in the eti ol ogy and treat ment of
ADHD (Faraone, Biederman, Jetton, & Tsuang, 1997; 
Jensen, Mar tin, & Cantwell, 1997). We found that chil -
dren with ADHD were less at risk for mal treat ment
than those with ODD but nev er the less still at greater
risk than those with adjust ment dis or ders. Children
with ADHD also had ele vated PTSD symp toms, par tic -
u larly if exposed to mal treat ment. Screening for mal -
treat ment and PTSD symp toms thus appears war -
ranted with chil dren in treat ment for ADHD, with an
empha sis on detect ing those with subthreshold PTSD
symp toms rather than the rel a tively few with full
PTSD. Given ADHD’s asso ci a tion with intru sive
reexperiencing symp toms, care ful clin i cal dis tinc tion
of these symp toms from related ADHD symp toms is
impor tant for the accu rate clas si fi ca tion of and treat -
ment plan ning for chil dren with ADHD. Even if trauma
is not an etiologic fac tor for ADHD, it may be a source
of het er o ge ne ity in ADHD (Faraone et al., 1995) that
may affect both func tion ing and treat ment.

The comorbid ADHD/ODD group was dis tinct
from both the ADHD and ODD groups in terms of
high rates of phys i cal and sex ual mal treat ment.
Beyond the find ing reported by Ford et al. (1999) that 
91% of chil dren with comorbid ADHD/ODD had a
trauma his tory and 78% had expe ri enced vic tim iza -
tion trauma, the pres ent results show that for most of
these youths, vic tim iza tion took the spe cific form of
phys i cal mal treat ment (i.e., 73% or 90% of the vic tim -
ized sub group), and for many it also included sex ual
mal treat ment (i.e. 31% or 40% of the vic tim ized sub -
group). These mal treat ment prev a lence lev els are
sub stan tially higher than those for the gen eral child
pop u la tion (e.g., Boney-McCoy & Finkelhor, 1995)
and than those reported by Wozniak et al. (1999) for
both child psy chi at ric and nonpsychiatric sam ples.
How ever, the mal treat ment prevalences are sim i lar to
those for adult psy chi at ric sam ples (Dansky et al.,
1996; Lombardo & Pohl, 1997), sug gest ing that the
use of a struc tured trauma assess ment pro to col is pref -

er a ble to gen eral clin i cal inter view ing for the accu -
rate and com plete detec tion of chil dren who have
been trau ma tized either by mal treat ment or in other
forms.

These high prev a lence lev els of mal treat ment for
comorbid ADHD/ODD and the ele vated PTSD symp -
tom lev els across all three dis rup tive behav ior dis or -
der sub groups raise the pos si bil ity that the sever ity of
child hood psychopathology and not ODD or
comorbid ADHD/ODD per se is the true risk fac tor
for mal treat ment and PTSD symp toms. Par tic u larly
severe inter nal iz ing dis or ders such as major depres -
sion (Cuffe et al., 1998) or bipo lar dis or der (Wozniak
et al., 1999) also have been linked to child hood
trauma and PTSD, so the rela tion ship may be due to
gen er al ized psychopathology and not any spe cific dis -
or der. How ever, Ford et al. (1999) reported that con -
trol ling for the sever ity of inter nal iz ing symp toms did
not account for the rela tion ship between ODD and
vic tim iza tion trauma, and our cur rent results indi cate 
that con trol ling for over all sever ity of child hood
psychopathology did not account for rela tion ships
between either mal treat ment or acci den tal/ill ness
trauma and PTSD symp tom sever ity. Pro spec tive
inves ti ga tions of the risk and etiologic rela tion ships
between mal treat ment and other forms of child hood
trauma with a full array of inter nal iz ing and
externalizing dis or ders will be nec es sary to clar ify the
role of dis or der-spe cific and gen eral psy chopatho log -
i cal effects and out comes.

There also is the pos si bil ity that these multi-
impaired trau ma tized chil dren are con duct dis or -
dered (Steiner et al., 1997). More over, fur ther stud ies 
are needed to clar ify whether trauma plays a role in
the pro gres sion from ADHD to ODD to con duct dis -
or der observed by Biederman et al. (1996). Genetic
(Jensen et al., 1997) and fam ily psychopathology
(Faraone et al., 1995) fac tors appear to be the prime
risks for esca lat ing behav ior prob lem mor bid ity, but
trauma’s role remains to be dis cov ered.

Lim i ta tions of the pres ent study include its reli -
ance on one child psy chi a try clinic’s enroll ment, with
a dearth of par tic i pants rep re sent ing non-Cau ca sian
or sub ur ban pop u la tions, and the absence of
nonpsychiatric and nontreatment-seek ing con trols.
Rep li ca tion is indi cated with a broader mixed clin i cal
and com mu nity sam ple (Hinshaw et al., 1997) that
includes a wider range of ethnocultural, res i den tial,
and psy chi at ric char ac ter is tics. Another lim i ta tion is
the study’s cross-sec tional design, which does not per -
mit the detec tion and clar i fi ca tion of cru cial causal
and tem po ral rela tion ships link ing trauma, PTSD
symp toms, and the dis rup tive behav ior dis or ders.
Lon gi tu di nal stud ies, with chil dren known to have
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been exposed to trauma and/or to have been diag -
nosed with vary ing com bi na tions of ADHD, ODD,
and PTSD, are a vital next step toward a fuller def i ni -
tion of the role of trauma and posttraumatic
symptomatology in the eti ol ogy, course, and treat -
ment of child hood dis rup tive behav ior dis or ders.

Fur ther more, the approach to diag nos tic clas si fi -
ca tion, although reli able and sys tem atic, would be
improved by the use of stan dard ized struc tured inter -
view pro to cols such as the K-SADS, DICA, or DISC
(Hinshaw et al., 1997). On the other hand, the study’s
find ings were strength ened by the use of the TESI-C
and TESI-P, which pro vide a much needed (Sol o mon, 
Keane, Newman, & Kaloupek, in press) omni bus
child trauma expo sure assess ment meth od ol ogy, as
well as by use of the val i dated PCL/C-PR for
posttraumatic symptomatology and the CBCL for
over all sever ity of child psychopathology and child
social com pe tence. Peer-reviewed mea sures of child
trauma and PTSD symptomatology will con trib ute to
the devel op ment of both clin i cal and research pro to -
cols for dis rup tive behav ior dis or ders (Hinshaw et al.,
1997).

Our find ings sug gest that many of the tens of thou -
sands of chil dren with dis rup tive behav ior dis or ders
may have been exposed to trau matic mal treat ment
and may expe ri ence unde tected PTSD symp toms.
Pro spec tive stud ies with sam ple sizes suf fi cient to per -
mit com plex sta tis ti cal anal y ses (e.g., con fir ma tory
fac tor anal y ses, struc tural equa tion mod el ing) are
nec es sary to clar ify the con cep tual, clin i cal, and eti o -
log i cal inter re la tion ships among the many vari ables
involved in mal treat ment, PTSD symp toms, and the
dis rup tive behav ior dis or ders.

A pri mary clin i cal impli ca tion is that chil dren in
treat ment for dis rup tive behav ior dis or ders may ben -
e fit from screen ing for mal treat ment, acci den tal
trauma, and PTSD symp toms. As many as three in
four chil dren in treat ment for ODD and a sub stan tial
minor ity of chil dren treated for ADHD had expe ri -
enced mal treat ment and suf fered from PTSD symp -
toms. Children screen ing pos i tive for his tory of mal -
treat ment may ben e fit from adap ta tion of the
ther a peu tic and social ser vices received for dis rup tive
behav ior to address PTSD symp toms (e.g., Cohen &
Mannarino, 1996; Deblinger, Lippmann, & Steer,
1996). In addi tion to mal treat ment, screen ing
ODD-diag nosed chil dren for acci den tal/ill ness
trauma may be war ranted given this trauma type’s
asso ci a tion with PTSD symp toms in this group.

Fur ther more, multimodal clin i cal assess ment of
PTSD symp toms appears impor tant for accu rate and
com plete dif fer en tial diag no sis of chil dren with dis -
rup tive behav ior symptomatology. Par ents gen er ally

are able to detect spe cific ODD (and ADHD) symp -
toms accu rately but have more dif fi culty with
inter nal iz ing symp toms such as those char ac ter iz ing
PTSD (Cantwell, Lewinsohn, Rohde, & Seeley, 1997;
Faraone et al., 1997). Our find ings sug gest that par -
ents may have dif fi culty dis tin guish ing PTSD symp -
toms from trauma-unre lated symp toms of ADHD
(e.g., intru sive dis tress, con cen tra tion prob lems).
Edu ca tion for both cli ni cians and par ents con cern ing 
the com mon al i ties and dis tinc tions among the symp -
toms of ADHD and ODD with those due to mal treat -
ment and PTSD may enhance our col lec tive abil ity to
iden tify, under stand, and pro vide the most appro pri -
ate care for mal treated chil dren whose emo tional and 
behav ioral syn dromes have diverse and often com -
plex tra jec to ries of eti ol ogy and recov ery.
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